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Executive summary 
 
The quality and safeguarding updates aim 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 February and 
March 2022 QAM and SAM. The quality metrics and local intelligence in the report 
are on performance for the month of January 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 published report is dated 26 February 2020. 
 

 
 
12-hour trolley waits increased for the seventh month with 619 reportable breaches 
in December, the most the trust has ever reported. The total number of patients 
spending over 12 hours in the department (regardless of the length of wait for 
admission) increased from 968 to 1062. 
 
Further harm has been reported in cardiology from September to November 2021 
with 9 low harm and 2 severe harm reviews carried out. There was 1 low harm 
reported in urology relating to a catheter complication; 1 low harm in the women, 
children’s and sexual health care group relating to a post-procedure haematoma; 
and 1 moderate harm in the specialty services care group relating to post-injection 
endophthalmitis. 
 
A rise in mortality has been seen across England and Wales, and this is reflected in 
RCHT data with a worsening hospital standardised mortality ratio (HSMR). This has 
prompted increased analysis and tracking, led by the medical director’s office and 
the mortality review oversight group (MROG), which is attended by NHS Kernow’s 
quality manager. Heatmap analysis of data flagged the emergency department (ED) 
as a cluster requiring in-depth investigation and analysis. Review of ED deaths in 
December found no concerns in quality of care. MROG proposes to continue with its 
improvement plan, notably to: 
 

• proactively monitor crude mortality rates  

• respond to any mortality alert, whether sourced from HSMR or another source 
such as national clinical audits or a professional body; approach is described in 
the paper, ‘RCHT – Learning from Deaths: Mortality Alerts; Our response, and a 
toolbox’, approved by MROG on 3 November 2021  

• develop the heat map for mortality by area, and scrutinise monthly at MROG  

• develop triangulation of mortality reviews, medical examiner reviews and 
incidents raised by the medical examiner process  

• seek and obtain context from clinical settings where any potential concerns are 
emerging from the above sources 
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ED sepsis audit has dropped to its lowest performance since the audit began in 2018 
to 35%. Capacity and staffing levels are a contributory factor. Inpatient sepsis is at 
83% which is a worsening trajectory, and there is a plan in place to monitor. 
 
2 maternity related serious incidents have been reported to the Healthcare Safety 
Investigation Branch (HSIB). Midwifery workforce continues to be challenging and 
remains on the trust’s risk register as an extreme risk. Contingency plans are in 
place to support safe staffing levels to include 2 midwives on call for the acute unit 
overnight, cancellation of non-essential meetings, and specialist midwives and 
management team working clinically. 
 
Of 66 healthcare trusts using Picker as their survey contractor, RCHT’s maternity 
services came 3rd for average positive score, which is news to celebrate. Their 2021 
survey had a 65% response rate, above the Picker average of 54%. 
 

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

 
 
A new clinical audit and NICE (National Institute for Health and Care Excellence) 
manager has been appointed with an anticipated start date of February 2022. Their 
objectives will include the development of a clinical audit strategy, policy, and audit 
programme for 2022/23. 
 
There is a total of 82 open clinical audits. 24 of these are awaiting receipt of overdue 
reports. For the reporting period 1 July 2021 and 30 September 2021 there has been 
a total of 48 new or updated NICE publications. NICE compliance remains 
challenging due to capacity issues within the team and the wider trust. Whilst latest 
NICE guidance has been downloaded for review, the team does not have the 
capacity to review those potentially relevant to CFT and liaise with teams for 
updates. This is further compounded by teams across the trust being unable to 
respond as they also do not have the capacity to review the guidance. 
 
Friends and family test (FFT) data remains extremely low for mental health services 
and has dropped further from 0.45% to 0.20%. This has remained consistently poor, 
and a recovery plan is sought. 
 
Improving access to psychological therapies (IAPT) access rate has dropped from 
1018 in October 2021 to 722 in November 2021 against a target of 1451. In 
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November, only 39.2% of people discharged achieved recovery compared to the 
target of 50%. The figure has been consistently under target since May 2021. 
 
There are 2 overdue serious incident investigations that sit under the 2015 
framework, and responses are being sought in order to close these. 
Work continues to review and advise on quality performance and measurement 
relating to CFT contract. 
 

University Hospitals Plymouth NHS Trust (UHP) 
 
The current CQC rating for UHP is requires improvement. The latest published report 
is dated 19 January 2022. 
 

 
 
An improvement in FFT is seen, and the recent introduction of emergency 
department (ED) text use has created an increase in FFT data since the last report. 
There is ongoing work with the UHP patient experience manager to explore further. 
 
100% of complaints were acknowledged within 3 days with 69% full response within 
agreed timescales, an improvement of 9% from October 2021. 
 

South Western Ambulance Service NHS Foundation Trust (SWAST) 
 
The current CQC rating for SWAST is good. The latest published report is dated 27 
September 2018. 
 

 
 
There has been a significant increase in serious incidents declared by SWAST for 
the Cornwall region from 2020 to 2021 linked to delayed ambulance response times. 
The governing body has been sited on the concerns regarding delayed ambulance 
response times and that SWAST are sharing harm reports. Version 6 of the SWAST 
harm report, shared in January, indicated significant harm within the call stack report. 
 
Additional patient safety resource has been commissioned short term to review and 
clarify the level of harm within the urgent and emergency care (UEC) system from all 
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data sources and to consider local recommendations for improvement. An interim 
report will be produced by mid-April. 
 
No additional serious incidents have been declared by SWAST – this does not 
provide assurance as this is likely due to a backlog of reviews. No further SWAST 
harm reviews have been shared, and there is a plan for SWAST to move away from 
this process and to share a monthly safety report. 
 

Primary care 
 
Peer improvement tips for care and health (PITCH) 
 
All PITCH reports are reviewed at the monthly quality assurance meeting (QAM). 
Since the last quality committee, 13 submissions have been reported through PITCH 
as of 16 March 2022. The key themes and trends identified are summarised below. 
 

• RCHT and discharges – these are reported to the respective organisations for 
review 

• children and adolescent mental health services (CAMHS) – shared with CFT as 
lead provider to investigate 

• pressure injury and lack of appropriate follow up – this has been shared with CFT 
for the community nursing team to follow up and investigate 

• 3 separate falls in the same care home notified by CFT – this has been reported 
to the local authority and also flagged to RCHT’s consultant nurse for care homes 
and community 

 

Healthwatch 
 
The majority of feedback into Healthwatch relates to difficulty in access to general 
practice (GP) appointments. This was recently highlighted in Camborne and 
Redruth. There is ongoing work to look at triangulating data with ED attendances. 
 
The Kernow Maternity Voices Partnership annual report 2020-21 is now available via 
the Healthwatch website. 
 

Care Quality Commission  
 
The following have recently undergone a CQC inspection and received a good 
rating. The published reports can be accessed via the links: 
 
Tregenna House 
North Hill House 
Castle Hill House Care Home with Nursing 
The Beeches Nursing Home 
 

Patient safety incidents 
 
Across the system, a total of 19 patient safety incidents were reported in January. 
 

https://www.healthwatchcornwall.co.uk/sites/healthwatchcornwall.co.uk/files/Kernow%20Maternity%20Voices%20Partnership%20annual%20report%202020-21%20%281%29.pdf
https://www.cqc.org.uk/location/1-131800633
https://www.cqc.org.uk/location/1-120796478
https://www.cqc.org.uk/location/1-121612972
https://www.cqc.org.uk/location/1-2201894107
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Organisation No. of 
incidents 

Type of incident 

NHS Kernow 
(Cygnet Health) 

1 • 1 x disruptive/aggressive/violent behaviour 

NDHT 2 • 1 x diagnostic incident including delay 

• 1 x surgical/invasive procedure incident 

RCHT 2 • 1 x maternity/obstetric incident 

• 1 x PSIRF incident selected for review 

SWAST* 8 • 1 x sub-optimal care of the deteriorating patient 

• 7 x treatment delay 

UHP 6 • 1 x diagnostic incident including delay 

• 1 x slips/trips/fall 

• 2 x sub-optimal care of the deteriorating patient 

• 2 x treatment delay 

 
19 incidents were reported in February. 
 

Organisation No. of 
incidents 

Type of incident 

CFT 1 • 1 x PSIRF incident selected for review 

NHS Kernow 
(Duchy hospital) 

1 • 1 x surgical/invasive procedure incident 

NDHT 1 • 1 x diagnostic incident including delay 

RCHT 1 • 1 x treatment delay 

SWAST* 5 • 2 x sub-optimal care of the deteriorating patient 

• 3 x treatment delay 

UHP 10 • 1 x medication incident 

• 4 x pressure ulcer 

• 1 x screening issues 

• 3 x slips/trips/fall 

• 1 x treatment delay 

 
*SWAST figures capture the total across the whole of the south west. 
 
As of 17 March 2022, 15 incidents have been reported in March. 
 
No never events have been reported. 
 

Safeguarding 
 

Introduction  
 
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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Areas of safeguarding covered by this report 
 
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 
 
The assessment of the present situation in relation to the completion of initial health 
assessments for looked after children within the statutory timescale. This includes 
information about the response to unaccompanied and separated children who are 
seeking asylum. More information about this is included in the Risk 10806 health 
assessments for looked after children (LAC) section. 
 
Variation in the provision of health assessments for looked after children placed from 
and into other areas in the accompanying paper. 
 
The review of safeguarding in the child and adolescent mental health services 
(CAMHS) service. 
 
The escalation of clinical commissioning group (CCG) compliance with safeguarding 
training. 
 

Positive developments 
 
Changes to the structure of the Cornwall and Isles of Scilly Our Safeguarding 
Children Partnership (OSCP) and the refreshed process for undertaking rapid 
reviews. 
 
The outcome of the CAMHS quality and safeguarding assurance case review that 
showed emerging positive themes and improvements. 
  

Risks on the NHS Kernow risk register 
 
Risk 10806 health assessments for looked after children (LAC) 
 
The timeliness of the statutory initial health assessments for looked after children 
(LAC) remains a challenge for our provider. The recruitment of a consultant 
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paediatrician due to come into post at the beginning of April and the use of a general 
practitioner (GP) associate under the mentorship of the designated doctor for LAC 
will result in an expected reduction in the shortfall and the timescales met for most 
children by September 2022. 
.  
There is, however, the impact of the additional requirement to deliver initial health 
assessments for the increased number of separated asylum-seeking children that 
Cornwall Council has been mandated to receive by the Home Office. The current risk 
score has been increased to 25 because of the likelihood of delay in completing 
initial health assessments and the impact this will have on children.  Further 
information to describe the situation and background is described below, along with  
the assessment of the impact and recommendations for the committee. 
 
Situation 
 
The Home Office has made the national transfer scheme for unaccompanied 
asylum-seeking children (UASC) mandatory in response to the number 
unaccompanied children and young people currently living in reception centres 
including hotels and the delays in being able to offer them more permanent homes. 
Cornwall Council and partners have embraced our moral responsibility to assist. The 
original home office letter last year indicated that we would be required to 
accommodate UASC equivalent to 0.07% of our total child population which is 
approximately 75 children over the next 12 months who will all require initial health 
assessments and ongoing health support. There is also a move towards receiving 23 
unaccompanied asylum-seeking children quickly to be in a similar position to other 
councils. 
 
A further recent letter to all councils reminded of the responsibility and that there was 
an expectation that national transfer scheme lists provided to each council should be 
met. This is often a list of between 8 and 10 children. 
 
The last 2 lists had 8 young people aged 16 and 17 which have been worked 
through. The latest list recently received has 11 children, 6 of which are under 16. 
This is the first time Cornwall has had requests for under 16s. Further lists will be 
sent to Cornwall Council at the home office’s timescale. The Home Office has asked 
that all transfers on the list are completed within 10 days.  
 
All UASC–separated asylum seeking children under the age of 18 years are 
considered looked after children and so are entitled to all provisions under the 
relevant legislation. This will result in these children requiring an initial health 
assessment as soon as possible on arrival in the county, at least within the statutory 
20 working day timescale and access to a range of health services thereafter. 
 
Cornwall Council and partners including the specialist LAC health team have been 
providing and co-ordinating services for unaccompanied minors for several years 
and have developed some experience in meeting their range of needs however we 
have not experienced arrivals in these numbers before. 
 
Background 
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Cornwall have accepted 15 young people since the mandated transfer was 
announced in November 2021 of which 9 have withdrawn and 4 who were referred 
but who with assistance Cornwall have successfully housed outside the county. 
Currently we have 13 UASC in Cornwall with 5 more agreed to transfer and due to 
arrive during March 2022. 
 
The multi-agency strategic group chaired by the local authority director of children’s 
services at which NHS Kernow Clinical Commissioning Group (NHS Kernow) is 
represented is meeting. The focus of this group has to date been the provision of 
suitable accommodation. The local authority has reached capacity in its current 
accommodation for young people aged 16 and 17 years and will be reliant on further 
planned options going forward. 
 
The UASC multi-agency operational group next meets on 9 March 2022 and monthly 
thereafter. 
 
The Cornwall and Isles of Scilly UASC health group chaired by the designated nurse 
LAC meets again on 23 March 2022 and monthly thereafter to co-ordinate the health 
economy’s response and identify areas of risk and or service deficit across the 
health system highlighting these to relevant commissioners as necessary. 
Participants include the specialist LAC team including the named doctor and named 
nurse for LAC, the tuberculosis nursing service, public health, dental, primary care 
commissioning, CAMHS. Membership will be extended to other relevant parties as 
additional needs are identified. 
 
Assessment 
 
The increase in the number of UASC arriving in Cornwall will impact on the capacity 
of health services, particularly the specialist children in care health team and the 
delivery of the statutory health assessments within the specified timescales. 
 
Recommendations 
 
The CCG continues to work with the local authority to meet the needs of these 
vulnerable children and fulfils its responsibilities as an independent commissioning 
organisation to ensure that adequate health services are available. 
 
The designated nurse LAC to continues to support the chief nurse at strategic and 
operational meetings to co-ordinate the health response to UASC in Cornwall 
identifying service risk and deficits via appropriate governance and commissioning 
routes. 
 
The committee is invited to note and comment on the recommendations. 
 
Risk 10751 designated doctor child safeguarding vacancy 
 
The CCG is required to ensure there is provision for a designated doctor for 
safeguarding children. The funding for this post was previously provided to Royal 
Cornwall Hospitals NHS Trust (RCHT) and has been vacant for 2 years, despite 
numerous attempts to recruit. The CCG has written to the trust to request the return 
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of the funding with a view to the post being hosted by the CCG. Different models of 
delivery of this post are being considered to increase interest. 
 
Whilst the process is underway to recoup the funding, an interim post has been 
created to support the management of complex cases. A refreshed job description 
has been written with input from a specialist clinician and advert will be placed 
shortly. The role will be a consultant paediatrician for safeguarding and perplexing 
presentations in accordance with the guidance written by the Royal College of 
Paediatrics and Child Health (RCPH). The purpose of the interim post is to review 
the circumstances of children where there is a complex interface between 
safeguarding and medical and health needs. The post holder will lead the multi-
agency for any children affected. They will also provide an independent review of the 
case and make recommendations for medical, health and social care staff. There is 
also a training element to the role. 
 
The risk has been reviewed. It is currently 12, but due to the impact of the vacancy 
on this cohort of children, it is proposed to raise this to 16. This is because there is 
no other medical professional working in the system providing leadership or 
oversight to existing cases. This will be reviewed again when the post has been 
recruited to.  
 
Risk 10750 community deprivation of liberty 
 
The current risk is 12 and has been for some time due to the delay of the 
implementation of the liberty protection safeguards (LPS). This now needs to be 
reviewed. The draft code of practice for the Mental Capacity Act and Liberty 
Protection Safeguards was published on 17 March 2022 with the submission date for 
this report being 18 March 2022.  A thorough review of the document will be required 
to provide the CCG and the committee with an informed appraisal. The implications 
will be assessed, and the risk will be reassessed accordingly. The committee will be 
provided with more information for the next meeting.  
 
Risk 10823 Liberty Protection Safeguards 
 
The current risk is 6. This is because of the delay of the implementation of the 
safeguards, and publication of the draft code of practice which meant the 
materialisation of the risk was not imminent. As above, The draft code of practice for 
the mental capacity act and liberty protection safeguards has now been published on 
the 17 March 2022 with the submission date for this report being 18 March. The 
consultation runs until 7 July 2022. A thorough review of the document will be 
required to provide the CCG and the committee with an informed appraisal. The 
implications will be assessed, and the risk will be reassessed accordingly. The 
committee will be provided with more information at the next meeting.  
 
10826 GP engagement with safeguarding 
 
This is a new risk which is currently being added and under review. This risk relates 
to the gap identified in the letter written by doctor David Geddes on behalf of NHSEI 
in July 2019 entitled ‘safeguarding children and vulnerable adults: general practice 
reporting’. This identified a gap and asked commissioners to review the contractual 

https://childprotection.rcpch.ac.uk/resources/perplexing-presentations-and-fii/
https://www.gov.uk/government/consultations/changes-to-the-mca-code-of-practice-and-implementation-of-the-lps?utm_campaign=Liberty+Protection+Safeguards+Newsletter+-+Consultation+Announcement+&utm_content=dhsc-mail.co.uk&utm_medium=email&utm_source=Department+of+Health+and+Social+Care&wp-linkindex=0
https://www.gov.uk/government/consultations/changes-to-the-mca-code-of-practice-and-implementation-of-the-lps?utm_campaign=Liberty+Protection+Safeguards+Newsletter+-+Consultation+Announcement+&utm_content=dhsc-mail.co.uk&utm_medium=email&utm_source=Department+of+Health+and+Social+Care&wp-linkindex=0
https://www.england.nhs.uk/publication/safeguarding-children-and-vulnerable-adults-general-practice-reporting-letter-from-dr-david-geddes/
https://www.england.nhs.uk/publication/safeguarding-children-and-vulnerable-adults-general-practice-reporting-letter-from-dr-david-geddes/
https://www.england.nhs.uk/publication/safeguarding-children-and-vulnerable-adults-general-practice-reporting-letter-from-dr-david-geddes/
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support in place for general practice reporting in relation to safeguarding requests for 
reports about children and adults at risk of abuse or neglect. 
The plan to address this issue remains as follows: 
 

• consultation with the CCG primary care team and contracts team 

• obtaining current data for the number of reports and conference attendances that 
are required from children’s social care and adult social care to calculate the cost 
of addressing the gap, and submit this in a business case 

• seek information from children’s social care about what the barriers are 

• consult with the local medical committee and GP safeguarding leads about the 
most appropriate model to address the gap, sharing models used in other CCG 
areas, seeking views on other barriers to completing reports and identifying what 
support the CCG could offer to practices 

• develop and implement a model to address the gaps 
 

Other risks and concerns 
 
Variation in the provision of health assessments for looked after children 
placed from and into other areas 
 
The head of safeguarding for NHS England and Improvement (NHSEI) has 
requested data regarding the health service delivered locally to children placed into 
Cornwall from other local authorities and by Cornish children ‘placed’ by Cornwall 
Council into ‘homes’ outside the county boundary. These questions were raised 
particularly in regard of the provision of statutory health assessments, to identify and 
address unwarranted variation across the country.  
 
Capacity of the CCG safeguarding team 
 
The CCG safeguarding team continue to support the health and wider system to 
manage the response of the system to people who are living in very complex and 
high-risk circumstances. We also continue to support the health and wider system in 
our response to providers when there are very significant concerns about the quality 
of care provided and the impact this has on people. We continue to monitor the 
impact of this and other work on the capacity of the team. 
 

Areas of escalation to the quality committee 
 
The committee is asked to note that the CCG remains unable to provide accurate 
data about staff compliance with safeguarding training and is invited to comment on 
the progress of actions underway. More information about this is included in the 
section about training. 
 

Other safeguarding developments  
 
Multi agency referral unit (MARU) and the role of the public health nursing 
service 
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Work continues with the trusts’ integrated safeguarding team and public health 
nursing service to ensure there is adequate and useful representation for health 
within the MARU. The CCG has put a proposal to both trusts and public health 
nursing services about how this could be addressed. MARU health representation 
has been agreed and the public health named nurse has shared a draft job 
description which we have contributed to and is now being approved prior to 
advertising the post. 
 
Public health nursing utilisation of information about children’s attendances at 
trust services 
 
The concern that public health nursing services do not review or file all information 
they receive for under 18s within records remains. Conversations between the CCG 
and the public health team in the local authority have occurred and this has been 
raised as an issue with the safeguarding partnership. A difference of opinion remains 
regarding what should happen 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 and that GPs will retain the information and provide this function.   
 
A meeting arranged with the local authority was postponed due to sick leave within 
the local authority. The CCG has redirected this escalation to an alternative person 
working in the local authority. A meeting is now arranged for 4 April 2022 with 
Cornwall Council. 
 
CAMHS quality and safeguarding assurance case review 
 
The CAMHS quality and safeguarding assurance case review, that was requested by 
Our Children Safeguarding Partnership (OSCP) is now ready for approval by the 
committee prior to submission via CFT to OSCP. A summary of the key points is also 
provided below. 
 
The aim of the review is to gain assurance for the CCG, OSCP and partners 
regarding the quality and safety of Cornwall CAMHS in the safeguarding of our 
children. 
 
The review was conducted jointly between NHS Kernow and CFT to gain further 
assurance because of concerns raised by the OSCP chair and other members of the 
partnership during a board meeting in 2021. The purpose of the review was also to 
gain assurance that previous audit recommendations have been implemented. 
 
The report reviews 20 records from 4 team caseloads randomly selected who had 
been referred recently (2018 to 2021). The records were evaluated from entry into 
the CAMHS service to exit discharge from the service if treatment had been 
concluded at the time of the review. 
 
Areas reviewed included demographics, referral process, average wait for treatment, 
length and nature of treatment, referral to onward action safeguarding and 
supervision. 
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The review showed emerging positive themes including: 
 

• partnership working 

• use of multidisciplinary team meetings 

• management supervision 

• risk management planning 
 
Recommendations included: 
 

• continuing management review of practice to identify any delays in access to 
treatment 

• promoting the benefit and process of access to safeguarding supervision 

• continue to ensure accurate records management and escalation procedures 
 
A smart implementation plan has been suggested with some of the actions 
completed before publication of the report. 
 
The children’s safeguarding rapid review investigation process 
 
The children’s safeguarding rapid review process has been updated and amended. 
The CCG has made significant contributions to its development, and this is due to be 
approved by the Cornwall and Isles of Scilly Our Safeguarding Children’s 
Partnership. The committee is asked to note the new process, particularly the 
clarification of responsibilities for the CCG as 1 of the 3 statutory ‘safeguarding 
partners. 
 
Progression of the adult multi-agency safeguarding hub (MASH) 
 
This multi-agency development work has not progressed since the last report. The 
CCG safeguarding team will contact colleagues in the local authority and report back 
to the next committee meeting. 
 

Developments relating to the trusts’ integrated safeguarding team 
 
The committee is asked to note that RCHT and CFT have invested £250,000 in their 
joint integrated safeguarding team. This investment will provide additional posts to 
enable the service to respond to increased demands. It will also enable the 
safeguarding team in the trusts to develop the safeguarding practice of front-line 
staff. 
 
The trust continues to complete the joint safeguarding assurance scorecard (SAS). 
The scorecard is a cloud-based quality assurance system which contains the CCG 
safeguarding standards. The tool provides a mechanism for the provider to self-
assesses performance against each standard and enter information about how 
standards are being met on the SAS. The trusts are currently self-assessed as 
meeting all the standards, apart from the area relating to health assessments for 
looked after children which is discussed in the risk section. 
 



 

Page 18 

The CCG safeguarding team have agreed the draft content for the safeguarding 
schedule of the NHS contract for the 2 trusts in Cornwall with the trusts’ integrated 
safeguarding team. This includes the continuation of the SAS and its associated 
standards. The contract content also permits the NHS Kernow team to undertake 
assurance activities, which will provide an opportunity to validate the self-
assessment. The whole contract, including the safeguarding element will need to be 
signed by the trusts as part of the annual contracting process. 
 
Work to improve night-time economy safety 
 
Safer Cornwall provided training for the community to improve the safety of the night-
time economy in Falmouth. The training gives bar and nightclub staff the skills, 
confidence and strategies to support vulnerability or people behaving inappropriately. 
Similar events are planned in the future. 
 

Safeguarding training compliance 
 
CCG safeguarding training compliance 
 
As described in previous reports, the CCG safeguarding team has matched all CCG 
staff members against the correct level of safeguarding training and shared this 
information with the people and development team. The electronic staff record (ESR) 
system needs to be updated for all staff members in order that accurate compliance 
can be reported. The safeguarding and people teams met in January 2022 to 
progress this and we are now awaiting amendments to ESR to ensure staff have the 
right level of training requirement recorded. This is an ongoing risk, and it is 
proposed should be on the risk register as a joint safeguarding and people risk. Until 
ESR is brought up to date, data on compliance with safeguarding training has not 
been reported as it will not be accurate and cannot be used for the purposes of 
assurance. Once ESR is brought up to date, we will report compliance. It is 
anticipated that initial reports will have a low compliance. This is because staff will 
have new requirements added to their training, which will take time to complete. 
 
Trusts’ safeguarding training compliance 
 
This data below indicates compliance in some areas of safeguarding training is 
below the expected standard. The trusts are undertaking a series of actions to 
improve compliance, and the CCG continues to monitor progress. 
 
Safeguarding adult training compliance 
  

Course Compliant Non-
compliant 

Grand Total % 

Safeguarding Adults 
Level 1 

1257 377 1634 77% 

Safeguarding Adults 
Level 2 

1005 268 1273 79% 

Safeguarding Adults 
Level 3 

1390 602 1992 70% 



 

Page 19 

Grand Total 3652 1247 4899 75% 

 
Safeguarding children compliance 
 
These are the most up to date figures from the trusts as of 1 March 2022 
 

RCHT  
Level 1 Level 2  Level 3 

January 2022 86.4% 86.6% 84.8% 

CFT Safeguarding Children - Children’s and MIU departments 

 Level 1 Level 2  Level 3 

Feb 2022 88% 90% 86% 

CFT Safeguarding Children – Other Departments 

 Level 1 Level 2  Level 3 

Feb 2022 79% 81% 68% (Jan 22 47%) 

 
Prevent training compliance 
 

Prevent (WRAP) – 
Frontline  
(Data as at 25.01.22) 

Compliant Non-compliant Grand 
Total 

% 

Prevent 2023 383 2406 84% 

Grand Total 2023 383 2406 84% 

Prevent (BPAT) – All staff 
(Data as at 25.01.22) 

        

Preventing Radicalisation - 
Basic Prevent Awareness 

897 417 1314 68% 

Prevent Refresh (Clinical) 
eLearning 

1682 741 2423 69% 

Prevent Refresh (Clinical) 
eLearning 

899 397 1296   

Grand Total 3478 1555 5033 69% 
     

 

Court of protection activity 
 
There have been recent cases where the CCG are requested to contribute to the 
persons legal costs as they would not meet the criteria for legal aid, this is a 
nationwide issue which has increased in recognition due to cases for Covid 
vaccinations. 
 
There is no national guidance for CCGs in these circumstances leaving each CCG to 
decide on a case-by-case basis. 
 

Liberty protection safeguards (LPS) progress 
 
As reported above, the draft code of practice for the Mental capacity Act  and liberty 
Protection Safeguards has now been published on 17 March 2022 with the 
submission date for this report being 18 March. The consultation runs until 7 July 

https://www.gov.uk/government/consultations/changes-to-the-mca-code-of-practice-and-implementation-of-the-lps?utm_campaign=Liberty+Protection+Safeguards+Newsletter+-+Consultation+Announcement+&utm_content=dhsc-mail.co.uk&utm_medium=email&utm_source=Department+of+Health+and+Social+Care&wp-linkindex=0
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2022. A thorough review of the document will be required to provide the CCG and 
the committee with an informed appraisal. The committee will be provided with more 
information at the next meeting.  
 
Work has been continuing to prepare for the LPS. This has included collaborative 
work between all systems. The present task and finish group including RCHT, CFT 
and adult social care are focusing on the initial triage/point of access for each 
referral. Recognising that having a different email address and point of access for 
each type of funding would be difficult and cumbersome for care homes, no outcome 
at present but continued discussions to look at all possible options.   
 

Safeguarding reviews 
 
Sometimes a person may die, and the circumstances of the death may mean that 
multiple review and investigation processes are required, which may result in some 
duplication. The CCG is working with NHS England and NHS Improvement to align 
some of these processes, within the parameters of statutory guidance. We are 
trialling a joint process and terms of reference for a mental health homicide review 
process and a domestic homicide review process for a recent referral. 
 
The CCG is supporting general practice by coordinating and completing the 
contribution to safeguarding adult reviews and domestic homicide reviews. Due to 
the pressures of the pandemic and a change in the process of how GPs contribute to 
these review processes, there is a backlog of this work which the team are now 
working through. The number of safeguarding adult reviews (SARs) and domestic 
homicide reviews (DHRs) that require input from the CCG is generating a large 
volume of work both to catch up and on an ongoing basis, which is being kept under 
review. 
 
Safeguarding adult reviews (SARs) 
 
The SAR subgroup of the safeguarding adult board is chaired by the CCG. One of 
the ways in which we try to make a difference to people, is by the chair meeting with 
families who have lost a loved one, listening to their views on what happened to their 
loved one and guiding them through the process. 
 
Themes for SARs continue to include mental health, trauma, mental capacity 
impaired by mental health and substance misuse, neglect and self-neglect, capacity 
and service specification of systems.  
 
There is also a thematic fire SAR involving 5 individuals and a learning from 
experience.  
 
There are currently 11 SARs that are active and open with no publications since the 
last committee meeting. 
 
The Cornwall and Isles of Scilly Safeguarding Adult Board continue to work through 
the actions arising from previously published SARs and the Healthwatch action plan. 
The CCG are supporting the progress of both action plans, as a partner of the board 
 

https://ciossafeguarding.org.uk/sab/p/work-of-the-sab/safeguarding-adult-reviews
https://ciossafeguarding.org.uk/sab/p/events-and-news/projects-undertaken-by-the-sab
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Child safeguarding practice reviews 
 
There have been no new rapid reviews since the last report. The safeguarding 
partners will need to be assured that all organisations are complying with the 
requirements to make a referral for a rapid review for any child who is believed to 
have died or experienced significant harm because of abuse or neglect.  
 
Domestic Homicide Reviews (DHRs) 
 
DHR activity  
 
There are currently 14 ongoing DHRs. This includes 3 new cases since the last 
committee meeting. 
 
Recently published DHR 
 
DHRs are commissioned by Safer Cornwall, which is our community safety 
partnership. Safer Cornwall recently published DHR 11, which can be found on the 
Safer Cornwall Website. The review was carried out following the death of a woman, 
in March 2020. She was 47 at the time of her death and was a Polish national. The 
review states that she was found deceased at the bottom of the stairs, and that the 
husband presented to a local police station, stating he had killed his wife. The review 
goes on to say that no charges were brought by the Crown Prosecution Service in 
relation to the death as the post-mortem identified that the injuries were inconclusive. 
The death was referred to HM coroner and at the time of writing the review, there 
was an open inquest process.  
 
There was a history of domestic abuse and violence between the couple and the risk 
to the deceased had been previously discussed at a multi-agency risk assessment 
conference (MARAC). 
 
The review made some recommendations for the agencies that make up Safer 
Cornwall to ensure that people who are part of the Polish community and experience 
domestic abuse can access services and that appropriate interpretation services are 
available.  More needs to be done for people who come from Polish communities to 
instil confidence in services. 
 
MARACs are multi agency processes that have oversight of the support and actions 
taken to support people experiencing domestic abuse and violence. The review 
found that the MARAC oversight may have been closed prematurely, without follow 
up to check on the actions or outcomes.  
 
The recommendations above will be followed up with actions and monitored by Safer 
Cornwall and the relevant agencies.  
 
The key recommendations that are relevant to the health system and the committee 
are as follows. 
 
The adult had several contacts with the GP practice, in which she disclosed feeling 
‘low in mood’. Domestic abuse impacts people’s wellbeing, mood and mental health. 

https://safercornwall.co.uk/domestic-homicide-reviews-dhrs/completed-domestic-homicide-reviews/
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People can also feel low in mood for many reasons.  When practitioners work with 
people who are experiencing low mood, domestic abuse should be considered as a 
reason for the person’s low mood. Practitioners should therefore consider if they 
should ask the person about domestic abuse and ‘make appropriate enquiries’. The 
NICE quality statement for domestic abuse states the following: ‘Health and social 
care practitioners recognise indicators of possible domestic violence and abuse and 
respond appropriately. They make sensitive enquiries of the person presenting with 
indicators of domestic violence or abuse about experiences as a part of a private 
discussion and in an environment in which the person feels safe’. 
 
The review found that at the time, the GP practice did not record whether an 
appropriate enquiry about domestic abuse was considered or took place. The review 
also makes reference to this being a common theme in other DHRs. This prompted a 
recommendation that this is addressed by Safer Cornwall and NHS Kernow to work 
together to improve the responses of general practices to domestic abuse through 
training, the establishment of care pathways, and an increase in GP referrals to 
specialist services and the MARAC. This work is already underway. The CCG has, 
along with the local authority, commissioned a service form Safer Futures, who 
provide the domestic abuse service in Cornwall. The new service provides GP 
domestic abuse workers. The role of the workers is to support general practice in 
recognising domestic abuse, and responding effectively, including undertaking 
referrals. They are also training practice staff in identifying and responding to 
domestic abuse. The workers liaise with GPs to see patients in the safety of the GP 
practice. Currently there are 2 full time workers. 
 
Initial feedback is positive, with the lead commissioner from the local authority 
reporting that over a 6-month period, referrals from general practice have increased 
from 30 to over 80. 
 
The service is being funded as a pilot for 1 more year and currently has been able to 
input into half of GP practices in Cornwall with the resources available. 
The CCG also employs a named GP for adult and child safeguarding. Each GP 
practice has an identified lead for adult safeguarding and an identified lead for 
children’s safeguarding. The CCG named GP facilitates a network of practice 
safeguarding leads, providing training and development opportunities. This includes 
opportunities relating to domestic abuse. The named GP also provides a MS teams 
channel for safeguarding so that general practice can access resources, guidance, 
and best practice. The learning from this review will be disseminated through this 
route as well as through other communication channels. 
 
Horizon scanning 
 
As described earlier in the document, the publication of the draft code of practice for 
the Mental Capacity Act and the Liberty Protection Safeguards, mean the CCG and 
its trusts will be taking on new responsibilities and duties in this area and there is 
now some clarity on what those duties may look like. A full report will be provided to 
the committee for next time.  
 
Safer Cornwall has drafted a statement in relation to using appropriate language 
when talking about people who experience abuse, violence, or exploitation, which all 
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partner members will sign up to adhere to. The CCG will need to ensure that all its 
communications, are delivered appropriately, sensitively, and compassionately. 
 
The Social Care Institute for Excellence is in the process of launching guidance and 
tools to enable safeguarding adult boards to complete quality safeguarding adult 
reviews. This includes a set of quality markers for SARs. This will provide boards 
with a set of standards to work to when undertaking SARs and a tool to quality 
assure reports prior to publication. 
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