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Kathy Byrne, System Leader

Author(s)

Tracey Lee, Shaping Our Future Programme Director
With key inputs from Karen Kay, Urgent and Emergency Care
Executive Lead for Cornwall and the Isles of Scilly

Purpose of Report

To receive the system response to the recommendations set
out by the Care Quality Commission (CQC) in their recently
published system wide report

Recommendation

The Transformation Board is recommended to:

Engagement and
Consultation
undertaken to date



note the recommendations made by the Care Quality
Commission, as already publicly accepted;



note the action plan in response to the recommendations;



note the plans for oversight and reporting.

This paper has been informed by discussions with a range of
senior leads from across the system.
An earlier draft of the report was presented to the November
meeting of the A&E Delivery Board.
Findings were shared at the system leadership event.
Portfolio Board endorsed the action plan on 23 November
2017.
A summary report was also presented to the Health and Adult
Social Care Overview and Scrutiny Committee on 29 November
2017.

Executive Summary
The Care Quality Commission (CQC) visited Cornwall in April 2017, using powers under
s.48 of the Health and Social Care Act, to test out a process and methodology that could be
used by local CQC teams when they identify risks or priorities that cross the boundaries
between organisations or sectors of the community.
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A report on their findings was published in October 2017. The review concluded that
services need to make urgent and significant change to improve and work better together to
ensure that people get the services they need as they move through the system. A large
majority of the report findings were already known to the system and there were plans in
place to improve many, but not all of the recommended areas.
The Cornwall and Isles of Scilly system leaders are committed to work together to address
the recommendations. Progress will be reported on a bi-monthly basis to the SoF Portfolio
Board (or successor arrangements).
The draft action plan was reviewed by the A&E Delivery Board, and following further
development was presented to the Portfolio Board for sign off on 23 November 2017. The
discussions at the Portfolio Board noted that the report provided a compelling case for the
development of the Accountable Care System (ACS) and a redesigned model of care.
An update was also presented to the Health and Adult Social Care Overview and Scrutiny
Committee on 29th November 2017.
The action plan has been shared with NHS Improvement for assurance purposes.

Interdependencies with
other work streams

The report is wide ranging in its recommendations.

Financial implications

Failure to respond adequately to the Section 48 recommendations will
contribute to on-going financial pressure across the health and care
system arising from patient flow challenges.

Key Risks

There is a risk that the system does not make progress at sufficient
pace in addressing the issues highlighted by the Care Quality
Commission as a result of insufficient capacity. This could lead to
further system intervention, impact on patient safety and experience
and contribute to on-going financial pressures.

Sources of evidence in
support of proposals

The CQC recommendations are based on the CQC’s cross-sector
team of inspection staff:




Reviewing the information they hold in their inspection reports,
Analysing data from national data collections to see what this told
us about the local area. A cross-sector team of inspection staff,
supported by the CQC integration team, did this work.
Four-day visit to the area with a cross-sector inspection team,
supported by specialist advisers, covering the acute, community
and mental health trust, independent sector adult social care
providers, discussions with GPs and patient and voluntary groups
as well as system leaders across the health and social care
community.

Equality and Diversity
Statement

N/A

Communications
requirements

It will be important that we communicate progress in relation to
system working over the coming months. This will be an important
role for the communications team.
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Care Quality Commission (CQC) system wide report on the Cornwall and Isles of
Scilly area
Approach
The Care Quality Commission (CQC) traditionally inspect, report on and monitor
improvement of individual health care providers. Earlier in 2017, they undertook two reviews,
permitted under Section 48 of the Health and Social Care Act 2008, looking at the quality of
care across an area from a commissioning and provider perspective – one in Cornwall and
the other in the London Borough of Sutton. The reviews were primarily designed to help the
CQC test out a process and methodology that could be used by local CQC teams in
response to identified risks or priorities that cross traditional provider boundaries or are
system wide rather than linked to any particular sector or provider. The CQC has taken the
learning from these reviews to inform the final approach to carrying out a programme of 20
reviews of health and care systems for publication over the coming months.
The Cornwall review, which took place in April 2017, aimed to explore the reasons for the
on-going concerns identified and sought to understand the factors contributing to issues
affecting the system, in order to focus interventions with national and local stakeholders.
Review Findings
Early in October 2017, the CQC published a review of its findings on the Cornwall and Isles
of Scilly health and care system which focused on how effectively different parts work
together. The review concluded that services need to make urgent and significant change to
improve and work better together to ensure that people get the services they need as they
move through the system.
The summary report and the more detailed report are attached as appendices. The
overarching findings from the review were as follows:






People’s experience of moving out of hospital and to a care home or home with social
care support was often poor. People identified as concerns: lack of choice, poor
information sharing and a lack of home care packages.
At the time of the CQC’s visit, the systems in place for discharging people from the Royal
Cornwall Hospital Trust to ongoing health and social care services were confusing,
despite the efforts of frontline staff and the onward care team.
The key system leaders have acknowledged difficulties in the past and there has been
considerable effort to bring about some improvement to partnership working. However,
there is still a lack of confidence in the system that the plans for inter-agency work can
be successful.
All the relevant agencies were working to improve the systems and processes to support
inter-agency working. However, we found the current systems lacked a cohesive
approach and remained fragmented, lacking in ownership and had lost sight of the needs
of people using services.

The CQC identified several areas for improvement intended to ensure different parts of the
system work together and are focused on people using services.




There is an urgent need to refocus on the experience of people moving between
services and in need of ongoing support.
The system leaders must focus on building and presenting a cohesive, visible leadership
team with a full time leader to take forward the sustainability and transformation plans.
Leaders must re-engage with the community and staff and establish a programme of
coproduction across the area.
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Arrangements for inter-agency working must be clarified, strengthened, and consistently
implemented.

As well as identifying where things are not going well, the review also described examples of
good practice within front line teams where we have made progress in joining up services. It
will be important that we build on this good practice as we take forward the
recommendations.
Responding to the Findings
Local system leaders publicly committed to work together to address the recommendations
in this report. Indeed, most of the CQC findings are already well recognised across the
system. The review findings echo the message that local leaders have been giving through
the Shaping Our Future programme about the changes that we need to make collectively, in
particular developing proposals to redesign services that support the health, care and
wellbeing needs of local people in the longer term. This work is focused on developing a
more integrated service between health and social care, between providers and with the
voluntary sector. This integrated model will be wrapped around community and primary care
and the needs of the local communities, and be underpinned by a shift towards more
resources into preventing ill health and caring for people in their homes or communities,
avoiding the need for admission to hospital wherever possible.
The delivery of a new model of care will be supported by the establishment of an
Accountable Care System, subject to the relevant approvals, that facilitates bringing services
together in ways that can make a real difference to people’s care and be more agile in
meeting the needs of our local communities.
Following publication of reports by the CQC both on Royal Cornwall Hospitals NHS Trust
and the wider system, NHS England and NHS Improvement have also put in place a series
of actions to support local NHS and council leaders as they address key issues including
quality and safety, fragmentation and clinical leadership. The measures designed to support
system working support across Cornwall include:







A steer towards combining Kernow CCG and Cornwall Council’s strategic commissioning
functions, breaking down barriers to help tackle issues such as delayed transfers of care
and making best use of the funding available for NHS and social care.
Jointly funding a Director of Adult Social Services and Health Integration to provide the
dedicated senior leadership capacity to improve social care services and integrate health
and social care
Securing a System Transformation Director until March 2018 to mobilise the shadow
Accountable Care System
Bringing together clinical leaders from across the county, so doctors, nurses and other
care professionals can address the challenges identified by the CQC and others
Consolidation of all quality and safety issues, as identified by CQC and others, so they
are prioritised and tackled in a single improvement plan for Cornwall.
The appointment of a deputy chief executive at the Royal Cornwall Hospitals Trust to
support the CEO to deliver the necessary improvements at the trust identified in the
Trust’s CQC report, while enabling her to continue with her system leadership role to
support the system wide changes needed to ensure sustainable improvement across all
services.

An action plan is attached setting out how the local system is responding to and addressing
the recommendations made by the CQC. Given that the CQC visited Cornwall six months
ago, the action plan also captures the work that has taken place since April to strengthen
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system working. It should be recognised that whilst there are plans in place to address most
of the report’s recommendations, some of the existing actions need further refinement or
expansion to fully resolve the system challenges.
The following two actions are currently RAG rated on the basis of lack of identified capacity
to take forward. Work is being progressed to secure the required capacity, but these two
actions will need to be kept under close review:


development of person-centred, individualised care plans – these must be agreed,
owned and shared across the system to ensure people’s needs are better met as they
move from secondary care to receiving social care and care services



reviewing and streamlining of all plans and initiatives involving discharge and the
transfer-of-care between services

Oversight of System Improvements
There is clearly an imperative for the system to take early and decisive action to ensure that
the necessary actions required by the CQC are being taken forward with the right pace and
focus. The regulators will have a role in ensuring that the system response to the s48 report
is appropriate. Progress will be reported on a bi-monthly basis to the SoF Portfolio Board
(transitioning to the System Assurance Group as this becomes established).
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Quality of Care in Cornwall – Responding to Recommendations in CQC’s Section 48 Report Published October 2017

1

CQC Recommendation

Progress Since CQC Inspection
Undertaken

Further Action Required

By When

Accountable Lead
and
Supporting
Officers

Group to Oversee
Action,
Implementation,
Monitoring and
Evaluation

System leaders must focus on
building and presenting a
cohesive, visible leadership
team with a full-time leader, to
take forward the STP’s plans.
They must ensure leaders
across health and social care
have the capability and capacity
in each part of the system to
improve inter-agency working
for the benefit of people using
services– especially in those
areas with existing known
concerns.

Deputy Chief Executive appointed at
RCHT, enabling Chief Executive to be
freed up to spend more time on
system role.

SoF Programme Management
Office reviewing the
governance of system
priorities, and the system
capacity allocated to agreed
priorities. Due to report back
to Portfolio Board November
2017.

January
2018

Kathy Byrne, SoF
System Leader

SoF Portfolio Board

SoF priorities being aligned under
Chief Officer leadership to better
reflect the move towards shadow ACS
and mandate leaders to work across
the system.
Director of Adult Social Care and
Health Integration being appointed,
with NSHE funding support to
strengthen capacity for integration
agenda.
System priorities agreed at September
SoF Portfolio Board.

2a

Arrangements for inter-agency
working must be clarified,
strengthened, and consistently
implemented. System leaders
responsible for commissioning
and delivering care should set
out and communicate widely,
their agreed framework,
structure and governance for
coming together to:
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Judith Dean,
Transformation
Director

The required system OD is
defined, sourced and delivered
to develop the right system
behaviours and capabilities
and set the culture for the
ACS.
nd

System leadership event 22
November 2017, in
partnership with King’s Fund.

Work underway to establish shadow
Accountable Care System by April
2018. ACS workshop held for senior
system leaders October 2017,
facilitated by Sir Neil McKay.

Critical pathway to be signed
off November 2017, with
system leadership and senior
capacity aligned around key
deliverables.

ACS Accord nearing completion for
signing by key health and social care
organisations, providing clear
commitment to direction of travel.

Plans for an integrated
strategic commissioning
function due to be signed off
by key partners, including
Cornwall Council Cabinet and

Shadow
ACS by April
2018

Kathy Byrne
Supported by
Judith Dean,
System
Transformation
Director.

SoF Portfolio Board

CQC Recommendation

Progress Since CQC Inspection
Undertaken

Further Action Required

System Transformation Director
secured with NHSE support to
mobilise ACS during 2017/18.
SoF Finance Director seconded.

NHSK February 18.

Separate statutory Director of Adult
Services and Health Integation being
recruited to provide dedicated senior
leadership capacity to improve social
care and integration with health
services. (Jointly funded with NHSE)

By When

Accountable Lead
and
Supporting
Officers

Group to Oversee
Action,
Implementation,
Monitoring and
Evaluation

Nov 2017

Kathy Byrne,
System Leader

SoF Portfolio Board

Proposals for refreshed
system governance ahead of
establishing a shadow ACS
being presented to Portfolio
Board November 2017.

Kernow CCG and Cornwall Council
working towards a joint strategic
commissioning function,
Provider Board established between
RCHT and CFT to strengthen
integration agenda with early focus
including urgent care.
Governance of A&E Delivery Board
strengthened.
2b



align and regularly review the
key priorities for inter-agency
working

System priorities agreed by SoF
Portfolio Board September 2017:
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Joint responsibility for system
performance and quality
System financial performance in
support of achieving our system
control total
Delivery of ED performance
improvement trajectory

SoF governance review
November 2017 to ensure all
risks relating to system
priorities have clear oversight
arrangements

Supported by
Tracey Lee, SoF
Programme
Director

CQC Recommendation

Progress Since CQC Inspection
Undertaken





Further Action Required

By When

Accountable Lead
and
Supporting
Officers

Group to Oversee
Action,
Implementation,
Monitoring and
Evaluation

The coordinated approach
described to the left will
increasingly be employed to
run community (health, care
and wellbeing) system
services alongside those
within Urgent Care.

Kate Kennally,
Chief Executive,
Cornwall Council
and Jackie
Pendleton, Chief
Officer, NHS
Kernow

SoF Portfolio Board
/ Health and
Wellbeing Board

This whole system approach
relies upon the joining up of
the strategic commissioning
functions of KCCG and
Cornwall Council.

Supported by
Helen Childs and
Jonathan Price,
Joint SROs for
Strategic
Commissioning

Reduction in delayed transfers of
care to 3.5% of bed days
Locally developed system plans
for local populations to deliver
transformed model of care
Rapid progression to ACS

SoF system performance dashboard
linked to system priorities.
SoF system risk register categorised
according to system priorities.
nd

Kings’ Fund leadership event 22
November to align leadership around
system priorities and facilitate
strengthened system leadership.
2c



Develop and implement the
early work started on a joint
commissioning agenda
(Strategic and Tactical) to
improve access to care in the
community to meet the needs
of local people

Roadmap for implementation of joint
strategic commissioning function as
part of the ACS completed, including
mobilisation, decision making required
and proposals relating to shadow
working and proof of concept.
Alongside this there is an agreed
approach to a joint commissioning
programme, articulated in the next
column. Specific changes already
made in the meantime are:
 Additional senior capacity secured
between council and CCG in order
to manage operational delivery of
Urgent Care.
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The following actions will be
pursued through this.

CQC Recommendation

Progress Since CQC Inspection
Undertaken










Agreed & commenced the process
to functionally integrate the health
& social care buyer & broker with
a single route to market by Q4 &
aiming for a single pricing
framework.
Joint review of BCF & iBCF
underway to ensure value for
money
Agreement in principle to
increasing the value and reach of
pooled budgets
Agreement of joint commissioning
intentions for domiciliary care and
care homes in Cornwall between
Cornwall Council and Kernow
CCG
Progress towards jointlycommissioned domiciliary care
procurement.

Further Action Required
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Develop a populationbased commissioning
overview and approach.
(Commissioning intentions
for the whole system are
under development.)
Broker co-production of
‘One Vision for Health,
Care and Wellbeing’ and
a whole system ‘model of
care’ for Cornwall.
Develop ‘one
programme’ for the
broader health economy.
Develop the BCF to
accommodate all
community-orientated
health, care and wellbeing
work.
Develop the market to
deliver sufficient health
and care services to meet
the challenges of the
future.
Develop the concept of
Accountable Care for the
county, as part of the SoF
programme.
Re-specify community
health and social care
services in the context of
potential future models of
Accountable Care.

By When

Accountable Lead
and
Supporting
Officers

Group to Oversee
Action,
Implementation,
Monitoring and
Evaluation

CQC Recommendation

Progress Since CQC Inspection
Undertaken

Further Action Required

By When

Some further specifics:
Approval for progression to
shadow working to be sought
during February at Cabinet by
NHSK Governing Body.

February
2018

Proposal for single pricing
framework to go through CCG
governance Q3/4
2d



Immediately make use of the
joint strategic need analysis–
this information must be
shared and owned by all
system leaders to develop a
set of priorities to jointly
manage and plan for the
current and future health
needs of the local population.

Strategic needs analysis has been
used as a basis for Shaping Our
Future. A JSNA refresh is underway
and will be completed in December.
The Health and Wellbeing Board has
agreed a set of system wide priorities
and a monitoring scorecard.

System leaders will use the
JSNA to determine priorities in
the Joint Strategic
Commissioning Intentions for
2018/19, to inform
development of the new model
of care, and to determine
priorities for implementation of
the new model of care.
Draft strategic commissioning
intentions and JSNA refresh
scheduled to go to the January
HWBB demonstrating how
commissioning intentions have
been shaped by JSNA.
The Health and Wellbeing
Board priorities and scorecard
will be adapted and used to
support future priority setting.
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Accountable Lead
and
Supporting
Officers

Group to Oversee
Action,
Implementation,
Monitoring and
Evaluation

Jackie Pendleton,
Chief Officer, NHS
Kernow

Shadow Strategic
Commissioning
Group with
oversight from
Health and
Wellbeing Boards

Q3&4

January
2018

Supported by
Caroline Court,
Director of Public
Health, Cornwall
Council

3a

CQC Recommendation

Progress Since CQC Inspection
Undertaken

Further Action Required

By When

Accountable Lead
and
Supporting
Officers

Group to Oversee
Action,
Implementation,
Monitoring and
Evaluation

Leaders must re-engage with
the community and staff and
establish a programme of coproduction across the area.
This must include:

Programme of co-production
underway, with first two phases taking
place June/July and September 2017.
Third wave planned for early 2018.
Generally positive feedback to date.
Information available from SoF
website: www.shapingourfuture.info

Next phase of co-production
deferred until early 2018 to
pull together the evidence
base to support our decisions,
ensure we have fully reflected
on the work already going on
in localities and the
suggestions people made
during the July and
Septembers phases of coproduction.

On-going

Jackie Pendleton,
SoF SRO for
Communications
and Engagement

SoF Portfolio Board

Discussions taking place
locally and with NHSE with
regard to how best to address
the identified problem
statements through a systemwide approach to real time
operational management.
Also needs to feed into new
operating model.

January
2018

SoF team members are attending GP
locality and community network panel
meetings in response to co-production
feedback in Nov & Dec. 2017.

Supported by Lou
Farbus, SoF
Engagement Lead

In addition, the three day workshop
held earlier this year engaging a range
of staff involved in integrated working
within the North and East locality, is
being rolled out to other areas. The
‘SPRINT’ workshops focused around
live complex case discussions in an
action learning format to share
differing perspectives to improve
patient outcomes.
3b



engagement across the
system to better understand
the problems and action
needed for improvement. This
must feed into the collective
development of the strategic
plans

6|Page

In addition, to 3a, Flash Discovery
undertaken by SoF Strategic Partner
June 2017 based on over 170
interviews with stakeholders from local
health & care organisations serving
the local population, observations of
processes at 24 different sites and
preliminary analysis of available
operational and performance data,
leading to a set of key problem
statements, summarising the key

Kathy Byrne,
System Leader
Supported by Steve
Trowell, SoF Digital
Lead; and
Jackie Pendleton,
CO lead for
Community Modell
of Care work

SoF Portfolio Board

CQC Recommendation

Progress Since CQC Inspection
Undertaken

Further Action Required

problems, challenges and constraints
facing the health and care system
which impact the provision of safe,
efficient, high quality health and social
care.

Once way forward clarified,
feedback will be provided to all
participants to Flash Discovery
work.

Two SoF models of care co-production
workshops in each locality involving
local clinicians, practitioners,
community leaders eg councillors in
further developing the model of care
prior to consultation
3c



ensuring the public has
meaningful opportunities for
participation in the decisionmaking process

A Citizens Advisory Panel has been
developed to oversee the coproduction and public engagement
programmes for Shaping Our Future.
All of the SoF work streams have lay
members in their working groups.
Residents of local communities
(including Healthwatch Cornwall and
patients) attended co-production
events in July and September and will
be invited to Wave 3. The outputs of
coproduction and public engagement
are published on the SoF website with
an email address for people to feed
back.
A SOF newsletter has been developed
to enable people who do not use the
internet to stay informed and
participate.
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By When

Accountable Lead
and
Supporting
Officers

Group to Oversee
Action,
Implementation,
Monitoring and
Evaluation

On-going

Jackie Pendleton,
SoF SRO for
Communications
and Engagement,

SoF Portfolio Board

Attendance through
November/December with all
GP/practice manager locality
teams to better understand
and align bottom up local
models of care & build into the
countywide offer.
Public consultation due to
follow the fourth wave of coproduction September 2018

Lou Farbus, SoF
Engagement Lead

CQC Recommendation

Progress Since CQC Inspection
Undertaken

Further Action Required

By When

Accountable Lead
and
Supporting
Officers

Group to Oversee
Action,
Implementation,
Monitoring and
Evaluation

Next phase of co-production
workshops in Q4.
Continue to improve regular
communications with staff
across system following A&E
Delivery Board.
Running of monthly MADE
and Rapid improvement
events involving front line staff.

Ongoing

Kathy Byrne, A&E
Delivery Board
Chair

A&E Delivery Board
reporting to SoF
Portfolio Board

Healthwatch Cornwall has been
representing public and patient views
as members of the Transformation
Board since Feb. 2017.
Transformation Board meetings are to
be held in public going forward.
Regular briefings to scrutiny, public
board meetings, MPs, etc.
Work is taking place with the Equality
and Diversity Network and Accessible
Communications Groups to ensure
engagement materials and reports are
accessible to all.
Links established to secure feedback
from separate public engagement
work that One Vision and Prevention
are undertaking.
3d



staff involvement to agree the
two or three key priorities that
will align the work
programmes for the STP and
the A&E Delivery Board.
These must be communicated
and actioned immediately to
increase confidence and
challenge the Culture that
‘nothing changes’
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Reconstituted A&EDB, consisting of
CEOs/ medical director level leaders
agreed 6 key outcomes in April 2017
to be the focus of their attention for the
urgent and emergency care system
and agreed 4 priorities from the UEC
Delivery Plan, on the basis of size
and speed of impact on those
outcomes. These are executive led
and replaces the previous dispersed
approach with a more focussed and

Karen Kay, System
Urgent and
Emergency Care
Executive Lead;
and Rab McEwan
(RCHT COO)
system Winter

CQC Recommendation

Progress Since CQC Inspection
Undertaken

directed programme of work to make
better use of change leadership &
management resources & deliver
more visible change more quickly.
The A&E Delivery Board tracks
progress via a monthly “Outcomes
Report” and a monthly “Priority
Progress Report” & intervenes where
necessary to accelerate. (in place
since May 17)
Front line staff are engaged through
monthly Multi Agency Discharge
Events (MADE) which commenced in
October; and Rapid Improvement
events started in November – both
enabling “bottom-up”, staff-designed
and owned solutions to the outcome
around improved patient flow &
discharge planning.
The STP urgent care element is well
aligned with workstreams delivering:
-- creation of an integrated 111/OOH
service (impact on reduced
attendances)
– reconfiguration of MIUs to create
UTCs (impact on reduced avoidable
attendances at ED)
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Further Action Required

By When

Accountable Lead
and
Supporting
Officers
Director

Group to Oversee
Action,
Implementation,
Monitoring and
Evaluation

CQC Recommendation

Progress Since CQC Inspection
Undertaken

Shaping our Future Co-production
workshops in August and September
with key staff groups from across the
system to discuss urgent care
strategic intentions and future plans
for Urgent Treatment Centres. Monthly
systemwide project group (clinicians
and managers) are driving the UTC
work programme.
There is a high degree of alignment
between all of these which is further
cemented by the appointment in May
17 of a system wide post of Executive
Lead for Urgent and Emergency Care
across STP and A&EDB; in October
17 the appointment of a system wide
‘winter director’; and also in November
a secondment has been agreed for a
senior social care worker to operate as
a system wide senior operational
discharge lead.
System Executive lead for Urgent &
Emergency Care ensures key
messages are communicated to key
staff groups after each A&E Delivery
Board.
Some examples of visible impact:
-integrated 111/OOH contract
awarded, mobilisation underway &
new integrated service commences
30/11/17
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Further Action Required

By When

Accountable Lead
and
Supporting
Officers

Group to Oversee
Action,
Implementation,
Monitoring and
Evaluation

CQC Recommendation

Progress Since CQC Inspection
Undertaken

-West Cornwall Hospital designated as
Urgent Treatment Centre
-incentives to the home care market in
place from 2/9/17
-46 WTE Generic Support workers
recruited to deliver Home First/
Discharge to assess pathway 1
-primary care streaming implemented
4/9/17
- DToCs - The number of bed days
lost per month in September was the
lowest it has been since June 2016,
and nearly 600 bed days less than
September last year. Total average
daily delays have improved for two
months and in Sep were 119
(validated) against target of 115 & at
th
the time of writing on 16 Nov month
to date were 108 (unvalidated daily
data)
- The 4hr std trajectory target has not
been reached at RCHT (both sites
combined 81.86% against target of
90%) since July, although at system
wide level in October performance
was 91.5%. Performance in October
was better than in September, and
better than the previous October for all
three measures (RCH only/ RCHT
both sites/ system wide including
MIUs).Daily variation is still an issue
but less variable than in previous
months.
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Further Action Required

By When

Accountable Lead
and
Supporting
Officers

Group to Oversee
Action,
Implementation,
Monitoring and
Evaluation

3e

CQC Recommendation

Progress Since CQC Inspection
Undertaken

Further Action Required

By When

Accountable Lead
and
Supporting
Officers

Group to Oversee
Action,
Implementation,
Monitoring and
Evaluation



Existing links strengthened and
formalised with Devon partners to
reflect the STP footprint and
specifically for patients in both East
and North Cornwall. Engagement
mechanisms are both routine and
regular along with on a one off basis
as the need arises:

East Cornwall Locality to
engage with Community
Service Provider in Plymouth
(Livewell SW).

End of
December
2017.

Jackie Pendleton,
Chief Officer NHS
Kernow

SoF Model of Care
Group (reporting to
SoF Portfolio
Board).

prioritisation of engagement
with Devon providers and
commissioners to ensure East
Cornwall people’s interests
are considered when they are
receiving care in Devon.

Regular communication channel
established between Devon and
Cornwall STP programme directors.
Monthly - KCCG GP attends as voting
member of Devon CCG Western
Locality Board (PHNT acute footprint Plymouth, South Hams, West Devon,
East Cornwall.)
Monthly - KCCG Director for North and
East Cornwall attends Devon’s
Western System Improvement Board
(commissioner & provider) which is an
assurance and improvement
mechanism.
Daily – operational staff from East
Cornwall are an integral part of
Plymouth Hospitals onward care team;
daily operational calls and escalation
calls as required.
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East Cornwall to seek GP
representation on Devon’s
Western Locality Primary Care
Partnership.
Q4 – next co-production event
in North and East Cornwall
involving Devon stakeholders.
Further work required to
engage with North Devon.
Cornwall to seek real time
engagement in next phase of
Devon’s Acute Review.

Supported by
Karen Kay and
East Cornwall
Locality and Lou
Farbus, SoF
Engagement Lead
Withi regard to
acute services,
Kate Shields,
Deputy Chief
Executive, RCHT
With regard to MH
services, Phil
Confue, Chief
Executive, CFT

CQC Recommendation

Progress Since CQC Inspection
Undertaken

As required - GPs from East Cornwall
locality board regularly engage with
PHNT to problem solve or develop
new patient pathways.
Oct 17 - ACS workshop for senior
leaders included system leaders from
acute and community providers in
Plymouth (PHNT & Livewell South
West.)
October 17 - Devon Acute Review
presented to Cornwall system leaders
and Clinical Practitioner Cabinet.
June & Sept 17 -co-production events
in North and East Cornwall, to which
Devon partners are invited, ensure
local needs are understood and acted
on.
Nov 17- North and East Cornwall SOF
team engage with GP locality
meetings to ensure that their
aspirations and plans are an integral
element of Model of Care work.
Sept 17 – A&EDB in Devon and
Cornwall agreed networking
arrangements and a specific
programme of work on which they
would collaborate as succession plan
for when centrally funded urgent care
network ends.
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Further Action Required

By When

Accountable Lead
and
Supporting
Officers

Group to Oversee
Action,
Implementation,
Monitoring and
Evaluation

CQC Recommendation

Progress Since CQC Inspection
Undertaken

Further Action Required

By When

Accountable Lead
and
Supporting
Officers

Group to Oversee
Action,
Implementation,
Monitoring and
Evaluation

Refer also to actions set out against
3d and 3e

Consider how best to measure
improvements in patient
experience, possibly through
work commissioned by
HeatlhWatch

January
2018

Senior Leadership
Team supported by
Karen Kay

A&E Delivery Board
reporting to SoF
Portfolio Board

Draft integrated care framework sets
out intention to use a single personcentred care plan shared with the
person concerned and the various
organisations/staff involved.

Agreeing capacity to take
forward SoF models of care
development at greater pacebeing led by Chief Officer for
Model of Care work November
2017

Approval by
April 2018
(subject to
sufficient
resources
being
committed)

SROs for
Integrated Care

SoF Integrated
Care Programme
Group

Nov 17 – Devon & Cornwall agreed 6
specific MIU sites (3 on each side of
the border) used by cross border
patients on which enhanced joint
decision making would take place on
MIU/ UTC

4a There is an urgent need to
refocus on the experience of
people moving between
services and those who need
ongoing support. This must
include:
4b



development of personcentred, individualised care
plans – these must be agreed,
owned and shared across the
system to ensure people’s
needs are better met as they
move from secondary care to
receiving social care and care
services

(At present, organisations use different
templates and paper based systems.
There is limited capacity to take this
forward.)
However continuous improvements
are being made to these systems and
processes alongside the larger review
and is starting to show some impact:
DToCs - The number of bed days lost
per month in September was the
lowest it has been since June 2016,
and nearly 600 bed days less than
September last year. Total average

14 | P a g e

Further engagement with all
localities and organisations to
secure agreement on single
person-centred care planning
approach, involving social care
and primary care.
Approval of single system
wide care plan

Karen Roach
Phil Annal
Marie Prior

Portfolio Board

CQC Recommendation

Progress Since CQC Inspection
Undertaken

Further Action Required

By When

Accountable Lead
and
Supporting
Officers

Group to Oversee
Action,
Implementation,
Monitoring and
Evaluation

Secondment / recruitment to
joint Discharge post.

December
17

Kathy Byrne
System Lead and
Chair of A&E
Delivery Board

A&E Delivery Board
report reporting to
SoF Portfolio Board

daily delays have improved for two
months and in Sep were 119
(validated) against target of 115 and at
th
the time of writing on 16 Nov month
to date were 108 (unvalidated daily
data) . As a product of iBCF resource
commitment and ongoing
consolidation of work, there is
confidence within the system that the
number of delays attributable to adult
social care (ASC) will improve further
by the end of the financial year. Every
effort being made to ensure the
number of delays attributable to ASC
is within the NHSE stretch target,
however since performance is
reported as an average across the
year the end-year target for social care
delays specifically is unlikely to be
met.
4c



reviewing and streamlining of
all plans and initiatives
involving discharge and the
transfer-of-care between
services

Refer to actions set out against 2c, 3d
and 4g. The Winter Director role is
being fulfilled by Rab McEwan, RCHT
Chief Operating Officer, and will be
supported by a joint Discharge Post
(currently being recruited). This
recommendation will be in the scope
of this role’s key responsibilities.
iBCF schemes approved, and being
implemented, with some initial impact
being seen in reduced DToCs.
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Blueprint for out of hospital
discharge / re-ablement
services.
SoF model of care consulted
upon, agreed and
implemented.
Actions set out in 2c,3d,4g

Rab McEwan
(Winter Director)

4d

CQC Recommendation

Progress Since CQC Inspection
Undertaken

Further Action Required

By When

Accountable Lead
and
Supporting
Officers

Group to Oversee
Action,
Implementation,
Monitoring and
Evaluation



Monthly Multi-Disciplinary Accelerated
Discharge and Rapid Improvement
events started in November designed
to enable “bottom-up”, staff-designed
and staff-owned solutions to complex
discharge planning.

Secondment / recruitment to
joint Discharge post.

December
2017

Kathy Byrne
System Lead and
Chair of A&E
Delivery Board

A&E Delivery Board
report reporting to
SoF Portfolio board

development of jointly agreed
patient-focused discharge
processes and pathways –
these must be communicated
clearly

Winter Director role being fulfilled by
Rab McEwan, RCHT Chief Operating
Officer. A postholder to fill the joint
Discharge Post is being sought. This
recommendation will be in the scope
of this role’s key responsibilities.
The system is also receiving support
from the Emergency Care
Improvement Programme to improve
discharge processes in acute and
community settings.

Incorporate relevant
recommendations that remain
outstanding from GE
Finnemore review of discharge
processes.

Rab McEwan
(Winter Director)

Further support and reenforcement of patient choice
framework to improve
consistency of implementation
Refer elsewhere in plan for
further related actions.

System-wide Patient Choice & Equity
framework is now approved and in
implementation.
Trusted Assessor – 3 posts approved
and advertisement out to market Oct
17
4e



establishment of a coherent,
inter-agency leadership and
management structure for the
onward care team
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The October 2017 A&E Delivery Board
agreed to the creation of a system
“Winter Director”, being fulfilled by Rab
McEwan, RCHT Chief Operating
Officer, supported by a joint Discharge
Lead post to work across both the

Secondment / recruitment to
joint Discharge post

December
2017

Kathy Byrne,
System Lead and
Chair of A&E
Delivery Board
Rab McEwan

A&E Delivery Board
report reporting to
SoF Portfolio
Board

CQC Recommendation

Progress Since CQC Inspection
Undertaken

Further Action Required

By When

acute and community trusts, liaising
with social care services.

Accountable Lead
and
Supporting
Officers

Group to Oversee
Action,
Implementation,
Monitoring and
Evaluation

(Winter Director)

A postholder to fill the joint Discharge
Post is being sought. This post will
look at the management arrangements
for the Onward Care Team.
4f



establishment of a coherent
system of jointly
commissioned reablement
services

Critical path/ timeline has been
established for developing the new
model of care (SoF) which includes a
specific task to produce a system
blueprint for reablement, recovery and
rehabilitation.
Work is underway to identify services
that fall within the scope of
‘reablement’.
CCG COO & Council Director Social
Care & Transformation are
accountable for the joint
commissioning programme & have
made a single joint appointment of a
strategic lead, whose remit includes
this work. Short term tactical actions
have been agreed and are
progressing to functionally integrate
buyer and broker functions and to
align STEPS reablement with
HomeFirst.
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Produce a joint specification
for re-ablement, recovery and
rehabilitation.
Joint Strategic Commissioning
Intentions in development will
describe intensive support in a
crisis that will include
reablement, recovery and
rehabilitation.

February
2018

Kate Kennally
Helen Childs, Jon
Price
Janet Popham
Phil Annal

Cabinet /
Governing Body
Health and
Wellbeing Board
with oversight by
Portfolio Board

4g

CQC Recommendation

Progress Since CQC Inspection
Undertaken

Further Action Required

By When

Accountable Lead
and
Supporting
Officers

Group to Oversee
Action,
Implementation,
Monitoring and
Evaluation



Discussions taking place with NHSI
with regard to a single improvement
plan for Cornwall. Will need to be
discussed in the context of a move
towards a single assurance process
with NHSI/E.

Agree oversight arrangements
for single improvement plan
with regulators.

December
2017

Kathy Byrne,
System Lead

SoF Portfolio Board

arrangements for monitoring
and evaluation of
effectiveness of all plans.

In the absence of other arrangements
being finalised, the proposed default
position is that progress will be
reported on a bi-monthly basis to the
SoF Portfolio Board (transitioning to
the System Assurance Group as this
becomes established).

iBCF: A six-month review of
iBCF-financed work has been
undertaken. There is an
extensive range of schemes at
differing stages of
development. As a product of
the review, the following is
taking place.


Plans under the governance of the
A&EDB are reviewed monthly and
reported to A&EDB; with programme
oversight and intervention in between
by system Executive Lead for UEC.



A scheme-by-scheme
analysis, to determine
what (high-level)
contribution is being made
to the DToC (and other
BCF) target(s). Schemes
that aren’t delivering or
that have not been
mobilised will be
decommissioned.
Grouping of similar
schemes, in order to
ensure more cohesive
‘whole system’ strategic
approach (see ‘pathway
review’, below).

A&EDB priorities - November
meeting agreed annual review
of outcomes/priorities in Feb
18.
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Supported by
Tracey Lee, SoF
Programme
Director

5

CQC Recommendation

Progress Since CQC Inspection
Undertaken

Further Action Required

All recommendations must
have an accountable
person or group to oversee
action, implementation,
monitoring and evaluation.

This action is addressed by this report.

None

Accountable Lead
and
Supporting
Officers

Group to Oversee
Action,
Implementation,
Monitoring and
Evaluation

Kathy Byrne,
System Leader

SoF Portfolio Board

Supported by
Tracey Lee, SoF
Programme
Director

Plans for Disseminating Learning
and Building Ownership for
Improvement Locally

Progress Since CQC Inspection
Undertaken

Report and planned actions to be widely
shared

Further Action Required

Accountable Lead
and
Supporting
Officers

Group to Oversee
Action,
Implementation,
Monitoring and
Evaluation

Discussed at A&E Delivery Board Nov
2017

Kathy Byrne, SoF
System Leader

SoF Portfolio Board

On agenda for Cornwall Health and
Adult Social Care Overview and
Scrutiny Committee meeting Nov 2017

Tracey Lee, SoF
Programme
Director

For inclusion in next SoF
newsletter

To be discussed at joint
meeting of Clinical
Practitioner Cabinet and
Clinical Leadership Group
with a view to shaping
prioritised actions
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By When

By When

January
2018

Dec 2017

Jackie Pendleton,
supported by
Corrine Yates

Dr Iain Chorlton,
supported by
Tracey Lee

Plans for Disseminating Learning
and Building Ownership for
Improvement Locally

Progress Since CQC Inspection
Undertaken

Further Action Required

By When

Accountable Lead
and
Supporting
Officers

To be discussed at
Workforce Strategy Board

Dec 2017

Phil Confue,
supported by
Adrienne Murphy

Dec 2017

Jackie Pendleton,
supported by Karen
Kay

To be discussed at Model of
Care Group

System wide performance
dashboard to be reviewed to
ensure it is appropriately
focused on measuring and
tracking progress in delivery
of Section 48 action plan
Event for frontline clinicians
to be considered, focused on
responding to Section 48
report and fostering system
working
Identifying key staff groups
for whom responding to the
Section 48 recommendations
should be a feature of
objective setting and
performance management
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Dec 2017

Jan 2018

Dec 2017

Karen Kay,
supported by Jo
Davis

Dr Iain Chorlton,
supported by
Jackie Pendleton

Karen Kay,
supported by
Adrienne Murphy

Group to Oversee
Action,
Implementation,
Monitoring and
Evaluation
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Introduction
For the latest phase in the Care Quality Commission’s (CQC’s) work to develop
ways of looking at the quality of care across an area, we did two reviews in 2017 –
one in the London Borough of Sutton and one in the area covered by NHS Kernow
Clinical Commissioning Group (CCG) in Cornwall.
Designed to test an approach that could be used by CQC’s local teams in response
to an identified risk or priority in an area, the reviews looked at a local health and
care system that appeared to be functioning well (Sutton) and one where there
appeared to be challenges (Cornwall).
The Cornwall and Sutton reviews were carried out mainly to help us develop a
process and methodology that local teams could use when they identified risks or
priorities that crossed traditional provider boundaries or were system-wide rather
than linked to any particular sector or provider. The reviews were led by CQC’s
integration team, working with local regional cross-sector teams and using a range of
activities. We did this with some extra work permitted under Section 48 of the Health
and Social Care Act 2008.
The work on the Cornwall and Sutton reviews predates a request from the
government for CQC to carry out 20 reviews of local health and care systems
(scheduled for publication in 2017 and 2018). While the experience of conducting the
Cornwall and Sutton reviews has helped to inform the development of the
methodology for the 20 reviews, the Cornwall and Sutton reviews are separate and
do not reflect how the local system reviews are being carried out, or how they will be
reported.

Context
CQC’s strategy for 2016 to 2021, Shaping the future, commits us to do more to
assess quality for population groups and how well care is coordinated across
organisations, through our provider inspections and our thematic work.
It promises a more targeted, responsive and collaborative approach to regulation, so
more people get high-quality care.
The strategy also made the commitment to encourage improvement, innovation and
sustainability in care.
Inspections often reveal problems or clues to wider issues that are beyond an
individual provider or sector – information and findings about people moving between
services, or how the care services they need function together in the interests of the
people who use them.

Responding to risks or priorities in an area: Cornwall and London Borough of Sutton overview

3

Looking beyond our judgements on individual providers of health and care services
has been an important part of CQC’s work in recent years. We have published a
series of thematic reviews that have looked at people’s experience of care delivered
by different providers, including reviews of dementia care, end of life care, integrated
care for older people and diabetes care.
In 2016, we tested different approaches in three areas: North Lincolnshire, Salford,
and Tameside. We published three prototype reports that looked at how we might
assess the quality of care in a local area in order to encourage improvement.
From our evaluation of those reviews, we learned that we get more value and have
greater impact when we make better use of our inspectors’ local insight, their
relationships with providers and other agencies, and inspection activity. We also get
more value and have greater impact when we focus on a defined topic of local
priority or concern, and when we work with our local partners where there appears to
be an issue or priority for improvement – or an area of good practice that could be
shared.
We have now developed this approach further. We have designed a more flexible
model that enables local inspection teams to respond to a local risk or priority in an
area that crosses traditional provider or sector boundaries.
The next step in our place-based work has been to test a model which identifies a
local risk or priority, through a combination of the insight of our local teams and
geographic data profiles and stakeholder views, followed by work in the area to
collect additional evidence and information. The aim is to use our influence with
stakeholders to encourage improvement across the area or support the sharing of
good practice.
The cumulative learning from our thematic publications, our quality of care in an area
reviews and the work to respond to a risk or priority in an area, is informing the local
system reviews of health and social care, which started in July 2017. It also informs
our new work that considers how we might regulate accountable care organisations
(ACOs), complex models of care and the new, large-scale GP providers that are
emerging.

Developing the Cornwall and Sutton reviews
The result of these reviews is intended to provide our local inspection teams with a
means of responding to perceived or identified local risks or priorities broader than
individual providers. So we asked our inspection teams for suggestions of issues in
an area that they would like to explore further – either an issue or concern, or good
practice that could be used to lever improvement more widely.
Suggestions were reviewed and evaluated by a panel drawn from across CQC. The
panel selected two places: the area covered by NHS Kernow CCG in Cornwall, and
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the London Borough of Sutton, with reviews following assessments against a set of
criteria including:
• The extent to which CQC is uniquely positioned to lead this work as the health
and social care regulator.
• An issue that spanned more than one provider or sector.
• Enabling us to develop our relationship with national and local partners and
demonstrate that we are a critical partner in facilitating system change.
• The potential to have impact and encourage improvement in the area.
Or
• How the topic is likely to highlight good/best practice and may provide a template
or lever for other areas to improve.
•

The potential to be of relevance and use to local areas because it creates the
right balance between responding to local risks and local and national priorities.

The local CQC teams in Cornwall had identified ongoing and significant challenges
in the area through inspection activity and engagement within the local area. This
included concerns about the community and adult social care provision, including
sustained challenges faced by the CCG, the acute trust (including the emergency
department) and urgent and emergency care, and a focus on delayed transfers of
care. The review aimed to explore the reasons for the ongoing concerns identified
and sought to understand the factors contributing to issues affecting the system, in
order to focus interventions with national and local stakeholders.
The London Borough of Sutton was selected because local CQC teams identified
that it had improved care for older people in care homes, reducing hospital
admissions and enabling rapid and safe discharge from hospital. Sutton is one of the
NHS vanguard areas, and along with other information, the review also included
information from the Sutton Homes of Care Vanguard Programme. We used our
unique position to look across health and adult social care in Sutton and test our
approach, to understand where there is emerging good practice and how this can be
shared more widely.
We aimed to test how CQC can encourage improvement by using our perspective
from provider inspection reports and local knowledge across all sectors, to respond
to a local priority or risk that cuts across traditional provider boundaries.

How we carried out the work
We developed a prototype framework that was flexible enough to be used to explore
a range of issues across providers or sectors. The two areas selected allowed us to
test the model by looking at a focused area of good practice (in the case of the
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Sutton) and a wider look at partnership working across a whole health and care
system (Cornwall). There was a range of activities in each area, including:
•

Workshops for regional teams

•

A review of combined national data and local intelligence of risks and priorities
across sectors in an area

•

Development of an area data profile with high-level system indicators

•

A range of fieldwork, including interviews, attendance at local meetings, case
tracking and record reviews

•

Consultations with an expert advisory group.

For both reviews, we had approval from the Secretary of State for Health and the
Secretary of State for Communities and Local Government to use powers under
Section 48 of the Health and Social Care Act 2008 so we could look at
commissioning, as well as the providers of health and care services.

Outcomes
In carrying out these reviews we have developed a prototype framework that can be
further developed over time for local teams to adapt and use when they identify a
local concern or issue that that relates to providers from across health and care.
The framework aims to provide a sustainable, flexible area-based approach to
responding to risks, issues or priorities, by bringing together our unique local
knowledge and intelligence across sectors. It also aims to be locally driven and led
by inspection teams, supported by members of CQC’s integration team (who will
maintain a national overview and learning log of activity to further develop the
framework). The framework should also:
•

Become part of our operating model and that wherever possible can be used as
part of (or building on from) our existing planned inspection programme.

•

Support, build on and formalise the process for responding to issues identified in
local areas that cross provider boundaries or sectors as the new ways of
delivering health and care develop.

•

Support local teams to explore the systems in an area related to a risk, issue or
priority, through a scalable approach with additional CQC input as required.

•

Build on, and improve, partnership working to encourage improvement in an
area.
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•

Provide a means to manage, monitor, assess and evaluate our approach to
issues or good practice in an area, and share learning.

•

Include a range of tools that have been tested through our experience of thematic
reviews and inspection work.

•

Ensure that there is a means for responding to risk or concerns in an area during
a period of transition and change.

The framework also aims to complement other related developments in CQC, such
as:
•

Initiatives to improve cross-sector working.

•

Initiatives to improve the local inspection team engagement with local
stakeholders.

•

The development of data profiles at local and regional level, which bring together
our ratings with area level indicators of quality.

•

The development of approaches to assess the quality of care provided by
provider networks, groups and other partially or virtually integrated new models,
including ACOs.

Learning for CQC
We carried out these reviews to develop a methodology that our local teams might
use when they identify an issue or concern in an area. We have also been evaluating
the work as it has progressed to ensure that any learning can inform future work,
such as the local system reviews we have recently begun.
We have taken the learning from these two test sites and ensured they are
considered as part of the development of material for the 20 local system reviews, as
well as for the development of the framework for responding to risks or priorities in
an area. All of this work will help us further test and improve CQC's approach for
assessing localised care and care across an area.

What worked well?
The teams from our three inspection directorates (hospitals, adult social care and
primary medical services) were keen to be involved in this cross-sector work.
Bringing together the soft intelligence and area knowledge from all three teams
provided a rich picture of how systems worked and the relationships across different
health and care providers, particularly in Cornwall.
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The use of a flexible and responsive approach allowed the prototype framework to
be applied to two very different topics and adapted as information was collected.
We sought the views of the people who use services and those who had experience
of the issues that we were exploring. Having this information in advance of the
examination of partnerships and system working provided an invaluable perspective
before talking to system leaders.
Making use of established meetings in the London Borough of Sutton was helpful
and gave a clear understanding of how all the sectors worked together.

What we could do better
While the methodology allows local areas to identify issues which they would like to
explore across an area to support improvement, either locally or more widely, the
timeframes of this testing work dictated that one area did not have the resources to
fully support the work. In that area the work was done largely by CQC’s central
integration team.
The involvement of cross-sector inspection teams was met with enthusiasm, but
there could have been a more integrated approach to the different elements of the
activity.
While we requested some information prior to the site work in Cornwall, it would
have been useful to have asked for this earlier in the activity. It provided a useful
view of some of the systems and it would have been helpful to have more time to
absorb this in advance – and to cut down on some questions at interview.
All new topics for exploration under the framework for responding to risks or priorities
in an area should consider and monitor the impact of any ongoing, business as usual
activity.
We recognise that although there needs to be principles for the reporting of findings,
due to the variance of issues, the areas need bespoke reports reflecting a particular
issue or priority in an area.

Sharing the findings
Before publishing the reports, we shared findings with both areas to help them use
these reviews to encourage improvement and local collaboration. We asked each
area how they would prefer to receive formal feedback.
In Cornwall and Sutton, we have shared the report with the key local stakeholders
whose services are covered in the review and we considered their feedback in our
preparation of the final reports.
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Summary findings
Cornwall (the area covered by NHS Kernow CCG in
Cornwall)
Our overarching findings from our review were:
•

People’s experience of moving out of hospital and to a care home or home with
social care support was often poor. People identified as concerns: lack of choice,
poor information sharing and a lack of home care packages.

•

During our visit, the systems in place for discharging people from the Royal
Cornwall Hospital Trust to ongoing health and social care services were
confusing, despite the efforts of frontline staff and the onward care team.

•

The key system leaders have acknowledged difficulties in the past and there has
been considerable effort to bring about some improvement to partnership
working. However, there is still a lack of confidence in the system that the plans
for inter-agency work can be successful.

•

All the relevant agencies were working to improve the systems and processes to
support inter-agency working. However, we found the current systems lacked a
cohesive approach and remained fragmented, lacking in ownership and had lost
sight of the needs of people using services.

Areas for improvement
This report identified that the health and social care system in Cornwall is not
working well together. It is clear that partnership working is better than it has been
historically, but there is little confidence in the system that improvements will be
made. We identified several areas for improvement intended to ensure different parts
of the system work together and are focused on people using services.
•

There is an urgent need to refocus on the experience of people moving between
services and in need of ongoing support.

•

The system leaders must focus on building and presenting a cohesive, visible
leadership team with a full time leader to take forward the sustainability and
transformation plans.

•

Leaders must re-engage with the community and staff and establish a
programme of coproduction across the area.

•

Arrangements for inter-agency working must be clarified, strengthened, and
consistently implemented.
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The London Borough of Sutton
Our overarching findings from the review of the potential improvements in the area
were:
•

There is a clear framework and strategic approach to collaborative working in
Sutton, overseen by the vanguard steering group, the Sutton CCG and the South
West London Sustainability and Transformation Partnership team.

•

The framework is clear in relation to delivery and there is clear leadership,
investment and support from the Sutton CCG to implement change and progress
partnership working, to improve care for people living in care homes in Sutton.

•

There is a strong commitment to partnership working across the majority of
organisations and stakeholders in Sutton.

•

Stakeholders, staff and people using services told us that they were listened to,
and they felt included and valued.

Areas for improvement
•

Continue to develop and share information around the Hospital Transfer Pathway
(Red Bag) system.

•

Clear planning for the progression of the work to date.

•

Clear support and planning around enhanced primary care.

•

There needs to be a clear plan and agreement for the spread of the work and
learning across the South West London Sustainability and Transformation
Partnership area.

The individual reports on Sutton and Cornwall are published at
www.cqc.org.uk/qualityinaplace
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CQC’s thematic reviews, and populations and care
pathway work
2014
From the pond into the sea: Children’s transition to adult health services – June 2014
Cracks in the pathway: People’s experiences of dementia care as they move
between care homes and hospitals – October 2014
2015
Building on strong foundations committed CQC to developing methods to assess
quality for populations and across local areas – October 2016
Right here, right now: People’s experiences of help, care and support during a
mental health crisis – June 2015
Quality of Care in a Place projects started to look at care across the system in North
Lincolnshire, Salford and Trafford
2016
North Lincolnshire Quality of Care in a Place – February 2016
Salford and Tameside Quality of Care in a Place reports – May 2016
CQC strategy 2016 to 2021 commits CQC to do more to assess quality for
population groups and how well care is coordinated across organisations – May
2016
A different ending: Addressing inequalities in end of life care – May 2016
Better care in my hands: A review of how people are involved in their care – May
2016
Briefing: Learning from serious incidents in NHS acute hospitals – June 2016

Building bridges, breaking barriers: How care is integrated across health and social
care and the impact on older people who use services, and their families and carers
– July 2016
Identifying and managing clinical risks in newborn babies and providing care for
infants in the community who need respiratory support – July 2016
Work begins on the Place work: Responding to Risks or Priorities in an area – July
2016
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My diabetes, my care: People’s experiences of community diabetes care and the
support they are provided to self-manage their condition – September 2016
Reports on urgent and emergency care systems in two areas (Bradford & Airedale
SRG and South Warwickshire SRG) – November 2016
2017
Local system reviews commissioned by Secretary of State for Health – April 2017
Providers selected to test how CQC can regulate emerging large-scale GP practices
– April 2017
Four accountable care systems invited to work with CQC to test methodology for
regulating ACOs – summer 2017
Sutton and Cornwall reviews published – 5 October 2017
Local system review reports – starting autumn 2017
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The Care Quality Commission is the independent regulator of
health and adult social care in England.
Our purpose
We make sure health and social care services provide people with safe,
effective, compassionate, high-quality care and we encourage care services
to improve.

Our role
•
•

•
•

We register health and adult social care providers.
We monitor and inspect services to see whether they are safe, effective,
caring, responsive and well-led, and we publish what we find, including
quality ratings.
We use our legal powers to take action where we identify poor care.
We speak independently, publishing regional and national views of the
major quality issues in health and social care, and encouraging
improvement by highlighting good practice.

Our values
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Introduction
The Care Quality Commission’s (CQC’s) strategy for 2016 to 2021, Shaping the
future, commits CQC to do more to assess quality for population groups and
consider how well care is coordinated across organisations in an area, through our
provider inspections and our thematic work.
In 2016 we tested different approaches in three areas: North Lincolnshire, Salford,
and Tameside. We published three prototype reports that looked at how we might
assess the quality of care in a local area in order to encourage improvement.
We have now developed this approach further. We have designed a more flexible
model that enables local inspection teams to respond to a local risk or priority in an
area that crosses traditional provider or sector boundaries.
This model was tested in two areas: the London Borough of Sutton and in the area
covered by NHS Kernow CCG in Cornwall. It looked at a local health and care
system where there appeared to be challenges (Cornwall) and one that appeared to
be functioning well (Sutton). The findings will inform our discussions and influence
with stakeholders, in order to encourage improvement across the area (Cornwall)
and share good practice where the systems are working well (Sutton).
The experience of producing the Cornwall and Sutton publications has helped us to
inform the development of a programme of local system reviews that we have been
asked to carry out by the government. However, he Cornwall and Sutton reports are
separate do reflect how the local system reviews are being carried out, or how they
will be reported.
The Cornwall and Sutton reviews were carried out mainly to help us develop a
methodology that local teams might use when they identify risks or priorities that are
system-wide, rather than linked to any particular sector or provider.
This report sets out our activity and findings in Cornwall.
During inspection activity and engagement in the area, the local CQC teams in
Cornwall had identified ongoing and significant challenges. These included concerns
about the community and adult social care provision, including sustained challenges
faced by the clinical commissioning group (CCG), an acute trust (including the
emergency department and urgent and emergency care) and delayed transfers of
care. The review aimed to explore the reasons for concerns and to understand the
factors contributing to issues affecting the system, so we could focus interventions
and work with national and local stakeholders.
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Scope and activity
We wanted to understand the scale of the concerns identified by our local teams and
the underlying causes of the ongoing problems, as well as the impact on people
using services, staff, strategic partnerships and the system more generally. We did
this by looking at the strategic, operational and planning frameworks for inter-agency
working, by talking to people who use services and their families, and staff and
system leaders.
We set out to collect information on what was working well and what was not; where
the obstacles to improvement lay; and what the system collectively, or as individual
elements, could do more of, or do differently.
We did this work by reviewing the information we hold in our inspection reports, as
well as analysing data from national data collections to see what this told us about
the local area. A cross-sector team of inspection staff, supported by the CQC
integration team, did this work. It included visits to 25 independent sector adult social
care providers and discussions with GPs and patient and voluntary groups.
We also carried out a four-day visit to the area with a cross-sector inspection team,
supported by specialist advisers, and spoke with staff in the acute, community and
mental health trust, as well as system leaders across the health and social care
community.
We were aware that Cornwall had a persistent and significant problem with delayed
transfers of care (DTOC) from the Royal Cornwall Hospitals NHS trust (RCHT) to
other health or social care services. During our initial review of information and
discussion with our local teams, it became clear the DTOC continued to be a major
challenge, and was causing significant tension between providers of health and
social care and also between providers and commissioners. Our analysis showed
there was a higher rate of DTOC in Cornwall than across comparator areas. This
includes delays attributable to the NHS as well as delays attributable to adult social
care. 1 We were also aware, through our ongoing work with local providers in the
area, that there was considerable effort to address this issue, to ensure people could
move more easily across services and have their health and social care needs met.
These efforts included support from the emergency care improvement programme
and an independent external review of the existing discharge planning process in the
acute trust. 2
As a result, and as a means to better understand some of the key elements of
partnership working, we focused on how partners in the area work together to
manage the discharge and transfer function for people who require ongoing care
following treatment in the acute trust.
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Patients in Cornwall local authority with a delayed transfer of care (DTOC),
April 2016 to October 2016

Total patients with a DTOC per
100,000
population aged 18+
Patients with a DTOC attributable to
the NHS per 100,000
population aged 18+
Patients with a DTOC attributable to
Adult social care per 100,000
population aged 18+

Cornwall local
authority
193

Comparator group of
local authorities
129

102

80

82

42

Framework
The framework for our activity was designed to explore how well the different
elements of the health and social care system were working together to deliver
joined-up care. There was a particular focus on DTOC and how that affected
people’s movement between and across services. We set out to answer the
following questions:
•

Is there a clear shared and agreed purpose and vision for health and social care?

•

Is there a clear framework for inter-agency collaboration?

•

Is there a shared strategy for the delivery of the purpose through the framework?

•

Is there an implementation plan with clear roles, responsibilities and
accountabilities?

•

How are inter-agency processes delivered, and what are the experiences of
frontline staff?

•

What are the experiences of people receiving services?

This work was carried out to test how CQC can use its unique perspective of health
and social care services in an area to support improvements across the system for
patient care. It was not a CQC inspection. The work was done using powers under
Section 48 of the Health and Social Care Act 2008. We requested and collected
information from CCGs and local authorities, as well as providers, so that we could
comment on the system.
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Key findings
•

The sustainability and transformation partnership (STP) was largely seen as the
plan for inter-agency working. While it sets out the vision for six key programmes
of work, it was in its infancy and was not presented as a cohesive, collaborative
plan with clear purpose and a vision by all system leaders.

•

All the relevant agencies were working to improve the systems and processes to
support inter-agency working. However, we found the current arrangements
lacked a cohesive approach and remained fragmented and lacking in ownership,
and had lost sight of the needs of people using services.

•

There was no clear picture of the demand and capacity of adult social care
services shared by system leaders. This made it difficult to develop robust plans
for the future social care services needs of local people.

•

The key system leaders acknowledged the difficulties in the past and that there
has been considerable effort to bring about some improvement to partnership
working.

•

Engagement with all sectors, staff and the local community was acknowledged by
system leaders as having been poor during the STP consultation. People did not
feel involved, listened-to or respected. It was striking that co-production with
people who use services was not mentioned as part of any agenda by the system
leaders other than the CCG.

•

There was a lack of confidence in the system (from providers, staff, and
community groups) that the plans for inter-agency work would deliver. Many
people across the system, and at all levels, told us they saw that initiatives for
partnership working had started, but that they were abandoned when new staff
were appointed – or where plans had been started but failed to lead to
sustainable improvement.

•

The systems in place for discharging people from the RCHT to other health and
social care were confusing, despite the efforts of frontline staff and the onward
care team. The processes and direction provided to them to manage the DTOC
were incomplete, duplicated and not aligned to an agreed operational plan or
strategic vision for inter-agency working.

•

People’s experience of moving out of hospital – to a care home or their own
home with social care support – was often poor. People identified lack of choice,
poor information sharing and a lack of home care packages. The delays people
experienced had affected their recovery, rehabilitation and wellbeing, and the
negative impact extended beyond individuals to family, friends and to the staff
involved in delivering care.
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Detailed findings
1. Is there a clear shared and agreed purpose and vision
for health and social care?
We spoke with leaders across the health and social care system in Cornwall. This
included Cornwall County Council, NHS Kernow CCG, RCHT, and the Cornwall
Partnership NHS Foundation Trust. It was clear from our meetings with them, and
documents we saw, that people were committed to transformation and change.
However, it was not clear how they had come together to agree the priorities for
delivering health and social care to meet the needs of the local population. There
was no cohesive and aligned shared vision or agreed purpose that was clearly
articulated by all system leaders.
The four key system leaders (chief executive, RCHT; chief executive, Cornwall
County Council; interim chief officer, NHS Kernow CCG; and chief executive,
Cornwall Partnership NHS Foundation Trust) sent a letter in December 2016 to local
partners, setting out the plans for health and social care in Cornwall. This letter set
out the ambition to ‘move with pace to establish an accountable care organisation
(ACO) for Cornwall and the Isles of Scilly and one focal point for the strategic
commissioning of health and care’.
The letter also acknowledges that relationships in the past had been difficult – and
the success of the planned transformation would be ‘dependent upon the quality of
collaboration among those bodies that are party to the process of convergence’. In
the letter, the key leaders commit to work in closer partnership to achieve a
‘functioning, responsive and effective health and care system for the people of
Cornwall’.
However, talking with senior system leaders, it was clear that the acknowledged
historical differences, together with numerous changes in key leadership roles over
several years, had taken their toll on partnership working and relationships. Some
leaders were very focused on the ‘long game’, and this included working with an
external strategic partner with a view to transformation that would lead to automation
and digital solutions in the future. Other senior leaders were more rooted in
transforming current fragmented systems. When we asked to see the plans or
scoping documents for the digital solutions work with the external partner, we were
told these were not yet available and that work would be ‘starting in the summer’
(2017).
One system leader commented on the tension between the ‘visionary accountable
care organisation versus on-the-ground issues such as DTOC.
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We were told by another senior leader that there were different levels of engagement
with the inter-agency forums. They went on to say “…we are a relatively small
system, which is a benefit, but the downside is if one partner is lagging that is a
quarter of the system lagging.”
There were discussions about the development of a cohesive inter-agency
leadership team with a collaborative approach to joint working, but these seemed
immature. One senior manager told us: “Getting over historical lack of trust is the
real challenge.”
We spoke with a number of people in management roles in different parts of the
system in Cornwall, including NHS Kernow CCG, Cornwall Council, local health
trusts and independent social care providers. However, there was no evidence of a
consistent shared understanding, agreed purpose or vision for how different
agencies and services should work together to deliver health and social care across
the area.
Some staff told us of their frustration that there was no agreed strategic vision for
how partners should work together. Teams and staff involved with the discharge
processes for people who required onward health or social care when they left
hospital, described multiple and confusing systems and sometimes poor working
relationships between health and social care staff.
We spoke to groups representing people using health and social care services and
asked them how they were involved in discussions for delivery of health and social
care in the area. A charity told us: “There is little collaboration in adult services.
There are examples of excellent working relationships on an individual level, but
system and leadership-wide, we lack consistency, trust or mutuality in our
discussions.”
We were told that overall, there had been limited meaningful engagement with
people and their carers in the area. One group told us there had been ‘little or no
genuine engagement’, and that they had seen ‘no evidence to indicate that health
and social care providers are shaping their own teams and commissioning contracts
around outcomes and relationships with people’.
Another community group felt that its involvement in planning for people’s care
reflected local health and social care organisations’ merely paying ‘lip-service to
public engagement’ and that they were ‘another box to be ticked’.

Responding to a risk or priority in an area: Cornwall

8

2. Is there a clear framework for inter-agency
collaboration?
There was agreement among the system leaders that their framework and strategy
for inter-agency working was linked to the Cornwall and Isles of Scilly STP’s 3
Shaping our Future health and social care plan. Alongside the STP framework, the
Cornwall health and social care leaders have set out their ambition for ‘developing
the ACO approach’.
We were told that one of the ways they are moving towards an accountable care
system was the plan to form a joint board between the Cornwall Partnership
Foundation Trust (CPT) and the RCHT. The first meeting was scheduled for after our
visit. We were told the aim was to create an overview board that pulled the two
organisations closer together, with a view to sharing joint policies and procedures
and a more flexible workforce. We heard that plans had already been made for the
finance director at the Royal Cornwall Hospital Trust to move from the trust role to
focus on the STP, and that the CPT finance director will become a joint role across
CPT and RCHT.
The planned joint provider board may be a lever for greater collaborative working
between the two provider organisations in the area. However, it was communicated
to us via interviews with senior leaders and did not appear to be part of any
documented framework, vision or plan. Those documents may exist, but none of the
leaders could point to them or how this had been communicated to any wider
audience as part of the vision for transformation. It was also not clear how this joint
board would work with other partners, such as the CCG and Cornwall Council. There
were no clear plans at the time of our visit about the inclusion of adult social care
services in the ACO.
We asked about the existing framework for inter-agency collaboration across all
sectors in the area. We were told that this occurred through the Shaping our Future
Programme Board, the decision-making board which reports to the Shaping our
Future Transformation Board. This includes the chief executive officers of the four
key players (council, CCG and the two NHS trusts) plus the chair of the clinical
cabinet and the chair of the local medical committee.
There was widespread agreement that the A&E Delivery Board was the forum for
system decision-making in relation to patient flow, including hospital discharge. The
delivery board was accountable to the Cornwall STP Transformation Board;
however, there was a lack of agreement between system leaders about the level of
people’s seniority among the group’s attendance. At the time of our visit there was
an assumption by one partner that chief executives of all key agencies (CCG,
council, NHS trusts) should and would attend. However, other agencies were either
not aware of this or felt the attendance at this forum was better suited to operational
director level representation.
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This disconnect around expectations of attendance at the board was an example of
the lack of cohesive approach among leaders in the area to address challenges
within the system. This is a critical forum with a core purpose to address discharge
and the delays to transfers of care. The issue affected not just RCHT but also the
CCG, the local authority, the community hospitals run by the CPT and independent
sector adult social care providers.
It also affects neighbouring areas, such as Plymouth and North Devon. Both
neighbouring areas’ acute trusts treat patients from East Cornwall and report that
while the numbers of patients with a DTOC were low, a disproportionate number of
those were waiting to transfer back to care in Cornwall.
A chief executive in Devon told us it was important when defining a footprint of an
STP that it doesn’t become another boundary, and that consideration should be
given to how they ‘combine so that it benefits the patients at the edges’ of STP
areas. It was not clear that the Cornwall STP leads had considered the needs of
those people in East Cornwall in this way, or that they had actively managed the
people whose transfer from hospital back into East Cornwall. Given the challenges
faced by the CCG and acute trust in Cornwall, there did not appear to be any routine
contact at chief officer level to share experience and good practice.
At the time of our visit, there was no shared sense of how the framework for interagency working would develop collaboration and cooperation between different
partners, agencies and support inter-agency working groups, to promote solutions to
identified problems.
The council was observed to have been less proactive in its approach to date, in
developing adult social care in terms of inter-agency working, partly due to changes
in the senior leadership posts. There were indications that this was changing with the
use of a model for an innovative approach to needs assessment and care planning.
Most people we spoke to believed there was a will to move forward and deliver a
more joined-up approach to health and care delivery for people using services in
Cornwall.
Relationships between the council and CCG had not been strong in the past, but
again there were signs of an increasing collaborative leadership approach. The CCG
recognised the challenges associated with being placed under legal directions in
2016 had meant they were behind where they should be. There was a view from
some that the CCG was not a strong enough presence in holding the acute trust to
account, so that they were assured of the quality of services they commission. This
relationship becomes more complex when considered in the context of the STP, led
by the chief executive of the trust, who the CCG must hold to account. However, we
saw the CCG was making progress over recent months, with improved governance
and quality reporting.
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We saw some positive steps in relationships between the council and the CCG –
working together on joint initiatives such as the Short Term Enablement Planning
Service (STEPs), 4 and the development of a joint commissioning framework for
‘Care Closer to Home’ and most crucially developing joint strategic commissioning.
While key leaders in Cornwall were aware of, and generally agreed the common
issues and challenges, they did not demonstrate a shared view of the causes and
solutions. There was a tendency to try to attribute the cause of the problem, rather
than to approach the systems challenges as a collaborative leadership team.

3. Is there a shared strategy for the delivery of the purpose
through the framework?
It was acknowledged by system leaders that some elements of the STP needed
strengthening, such as services for people with mental health needs and adult social
care, as well as input from the community. One senior leader told us the STP “was
not what it should have been in terms of inter-agency working,” but we were told this
was being addressed through the programmes to deliver the plan.
The strategy for delivery of the STP was through six programmes of work that aimed
to transform health and social care delivery in Cornwall. The programmes appeared
to address a number of issues highlighted as barriers to inter-agency working. They
included:
•

an integrated place-based approach to care in the community

•

improved pathways across the system to ensure the future delivery of services is
viable and sustainable

•

joined-up commissioning arrangements

•

a single digital record for people using services that can be shared across
services as required.

This work was very early in its the planning stage and while it contained key highlevel milestones, it was too soon to see how the early plans would successfully bring
together the different agencies and multidisciplinary teams to deliver change.
On PMS leader told us: “STP is the main document but [it is] aspirational at the
moment.”
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In addition to the STP programmes of work, there were multi-agency groups working
on three priority work streams, agreed by the A&E delivery board and set out in its
terms of reference:
Priority 1: reduce ambulance arrivals
Priority 2: implement discharge to assess pathway 1
Priority 3: increase capacity in council-funded providers
Despite the plans to support delivery of the STP programmes of work and the priority
work streams overseen by the A&E delivery board, it was too soon to see how all the
different elements would come together under the overarching plan and deliver
improvements for people using services.
For example, staff at the Royal Cornwall Hospital told us the discharge processes
needed to be simplified and streamlined as a priority. We were told there have been
various initiatives to tackle the end-to-end process and produce a sustainable model
for the future, but which had resulted in multiple processes and caused confusion.
We were provided with policies and other documents to support the discharge
processes but none appeared to be a fully integrated document with all parties
signposting it as the agreed and implemented process. The RCHT adult discharge
and transfer policy (May 2016) directed staff to use a related process that was still in
draft and with letter templates that were not available. There was frustration at an
operational level that there appeared to be no agreed strategic vision for how
partners should work together to ensure effective discharge and transfer of care.
Generally, adult social care providers understood the pressures the trust was under
to ensure that people who did not need to be in a hospital bed were transferred out
of hospital. However, they did not feel their contribution to the multi-disciplinary
health and care team work was valued. Despite this, people told us of their
willingness to engage with other parts of the system.
Cornwall Partners in Care told us: “There needs to be better engagement with the
provider sector. They need to be seen as part of the solution, not as part of the
problem.”
And one domiciliary care agency told us: “We need a proper liaison system between
commissioners and care providers…with shared experiences so everybody
understands each other’s roles. I would be happy for staff to work with discharge
staff so they could understand what we need to know.”
Commissioning of adult social care beds
We heard conflicting views about the capacity of social care services and whether
there was sufficient provision of services. There was no evidence that work has been
undertaken to fully understand and agree the gap between the social care needs of
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the local area and the current capacity. We were told there was no regularly updated
data that was shared, trusted and respected, and used to inform commissioning.
Senior managers told us that “there is a lot of data in the system, but this isn’t
distilled into usable information.”
One manager said: “There are increasing issues around use of data [and] more
needs to be worked on to see if current capacity [in adult social care services] is
sufficient or being effectively used. There’s a lack of usable data at the moment. So
the changing scope of capacity in the market can’t be ascertained without a great
deal of hard work and phone calls.”
Cornwall is a relatively deprived area, with an average deprivation ranking of 50th
out of 152 local authorities. 5 However, analysis of data that CQC collects as part of
its comprehensive inspection programme indicated that a larger percentage of
residential care home beds are fully or partly self-funded in Cornwall, compared with
the national picture.
This means a smaller percentage of beds in adult social care homes in Cornwall are
fully funded by the local authority. 6 In addition, data collected as part of CQC
inspections suggests that the south west of England has the highest proportion of
domiciliary care agencies with no local authority funding, i.e. used by people who
were able to fund themselves. 7
Our analysis showed that there were fewer adult social care beds per 100,000
people aged 65 and over in Cornwall, compared to its comparators and nationally. 8
Our analysis also showed that more adult social care beds have closed than opened
in Cornwall over the last few years. While this is also true of its comparators, the
percentage decrease has been greater in Cornwall than across comparator areas. 9
Some people we spoke with cited a lack of modelling for adult social care provision
as a key barrier to change. There was a lack of shared awareness of the needs for
social care services versus capacity in the system, although most people we spoke
with did believe there was a lack of social care capacity to meet local needs. This
included the availability of care home places, but particularly the provision of
packages of home care.
We were told that some people who wanted to go home were not always able to
access packages of care to meet their needs. This meant for some, rather than stay
in hospital they had been transferred to a care home. Others remained in hospital
having been assessed as medically fit to go home, but unable to leave until a home
care package was found.
The impact of the delayed transfers on patients was described to us by the Cornwall
Partners in Care: 10

Responding to a risk or priority in an area: Cornwall

13

“Patients are moved from one service to the next, not in their best interests but in
order to free the service’s bed…for example, an acute hospital discharge to lengthy
community hospital stay without effective reablement.”

Cornwall & Isles of
Scilly local authorities

Comparator group

England

The hospital and other healthcare staff referenced the lack of home care packages
as the most significant cause of people being delayed in their discharge from
hospital once they had been assessed as physically fit to leave. Managers said:
•

“Patients are waiting for a package of home care, they get stepped down into
residential beds, but they then don’t move on.”

•

“Provision for patient needs just isn’t there… just waiting for a patient to pass
away, a bed or package of care to be available or the family to step in.”

People talked to us about the factors that influence the use of social care beds. One
commissioning manager told us: “You can have 100+ available beds but there were
still delayed discharges.”
We were told the factors affecting this could be that beds are not available in the
right location, or beds are unavailable to safeguard patients with additional needs –
or there is a lack of wider awareness of bed availability. Some people we spoke with
said that there was capacity in the system, one person commented: “It is a provider –
led market – you can always find a bed but it depends on what you want to pay for
it’.”
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The adult social care providers told us the current system was poorly organised, with
people ringing them up, sometimes several times a day, to find out about bed
availability. They told us that funding was a challenge with several people saying
they were owed large sums of money and were waiting months for payments from
the commissioners.
One provider described their frustration with the system: “No one speaks to us with
any accurate information. Brokerage send us information on screen… I call it ‘eBay
for people’… they are posted online and people bid for them. There is just ‘How
many visits they need’, according to the person who has supposedly assessed
them… trouble is, no one has really assessed them.”
Another talked about the delays in payment from the local authority: “Funding is a
nightmare… we have to wait months and months for payments. We were owed tens
of thousands of pounds until recently, ridiculous. They still expect you to take people
though.”
However, some hospital staff said that they believe the care homes have ‘all the
power’ and can ‘pick and choose’ their residents.
While the capacity within the social care system was considered a concern, there
was also a widespread belief within the system that the hospitals were risk averse –
over-prescribing packages of care for people whose level of fitness was the same as
when they were when admitted from home without a package of care in place.
This was a view shared by some of the GPs we spoke with. One told us: “There’s a
view that hospital teams are risk averse in willing to discharge patients, as they don’t
speak with the GP to find out how the patient has previously managed or what the
home environment is like.”
A manager at the council had a similar view: “[We have a] hospitals system that is
risk averse. The three-conversation model (Partners for change) builds on respecting
social care and health care perspectives and informed conversations with people
who use services. Community health colleagues really get this but pace in the acute
sector can hamper them.”
One comment from a manager at the CCG again suggested there were some
assessments for home care services that may not be necessary. They saw ‘overprescribing home care services’ as one of the causes of the high numbers of DTOC,
along with a lack of home care capacity, inefficient use of resource, increasing
demand and the lack of capacity in hospital to move people out quickly.
We also heard similar concerns from people at the council, NHS England,
independent social care providers, and the CCG. The staff that we spoke to from
community hospitals supported this view. One manager said: “‘The acute hospital
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sees the community as a safe route. They need to get better at managing risk – they
want people to come to the community hospitals rather than home-based care.”
The concerns from some about the current capacity of social care services does not
seem to have been considered together with conflicting concerns about the
perception of the risk averse behaviour of hospital teams resulting in overprescribing home care packages.
On CCG manager said: “More needs to be worked on to see if current capacity is
sufficient or being effectively used. There’s a lack of usable data at the moment. So
the changing scope of capacity in the market can’t be ascertained without a great
deal of hard work and phone calls.”
As well as the concerns about capacity in social care services, there was much
criticism of the ‘incredibly cumbersome’ council brokerage system. Many providers
told us they were called daily to find out about bed availability. We heard there were
plans for joining up health and social care brokerage systems, and from the council
that they were in the process of expanding the brokerage service to be more
responsive. However, there was little confidence in the providers we spoke with that
the plans would result in improvement. One voiced criticism was: “We just enter into
dialogue then the person leaves and it’s all up in the air again.”
We spoke with a number of independent social care providers. They told us there
was little incentive for them to enter into a block-booking contract with the
commissioners. The fee per person in this sort of contract was less than the rapid
discharge health-funded process. The other incentive was an assured income from
block contracts, but we were told the usage rate for nursing homes on individual
contracts was so high that the security of block contracts was of less importance.
One provider told us they were part of a ‘discharge to assess’11 project, which meant
they had three beds block-contracted from the end of 2016. They commented:
“However, as there is no understanding of demand, these beds have only ever been
used at 50% capacity.”
We also spoke with neighbouring areas in Devon, where residents in East Cornwall
receive their acute care but who need to return to onward care in East Cornwall. We
heard that patients in hospital in Devon were often given the option of a community
hospital bed, but could have gone home if they had worked better with social care in
Cornwall. It was acknowledged that the NHS community hospitals were supportive
and responsive, but this was not always the case with social care because patients
were getting ‘stuck’ waiting for a package of care.
The arrangements for funding onward care were reported as a persistent challenge
when managing the discharge and transfer of care for people. One hospital manager
told us there was a ‘funding war, and the provider takes highest bidder.’ There was
much confusion in the system about how these problems were being addressed. We
saw the plans for the STP and for the A&E Delivery Board for Priority 3 –Increase
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capacity in Council funded Providers – yet there were very differing views about
progress against the plans. On the one hand we were told there was confusion and
delays in the system and were told the CCG were paying for packages of domiciliary
care that it shouldn’t be, and also that there are regular occurrences where health
and social care were ‘bidding against each other’ and ‘chasing the same beds’.
The continuing health care (CHC) funding was described as cumbersome and slow.
Patients, families and staff were frustrated that decisions were taking too long for
patients at the end of their life. Discussions with hospital staff at RCHT identified
concerns about long waits for decisions on end of-life care funding, and poor
engagement from CHC in the discharge planning process.
One manager told us the CHC process was “clunky”. They told us they believed
“people are dying in hospital as a result, when they could have been at home.”
However, we were told by the CCG that the processes for same-day decisionmaking for fast-track CHC applications for end-of-life care were in place. They told
us that some of the difficulties arose when the referrals were not appropriate, and it
was suggested that sometimes hospital staff would use the fast-track system to
move people out of hospital more quickly, rather than based on clinical need.
We were told: “If it [the application for fast-track] is appropriate, the decision will be
made on the same day.”
The CCG told us that training had been offered to the hospital staff to raise
awareness of the requirements for consideration for CHC funding.
Some staff we spoke with were able to describe the plans that were already starting
to have an impact. We heard about work to develop the joint commissioning and joint
brokerage arrangements. And we were told the plan would address some of the
identified concerns around funding and those situations we had been told about
where the CHC were chasing the same care packages as the county council, as well
as individual people who were self-funding.
Changes to funding arrangements were being led by a jointly funded role, the
director of joint commissioning and integrated care. We were told that after a year of
working together there was the start of a joint understanding of the different positions
and cultural differences in the two organisations which was providing the basis to
take forward joint commissioning. However, the person in the jointly funded role had
left and the post was not being reappointed as a joint post, which could lead to a loss
of momentum in partnership working and joint commissioning. The venture was too
new to identify the impact it would have on the system.
An ambition for improvement was evident when speaking to all leaders across the
different agencies. However, the strategies for improvement were in their infancy and
the lack of progress to understand the capacity of social services provision against
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the needs of the people meant there remained differing views about priorities for
improvement at all levels in the system.

4. Is there an implementation plan with clear statements of
roles, responsibilities and accountabilities?
We saw numerous plans from the CCG and from the council. And we were shown
joint plans submitted from inter-agency working groups to the A&E delivery board, all
with the aim of improving commissioning, the way people move between services
and for managing the demand for services. The effort and commitment to
improvement plans was evident in all parts of the system.
However, all the plans were in the very early stages of implementation. It was too
soon to see how these plans would shape the work of operational managers and
become clear frameworks for the staff managing the current systems and processes.
As a result, at the time of our visit, the operational plans and processes for interagency teams to work together to manage discharge were confusing, fragmented,
and poorly communicated. By their own admission, and from analysis of the
significant efforts to date, the A&E delivery board had not had the impact on delayed
discharges from hospital that was anticipated.
One person commented that the A&E delivery board can sometimes feel “bullish”,
while they acknowledged attitudes were possibly due to frustration with other
stakeholders failing to deliver, it still meant that sometimes people do not feel
listened-to, and we were told of a perceived lack of respect at the meetings. One GP
said: “People are fed up with hearing about the ‘latest new thing’. There’s a
disinterest and weariness amongst the practices.”
There was little mention within RCHT senior manager interviews of how they were
making best use of the support and advice offered by the emergency care
improvement programme (ECIP), a clinically-led programme that offers intensive
practical help and support to urgent and emergency care systems across England,
leading to safer, faster and better care for patients. This support had been available
in the trust for 18 months but it was felt that while they were working well with
operational teams, it was more difficult for the team to engage at strategic level.
A core responsibility of the A&E delivery board was to oversee work to address the
ongoing and significant issues around patient flow in the RCHT, including the delays
to transfers of care. A comprehensive external review of the Cornwall health and
social care system discharge process was commissioned by RCHT, Cornwall
Partnership Foundation Trust and Cornwall Council. It was completed in November
2016. The report set out the very complex discharge processes, identified key areas
for prioritisation and improvement, and made a number of recommendations.
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However we were not provided with any documented action or impact as a result of
the recommendations. When asked, we were told there was deliberately no action
plan developed to take forward the recommendations, but the reasons for this were
not clear. It was also unclear where the findings of the report had been discussed–
or how the system was going to benefit from the insight provided in the report.
The report of the external review was mentioned at different levels within the hospital
management structure, but we heard clear frustration from teams and wards who
were still coping with a multitude of forms and different processes as part of the
trust’s discharge system.
The ongoing challenges for the system managing the discharge processes were
evident. During our activity in Cornwall, there were two occasions where we saw how
partners come together for ‘GOLD calls’ 12 in response to the numbers of people
delayed in being discharged from hospital. The escalation process in the system
states that Gold calls take place if there is a major incident or crisis, when chief
officer level decision-making was required. However, the calls we witnessed were
erratically attended by key agencies and not consistently at chief officer level. We
were told this was not unusual and often meant some attendees did not have the
authority to make decisions required.
We were told by different agencies that these meetings were called at very short
notice– sometimes as little as 10 minutes’, and as many as four in a day. People told
us the requests to attend GOLD calls were made inappropriately. The result was
significant frustration in all agencies and a lack of effective action to support a crisis
in the trust.
The lack of demonstrable implementation of the plans for inter-agency working was
evident throughout the system. There was frustration at an operational level that
there appeared to be no agreed strategic vision. Several people shared with us the
System wide patient choice and equity framework, which was regarded as the
overarching means of supporting inter-agency working for discharge planning and
reducing delays in discharge. The document was produced by the CCG but owned
by all the organisations with the A&E delivery board. However, this document has
been in draft format since 2013. The latest revisions were made in February 2017,
but there was no indication of when it would be signed off, and at least one director
with a role in managing hospital discharges told us they had never seen it.
Despite a willingness to change and improve among senior leaders, it was clear
across the system and at all levels that there was a lot of talk but little action. One
senior manager told us: “Cornwall has suffered from doing lots of pilot projects but
not embedded anything – now need to do a small number of things well that have an
impact.”
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Use of information and data
All the provider groups we spoke with raised the subject of the collection and use of
data as a concern and barrier to better inter-agency working. There were multiple IT
systems operating within and across the providers. These were not integrated across
providers and sectors. We were told that “accessing patient information requires
time-consuming searches across numerous systems.”
In primary care there were different IT systems in practices and very poor links to
community care services, making auditing activity difficult. District nurses couldn’t
input into GP practice systems, and there was no shared care plan. One GP told us
the current lack of information made “decision-making difficult without the right
data/information.”
The hospitals had multiple information collection systems that were not compatible
with each other. We heard there was a lack of confidence in the data or agreement
on how the trust was counting delays in discharge from hospital care. A council
manager said: “There needs to be local agreement about when the clock starts
ticking for when it is a delay. The trust recognises this is an issue and this needs
addressing.”
There was also a lack of available ‘live’ data to allow teams to see where there was
capacity was in adult social care services. We were told that sometimes care home
beds were empty and available, but staff capacity wasn’t available to match a person
with high-level needs. We were told improvements in the live data could make a
difference, if it was known what the problems were and where, so that people could
be better matched to the services that met their needs and were available. One CCG
manager told us: “There isn’t a bed bureau. Lots of time [is] spent ringing round
homes.”
Many of the GPs and social care providers we spoke with highlighted informationsharing as a major barrier to good inter-agency working. Sometimes this was
attributed to data protection issues, resulting in a reluctance to share information
between agencies; this was also raised with us by the social care providers as a
barrier to joined-up care provision. One GP told us: “Patients discharged from
hospital without paperwork remains an ongoing problem. Finding who was involved
in the patient’s care and treatment takes a huge amount of time. Often, GPs have to
consult with the patient’s family members to find out who saw the patient so that the
paperwork can be asked for.”
There was a programme for information management and technology as part of the
planning portfolio for the STP. The vision for this part of the programme plan was
that by 2020/21 the local digital roadmap would have achieved its vision of ‘One
Person, One Digital Record’, much of the detail was still to be worked out and there
were varying levels of confidence across the system that this work was on track to
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deliver the improvements required. We were told that there is a good digital roadmap
ambition but it is not very far forward.

5. How are inter-agency processes delivered– and what is
the experience of frontline staff?
Delivery of the plans for better inter-agency working appeared to be aspirational, and
there was little evidence of support for staff and teams managing the existing
processes. One senior leader referred to this as a “mess” and “very convoluted”.
We looked at a sample of 41 hospital records for people whose discharge from
hospital had been delayed (taken from a list of over 100 people who were counted in
the hospital figures as having a delayed discharge on 4/5 January 2017).
The patient records should set out the discussion with the patient through the
discharge planning process, and any delays or problems with discharge. However,
the records that we saw did not always contain all the relevant information about the
discharge process – and it was sometimes difficult to determine the cause of the
delay from the hospital records.
This would make any audit of the effectiveness of discharge processes difficult. For
example, in one case we looked at, a patient was assessed as being ready for
discharge but was still in hospital 37 days later. It appeared that the right steps had
been taken to progress the person’s discharge, such as:
•

discharge planning commenced within 48 hours of admission

•

a recorded medication review with documentation

•

best-interest meetings to ensure the placement was appropriate and in the best
interests of the person

•

appropriate involvement of teams, such as occupational therapy and
physiotherapy

•

involvement from the dementia specialist nurse.

Yet despite this activity, there was still a significant delay and the person was
unnecessarily in hospital for a number of weeks. No reason for the delay was
recorded in the records.
Other records for patients who experienced a delay in their transfer of care did not
include a clearly set out discharge plan, showing how discharge was being
coordinated or where people were going to go. One record included entries
indicating a person was going both home and to a community hospital. There was
inconsistent information in the records we saw, regarding how staff monitor individual
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patients who have a delay in their transfer of care, and any action taken to reduce
the lengt
We were told the ability to monitor and audit the discharge processes was hampered
by multiple IT systems. Reports were produced by the onward care team to capture
key information that was used to monitor the numbers of delayed discharges.
However, we were told that to carry out more in-depth exploration to monitor quality
and evaluate impact would be difficult and time-consuming. The systems used to
collect information were described to us and confirmed through case reviews.
Progress with planned discharges was maintained on a relatively simple database
that had no interface with other systems, such as the ‘SwiftPlus’ ward dashboard
system. Patient information was captured by the onward care team following review
of each ward dashboard in SwiftPlus at least once and usually twice a day to capture
the patients’ discharge status. We were told this was time consuming and reliant on
manual data entry. It did not appear to be a sustainable method and relied heavily on
the goodwill of the team to ensure that happened.
The database used by the onward care team recorded a variety of useful information
about the history of patients’ progress towards discharge. This database was not
part of the patient history and the information was deleted three months after the
patient had been discharged, and was therefore not available for any audit or quality
monitoring purposes. We looked at the records of some patients with delayed
discharges, to track their journey through the process, but the information stored on
the onward care team temporary database was not routinely recorded in the paper
records– and in some cases it had already been deleted.
As well as looking at records and discharge monitoring processes, we spoke to a
range of staff in independent providers of adult social care, hospital staff in the acute
trust, the community and mental health trust and in primary medical services. There
was a great deal of frustration with the end-to-end process of securing the right
onward care for people ready to leave hospital.
Hospital staff
The hospital established the onward care team to support the discharge processes.
This brought together a multidisciplinary team of social workers, nurses and the
hospital management lead for patient flow. The team was clearly committed to
improving the processes to reduce the delays in transfer of care.
However, the individuals involved report to different line managers in different
directorates or agencies. They come together as a group but were not supported to
work as a fully integrated team. At the time of our visit the team had started to make
a difference, but it was too soon to be able to demonstrate consistent improvement
in the overall confusion on wards regarding the discharge processes. One senior
nurse told us: “Discharge is a very complicated process…we on the wards don’t
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have ownership of this, it’s been taken off us and now feels impenetrable… [I am]
not sure I even understand how it all works.”
Apart from the frustration with their own internal processes, some of the hospital staff
we spoke to expressed concerns about the lack of agreed criteria for discharging
patients to community hospital beds. This was equally a frustration for the
community hospital teams, who believe the hospital teams see the transfer of people
to community beds as the ‘safe option’.
The lack of system-wide agreement on the use of community beds was a persistent
concern at all levels, from system leaders to frontline staff. One member of staff at
RCHT told us: “Moving people into community hospitals? Every day it’s a debate
about who they can take… for example, a patient with [a specialist neck collar] – the
community hospital wouldn’t admit but promised to get staff trained [and] every time
we checked, the training had not been done. [The patient] does not need to have
been in an acute bed for 77 days.”
Hospital staff told us of other concerns linked to the delays to transfer of care. We
were told the adult social care staff and social workers did not trust information
supplied by nursing staff and insisted on carrying out their own assessments of
people’s needs. This view was supported in neighbouring areas. In Devon, where
there was not the same pressure of DTOC, a disproportionate number were people
waiting to return to ongoing care in Cornwall. We were told the social care teams did
not accept the hospital assessments of people’s needs and they have to do their
own, meaning the assessment would be repeated. We were told the Devon acute
trusts work very collaboratively with Devon social care, but that it was different with
Cornwall social services.
There were frustrations expressed to us that care homes were less likely to accept
people for discharge on a Friday, and would not visit wards at weekends to carry out
assessments.
We spoke with hospital staff about the range of initiatives and efforts by individuals
and teams to improve the discharge processes. The teams expressed frustration at
the range of different information recording systems being used, including ‘RiO’,
‘MOSAIC’ and ‘SwiftPlus’, as well as the paper records – and how difficult this made
it to collect robust discharge information to better understand the delays and to target
improvement. We were told of different assessment forms being used, even within
the same team, and that these need to be standardised to create consistency. We
were told of the frustration at an operational level that there appeared to be no
agreed strategic vision for how different agencies should be working together.
One hospital manager had a view that the system had “suffered from different ways
of working, different IT systems, different discharge forms [and there was a] need to
sort out the way through it.” The manager added: “Packages of care in the
community is what needs to be right – the basic capacity needs to be right. Roughly
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45% of complex discharges go through community hospitals because other routes
are blocked.”
Adult social care services staff
The majority of the 25 services we spoke with reported a generally poor relationship
with the RCHT. The main reasons for this were the lack of information provided by
the hospital about people transferring to their care. One adult social care service
provider told us: “Discharge arrangements from Royal Cornwall Hospital to care
homes and domiciliary care agencies were abysmal.”
While there were isolated comments about good processes experienced by the
service providers we spoke to, the overwhelming message was that the hospital was
under such pressure to free-up beds that the assessment process for ongoing social
care was unreliable. The staff told us that frequently the information received was
incomplete, inaccurate or missing– and there was an urgent need for improvement.
One adult social care provider told us that ‘they will tell you anything you need,
mostly untrue, just to get the person out’.
Another adult social care provider told us: “If you can work with people at the hospital
you know and trust, nine out of ten [times] they are ok. Good assessment by us of
new people is essential as we don’t trust hospital information provided under
pressure.”
The adult social care providers talked about their frustration in trying to meet
people’s needs and their choice, but that the current system does not allow them to
do so.
One provider of home care services told us: “People do not get to make choices in
the current system. For example, today we have been dealing with one person who
we previously supported who is due to be discharged. The package went out to open
tender on the council system and was given to another provider. The person is really
unhappy about this and we have spent the morning trying to sort out the situation.”
A manager at an adult social care service told us that “people are herded around like
cattle.” We also heard from a number of independent providers of adult social care
that they did not feel respected by the RCHT staff. They told us they found staff
dismissive or rude, and they felt ‘talked-down to and avoided.
Another comment from an adult social care provider was: ”When I arrange to go to
RCHT for an assessment of a new person, I tell the ward I am coming but still no one
knows I am coming when I arrive… no one knows why I am there. Once I explain,
they are dismissive, unhelpful and often rude.”
We asked where there were examples of the processes working well. Again the
community hospitals were highlighted, with several providers telling us that the
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communication and information-sharing was much better from the local community
hospitals.
One adult social care provider told us about their experience of community hospital
discharge: “If you look at Bodmin Hospital’s processes and practice, that is the gold
standard – really good discharge summaries, good communication and liaison and
supportive staff who listen and work with us.”
Another said: “The information provided by these smaller hospitals is excellent. We
receive detailed information about patients, proper transfer letters with medication
and they actually know the patient and you can talk to physios, occupational
therapists and everyone involved in the care of that person, to get a clear and honest
picture of the person’s needs.”
Primary medical services staff
The GPs we spoke with told us there was ‘a lot of talk about integration’ with other
health and social care colleagues, but little evidence of any change. They talked
about a lack of consistency in attendance at meetings, which made decision-making
difficult. We were told there was a lack of an overarching system of governance to
support ongoing inter-agency working, and with a perception that there was still a
culture of working in silos and ‘managing individual businesses first’. As a result, the
systems for inter-agency working were underdeveloped.
CQC inspection reports show GP practices in Cornwall are rated highly, in line with
comparator areas and national performance. At the time of our review, 88% of GP
practices in Cornwall were rated as good, which was the same percentage as in
comparator areas, while nationally 84% of practices were rated as good. 13 Our
analysis also showed that GPs in Cornwall receive more funding to deliver services
compared to comparators and the national average, even when taking into account
differences in the services provided. 14
GPs we spoke with did not feel engaged and part of an overarching strategic plan for
better inter-agency working. One told us there poor oversight meant that sometimes
the focus was on system capacity, rather than being patient-centred.
We were told that out of hours, people were admitted from care homes because
there was nothing in place to support the staff, such as out-of-hours district nurses
who had additional nursing skills and expertise. A GP told us “it’s easier to admit to
hospital rather than set up community or residential packages.”
In contrast, we also heard there was now a perception of more openness than
previously existed across the sectors. The GPs we spoke with shared aspects of the
work they were involved in that was having a positive impact on the care of people in
their area. One GP told us their practice had got together with another local practice
to try and set up improved services. They told us: “We’re currently trying to get
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resilience funding for nurses to shadow community nurses… to improve integrated
working. We have verbal buy-in but there’s been a lack of funding to support this.”
Another GP told us ‘the community matron works well’ and that ‘she joins things up
successfully’. They said the acute care at home service also works well, assisting
with preventative work as well as crisis work. But it was acknowledged that the
service needed to expand.

6. What is the experience of people receiving services?
In order to understand how the health and social care system worked together for
people using services, we spoke to the local Healthwatch and voluntary groups, as
well as 25 people (or families and friends of people) currently receiving social care
services and who had been recently discharged from hospital.
People told us there was little choice in the current system; no choice of care home
or of which domiciliary care agency would provide services.
A care home resident, following discharge from hospital, told us: “I was not given a
choice. I was told these people were available so that is who we have.”
Some people told us they had wanted a different home or one nearer to where they
used to live, so friends and family could visit more easily, but this option had not
been available to them.
Many of the concerns related to lack of discharge information and a reluctance by
hospital staff to share information with care home staff. This caused delays to
ongoing care and treatment. The son of a person in a care home told us: “I had to do
all the liaison work between the hospital and the service as the hospital refused to
speak to the service.”
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The impact of lack of choice on one woman and her husband
“They told me on the on [a date in February 2017] that my husband was ready for
discharge but that they were finding it difficult to arrange the four-visits-per-day home
care package that was necessary. The social worker then went off sick and
subsequently I have very little involvement in the discharge process.
I would normally have wanted to visit the service to have a look around before the
move. To see what the room was like and things like that. I had no involvement in
the decision and the move did cause [my husband] some distress as it was a new
environment and still over 20 miles from home, so I remained his only visitor.
There was a room available in the care home in our village and it was cheaper than
[the care home my husband was in]. They did not tell us what they were doing and
we were being billed £100 per week… and this combined with the cost of visiting and
traveling twenty-plus miles every day since November has had a significant impact
on our household budget.”
Where we were unable to speak to people directly, the staff providing care gave
examples of people being discharged from hospital without information about the
treatment they had received– or ongoing care requirements.
Some of these people required readmission to hospital or phone calls to find out
what care they should be receiving as a result of their hospital admission. One
person returned to their care home following a surgical procedure with no information
about the procedure, including whether any sutures were present.
Another person returned from hospital with no after-care information. The care home
rang the hospital to find there was a problem with the person’s sodium levels, and
the person needed to be restricted to one litre of fluid each 24 hours. The person
also needed a blood test a week after discharge. This had not been communicated
to the care home staff.
We heard of several cases of people being discharged with cannulas still in their
arms. This caused avoidable visits from district nurses. We were told of three
separate cases where a person had been discharged home with a package of care
to be provided by a home care agency, but without informing the agency. This left
people at home without the required visits until either the agency made enquiries or
the family told them, or asked why visits had been missed.
In one example, the service told us about a person discharged without them being
told, and the person “missed three potential visits by us before we knew they were
there.” In another case, a provider told us “it was sheer luck that the visit was not
missed.”
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The impact of the lack of a home care package
A care home manager told us: “One relative was so disheartened with the delay in
picking up a package of home care that she put her needs on Facebook and asked
everyone if there was a carer that would be willing to accept direct payments and
provide the support her parent needed at home.
This worked well and she got several offers and checked them all out thoroughly and
now all is well she is home with support. What a sad reflection of the system that is
though.”
During a discussion about the pressure to discharge people who were assessed as
medically fit, we asked how the patient’s choice was considered. One member of
hospital staff told us there was very little choice for people in the current system.
They said: “It is hard to hold the line on professional values and principles in the
context of the competing priorities.”
We were told of some experiences that showed good practice for discharge
management. We heard from one relative who told us that when their parent was
ready for discharge from the RCHT and back to a care home, a doctor rang them at
home to explain what was going to happen.
The examples of good practice more frequently related to discharge from community
hospitals, which were considered by social care staff as better than the acute trust.
The community hospitals are managed as part of Cornwall Partnership NHS
Foundation Trust, which is rated good by CQC. In particular, discharges from
Bodmin Hospital were mentioned as good examples.
However, among the people we spoke to, good practice examples were mentioned
less often than concerns. In some cases people were put at risk due to poor
discharge practices such as lack of information shared about ongoing care
requirements.

Conclusion
There is no doubt that there is a determination and will to move forward and improve
services for the people of Cornwall. This was evident from discussion with staff
across the different agencies and providers that make up the health and social care
system in the area.
However, the combination of a challenged acute trust and a CCG rated inadequate
by NHS England may have led to an increased focus on improvement activity within
those organisations when the national drive was to look outward at integration. This
has led to competing demands for senior leaders of those organisations.
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There are still some difficult decisions to be made around configuration of services.
Senior leaders must have a common view and understanding of the current social
care service provision, and a clear picture of the scale and scope of any unmet
needs. There needs to be trust in the senior leadership team that makes those
decisions. The senior leadership teams from all agencies will need to work together
to build a culture where differences, concerns and risks can be aired and challenged.
There is a challenge for the leaders to build a responsive team that inspires trust,
works with the community and delivers effective change. The frequent changes in
leadership may be the reason for so many comments at all levels and across all
sectors about initiatives starting but not resulting in any change or improvement. We
were told that it was always the same: people move on and someone different
comes in with new ideas – “nothing changes” and the initiatives just fall by the
wayside. However, whether people move on or not, good plans, well designed and
focused on a common purpose should survive changes in leadership.
There has been little purposeful engagement and co-production with staff and the
local community when developing plans for improved service delivery. This has to be
in place before implementation of the vision for the future can achieve any real
traction. Also, there appears to have been little collaboration with neighbouring areas
that are willing to work together to ensure STPs do not create new boundaries, and
to share good practice.
The experiences of people moving between services are unacceptable and require
urgent and significant change to improve. An increase in the pace and commitment
to change is essential to deliver effective and focused action on agreed priorities.
This is necessary to ensure people in the local community receive the best quality
care in the right place when they need it.
One senior leader told us: “The system is beginning to understand itself but not in
terms of outcomes.”
Many of the challenges and issues identified in our work with the partners in
Cornwall were not unique to Cornwall – they are national issues. However Cornwall
has a history of frequent changes in leaders, resulting in less well-developed
relationships. As a result, some of the building blocks in place in other areas – at a
time of great change and transformation – have been missing. This means there
may be an increased challenge in ensuring the ambition of the STP is realised
operationally.

Areas for improvement
National health and social care services across the country are coming together to
identify ways of providing care more flexibly and efficiently, to meet the changing
needs of an ageing population and increasing financial pressures. It is more
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important than ever that local authorities – and adult social care in particular– as well
as acute, community and primary medical services NHS colleagues work together in
mature, purposeful and trusting relationships.
This will increase the likelihood that the communities those organisations serve are
provided with good quality care. This is particularly important for those people living
with long-term conditions – people who may need to move between health and care
services and providers as their care needs change.
This report has identified that the components of the health and social care system in
Cornwall are not working well together. The experience is poor for patients who need
to leave hospital but require ongoing care. It is clear that partnership working is
better than it has been historically, but there is little confidence in the system that
improvements will be made.
There has been a lack of oversight, accountability and ownership to implement
initiatives and evaluate activity based on patient experience. We have five
recommendations intended to build on a willingness to improve and ensure different
parts of the system work together, focused on people using services.

Recommendations
1. The system leaders must focus on building and presenting a cohesive, visible
leadership team with a full-time leader, to take forward the STP’s plans. They
must ensure leaders across health and social care have the capability and
capacity in each part of the system to improve inter-agency working for the
benefit of people using services– especially in those areas with existing known
concerns.
2. Arrangements for inter-agency working must be clarified, strengthened, and
consistently implemented. System leaders responsible for commissioning and
delivering care should set out and communicate widely, their agreed framework,
structure and governance for coming together to:
• align and regularly review the key priorities for inter-agency working
• develop and implement the early work started on a joint commissioning agenda
to improve access to care in the community to meet the needs of local people
• Immediately make use of the joint strategic need analysis– his information must
be shared and owned by all system leaders to develop a set of priorities to
jointly manage and plan for the current and future health needs of the local
population.
3. Leaders must re-engage with the community and staff and establish a
programme of co-production across the area. This must include:
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• engagement across the system to better understand the problems and action
needed for improvement. This must feed into the collective development of the
strategic plans
• ensuring the public has meaningful opportunities for participation in the
decision-making process
• staff involvement to agree the two or three key priorities that will align the work
programmes for the STP and the A&E Delivery Board. These must be
communicated and actioned immediately to increase confidence and challenge
the Culture that ‘nothing changes’
• prioritisation of engagement with Devon providers and commissioners to
ensure East Cornwall people’s interests are considered when they are
receiving care in Devon.

4. There is an urgent need to refocus on the experience of people moving between
services and those who need ongoing support. This must include:
• development of person-centred, individualised care plans– these must be
agreed, owned and shared across the system to ensure people’s needs are
better met as they move from secondary care to receiving social care and care
services
• reviewing and streamlining of all plans and initiatives involving discharge and
the transfer-of-care between services
• development of jointly agreed patient-focused discharge processes and
pathways – these must be communicated clearly
• establishment of a coherent, inter-agency leadership and management
structure for the onward care team
• establishment of a coherent system of jointly commissioned reablement
services
• arrangements for monitoring and evaluation of effectiveness of all plans.
5. All recommendations must have an accountable person or group to oversee
action, implementation, monitoring and evaluation.

1

NHS England, Delayed Transfers of Care, April 2016-October 2016
The Cornwall Health and Social Care System Discharge Process Review GE Healthcare Finnamore,
November 2016 – commissioned by RCHT, Cornwall Partnership Foundation Trust and Cornwall
Council
3
The STP is an initiative covering all aspects of the NHS in line with the NHS England Five Year
Forward View – final versions of the STP plans were produced in October 2016
4
STEPS/Corcare– service is jointly commissioned by NHS Kernow CCG and the Council focused on
re-ablement
2
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5

Department for Communities and Local Government, ‘Indices of multiple deprivation’ 2015
CQC Provider Information Returns for Residential Care Homes as at 28/11/2016. Analysis based on
valid returns from 44% of active residential care homes in Cornwall.
7
CQC provider information returns for community adult social care providers as at 09/01/2017.
Analysis based on valid returns from 65% of active domiciliary care agencies in the South West.
8
Adult social care home bed numbers based on CQC HSCA Register data as at 01/12/2016,
population figures from ONS mid 2015 population estimates
9
CQC HCSA Register data January 2013 and May 2016
10
Cornwall Partners in Care, a trade organisation for care providers,
11
Discharge to assess is a process for assessing people who do not require an acute hospital bed,
but may still require care services are provided with short-term, funded support to be discharged to
their own home (where appropriate) or another community setting.
6

12

GOLD calls are intended to be the highest level of escalation, as set out in the trust escalation
process, held on an exception basis and only when chief officer decision-making is required.
13
CQC ratings data as at 25/11/2016
14
NHS Digital ‘NHS Payments to General Practice’, England, 2015/16
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The Care Quality Commission is the independent regulator of
health and adult social care in England.
Our purpose
We make sure health and social care services provide people with safe,
effective, compassionate, high-quality care and we encourage care services
to improve.

Our role
•
•

•
•

We register health and adult social care providers.
We monitor and inspect services to see whether they are safe, effective,
caring, responsive and well-led, and we publish what we find, including
quality ratings.
We use our legal powers to take action where we identify poor care.
We speak independently, publishing regional and national views of the
major quality issues in health and social care, and encouraging
improvement by highlighting good practice.

Our values
Excellence – being a high-performing organisation
Caring – treating everyone with dignity and respect
Integrity – doing the right thing
Teamwork – learning from each other to be the best we can.

How to contact us
Call us on 03000 616161
Email us at enquiries@cqc.org.uk
Look at our website at www.cqc.org.uk
Write to us at
Care Quality Commission
Citygate
Gallowgate
Newcastle
NE1 4PA
Follow us on Twitter @CareQualityComm
Read more and download this report at www.cqc.org.uk/qualityinaplace
CQC-386-102017
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