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Executive summary 
 
The quality committee met on 30 November 2021. The minutes from the previous 
committee meeting held on 28 September 2021 were ratified and are attached 
below. 
 
This report escalates information from the latest meeting that the membership feels 
the governing body should be informed on prior to the minutes review. 
 

Clostridium difficile (c.diff)  
 
The quality committee discussed the increased rate in c. diff and noted that a similar 
picture is being seen across the south west. Further work is underway, feeding into 
the extended data collection pilot of the regional c. diff collaborative and also into the 
regional healthcare associated infection (HCAI) quality improvement collaborative. 
Further work is required to ensure primary care is involved and aware of our position.  
 

South Western Ambulance Service NHS Foundation Trust (SWAST) 
harm reviews 
 
The nationally defined target for hospitals included in the NHS standard contract  
states that “all handovers between ambulance and emergency departments (ED)  
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must take place within 15 minutes with none waiting more than 30 minutes.” This is  
to ensure that patients receive necessary emergency care and to enable  
ambulances to get back on the road to respond to emergency calls. 
  
Nationally since April 2018 an average of 190,000 handovers have missed this target  
every month (half of all ambulance handovers). SWAST are continuing to experience 
prolonged handover delays within the southwest region, with persistent challenges in 
handovers being experienced by ambulance crews and patients at the Royal 
Cornwall Hospitals NHS Trust (RCHT) and University Hospitals Plymouth NHS Trust 
(UHP). 
 
Delayed handover of care between ambulance services and emergency  
departments are a known risk to patients, having the potential for adverse effects on  
the patient’s condition and outcome. Lengthy handover delays continue to cause  
concern for those patients waiting to receive care within ED and for patients who  
may have life threatening conditions waiting in the community for an ambulance.  
 
In response to the continued delays in handover of patients within the region,  
SWAST are sharing potential harm reports with clinical commissioning groups (CCG)  
which details high-level data of patients who have experienced delays in accessing  
emergency care. SWAST have produced 3 harm reports to date for each CCG within 
the SWAST region to have oversight of potential harm within their system. The 
reports are based on incident form submissions from ambulance crews attending 
patients within the integrated care system (ICS) area. The incident forms are raised 
when crews observe that patient care may have been impacted by a delay in the 
patient accessing emergency care. 
 
40 patients were detailed on the SWAST Kernow potential harm reports over the  
period of August and September 2021. The reports did not provide data to enable  
patient identification to support review of clinical records or the location that the  
patient was transferred to, and this information including patient NHS numbers was 
requested from SWAST on 28 October.   
 
NHS Kernow’s quality team have shared the SWAST data with RCHT, UHP and 
Cornwall Partnership NHS Foundation Trust (CFT) to enable identification of the 
patient’s attendance at ED to review the longer-term outcomes and impact of the 
delayed handover between ambulance and ED. 
 

Cawston Park Hospital 
 
Following the deaths of 3 people with learning disabilities at Cawston Park Hospital, 
Norfolk, a national review is being undertaken to check the safety and wellbeing of 
all people with a learning disability and autistic people who are being cared for in a 
mental health or specialist inpatient setting. 
 
Cornwall currently has 5 patients in an out of area hospital setting, 10 patients in 
Cornwall Partnership NHS Foundation Trust (CFT) mental health beds and 11 
patients in secure hospital beds, commissioned by NHS England (NHSE) through 
the provider collaborative. There are currently no children with a learning disability or 
autism in specialist or mental health beds. 



 

Page 3 

NHS Kernow Clinical Commissioning Group (NHS Kernow) is responsible for the in-
depth reviews for people in beds commissioned by the CCG – 15 reviews in total, 5 
people outside Cornwall and 10 people in local beds. Debbie Rees, clinical review 
officer for transforming care has undertaken reviews in all of our out of county 
placements with no concerns raised.  
 
Quality committee commended Nory Menneer and the team for all their hard work on 
this piece of work to date. 
 

Clinical audit 
 
A clinical audit update was recently provided to the audit committee and reviewed at 
quality committee today for information. Further work is underway to agree the CCG 
clinical audit programme. The committee agreed the importance of clinical audit in 
assuring ourselves of our service provision and should be viewed as CCG business 
as usual.  
 

Safeguarding accountability assurance framework 
 
A CCG safeguarding accountability and assurance framework has been developed  
and the draft version was ratified at quality committee today. The framework sets out 
what the CCG’s statutory safeguarding duties are, how we discharge the duties and 
how we provide assurance to external bodies. The framework covers all the portfolio 
of the safeguarding team. This includes adult safeguarding, child safeguarding, 
looked after children, care leavers, mental capacity, deprivation of liberty, court of 
protection, domestic abuse and sexual violence, prevent, exploitation, and serious 
violence.  
 
The quality committed commended the safeguarding team on a really good piece of 
work in producing the framework and agreed that this should be recommended to go 
forward into the integrated care system (ICS). 
 

Recommendations and specific action to take at the 
meeting 
 
The governing body is asked to: 
 
1. Receive the report and request further information, where necessary. 
 

Additional required information  
 
Cross reference to strategic objectives 

☒ Improve health and wellbeing and reduce inequalities 

☒ Provide safe, high quality, timely and compassionate care 

☐ Work efficiently so health and care funding give maximum benefits 

☐ Make Cornwall and the Isles of Scilly a great place to work 

☐ Create the underpinning infrastructure and capabilities critical to delivery 
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☐ Commissioning supports COVID-19, recovery plans and long-term plan 

expectations 
 
Evidence in support of arguments: Update to governing body. 
 
Engagement and involvement: Finance and performance committee, workforce 
committee. 
 
Communication and/or consultation requirements: Update to governing body. 
 
Financial implications: As noted. 
 
Review arrangements: Forms part of the in-depth monthly review of quality 
information. 
 
Risk management: Corporate risks are discussed at the joint finance, performance 
and quality meeting. 
 
National policy or legislation: Covers constitutional, national and locally 
determined quality and performance metrics. 
 
Public health implications: Consideration given to public health implications, 
particularly with respect to inequalities. 
 
Equality and diversity: Equality and diversity is considered through all of NHS 
Kernow’s work. 
Climate change implications: Meetings are now being held virtually, papers are no 
longer printed, and travel no longer required. 
  
Other external assessment: A considerable amount of the information is nationally 
submitted and informs discussions with regulators. 
 
Relevant conflicts of interest: None known other than those recorded within the 
declaration of interest register. 
 

For use with private and confidential agenda items only 
 
FOI consideration – exemption*: None - item may be published 
Qualified or absolute? None - item may be published 
 
If exemption is qualified, then public interest test required. Check to see if the public 
interest in the information being released outweighs the exemption being used and 
record your consideration here to justify inclusion on the private and confidential 
agenda. Note the information commissioner states that there is a public interest in 
transparency. For advice, contact kccg.foi@nhs.net. 

mailto:kccg.foi@nhs.net


 

Page 5 

Minutes 

 
28 September 2021 
9.30am to 12.30pm 
Microsoft Teams 
 

 

Attendees 
 

• Dr Judy Duckworth (JD), chair and governing body GP, NHS Kernow 

• Sharon Axby (SA), LeDeR local area contact, NHS Kernow 

• Charlotte Brown (CB), head of nursing, NHS Kernow 

• Liz Cahill (LC), associate director of commissioning maternity, children and young 
people, NHS Kernow 

• Tim Francis (TF), associate director of mental health, learning disabilities and 
autism, NHS Kernow 

• John Groom (JG), director of planned care, NHS Kernow 

• Lydia Harris (LH), minute secretary and quality officer and business manager, 
NHS Kernow 

• Nicola Hughes (NH), head of planned care commissioning, NHS Kernow 

• Lisa Johnson (LJ), nurse consultant director of infection prevention and control, 
NHS Kernow 

• Natalie Jones (NJ), chief nursing officer, NHS Kernow 

• Lorraine Long (LL), senior commissioning manager long term conditions and 
cancer, NHS Kernow 

• Claire Martin (CM), deputy director of nursing, NHS Kernow 

• Sharon Matson (SM), head of new models of care for Cornwall and Isles of Scilly, 
Royal Cornwall Hospitals NHS Trust 

• Melissa Mead (MM), governing body lay member, NHS Kernow 

• Alison O’Neill (AO), designated nurse for safeguarding children, NHS Kernow 

• Maria Patterson (MP), head of patient safety, NHS Kernow 

• Raman Subramaniam (RS), interim associate director for commissioning, NHS 
Kernow 

• Nikki Thomas (NT), interim director for nursing, NHS Kernow 
 

Apologies 
 

• Dr Rob White (RW), governing body GP, NHS Kernow 
 

 

Minutes from the meeting 
 

Item QC2021/82 – Introductions and apologies 
 

Quality committee part 1 



 

Page 6 

Dr Judy Duckworth chaired today’s committee and welcomed all to the meeting. 
Apologies noted as above. 
 
New staff members joined today’s meeting to observe, and a round of introductions 
took place. 
 

Item QC2021/83 – Conflicts of interest 
 
The conflicts of interest (COI) register was reviewed. JD referred to reference 
K000037 which states, ‘declared a salaried GP of Cornwall Partnership NHS 
Foundation Trust, Falmouth Hospital (secondment to West Cornwall Hospital ceased 
May 2021).’ 
 
JD stopped working for WCH and returned to Falmouth community hospital on 1 
October 2020. LH will ask the corporate governance officer to change the COI 
register accordingly. 
 
Actions 
 
1. LH to inform corporate governance of the change required to the conflicts of 

interest register as above. 
 

Item QC2021/84 – Approve the minutes of the quality committee 
meeting on 27 July 2021 
 
The minutes of the quality committee meeting held on Tuesday 27 July 2021 were 
approved. 
 

Item QC2021/85 – Update action tracker 
 
The action tracker was updated and is distributed with these minutes. 
 

Item QC2021/86 – Marie Therese House 
 
Sharon Matson presented an update on Marie Therese House (MTH) and was joined 
by John Groom, Lorraine Long and Nicola Hughes. All left the meeting after the 
discussion. 
 
SM reviewed pertinent issues of the neurorehabilitation service and was asked to 
provide assurance as to its current and future provision. 
 
MTH provides specialised rehab for people with brain injury and complex disability. 
The unit houses 12 inpatient beds and also provides an outpatient service for 
neurological conditions. The lead consultant, Dr Mate, retired on 31 March 2021 
leaving a gap in consultant cover. A locum consultant was appointed on 6 
September and is contracted until end March 2022. Interviews for a substantive 
consultant are due to take place in October. 
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Mutual aid was provided by Livewell Southwest CIC until August supporting Botox 
treatment. There was a temporary reduction in service during August.  
 
SM explained that no harm to patients has been identified and no serious incidents 
or complaints have been reported, with the usual expected number of issues raised 
via RCHT’s system, Datix. There is senior clinical and executive oversight and ties 
with the regional network. There has been good collaborative working with the Royal 
Devon and Exeter NHS Foundation Trust and Livewell Southwest. 
 
The committee discussed what the new model of care for people with neuro-
rehabilitation needs could look like once the new consultant is in post. 
 
NT raised concerns around quality governance and did not feel there was enough 
assurance including the Botox service. NT asked if we are assured that there is no 
harm at lower level. SM will share this data from Datix. SM advised that MTH is 
discussed through Royal Cornwall Hospitals NHS Trust (RCHT) governance, 
reported through the specialty medicine care group, and discussed at performance 
and executive meetings. Additional support for the MTH nurse lead is provided by 
matron St Michael’s and West Cornwall hospitals. SM will also share the 
rehabilitation outcomes collaborative (ROC) data relating to MTH.  
 
JG has previously directed a number of questions to RCHT via email and thought it 
appropriate to revisit this. JG will also ask RCHT on what the new model of care 
could look like. 
 
The committee agreed that further assurance of the governance of MTH for both 
inpatient and outpatient services is required. 
 
Actions 
 
1. The committee will write to the medical director at RCHT asking for a clinical 

update of MTH whilst the review is completed. 
2. SM to provide Datix-level information regarding reported incidents and the ROC 

data specific to MTH. 
 

Item QC2021/87 – Learning disabilities mortality review (LeDeR) 
 
Annual report 
 
Tim Francis and Sharon Axby presented the LeDeR annual report 2020-21 and left 
after the discussion. 
 
TF gave the background of LeDeR which is a national programme of mortality review 
for individuals with learning disabilities. The aim of the programme is to learn from all 
deaths and reduce health inequalities. The plan described within the annual report 
sets out the expectations of clinical commissioning groups (CCG) and integrated 
care systems (ICS). 
 
SA explained that in 2020-21, 23 deaths were reported in Cornwall through the 
LeDeR process. The reporting process is not mandatory, and it is likely that there 
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have been a number of deaths that we are not aware of. Cornwall was previously an 
outlier and additional reviewers were identified to help review the process. 
 
In the last 12 months, 97 different recommendations came out from the 23 reviews 
with a majority focussing on communication, e.g., sharing patient information from 
general practitioners (GPs) to carers. Another area of concern involved annual 
health checks completed by GPs. Reviewers found that although annual health 
checks may have been completed, it was difficult to find the outcomes. A number of 
people who had had annual health checks were in the morbidly obese category and 
it was evident that these individuals had weight related issues such as diabetes and 
congestive heart disease. 
 
Mental capacity particularly around treatment escalation plans (TEPs) and the 
COVID-19 pandemic were also factors during the review, as was access to medical 
records, i.e., GPs not able to share medical notes with reviewers, creating long 
delays against the NHS England targets. 
 
The 4 main recommendations for the next 12 months are: 
 
1. A continued roll out of Restore 2 training to learning disability providers and 

family carers in Cornwall and Isles of Scilly. A working group has been 
established to plan how the training can be delivered. 

2. Raising the awareness of health issues related to constipation across the health 
and social care system (see objective 3 below). 

3. Tackling obesity and developing health lifestyles. This is a collaborative project 
between Cornwall Partnership NHS Foundation Trust (CFT), and Public Health 
Cornwall (Healthy Living Cornwall and the CHAMPS team). There will be a 16-
week healthy living programme delivered to a small number of individuals. The 
use of smart technology will evidence outcomes and provide data to inform future 
programmes of diet and exercise for individuals with learning disabilities. 

4. The introduction of an annual audit of the application of treatment escalation 
plans (TEPs) and do not attempt resuscitation (DNAR) within primary care. 

 
LeDeR is currently undergoing change with a new structure and a new information 
technology (IT) system, and a business case is to be put forward in Cornwall. By 
April 2022 people with autism will also be included within the reviews. Some scoping 
work has been carried out on the numbers of deaths in individuals with autism and 
RCHT records indicate 4 to 5 a year. TF said we are seeing an increase in the 
number of people being diagnosed with an autism spectrum disorder. 
 
TF said we need further assurance on completed physical annual health checks. 
However, a lot of good work has taken place and we are no longer an outlier and 
Cornwall is sitting above the 67% target at over 70%. TEP concerns raised during 
the pandemic escalated. TF chairs the disability programme board and will pick up 
with NT to ensure gaps are closed. 
 
JD asked about the issues against action plans relating to primary care, and asked 
MM if this could be raised at the audit committee. MM asked if there is pushback to 
GPs about the lack of sharing information as this is hindering the review process and 
was keen to know at what level families are involved in the review process and if 
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they have a voice. In relation to information sharing, SA replied that some GPs are 
unaware of the LeDeR programme, saying the information is confidential and cannot 
be shared or kept. For some practices, the medical notes are no longer held by them 
and are stored centrally making it difficult to get hold of. The pandemic has also 
created further issues with staff being very stretched and under pressure, adding to 
delays. TF informed the group that family members are an intrinsic part of the 
process and are engaged at the get go. A service user, someone with a learning 
disability, is invited to join the panel every time. MM is assured of good family 
involvement. 
 
TF commented that there are some challenges around parity of esteem. People with 
a chronic learning disability or autism are dying earlier than they should. Annual 
health checks should be mandatory with 100% compliance, but we are not quite 
there yet with an estimated 18% of people with a chronic learning disability 
undergoing the full 6 checks annually. 
 
CB was keen to know more about the learning around TEPs and referred to the 
learning action on page 15 in the report which states “care providers to ensure all 
staff are trained, skilled and confident in all aspects of best interest and mental 
capacity relating to medical treatments, decision making and TEPs.” CB asked if this 
referred to all health and social care providers, or health only? SA confirmed this is 
all health and social care providers. 
 
The committee agreed to ratify the annual report. 
 
Business proposal 
 
NT outlined the proposed operational changes for LeDeR within NHS Kernow. 
LeDeR will move across to the nursing and quality team and LeDeR-specific roles 
will be undertaken by existing staff members. This is initially proposed as a 12 month 
pilot. LeDeR will report into quality committee on a quarterly basis. JD suggested 
feeding LeDeR into the monthly quality assurance meeting to raise individual 
concerns, questions and issues as and when they arise. 
 
The committee agreed to endorse the business proposal. 
 

Item QC2021/88 – National clinical priority update – continuing 
healthcare 
 
Raman Subramaniam provided an update on continuing healthcare (CHC) and left 
after the discussion.  
 
The trajectory for assessments in quarter 1 (Q1) 2021-22 of 50% to 59% was 
achieved. There has been a surge in assessments and a plan to mitigate is going to 
the business planning and performance group (BPPG). Some staff have been 
redeployed causing capacity issues, and recruitment in the CHC team will go live in 
November. It is unlikely that the Q2 target will be met. 
 
NT asked if there has been an increase in complaints from family or patients. RS 
said none have been identified. NT asked about redeployed staff and RS confirmed 
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this comes to an end at the end of September. NJ commented that borrowing NHS 
Kernow nurses for other teams during the pandemic has been created issues for 
CHC as the team has the biggest cohort of nurses. There was a discussion about 
the impact of the system pressures and if CHC need to consider their resources. RS 
is buying in some capacity for the backlog and will look at how we can best use the 
staff that we have. RS will be taking this to BBPG and will report back to quality 
committee. 
 

Item QC2021/89 – National clinical priority update – maternity 
 
Liz Cahill provided an update on the local maternity and neonatal system (LMNS) 
and left after the discussion. 
 
The LMNS has seen significant change this year with the implementation of the new 
quality surveillance model as required by NHS England and Improvement (NHSEI).  
 
Maternity services has seen some difficulties and high levels of sickness has meant 
some areas of transformational planning have had to be stood down. Maternity 
services need to be commended on how well they have managed throughout the 
pandemic. 
 
Recommendations from the Ockenden report are being implemented and we need to 
ensure how we receive oversight. The LMNS do not have the same level of oversight 
of Plymouth and Devon hospitals as we do for RCHT. There is a discrepancy in 
choice of birth and mode of delivery across the 2 areas and this is a challenge that 
needs a focus on. 
 
Another significant piece of work required is deprived areas and to ensure we are 
truly tackling these families.  
 
JD asked if there is a barrier around current culture and the leadership environment. 
There has been a significant amount of work carried out to improve this by Jane 
Urben, head of midwifery. Jane is due to leave early 2022 and there are discussions 
to advertise for a director role. NJ commented that this was a difficult job for Jane 
initially in view of culture around maternity services, and the new postholder will need 
to engage with the teams to continue this. 
 
MM said the work around perinatal mental health has been fantastic. MM asked 
about the transition process when perinatal mental health ends and it becomes 
community mental health. LC commented that there is some work needed around 
this. 
 

Item QC2021/90 – Infection prevention and control 
 
Lisa Johnson provided an update on infection prevention and control (IPAC) and left 
after the discussion. 
 
In preparation for a potentially disruptive season of Norovirus a diarrhoea risk 
assessment tool used in local hospitals has been adapted for the care sector and 
shared via care provider communication bulletins. 
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Learning resources have been created from gram negative bloodstream 
investigations for sharing suggestions.  
 
The outbreak prevention and control (OPAC) team have been doing really well with 
visits during Q1. Recurrent funding for OPAC was discussed yesterday with the local 
authority and an outcome is awaited. Currently, the OPAC funding is up to the end of 
March. 
 
JD asked about the seasonal variation of Clostridiodes difficile (C.diff), Escherichia 
coli (E.coli) etc., and if this is what we would expect to see. LJ explained that E.coli is 
usually a summertime presence. A C-diff uplift has been seen. A joint regional 
collaborative to look at whole region C.diff started this week to see what we can 
learn and to identify if there are any prescribing trends. 
 
JD asked about national COVID-19 outbreaks. The latest guidance has been 
acknowledged by our providers in their quality papers. LJ is involved with processes. 
Some limitations within estate have been noted, e.g., beds and ventilation. For 
example, not being able to reduce the number of beds on wards to spread patients 
out due to system pressures and numbers of patients requiring beds. 
 
Rotation of IPAC team members between acute and operational teams is in 
planning. NJ commented this is a positive move to rotate people around the system. 
 
NT asked about the joint poster submission for the Infection Prevention Society 
Conference in September. LJ informed the group that this relates to integration and 
rotation plans, and it has been selected for presentation at the conference. 
 
NT asked what the update is for infection prevention control audits in primary care. 
LJ said there has been a promising start. A few have come forward to say they 
would like an audit and it is hoped that the rotations will get involved in these. There 
has been a good welcome from the practice nurse forum.  
 

Item QC2021/91 – Safeguarding update 
 
Charlotte Brown and Alison O’Neill provided an update on safeguarding. AO left after 
the discussion. 
 
CB flagged the following key topics: 
 

• NHS Kernow’s adult safeguarding team are involved in the planning of the multi-
agency safeguarding hub for Cornwall 

• Cornwall and Isles of Scilly Safeguarding Adults Board (SAB) commissioned 
Healthwatch Cornwall to undertake research on people’s experiences of adult 
safeguarding in Cornwall, and the report sets out the findings and the 
recommendations from this 

• local authorities have the statutory duty to make enquiries when there are 
concerns that an adult with care and support needs may be experiencing abuse 
or neglect 
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• an action plan is being developed and implemented by a multiagency group and 
NHS Kernow is an active participant in this group as we are a statutory partner of 
the Cornwall and Isles of Scilly  

• Liberty Protection Safeguards (LPS) will be a key activity over the next 6 months 
leading up to April 2022 and will bring additional responsibilities to NHS Kernow 
and its commissioned services, and updates will continue to be reported to the 
quality committee. 

 
JD asked about the lack of health representation in MARU and if this is longstanding. 
AO said this has been for a few months with some very part-time representation. 
There are negotiations in place at present with providers to increase representation 
and a proposal has been put to RCHT and CFT integrated safeguarding team to 
address this. 
 
The safeguarding children annual report going is going to the governing body next 
week and the MARU health representation issue will be added to the chair’s report 
for escalation. 
 
Actions 
 
1. Flag the MARU health representation issue in the chair’s report for governing 

body. 
 

Item QC2021/92 – Quality update 
 
Maria Patterson attended the meeting in Lisa Nightingale’s absence to discuss the 
quality report. The key headlines were discussed. 
 
RCHT: 
 

• the Care Quality Commission (CQC) carried out a focussed inspection and 
welcomed improvements in response to the recent 7 never events 

• the urgent and emergency care (UEC) system remains under pressure with 
significant ambulance delays and a decline in 4 hour waits, the lowest rate in July 
this year at 49% against the national target of 95% 

• reportable 12-hour trolley waits showed a significant fluctuation in July 

• the emergency department (ED) checklist has shown significant improvement 
and was at 100% compliance. 

 
NT said there was a focussed discussion at the last quality surveillance group (QSG) 
on harm reviews around long waits, poor experience of care, etc. 
 
CFT: 
 

• the internal governance review is yet to be concluded 

• responses to the central alerting system are improving and only 1 remains 
outstanding 

• Duty of Candour is at 100%. 
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South Western Ambulance Service NHS Foundation Trust (SWAST): 
 

• a critical incident was declared in response to the significant increase in 
operational demand and significant increase in clinical risk in our waiting 999 call 
stack.  

 
Duchy Hospital: 
 

• 2 patient safety reviews have been returned to NHS Kernow for assurance 
review. Limited terms of reference and lack of family involvement has been noted 
and this requires improvement. This has been discussed with the Duchy and 
feedback is awaited. 

 
Primary care: 
 

• Themes identified from peer improvement tips for care and health (PITCH) 
include: 
o long ambulance delays including 1 that has been declared a serious incident 
o package of care 
o discharge summaries 
o treatment escalation plans 
o single electronic referral form 

• quantitative faecal immunochemical test (qFIT) remains ongoing – NT said this 
needs to feed into the Cancer Alliance 

• Belmont care home is no longer in organisational safeguarding. 
 
Across the system, 29 patient safety incidents were reported in July and 24 in 
August. 
 
JD asked about SWAST and potential harm. There are huge delays in transfer 
between organisations and ambulances queuing is visible, but we are not seeing 
what is going on behind the scenes. 
 
NT discussed the significant piece of work around Belmont home. NHS Kernow’s 
quality team and the local authority quality assurance team have worked well with 
the home to receive patients, which has had a positive impact. NT commended the 
exemplary work by Sara Sanders, quality manager, on this achievement. 
 

Item QC2021/93 – Update from the quality surveillance group 
meeting on 2 September 2021 
 
NT provided an overview of the quality surveillance group (QSG) meeting in 
September. The usual escalation of concerns, mostly around flow, were discussed. 
Lisa Nightingale, head of clinical quality, gave a presentation on the collation of 
serious incidents and other known concerns that have arisen from flow such as harm 
reviews. This was a useful conversation for all partners in the room to understand 
other organisations’ perspectives. This generated questions around what happened 
to an individual when transferred.  
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The system discussed that a focussed conversation is required around community 
assessment treatment units (CATU). 
 
The next QSG at the end of October will look at development work at how we 
respond to quality thematically across the system, especially as we move towards an 
integrated care system (ICS). 
 

Item QC2021/94 – Key issues discussed at the committee and 
recommendations for resolution for governing body 
 
The group agreed that the following topics require escalation to the governing body 
for oversight: 
 

• Safeguarding concerns 

• LeDeR annual report  

• Marie Therese House 
 
Actions 
 
1. The issues noted above to be captured in the chair’s report for governing 

body. 
 

Item QC2021/95 – Any other business 
 
There was no other business raised. 
 

Final copy for ratification 
 
Signed by the chair: Ratified virtually at quality committee 
Date:  30 November 2021 
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Executive summary 
 
NHS Kernow quality and safeguarding report aims to summarise and provide 
assurance with regard to quality and safeguarding, actions NHS Kernow is taking to 
address these, and how we are seeking assurance on a sustained improved 
position. Information is only provided where there is exception and or requires 
escalation to the quality committee. 
 
NHS Kernow quality and safeguarding assurance is sought through the monthly 
quality assurance meeting (QAM) and 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 NHS Kernow and 
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have Care Quality Commission (CQC) action plans in place to address ongoing 
concerns around quality and safety. 
 
The enclosed updates have been reviewed and discussed at the October and 
November QAM and SAM. The quality metrics and local intelligence in the report are 
on performance for the month of September 2021 at a total clinical commissioning 
group (CCG) level, unless otherwise stated. 
 

Recommendations and specific action to take at the 
meeting 
 
The governing body is asked to: 
 
1. Note the report. 
2. Note system quality improvements. 
3. Ask for additional assurance on any indicators that are not already discussed 

within the content of this report. 
 

Additional required information  
 
Cross reference to strategic objectives 

☒ Improve health and wellbeing and reduce inequalities 

☒ Provide safe, high quality, timely and compassionate care 

☐ Work efficiently so health and care funding give maximum benefits 

☐ Make Cornwall and the Isles of Scilly a great place to work 

☐ Create the underpinning infrastructure and capabilities critical to delivery 

☐ Commissioning supports COVID-19, recovery plans and long-term plan 

expectations 
 
Evidence in support of arguments: Reporting actual performance by 
commissioned providers for Cornwall and Isle of Scilly. National and local quality 
metrics, national directives, constitutional standards, STEIS and NRLS. 
 
Engagement and involvement: Commissioned providers, commissioning leads 
within the NHS Kernow and associate commissioners in NHS Devon. 
 
Communication and/or consultation requirements: There are currently no 
communication issues between commissioners and providers. 
 
Financial implications: Quality performance may have an impact on commissioner/ 
provider financial position. 
 
Review arrangements: Monthly review at both the quality and safeguarding 
assurance meetings. 
 
Risk management: Quality assurance framework in place. Exception reports are 
produced by commissioners for non-performing metrics. Risks managed through risk 
register entries on NHS Kernow corporate register. 
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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 
 
Public health implications: Infection prevention and control. 
 
Equality and diversity: No impact noted at this time. 
 
Climate change implications: Meetings are now being held virtually, papers are no 
longer printed and travel no longer required. 
  
Other external assessment: NHS England national statistical publications; Royal 
College reviews; ESIST; NHS England assurance – KLOEs and NHS Improvement 
reviews. 
 
Relevant conflicts of interest: None identified. 
 

For use with private and confidential agenda items only 
 
FOI consideration – exemption*: None - item may be published 
 
Qualified or absolute? None - item may be published 
 
If exemption is qualified, then public interest test required. Check to see if the public 
interest in the information being released outweighs the exemption being used and 
record your consideration here to justify inclusion on the private and confidential 
agenda. Note the information commissioner states that there is a public interest in 
transparency. For advice, contact kccg.foi@nhs.net. 
  

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
https://www.england.nhs.uk/statistics/statistical-work-areas/%20CQC%20inspections
mailto:kccg.foi@nhs.net
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Quality 
 

Royal Cornwall Hospitals NHS Trust (RCHT) 
 
The current Care Quality Commission (CQC) rating for RCHT is requires 
improvement. The latest report published is dated 26 February 2020. 
 

 
 
A reduction in falls and pressure ulcers has been noted. 
 
It has been noted that our quality dashboard demonstrates a deteriorating position in 
the percentage of eligible patients’ risk assessed for venous thromboembolism 
(VTE). There have been a number of interventions and learning from serious 
incidents regarding VTE, which have fed into a quality improvement project. No 
outcomes reported to date. An action from our recent quality assurance meeting 
(QAM) is to understand the progress and measurement of effectiveness of actions 
on this and if further quality improvement support to impact on reduction is required 
from ourselves or NHS England and Improvement (NHSEI).  
 
The demand on the emergency department (ED) at RCHT remains high. RCHT met 
the 4-hour performance target for 41% of patients in September. The handover 
delays between South Western Ambulance Service NHS Foundation Trust (SWAST) 
and ED remain high with 141.2 hours lost daily to handover delay in September. The 
ED teams are working hard to ensure patient safety is maintained via the nurse led 
rapid assessment service to facilitate rapid assessment of patients.  
 
The 52-week waiting position has a robust harm and review structure in place across 
specialities. For September there is minimal harm demonstrated with 5 low harm and 
1 moderate harm being reported.  
 
RCHT is an early adopter for the patient safety incident response framework 
(PSIRF). The draft plan is with NHSEI for review prior to board approval in 
November and NHS Kernow governing body agreement in December.  
 
A national patient safety alert raised via the central alerting system (CAS) is 
outstanding at 158 days. This relates to the steroid emergency card to support early 
recognition and treatment of adrenal crisis in adults. The final action to take is reliant 
on an information technology (IT) system upgrade.  
 
An improvement in overall complaints responses has been noted at 73%. A new 
complaints manager is now in post. Complaints received around communication 
have continued to increase from 26% in quarter 1 to 40% in quarter 2.  
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Midwifery staffing has been raised as a current risk due to absences related to 
COVID-19 and staff isolating, high sickness absence levels, and a large number of 
staff on maternity leave. The risk to the maternity 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 
fulltime midwives. 
 
A new quality manager joined the NHS Kernow quality team in October and is 
leading in patient experience and the mid-Cornwall integrated care area (ICA). The 
quality manager has already commenced attendance at RCHT patient experience 
meetings, providing challenge and links to areas of good practice across the county 
and southwest region. She has also set up the first meeting of the local system 
patient experience forum including Healthwatch and has made links with her 
counterpart in NHS Devon Clinical Commissioning Group (NHS Devon). 
 

Cornwall Partnership NHS Foundation Trust (CFT) 
 
The current CQC rating for CFT is good. The latest report published is dated 2 July 
2019. 
 

 
 
The trust risk register reports the red risk key themes to be risks in relation to estates 
which include the ligature risks as well as staffing risks, many of which have the 
potential to impact on performance and the ability to deliver safe services. 33% of 
the red risks are in relation to staffing levels, in particular mental health.  
 
The patient safety incident response plan (PSIRP) was approved by the trust board 
on 13 September 2021 and NHS Kernow governing body on 5 October 2021. This 
was the final approval stage prior to go live on 6 October 2021. The plan is 
accompanied by a 3-month incremental implementation plan to support the trust to 
transition from the current investigation arrangements under the serious incident 
framework, to the new arrangements detailed in the PSIRP. 
 
There has been some progress with CAS alerts. There is 1 outstanding at 248 days 
which relates to food allergen standards, with a delay centred around St Mary’s 
hospital, Isles of Scilly. It is planned to close this alert in November. 
 

University Hospitals Plymouth NHS Trust (UHP) 
 
The current CQC rating for UHP is requires improvement. The latest report published 
is dated 18 December 2019. 
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CQC domain self–assessment as per board papers October 2021. 
 

 
 
No NHS Devon quality assurance committee held in September 2021 due to system 
pressures.  
 
NHS Kernow has provided their response to UHP’s draft quality account for the year 
2020-21. 
 

South Western Ambulance Service NHS Foundation Trust 
(SWAST) 
 
The current CQC rating for SWAST is good. The latest report published is dated 27 
September 2018. 
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5 treatment delay serious incidents have been reported, all of which were impacted 
by delay in ambulance response times. 
 
SWAST is adopting the patient safety incidents response framework (PSIRF) model 
for managing serious incidents that are thought to have occurred as a result of 
delayed response times due to system pressures. They are conducting a patient 
safety incident investigation (PSII) to identify themes and this approach has been 
initially approved by commissioners and NHSEI and will be reviewed ongoingly. 
 

Local maternity and neonatal system board (LMNS) 
 
The equity and equality guidance for local maternity systems sets out to ensure all 
women have equity of access to maternity services. The equity strategy is a 
requirement of the local maternity and neonatal system (LMNS). The deadline date 
for submission of the equity strategy has now changed and this was discussed at the 
Cornwall and Isles of Scilly LMNS board on 21 October 2021. Concerns were raised 
of the current system pressures impacting on the risk for continuity of carer resulting 
in some of the planning days being cancelled, and a need to pause the 
transformation work. The group agreed that the resultant impact of the pressures is 
challenging, recognising what can be achieved within the timescales. Given the 
deadline for submission of the equity strategy, it was felt the quality committee 
should have oversight. 
 

Primary care 
 

Peer improvement tips for care and health (PITCH) 
 
All PITCH reports are reviewed at the monthly quality assurance meeting (QAM). 
From 18 September to 18 November 2021 inclusive, 19 submissions have been 
reported through PITCH. The key themes and trends identified are summarised 
below. 
 

• 2 incidents raised by RCHT relating to care packages, to be shared with the 
continuing healthcare (CHC) team at the monthly QAM: 
o patients remaining at RCHT when they could have been discharged 
o residential home unable to provide appropriate care for patient, CHC unable 

to find appropriate care 

• 7 incidents have been reported linked to SWAST delays in ambulances 
responding to request from primary care. All SWAST-related incidents are shared 
with SWAST and NHS Kernow’s programme lead for urgent and emergency 
care. 

https://www.england.nhs.uk/wp-content/uploads/2021/09/C0734-equity-and-equality-guidance-for-local-maternity-systems.pdf
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Trescobeas surgery 
 
A CQC inspection was undertaken in June and the report published in September 
rates Trescobeas as requires improvement. The quality team are working with 
Trescobeas to follow up on their actions. 
 

Special Allocation Scheme (SAS) 
 
The numbers of people allocated to general practitioners (GPs) in this scheme has 
risen from 22 in May 2020 to 37 in September 2021, a 68% increase. The quality 
team are supporting the panels providing clinical leadership and quality oversight.  
 

Care homes 
 

Belmont nursing home 
 
NHS Kernow and the local authority quality teams have been working together to 
assess the quality issues and identify the areas for quality improvement enabling 
further admissions at this nursing home. The information is being used to form a joint 
approach to support from across the system including staffing, training, and quality 
improvement. The CQC recent visit has not been published.  
 

Care hotel  
 
The care hotel in Newquay has opened and a quality assurance visit completed. A 
small number of quality and infection prevention and control improvements were 
identified as required, and the provider acted on these immediately. A meeting and 
visit are taking place next week with the local authority and CFT to determine if the 
admission criteria can be extended further.    
 

Patient safety incidents 
 
There are currently 149 open serious investigation reports across Cornwall and the 
Isles of Scilly, which have been undertaken as set out within the Serious Incident 
Framework (2015). In preparation for services to be provided within an integrated 
care system (ICS) and the implementation of PSIRF, NHS Kernow’s quality team will 
work with provider organisations to review all open cases and close where 
appropriate by 31 March 2022. 
 
Across the system, a total of 19 patient safety incidents were reported in September. 
 

Organisation No. of 
incidents 

Type of incident 

RCHT 6 • 4 x maternity/obstetric incident 

• 1 x slip/trip/fall 

• 1 x suboptimal care of the deteriorating patient 

CFT 3 • 1 x apparent/actual/suspected self-inflicted harm 

• 1 x pressure injury 
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Organisation No. of 
incidents 

Type of incident 

• 1 x slip/trip/fall 

UHP 2 • 1 x confidential information leak/information 
governance breach 

• 1 x medication incident  

SWAST 8 • 1 x major incident/emergency preparedness, 
resilience and response/suspension of services 

• 2 x sub-optimal care of the deteriorating patient 

• 5 x treatment delay 

 
22 incidents were reported in October. 
 

Organisation No. of 
incidents 

Type of incident 

RCHT 7 • 1 x maternity/obstetric incident 

• 1 x pressure ulcer 

• 1 x slip/trip/fall 

• 2 x treatment delay 

• 2 x venous thromboembolism (VTE) 

CFT 1 • 1 x PSIRF early adopter incident selected for 
investigation 

UHP 11 • 1 x confidential information leak/information 
governance breach 

• 2 x diagnostic delay  

• 1 x medication incident 

• 6 x slip/trip/fall 

• 1 x surgical/invasive procedure incident 

NDHT 2 • 1 x maternity/obstetric incident 

• 1 x pressure ulcer 

SWAST 1 • 1 x sub-optimal care of the deteriorating patient 

 
As of 18 November 2021, 33 incidents have been reported in November. 
 

Quality and performance dashboard 
 
The dashboard demonstrates deterioration with a number of constitutional 
standards; quality assurance and improvement plans are seen at provider quality 
assurance committees.  
 

Safeguarding  
 
This report intends to update the quality committee about any local, regional, or 
national safeguarding developments and provide assurance that the clinical 
commissioning group (CCG) is meeting its safeguarding statutory duties. It also 
provides information about any areas of concern that are being escalated to the 
committee.  
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This report includes the following clinical areas of safeguarding: 
 

• safeguarding adults with care and support needs 

• child protection and child safeguarding 

• looked after children and care leavers 

• domestic abuse and violence 

• prevent 

• all forms of exploitation including modern slavery 

• female genital mutilation 

• hate crime 

• sexual violence 

• serious violence duties 

• mental capacity 

• deprivation of liberty safeguards 
 

Key points for committee to note 
 

Safeguarding accountability and assurance framework 
 
The draft safeguarding accountability and assurance framework requires ratification 
from committee.  
 

Looked after children initial health assessment risk 
 
An update is provided to the committee about the completion of initial health 
assessments for looked after children, which are not being completed within the 
statutory timeframe. An action plan has been agreed with the trust. Further 
information about this risk, including the actions taken, is included in the section 
risks. 
 

Statutory safeguarding reviews 
 
A brief update has been provided in relation to domestic homicide reviews (DHRs), 
child safeguarding practice reviews, rapid reviews and safeguarding adult reviews. A 
more detailed report, as requested in the September 2020 meeting, will be provided 
for the January 2022 quality committee. This is due to the capacity of the 
safeguarding team this month.  Further information about this is included in the 
section safeguarding reviews. 
 

Celebrations and achievements 
 
The following areas are highlighted as achievements during the past 2 months. 
 
The Cornwall and Isles of Scilly (CIOS) safeguarding adult board annual conference 
was held on 16 November 2021 and was delivered remotely. The theme of the 
conference was older people and domestic abuse and arises from the findings of 
recent safeguarding adult reviews and domestic homicide reviews. The conference 
launched a video of lived experience of domestic abuse for an older person that can 
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be used as a learning resource in the future. The CCG contributed to the 
development of the conference and supported with the running of the event on the 
day. The named general practitioner (GP) for adult safeguarding was a member of a 
panel of experts. 
 
The Mental Capacity Act (MCA) professional working in the CCG MCA team has 
successfully completed a best interest assessor qualification. When the liberty 
protection safeguards (LPS) are implemented, the CCG will need to make 
arrangements for a review by a person with this qualification for some people who 
are continuing healthcare (CHC) funded. This qualification will enable the CCG to 
fulfil its duties when the LPS are implemented. 
 
Our MCA lead has returned from long term sickness leave and is working with the 
CHC team to prepare for LPS.  
 
The named GP for safeguarding adults led recent meetings of GP safeguarding 
leads and these were well attended. A total of 43 practices were represented over 3 
meetings. Follow up meetings with guest speakers have been arranged for 
November and December. 
 

Risks 
 

Risk 10806 health assessments for looked after children 
 
The risk score is currently 20. Royal Cornwall Hospitals NHS Trust (RCHT) is 
currently unable to meet the contractual requirement to complete initial health 
assessments for children entering the care system within the statutory timescale, 
which is within 20 days of coming into care. 
 
The situation has arisen due to several reasons. The COVID-19 pandemic meant 
that the assessments were undertaken via digital consultations during periods of 
restriction. There is now a need for the remote consultations that were undertaken 
during this period to be followed up face to face, at a time when there are reduced 
clinic locations. Staff sickness and a longstanding vacancy has also had an impact 
on compliance.  
 
The designated nurse for looked after children has escalated the issue to senior 
managers at RCHT and the children's commissioner within the CCG. 
 
The designated nurse for looked after children has supported the trust team to 
complete an action plan. The actions being undertaken are as follows. 
 
Delays in receipt of consent from the local authority will be addressed by: 
 

• appointments being booked on receipt of the request for the initial health 
assessment (IHA) 

• request for consent paperwork to be sent to the child’s social worker and copied 
to their team manager 
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• meeting to be arranged for the children in care team, Cornwall Council business 
support, with a view to the relevant forms to be uploaded onto the county council 
operating system which is called Mosaic 

 
There has been a review of administration capacity including temporary support for 
absence and line management reporting. Consideration of electronic records to 
reduce duplication is also underway. 
 
Appointments that are delayed cancelled or not attended are responded to by the 
trust emailing the fostering manager and area social work manager. 
 
The vacancy has been filled with the new appointment to the trust commencing in 
March 2022. This will increase the capacity by 4 clinics per month. 
 

Risk 10751 designated doctor child safeguarding vacancy 
 
The current risk score is 12. There is a risk that the CCG is unable to meet all its 
statutory responsibilities due to a vacancy in the designated doctor for child 
safeguarding, which is a statutory post. The post is commissioned via the RCHT 
paediatric service and provides a system role. Therefore, the vacancy carries a 
systemwide risk. 
 
The CCG is writing to RCHT to request the cessation of funding for the post of 
designated doctor for safeguarding children so that this is retained by the CCG. The 
CCG is required to have arrangements in place to provide a designated doctor which 
has previously been provided by RCHT. The post has been vacant for 2 years, 
despite several attempts by the trust to recruit to the post. Several options of how to 
meet the statutory duties once the funding is recouped are being explored. A 
resource request has also been submitted for interim arrangements. 
 

Risk 10750 community deprivation of liberty 
 
The current risk score is 16. There is a risk that the CCG is unable to meet their 
responsibility in ensuring that all identified persons have a community deprivation of 
liberty authorisation via the Court of Protection. 
 
There is routine proactive identification of those people funded by CHC that would 
require an application to the court. The cases are noted, and an update is provided 
in the section court of protection activity. 
 

Other risks and concerns 
 
The safeguarding team are involved in supporting the system for several complex 
and sensitive investigations. 
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Areas of escalation to the quality committee 
 

CCG training compliance 
 
The CCG has undertaken a piece of work with the people and organisational 
development (POD) team about CCG compliance with safeguarding training so that 
the CCG can produce valid safeguarding training data. The work identified that some 
members of staff are not allocated the correct level of safeguarding training on the 
electronic staff record (ESR). The ESR needs to be updated with the appropriate 
allocation for these staff so that accurate data can be provided. Level 3 safeguarding 
adults and children’s training cannot be easily linked to ESR, and a mechanism is 
being developed to enable reporting of this data. The committee is invited to note 
and provide any comment on the ongoing work. 
 

Initial health assessments for looked after children  
 
The information is included in the section about risks. The committee is invited to 
note and provide any comment on the ongoing work. 
 

Provision of health information for child safeguarding to the 
multiagency referral unit (MARU) 
 
Work is ongoing with the trusts’ integrated safeguarding team to enable the 
children’s multiagency referral unit (MARU) to be able to access information from all 
sectors within the NHS in Cornwall, including information held by GP practices.  
 
The CCG has put a proposal to the integrated safeguarding team for both trusts 
about how this could be addressed and next steps are to determine how any option 
within the proposal will be resourced.  
 
The committee is invited to note and provide any comment on the ongoing work. 
 

Public health utilisation of information about children’s 
attendances at trust services 
 
Conversations between the CCG and the public health team in the local authority are 
underway about what happens to the information that the trusts share with the public 
health nursing service about a child’s attendance at or admission to a trust service. 
Public health has advised that this information is not filed or retained unless the child 
is open to the service as they do not consider their function to be the universal 
service for children.  
 
The committee is invited to note and provide any comments on the ongoing work. 
 

Safeguarding board and partnership developments 
 
All children safeguarding partnerships are required to make arrangements for 
independent scrutiny of their effectiveness as a partnership. The CIOS Our Children 
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Safeguarding Partnership (OSCP) has completed an external security process. 
Informal feedback has been provided and all statutory partners, including the CCG, 
will receive a copy of a draft report for comment. The outcomes will be shared with 
the committee once they have been finalised. 
 
The CCG presented information to provide assurance of its safeguarding 
arrangements to the OSCP scrutiny panel. A report will be provided and published 
on the OCSP website, and the outcomes will be shared with the committee. 
 

Other safeguarding developments  
 

CCG safeguarding accountability and assurance framework 
 
A CCG safeguarding accountability and assurance framework has been developed 
and is included as appendix 1. The framework sets out what the CCG’s statutory 
safeguarding duties are, how we discharge the duties and how we provide 
assurance to external bodies. It also describes how we seek assurance of our 
providers’ safeguarding arrangements. The framework covers all the portfolio of the 
safeguarding team. This includes adult safeguarding, child safeguarding, looked 
after children, care leavers, mental capacity, deprivation of liberty, court of 
protection, domestic abuse and sexual violence, prevent, exploitation, and serious 
violence. The committee is invited to comment on the framework and or ratify the 
document. 
 

Adult multiagency safeguarding hub (MASH) 
 
The adult MASH system and function planning is evolving. There will be a need to 
review health resource and how this will be funded and provided from the health 
systems.  
 

NHS England and NHS Improvement safeguarding commissioning 
assurance toolkit  
 
The NHS England and NHS Improvement (NHSEI) national safeguarding team have 
launched a safeguarding commissioning assurance toolkit which is to be completed 
for the first time this quarter. The CCG is required to self-assess whether they are 
meeting several standards set out in the toolkit. The information is provided to 
NHSEI via NHS Digital, once it has been signed off by the CCG’s executive lead for 
safeguarding. An action plan will be developed for any areas where the CCG has 
identified itself as not meeting the standards. 
 

CCG children and adolescent mental health service (CAMHS) 
safeguarding review 
 
A case review is nearing completion looking at CAMHS referral and intervention 
services and findings will be presented to the quality committee and the Our 
Safeguarding Children’s Partnership. Early findings are positive with some examples 
of good partnership working and examples of practitioners effectively supporting 
young people.  



 

Page 17 

Safeguarding training compliance 
 

CCG safeguarding training compliance 
 
Information about the CCG’s safeguarding training compliance has been provided in 
areas of escalation to the quality committee. 
 

Trusts’ safeguarding training compliance 
 
Safeguarding adult training compliance 
 

Level and name 
of trust 

Q1 Jul Aug Sep Q2 

Level 1 CFT 85% 83% 83% 82% 82.7% 

Level 1 RCHT 97% 89.7% 88.9% 88.3% 89% 

Level 2 CFT 72% 83% 82% 81% 82% 

Level 2/3 RCHT 93% 88.5% 87.2% 86.3% 87.3% 

Level 3 CFT 69% 74% 72% 70% 72% 

 
Safeguarding children compliance 
 

Level and name 
of trust 

Q1 Jul Aug Sep Q2 

Level 1 CFT    86.5% 82.7% 

Level 1 RCHT    88.4% 89% 

Level 2 CFT    80% 82% 

Level 2 RCHT    88.6% 87.3% 

Level 3 CFT    88.6% 72% 

Level 3 RCHT    64%  

 
Note – for level 3 training compliance for CFT staff is 84% in children’s and minor 
injury unit departments, and 44% in other departments. Training for previous months 
will be provided in the January update. The CCG safeguarding team will be meeting 
with the trusts’ safeguarding team to discuss the compliance and next steps. 
 
Prevent training compliance 
 

 
Q1 Q2 

Basic training (BPAT) RCHT 78% 74% 

Basic training (BPAT) CFT 76% 72.3% 
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Q1 Q2 

Prevent (WRAP) RCHT 79.7% 75.2% 

Prevent (WRAP) CFT 87.9% 86.1% 

 

Court of protection activity 
 
The CCG is required to make applications to the court of protection, or be a 
respondent in any cases, where a person lacks capacity to make a decision and the 
decision is required to be made in the court of protection and the CCG is responsible 
for funding for some or all of the package of care. 
 
NHS Kernow is currently involved in 9 active court of protection cases; 3 are 
continuing healthcare (CHC) funded and 6 are section 117/IPP funded. There are 
also 21 active community deprivation of liberty (DoL) cases; 13 are CHC funded and 
9 are 117 funded. 
 

Liberty protection safeguards (LPS) progress 
 
The situation remains constant at present. There has been no change to the official 
date for LPS implementation which remains April 2022. There has been no draft 
code of practice published to date.  
 
The NHSEI national team have secured funding for regional LPS clinical lead posts. 
The south west post has not yet been advertised due to the fixed term funding 
status.  
 
The CCG MCA team completed the NHSEI readiness audit in October 2021. A full 
outcome report will be completed by the end of November. 
 

Safeguarding reviews 
 

Domestic homicide reviews (DHRs) 
 
There are: 
 

• 6 open and active DHRs 

• 3 cases that are in the action planning stages 

• 3 new referrals that have recently been agreed to progress to a full DHR 
 

Safeguarding adult reviews (SARs) 
 
There are:  
 

• 5 open and active SARs 

• 7 in the action planning stage 
 
Some of the themes arising from the safeguarding adult reviews are as follows: 
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• consideration whether assessments are needed for mental capacity 

• assessments for carers 

• risk of fire with emollients and or people smoking 

• domestic abuse and older people 
 
Some of the actions taken to address themes are learning are: 
 

• annual safeguarding conference is addressing the theme of older adult abuse 

• safeguarding training for managers and leader is available from the Safeguarding 
Adults Board (SAB) 

• MCA training planned for CHC staff in November with Browne Jacobson and the 
MCA team 

 

Child safeguarding practice reviews 
 
The Cornwall and Isles of Scilly Our Children Safeguarding Partnership published a 
thematic review following the deaths of 2 young men in Cornwall from suicide. The 
review found “an effective safeguarding partnership, with much work done by a 
range of officers from the full range of appropriate agencies indicative of best 
practice, shared values and strong personal commitment to each of these young 
men.” The view raised 16 questions and suggestions for the partnership to reflect on, 
which has been taken up by the partnership. These areas or consideration can be 
found in a 7-minute briefing and are listed as follows: 
 

• effective partnership working especially with those cases not reaching threshold 
for child protection 

• sharing information in a timely and appropriate way 

• understanding what the child’s life is really like and hearing the child’s voice 

• how we respond to changing risk and need for young people 

• how we can effectively work with young people and families effectively when 
engagement is sporadic or difficult.  

 
We are currently working with health providers and partner agencies to review 
systems and services to see where changes in practice can be made to improve 
outcomes and address some of these issues.  
 
There has been a recent rapid review for a young lady who completed suicide and 
the outcome to review systems locally is being shared with the national panel.  
 

Regional and national future developments 
 
The CCG safeguarding team has met with the police lead for serious violence to 
commence planning of how the serious violence duty may be implemented across 
Devon and Cornwall 
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