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Response to West Cornwall HealthWatch’s request to Kernow CCG for information on 

Edward Hain community hospital review. 
 

Request  submitted by Dr Peter Levin, for West Cornwall HealthWatch on 8 September  
 
 
This response has been produced by NHS Kernow and Cornwall Council in partnership with 
Penwith Primary Care Network. As part of this response we note, and appreciate West 
Cornwall HealthWatch’s significant involvement in the review to date and hope this additional 
information is helpful.  
 
This response first provides some additional information on the assumptions used for the 
data collection. It then provides some relevant background information before each question 
is answered in turn. 
 
Specific points to note regarding the data provided: 
 

1. For the purposes of this response, West Cornwall Hospital has been included as 
providing community focused services to provide the complete picture of admission 
and discharge routes.  This is because, for some people, discharge to West Cornwall 
Hospital from Royal Cornwall Hospital Treliske and then onward to home may be the 
best pathway for their clinical needs.  

2. The data excludes activity from other acute hospitals such as University Hospital 
Plymouth and North Devon District Hospital which serves many of our residents in 
the North and East of Cornwall. It is unlikely that Penwith residents will receive 
routine inpatient treatment there (it does provide a range of more specialised 
services) and the questions posed by West Cornwall HealthWatch focussed on 
activity from Royal Cornwall Hospital Treliske.  

3. The data presented in the responses ‘for the past/recent year’ is from 1st July 2019 
until 30th July 2020. It should be noted that this includes the period of the initial 
phases of Covid-19 where activity may be different to this time last year as service 
models were reconfigured in line with national guidance in preparation for COVID-19 
activity.   

4. The data excludes 'day case' procedures and people under 65yrs old as it was 
thought that this would give a more accurate picture of the group of people almost 
exclusively admitted to community hospitals.   

5. In some responses to questions, data has been shared when Edward Hain 
community hospital beds were open to provide additional context.  
 

Relevant background context: development of community services, Embrace 
diagnostics and specialist pathways for bedded care  
 
The following sections are included for background to provide additional context when 
considering the data.  
 

1. Development of community services 
 
In the four years since the temporary closure of Edward Hain community hospital beds the 
range of community based services available in the area has continued to develop, providing 
more alternatives to community hospital admissions. Some of these changes include: 
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 Increasing capacity of home based and community reablement to support 
more people at home and in the community to reach their maximum level of 
independence and wellbeing. 

This is a priority to ensure people receive timely and appropriate support to maintain their 
independence so people can avoid unnecessary hospital attendances and admissions and 
be supported at home. Reablement is an important service offered to people for a time 
limited period to specifically work on personalised goals to improve independence and 
wellbeing-especially after a period of illness or change in health status. Specific areas of 
recent work since the temporary closure of inpatient beds at Edward Hain community 
hospital include: 

 Increased provision of 8 Generic Support Workers (GSW) in the Home First teams 
across the west integrated care area, which provides more reablement in people’s 
homes. This has created 515 additional reablement appointments per month for 
Penwith residents with 55 of them provided for people registered to Stennack 
surgery. 

 Cornwall Council’s Kemeneth project (2018-2019) re-designed systems and 
pathways in the reablement service called Short Term Enablement Planning Service 
(STEPS) to improve efficiencies (seeing more people) and effectiveness (gaining 
more positive results for people more quickly). In the first year of service re-design 
(October 2018 - September 2019) a total of 365 people who were discharged from 
West Cornwall, Helston and Camborne and Redruth community hospitals were seen 
for reablement at home by STEPs; this is an increase of 79 more people compared 
with the year before the re-design.  This is in addition to the existing enhanced 
reablement service through CFT’s Home First service with the additional GSWs. 
More reablement is therefore happening outside of hospital in people’s homes. 
 

 Provision of additional two beds for end of life and specialist palliative care 
inpatient provision in neighbouring Hayle. 
 

 As well as two additional inpatient beds there is also a new end of life Neighbourhood 
Hub in Hayle to help people to manage their symptoms, to increase their 
independence and support the avoidance of hospital stays. The hubs provide 
palliative reablement to maximise people’s wellbeing through occupational therapy, 
physiotherapy and complementary therapy for people undergoing palliative care, 
while complementary therapy is also available for their carers, free of charge. 
 

 Ongoing development of integrated primary, community and voluntary sector 
teams to ensure improved coordinated and multi-disciplinary team ownership 
of the management of people in the community. 
 

 This work aims to improve multi-agency and multi-skilled team working to maintain 
people’s independence and wellbeing in the community. Work has been underway 
for some time and specific focus areas include: 

 Embedding of social prescribing in mainstream health and care provision (via social 
prescribers, community makers and care coordinators). 

 Development of innovative new ways of working with a new community geriatrician 
consultant role working closely with primary care to increase the ability to keep 
people in their local communities at home supported by multi-agency, multi-skilled 
teams. This means people can be seen in their communities in a timely manner to 
spot and stop symptoms that otherwise could lead to attendances at, and admissions 
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to hospital. For example, the new role means that instead of waiting a minimum of 10 
weeks to see a geriatrician in the acute hospital, or deteriorating to the extent they 
need to be admitted, people are being seen in primary care and their communities 
within a matter of days (or hours in some urgent cases). This work also brings more 
care under one consultant allowing a more comprehensive and holistic approach so 
an individual does not need to attend 2 - 3 different clinics. This new way of working 
maintains care in the community and ensures community resources rather than bed 
resources are used effectively. 
  

 Development of West Cornwall Hospital: A centre of excellence for healthcare 
in the west of the county. This includes working with local primary and 
community teams to be able to access local beds directly to avoid admission 
to Royal Cornwall Hospital Treliske. 
 

 West Cornwall Hospital (WCH) is 9 miles and approximately 25 minutes’ drive away 
from Edward Hain community hospital. It has always provided a wide range of 
services, offering a much higher level of modern diagnostic facilities and staffing 
expertise than other community hospitals including Edward Hain.   

 Since the closure of Edward Hain community hospital in 2016, the services provided 
at WCH have changed to reflect the local population needs. WCH’s strategic 
direction is to continue to provide the current services and in addition to develop the 
site to create a ‘Centre of Excellence for Healthcare for the West of Cornwall’.   

 The priority for WCH is to provide care closer to home and in order to achieve this 
WCH will prioritise those individuals who live in the west of the county, who are 
inpatients at Royal Cornwall Hospital, Treliske (RCH), but who cannot be discharged 
home and/or who need further assessment and intervention to enable discharge and 
prevent future admissions.  These individuals will be ‘pulled’ from RCH so they can 
be seen and treated closer to their home.  WCH will also continue to provide acute 
admissions through the Urgent Treatment Centre and local GPs as currently.  

 If people are transferred to WCH from RCH more quickly, the WCH team will be able 
to provide medical intervention earlier so people can be discharged sooner to ensure 
their independence is not negatively impacted by an extended stay in hospital such 
as hospital acquired infections1, losing independence2 or muscle wastage3.   

 This focus on increasing independence more quickly will help to reduce an 
individual’s overall length of stay in hospital and will mean people will be less 
dependent upon additional support services on discharge resulting in reduced 
onward care needs. This should, in turn, reduce the need for onward transfers to a 
community hospital for rehabilitation. 

 The vision for WCH is for anyone in the West of Cornwall, requiring bed-based 
reablement, who is unable to remain in their own home, to be seen and treated in 
WCH.  This is primarily possible because of WCH’s level of staffing, expertise and 
the co-location of additional diagnostics facilities. As a result, WCH can respond to 
greater acuity of need. This is because WCH have enhanced bed based provision 
compared with Edward Hain such as: 

                                                           
1
 Nuffield Department of Population Health:  Hospital or ‘hospital at home’ – what’s best for older people? 

2019 [https://www.ndph.ox.ac.uk/longer-reads/hospital-or-2018hospital-at-home2019-2013-what2019s-best-
for-older-people] 
2
 Discharging older patients from hospital, National Audit Office, Department of Health, 2016 

3
 The Journals of Gerontology (2008). Functional Impact of 10 Days of Bed Rest in Healthy Older Adults. 

Kortebein et al 
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o More comprehensive senior on site medical cover 
o Larger and more modern wards  
o Greater ease of accessibility for ambulances 
o Provision of a centre of excellence for frailty 
o Daily, ward based occupational and physiotherapy 
o Access to specialist speech and language therapy, dementia liaison service, 

social care support, on site memory café 
o Access daily to eldercare consultant and multi-agency assessment and 

discharge management team 
o On site diagnostics such as x-ray, point of care testing, ultrasound. 

 

 Community Assessment and Treatment Units and Older Persons Assessment 
and Liaison teams  
 

 These are really important services which aim to assess, diagnose and treat people 
direct from the community, avoiding unnecessary hospital admissions. WCH’s 
community assessment and treatment unit is open all day and every day. 

 
2. Embrace diagnostics 

 
The Embrace Care Diagnostic findings (2019 ) identified how bed based care is delivered, 
what decisions are being made about people’s care and support and if those decisions lead 
to the ideal outcome for individuals based on their needs.  The findings demonstrated that 
there are high numbers of people in acute and community hospitals that do not need to be 
there (i.e. no medical and/or nursing need) and that people are staying longer than desirable 
due to a range of reasons, such as insufficient capacity in community services or nursing 
homes, or reduced efficiency of discharge planning decisions.  
 
The Embrace Care Diagnostic key findings, derived after 131 practitioners reviewed the 
‘next steps’ for people in 943 acute and community beds, from 265 individual cases, found 
that: 
 

• When we discharge from the acute hospital into another short term setting (care 
home or community hospital) that is only the ideal outcome for half of the people.  

• 67% of community beds are occupied by people who do not need to be there. 
 
Therefore, when considering the current and historical use of hospital beds, Embrace 
Diagnostic has demonstrated that this does not provide an optimal level of care for all 
individuals. It also provides evidence that we have an over reliance of bed based care and 
due to this our current/historic bed use should not be a predictor of future need for bedded 
care. 
 

3. Specialist pathways for bedded care 
 
It is important that someone’s health and care needs are addressed in the right place, by the 
right person at the right time as this will achieve their ideal outcomes.  However, it is 
sometimes necessary to place people in other hospitals further away from their home in 
order to ensure acute hospital beds are freed for people needing the most complex and 
specialist care.  
 

https://doclibrary-shapingourfuture.cornwall.nhs.uk/DocumentsLibrary/CIOSHealthAndCare/TransformationBoardMeetings/Minutes/1920/201908/Item6app4EmbraceCareDiagnosticSummaryBooklet.pdf
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There may also be instances that the health and care intervention required by an individual 
may necessitate a care setting further away from an individual’s home in order to achieve a 
greater match of service provision to need.   The specialist care pathways include stroke 
beds at Bodmin and Camborne Redruth Hospitals, amputee and psychiatric beds at 
Camborne Redruth Hospital, neurology beds at Marie Therese House, St Michael’s Hospital 
and end of life and palliative care beds at hospices in St Julia’s, Hayle and Mount Edgcumbe 
in St Austell. People with new diagnoses of these conditions will therefore go straight to 
these aforementioned hospitals even if there is a generalist reablement bed in a community 
hospital closer to their home. 
 
 
 
 
West Cornwall HealthWatch questions and responses. 
 
 
Question1:  
During the past year, how many patients whose home is in a Penwith postcode area have 
been discharged from the Royal Cornwall Hospital at Treliske to a bed in each of the 
community hospitals that are still receiving inpatients? 
 
West Cornwall HealthWatch Rationale:  
To discover how many people/households have been affected by the closure of the inpatient 
beds at Edward Hain hospital, and how they have been affected.  (Where are local people 
being sent?  Camborne/ Redruth?  Further afield?) 
 
 
 
Response:  
 
The number in the table below shows how many Penwith residents have been discharged 
from Royal Cornwall Hospital Treliske to a community hospital. By way of a comparison it 
shows this information for the last 12 months of Edward Hain community hospital being open 
and in the most recent 12 months.  
 

Hospital site location for 
Penwith residents who 
were discharged from 
Royal Cornwall Hospital  

Number of Penwith 
residents who were 
admitted to these  
hospital sites in the last 
12 months of the Edward 
Hain community hospital 
beds being open 

Number of Penwith 
residents who were 
admitted to these 
hospital sites in the most 
recent 12 months (1 July 
2019 to 1 July 2020)  

Null-no location entered  8 * 

EDWARD HAIN HOSPITAL 44 0 

WEST CORNWALL 
HOSPITAL 
 

23 46 

**ST MICHAEL’S 
HOSPITAL 

7 <5* 

HELSTON HOSPITAL 
 

22 9 
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NEWQUAY HOSPITAL 
 

*<5 20 

**CAMBORNE REDRUTH 
COMMUNITY HOSPITAL 

65 94 

FALMOUTH HOSPITAL 
 

*<5 17 

**LONGREACH HOUSE 
(CAMBORNE REDRUTH) 

13 <5* 

STRATTON HOSPITAL *<5 <5* 

ST AUSTELL HOSPITAL *<5 12 

**BODMIN HOSPITAL *<5 11 

LAUNCESTON HOSPITAL *<5 *<5 

LISKEARD HOSPITAL *<5 15 

Totals 195 232 
*Denotes where the number is lower than 5 to protect and potential person identifiable 
information. The total in the table reflect these numbers. 
**Denotes where there is specialist beds for neurology, psychiatry, amputation and stroke 
which could necessitate transfer there based on clinical need regardless of an individual’s 
home address. Please note that we do not have the level of detail to know at this stage 
whether these admissions were to the specialist beds or to the generalist 
rehabilitation/reablement community hospital beds. 

 
The table above shows that: 
 

• In the last 12 months 232 residents from Penwith have been discharged from Royal 
Cornwall Hospital Treliske (RCHT) to a community hospital site or West Cornwall 
Hospital.  

• For contrast, the data for the last 12 months of Edward Hain community hospital 
beds being open shows that 195 people from Penwith were discharged.   

• In the last 12 months of Edward Hain Community Hospital being open. Penwith 
residents were discharged from RCHT to the following hospitals: West Cornwall, St 
Michael’s, Helston, Edward Hain, Newquay, Camborne Redruth, Falmouth, 
Longreach (acute psychiatric ward at Camborne Redruth Hospital), Stratton. 

• In the most recent 12 months people from Penwith have continued to be discharged 
to the above hospitals, but also to Bodmin, St Austell, Launceston and Liskeard 
hospitals.   

 
What the data doesn't tell us is the number of people in each time period who were 
discharged to the setting that best matched their clinical need and therefore likely to provide 
an outcome best suited to those needs. In addition, the range of community based services 
available in the area has continued to develop, providing more alternatives to community 
hospital admissions. Further information has been provided above in the background 
section. 
 
In summary therefore, the data describes the community hospital destination for local people 
in these two time periods, and clearly a small, but important, group of people were 
transferred to more distant hospital sites.  Conclusions cannot however be drawn on the 
overall impacts arising as patient pathways were changing during this period enabling more 
people to be cared for in their own homes.  
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Question 2:  
During the past year, what has been the extra distance that relatives, friends and neighbours 
have had to travel to visit an inpatient in an upcountry hospital, compared with travelling to 
Edward Hain? 
 
West Cornwall HealthWatch Rationale:  
To gain a measure of the disadvantage that Penwith residents and their visitors have 
suffered through the closure of inpatient beds at Poltair and Edward Hain hospitals. 
 
 
Response:  
 
In the response below, the term “upcountry” from the question posed is interpreted as out of 
Penwith, but within Cornwall. 
 
The data in the table below does not provide the exact distance that relatives, friends and 
neighbours have had to travel to visit someone in a hospital outside of Penwith. We do not 
have access to this information. 
However, we have used the post code ‘sector’ (the first 3 digits of a post code which 
represents the lowest level of data we can go down to, to protect patient identifiable 
information) and the post code of the hospital site and used the web link below to find the 
quickest route. 
http://www.postcode-distance.com/distance-between-postcodes 

 
The table below gives the numbers and mean distance travelled in miles of Penwith 
residents comparing the last 12 months of Edward Hain community hospital beds being 
open with the most recent 12 months. 
 

Hospital site location for 

Penwith residents who 

were discharged from 

Royal Cornwall Hospital  

Number of 

Penwith 

residents who 

were admitted 

to these 

hospital sites 

in the last 12 

months of the 

Edward Hain 

community 

hospital beds 

being open 

Mean miles 

travelled from 

home to stated 

hospital 

Number of 

Penwith 

residents who 

were admitted 

to these 

hospital sites in 

the most recent 

12 months 

Mean miles 

travelled from 

home to 

stated hospital 

Null-no location entered  8 Unknown *<5 Unknown 

EDWARD HAIN HOSPITAL 44 5.06 0 N/A 

WEST CORNWALL 

HOSPITAL 

23 4.03 46 3.34 

***ST MICHAEL'S 7 6.12 *<5 8.70 
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HOSPITAL 

HELSTON HOSPITAL 22 11.64 9 10.63 

NEWQUAY HOSPITAL *<5 28.58 20 33.86 

***CAMBORNE REDRUTH 

COMMUNITY HOSPITAL 

65 16.24 94 15.16 

FALMOUTH HOSPITAL *<5 22.68 17 24.27 

**LONGREACH HOUSE 

(CAMBORNE REDRUTH) 

13 14.58 *<5 N/A 

STRATTON HOSPITAL *<5 75.56 *<5 72.08 

ST AUSTELL HOSPITAL *<5 N/A 12 40.29 

***BODMIN HOSPITAL *<5 N/A 11 46.77 

LAUNCESTON HOSPITAL *<5 N/A *<5 56.86 

LISKEARD HOSPITAL *<5 N/A 15 63.17 

 
*Depending where the individual lives across Penwith, and the time of day, month of year,  this 
distance and time could be more or less than the numbers stated. 
**Denotes where the number is lower than 5 to protect and potential person identifiable 
information. The total in the table reflect these numbers. 
***Denotes where there is specialist beds for neurology psychiatry, amputation and stroke 
which could necessitate transfer there based on clinical need regardless of an individual’s 
home address. Please note that we do not have the level of detail to know at this stage 
whether these admissions were to the specialist beds or to the generalist 
rehabilitation/reablement community hospital beds. 
 

 
The data above is presented below in summary format comparing Penwith resident’s travel 
with the rest of Cornwall as a comparator. 
  
How far did people in Penwith travel for inpatient care when Edward Hain community 
hospital was open compared with the rest of Cornwall? 
 

Average miles that Penwith residents 
travelled to access inpatient care (based on 
discharges from Royal Cornwall Hospital 
only and the postal code of each attendee) 

Average miles that the rest of Cornwall 
residents travelled to access inpatient care 
(based on discharges from Royal Cornwall 
Hospital only and the postal code of each 
attendee) 

10.96 miles 
 

10.28 miles 
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Additional distance travelled by Penwith residents = 0.68miles. 
 
How far do people in Penwith travel now (in the most recent year) for inpatient care 
due to Edward Hain community hospital beds being closed compared with the rest of 
Cornwall? 
 

Average miles that Penwith residents 
travelled to access inpatient care (based on 
discharges from Royal Cornwall Hospital 
only and the postal code of each attendee) 

Average miles that the rest of Cornwall 
residents travelled to access inpatient care 
(based on discharges from Royal Cornwall 
Hospital only and the postal code of each 
attendee) 

22.25 miles 
 

16.89 miles 

 
Additional distance travelled by Penwith residents = 5.36 miles. 
 
In conclusion, this data shows that in the recent 12 months compared with the 12 months 
when the Edward Hain community hospital beds were open, Penwith residents were 
admitted to community and West Cornwall hospitals on average 5.36miles further away than 
residents outside Penwith who were discharged from RCHT. If people’s relatives, friends 
and neighbours all live within the same post code sector as the person who was admitted 
then they would have had an average increase of 5.36 miles to travel also. 
 
 
Question 3:  
During the past year, what has been the range and average of length of stay in a community 
hospital of Penwith residents compared with other residents of Cornwall? 
 
West Cornwall HealthWatch Rationale:  
If it transpires that Penwith residents are staying longer, as could happen because they are 
visited by friends and neighbours less frequently, this is a further measure of disadvantage 
that they suffer through the closure of local inpatient beds. 
 
 
Response:  
 
Whilst we are not aware of any evidence linking length of stay (LOS) to frequency of visitors, 
the data in the table below shows us that in both the recent 12 months and in the last 12 
months when Edward Hain community hospital beds were open, Penwith residents had a 
lower range and average LOS in WCH and community hospital beds than the rest of 
Cornwall.  
 
It also shows us that if we compare the recent 12 months with the 12 months when Edward 
Hain beds were open that the LOS range (for people in Penwith) has decreased by 24 days 
and average LOS by 2.06 days.  
 
These reduced LOS rates for both scenarios are positive as we are working locally, in line 
with national ambitions, to reduce lengths of stay in hospital particularly as it helps avoid 
hospital acquired conditions (such as loss of mobility and muscle strength) and infections. 
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Question 4a):  
During the past year, (a) has West Cornwall Hospital (WCH) in effect been used as a 
‘stepdown’ hospital for patients discharged from Treliske? 
 
West Cornwall HealthWatch Rationale: If (a) is the case (and we have anecdotal evidence 
that it has been), then WCH is not being fully used for its intended purpose as a ‘satellite’ of 
Treliske. If the answer to (b) and/or (c) is ‘no’, then Penwith residents are again being poorly 
served. 
 
 
Response:   
WCH has long provided step-down care from RCHT and this pre-dates the closure of 
Edward Hain. WCH has an enhanced level of service provision than community hospitals 
and can respond to a greater acuity of clinical need. Further information is provided in the 
background section.  
 
 
Question 4b:  
During the past year, (b) If WCH has been used as a stepdown hospital from Treliske, is this 
a formal or informal arrangement? 
 
West Cornwall HealthWatch Rationale:  
If the answer to (b) and/or (c) is ‘no’, then Penwith residents are again being poorly served. 
 
Response:   
This is a formal arrangement for the beneficial reasons stated above. We would strongly 
refute that this is not in the best interests of Penwith residents.  Patient feedback from in-
patients at West Cornwall Hospital is very positive, and the CQC has rated West Cornwall 
Hospital as ‘Good’. 
 
Question 4c:  
Does WCH have the reablement/rehabilitation facilities and staff that a fully equipped 
community hospital should have? 

16
16.5

17
17.5

18
18.5

19
19.5

20
20.5

Length of Stay In the last 12
months when Edward Hain

community hospital beds were
open

Length of Stay In the recent 12
months

Comparative Length of Stay for Penwith and 
non Penwith residents over time 

Penwith residents who are
discharged from Royal Cornwall
Hospital

Residents from the rest of
Cornwall who are discharged
from Royal Cornwall Hospital
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West Cornwall HealthWatch Rationale:  
If the answer to (b) and/or (c) is ‘no’, then Penwith residents are again being poorly served. 
 
 
Response:  
West Cornwall Hospital (WCH) has the facilities and staff to provide rehabilitation and 
reablement as part of its 'core offer' to inpatients.  It has on site Occupational Therapy and 
Physiotherapy staff with in-reach input from Dietetics and Speech and Language Therapy as 
required.  The team work across 5 days at the moment, with an ambition to move to 7 day 
working. The background information provides the detail of the level of staffing and facilities 
that WCH has that Edward Hain community hospital didn’t provide. The hospital 
rehabilitation therapy and nursing teams work closely with the community therapy teams to 
help deliver seamless and coordinated care when someone moves from hospital to the 
community and vice versa.  People on the wards often have complex needs and require 
double handed therapy intervention which is provided.  The hospital therapy teams also 
provide 'outreach' into the community to see people.  This has worked particularly well 
during Covid-19.  The plan is to do more of this and support community rehabilitation teams 
to come into the hospital to work.  This improves care as the community teams will know the 
patients much better and can be part of the multi-disciplinary team to advise on the best care 
for individuals whilst they are in the hospital to get them ready for discharge in a timely way.  
 
Working in this way during Covid-19 has really improved the relationships and 
communication across hospital and community teams which will improve care quality overall.  
Over the last 2 years the focus for the hospital has been to develop a 24 hour rehabilitation 
offer. This change to the way the teams work has been led by the physiotherapy lead to 
embed 24 hr rehabilitation and reablement on the wards with close working with Health Care 
Assistants.  The Occupational Therapy lead has also supported the development of the 
Community Assessment and Treatment Unit (CATU). The CATU and Older People’s 
Assessment and Liaison Teams at WCH operate 24 hours, 7 days a week. These services 
are designed to rapidly assess and treat older people in the community, aiming to support 
people to stay at home and avoid unnecessary hospital admissions.  The implementation of 
the new hospital discharge policy with the recommendation that assessment now happens in 
the community/ home setting will build on these improved working relationships and shared 
working across the community and hospital teams. 
 
Question 5:  
The committee of West Cornwall HealthWatch understands that West Cornwall Hospital staff 
have observed that patients living nearer the hospital tend to leave sooner than those living 
further away.  Are there figures that the public can see that would confirm this? 
 
West Cornwall HealthWatch Rationale:  
If there is documented evidence to this effect, we have further grounds for arguing that 
Penwith should have a community hospital serving local people. 
 
Response:  
 
This data below shows that in the last 12 months of Edward Hain being open, Penwith 
residents discharged from WCH had a slightly longer LOS than the rest of Cornwall and that 
in the recent 12 months this has significantly reduced This reduction is in line with the 
strategic approach to deliver more rehabilitation and reablement in the home rather than 
prolonging hospital spells unnecessarily.    
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Time period Penwith residents 
average LOS in 
WCH 

Rest of Cornwall 
average LOS in 
WCH 

The last 12 months of Edward Hain 
community beds being open 

15.4 13.4 

Latest Year 6.5 4.9 

 

 
 
The data table and chart below show the LOS for Penwith residents at community hospitals 
to further provide information about whether LOS is linked to distance from home. The data 
below shows that in the last 12 months of Edward Hain being opened, for Penwith residents 
on average people admitted there had the longest length of stay out of all community 
hospitals at 23.3 days.  
 
In the last 12 months, whilst the length of stay for West Cornwall Hospital for Penwith 
residents is the lowest (10.91 days), there is no obvious pattern between distance of hospital 
from Penwith and length of stay for Penwith residents.  For example, the average length of 
stay for Penwith residents at Stratton is 15.67 days, whilst at the closer Falmouth hospital 
(25.3 miles), the average length of stay was 25.06 days 
 
 

Hospital site where people were discharged 
from RCHT to-in order of distance from Edward 
Hain site 

Length of stay for 
Penwith residents in 
last 12 months of 
Edward Hain being 
opened 

Length of stay for 
Penwith residents 
from 1/07/19 to 
01/07/20 

STRATTON HOSPITAL - 73 miles 20 15.67 

LAUNCESTON - 67 miles  N/A 16.25 

LISKEARD - 59 miles  N/A 12.43 

ST AUSTELL HOSPITAL - 49.5 miles  N/A 17.08 

BODMIN HOSPITAL - 44.6 miles  N/A 15.64 

NEWQUAY HOSPITAL - 31.0 miles 11.5 13 

FALMOUTH HOSPITAL - 25.3 miles 3.5 25.06 

HELSTON HOSPITAL - 14.7 miles 22.09 22.11 



   

Page 13 of 20 
 

LONGREACH HOUSE - 14.6 miles 22  N/A 

CAMBORNE REDRUTH COMMUNITY HOSPITAL - 
14.6 miles 

21.62 21.05 

WEST CORNWALL HOSPITAL - 10.5 miles 16.54 10.91 

ST MICHAEL'S HOSPITAL - 5.0 miles 6 4 

EDWARD HAIN HOSPITAL 23.3  N/A 

 
 
 

 
 
 
In conclusion, the data provided above does not support the anecdotal belief that people 
living nearer hospitals tend to leave sooner than those living further away. There may be a 
number of reasons for this, including the different reasons for which a person is admitted or 
transferred to a particular hospital. For example, people who have suffered a stroke will tend 
to be transferred to Camborne Redruth community hospital for its specialist stroke 
rehabilitation services but these individuals will often have a longer length of stay. This is 
unrelated to the distance that they live from the hospital and more associated with their 
clinical condition. 
 
Question 6:  
How many inpatients from Penwith and from elsewhere have reached each community 
hospital by referral from a GP (the step-up route)? 
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West Cornwall HealthWatch Rationale:  
We need to know whether Penwith GPs are refraining from referring their patients to a 
community hospital because they are aware of the problems that their patients face in 
travelling to those remaining open. 
 
Response:  
 
We have not surveyed Penwith GPs to understand the reasons for their decision making 
over bedded care. However, clinicians make clinical decisions based on their assessment of 
the individual’s need and what services and support are best placed to respond to that need. 
 
For the recent 12 months there have been 94 Penwith residents (a rate of 1.44 admissions 
per 1,000 population) and 56 residents across the rest of Cornwall (a rate of 0.107 
admissions per 1,000) population who have been admitted direct from the community to 
WCH,  
For the recent 12 months there have been 17 Penwith residents (a rate of 0.26 admissions 
per 1,000 population) who have been admitted direct to a community hospital and 310 direct 
admissions from residents across the rest of Cornwall (a rate of 0.60 admissions per 1,000 
population). 76% of the direct admissions from Penwith GPs go to Helston community 
hospital. 
 
The joint Clinical Director for Penwith Primary Care Network provides the below statement in 
response to the rate of admitting Penwith residents direct from home to community hospitals.  
 
“This is largely because Penwith GPs have other ways of managing people who would have 
historically gone to a community hospital bed. 
 
Edward Hain community hospital was not commonly used for direct admission from the 
community by GPs as it had no diagnostic services available, so GPs would arrange for 
people to be seen at West Cornwall Hospital for bloods/X-ray etc first and then the person 
would be transferred across to Edward Hain community hospital if appropriate. 
 
Currently, for those individuals that don’t need an assessment and diagnosis (requiring tests 
such as taking bloods and X-rays) GPs use the acute care at home team, which is much 
more developed now than when Edward Hain community hospital beds were open. The 
team can provide more acute treatment in the person’s home including for example 
intravenous treatment (fluid delivered straight into people’s veins). Alternatively, people are 
now seen in Community Assessment and Treatment Units (CATUs) for assessment and 
diagnosis. The CATUs in the west are Camborne Redruth community hospital (open 7 days 
a week 8am-8pm) and West Cornwall Hospital (open all day, every day). If the person is well 
enough after attending a CATU they either get transferred home with support or cared for in 
short term nursing home bed or can get rapid access to help and support at home via the 
Community Coordination Centres (CCCs)”. 
 
 
Question 7a:  
What are the monthly figures for bed occupancy for each of Cornwall’s community hospitals 
over the past year? 
 
West Cornwall HealthWatch Rationale:  
In the past, especially during the winter, bed occupancy in community hospitals has 
consistently been over 90%, above the Government recommended figure (85%, designed to 
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allow for emergencies). This has obstructed discharges from Treliske. Shortage of vacancies 
makes it difficult for patients to transfer to a community hospital near their home, and 
prevents the acute hospital from responding rapidly to an emergency. 
 
 
Response:  
 
West Cornwall Hospital monthly bed occupancy figures for the recent year are below: 
 

 
 
If the months March through to June were excluded to remove the impact of Covid-19 on 
occupancy the average occupancy rate would be 95.1% 
 
The community hospitals monthly bed occupancy figures for the recent year are below: 
 

 
 
If the months March through to June were excluded to remove the impact of Covid-19 on 
occupancy the average occupancy rate across all sites (excluding St Mary’s community 
hospital) would be 92%. 
 
 
Question 7b:  
What is being done to bring the figures down to the Government-recommended level? 
 
West Cornwall HealthWatch Rationale:  
In the past, especially during the winter, bed occupancy in community hospitals has 
consistently been over 90%, above the Government recommended figure (85%, designed to 
allow for emergencies). This has obstructed discharges from Treliske. Shortage of vacancies 
makes it difficult for patients to transfer to a community hospital near their home, and 
prevents the acute hospital from responding rapidly to an emergency. 
 
Response:  
 
The two primary ways of reducing bed occupancy are  

(i) to reduce demand for beds and  
(ii) reduce length of stay by developing new models of care. 

 
This response addresses both points. 
 
 
 

Jul -19 Aug -19 Sep -19 Oct -19 Nov -19 Dec -19 Jan -20 Feb -20 Mar -20 Apr -20 May -20 Jun -20 Average

93.3% 93.1% 95.0% 95.2% 96.9% 95.2% 96.6% 95.6% 72.0% 23.7% 47.6% 59.9% 80.3%

Hospital Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20

Overall 

occupancy 

for period

BODMIN HOSPITAL 91% 91% 92% 94% 91% 91% 90% 84% 78% 41% 56% 51% 79%

CAMBORNE REDRUTH COMMUNITY HOS 84% 94% 95% 94% 96% 94% 96% 98% 86% 48% 58% 79% 85%

FALMOUTH HOSPITAL 97% 95% 88% 84% 89% 89% 90% 89% 87% 61% 45% 79% 83%

HELSTON HOSPITAL 93% 86% 95% 97% 98% 99% 98% 98% 71% 31% 87% 91% 87%

LAUNCESTON HOSPITAL n/a n/a 74% 90% 95% 84% 92% 95% 92% 57% 83% 80% 84%

LISKEARD COMMUNITY HOSPITAL 85% 94% 86% 87% 87% 90% 95% 95% 92% 64% 45% 37% 79%

NEWQUAY HOSPITAL 95% 95% 97% 97% 96% 99% 97% 94% 95% 68% 37% 95% 89%

ST AUSTELL COMMUNITY HOSPITAL 90% 89% 93% 97% 95% 96% 98% 98% 95% 74% 58% 63% 88%

ST MARY'S HOSPITAL 29% 27% 36% 36% 24% 27% 14% 12% 6% 6% 9% 9% 18%

STRATTON HOSPITAL 89% 96% 83% 80% 91% 75% 92% 71% 80% 54% 72% 65% 78%

Monthly Occupancy 88% 90% 89% 91% 91% 90% 92% 89% 84% 53% 56% 63% 81%
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Demand management 
 
In January 2020, Cornwall was selected as one of seven national Ageing Well accelerator 
sites to test new models of care designed to prevent avoidable hospital admissions amongst 
older people and adults with complex health needs.   Those who are at risk of hospitalisation 
will be able to access an urgent response from a team of skilled professionals within two 
hours. A two day standard will also apply to those who need bespoke packages of 
intermediate care, or reablement services, for individuals in their own homes. Cornwall and 
the Isles of Scilly will begin to test and learn its refreshed urgent community response 
services from October 2020 in North Kerrier, with anticipated full county roll out by April 
2021. 
 
In response to the COVID pandemic, new service models were rapidly implemented to 
increase capacity and capability of community based care. These remain in place to reduce 
demand on hospital services.  
 
Á Community Assessment and Treatment Units (CATUs) – set up in West Cornwall 

Hospital, Camborne/Redruth Community Hospital, St. Austell and Bodmin  – whose 
purpose is to rapidly diagnose, assess and treat people to help keep them safe at 
home rather than needing an acute hospital bed. 

Á Community Co-ordination Centres (CCC) – integrated health and social care 
place-based teams were mobilised and linked to primary care-8am-8pm 7 days a 
week. This allowed all care and support requirements to come to one place where 
the multi-disciplinary team decided together the best care response which improved 
communication and coordination of care needs and has led to a reduction in bed 
based care, with more people being cared for in their own homes.  The function of 
the CCCs is particularly critical for the management of the home based reablement 
capacity of community services to ensure the right resource is allocated to support 
people.  

Á Geriatrician support – allocated to every Primary Care Network to ensure prompt 
community access to specialist eldercare support to enable primary care and 
community teams to care for the frail and elderly in their own home and community 
locations. 

Á Care homes-The Council and NHS Kernow have reinstated post wave 1 COVID the 
Joint Strategic Commissioning of Care Homes Project Group, which was suspended 
at the beginning of the COVID period. The project group includes three sub groups 
that are responsible for a) redesigning the commercial approach, b) market 
development and c) implementation. An immediate priority for the team will be to 
further develop the operating model that will secure additional bedded care capacity 
for Discharge to Assess. The Discharge to Assess Model is a key element of the 
nationally recommended high impact changes to support the safe and timely 
discharge of individuals from a hospital setting. 

Á Home Care- During wave 1 COVID the demand for homecare and other community 
services increased and with the ongoing social distancing requirements in acute and 
community hospitals this demand trajectory has continued.  The Council and NHS 
Kernow continue to work together to build additional capacity in the home care 
market. Key actions are: 

 Provider Led Reviews are proactively reducing any unnecessary allocated care 
hours and have already released 1,000 hours of capacity to support the system 
for new packages.  

 Daily meetings take place with locality commissioners and operational staff in the 
CCCs to increase the number of deployed hours, make efficient placements of 
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care packages, support providers to work together to cover shifts and focus on 
prioritisation of care requirements. expand workforce and increase utilisation to 
meet high priority unmet demand.   

 
 
Reducing length of stay  
 
In response to the COVID pandemic, new successful service models and processes were 
rapidly implemented to expedite timely discharge and reduce length of stay. These include 
the following (still operational) 
 
Á Community Co-ordination Centres (CCC) – integrated health and social care 

place-based teams were mobilised and linked to primary care-8am-8pm 7 days a 
week. This allows all care and support requirements to come to one place where the 
multi-disciplinary team decided together the best care response which improved 
communication and coordination of care needs and has led to a reduction in bed 
based care, with more people being cared for in their own homes. 

Á Community Bed Bureau-multi-agency staff who have an overview of all community 
beds in the system (residential, nursing care, extra care housing, community 
hospital) to match the person’s needs to the right type of bedded care. 

 
In line with national guidance of Hospital Discharge pathways published in August 2021, we 
will continue to develop discharge to assess pathways.  Therapists are already working in 
the community and we are planning to shift more capacity to support assessments and 
therapy interventions in people’s own homes and community hospitals 
 
As detailed above, the Embrace Care diagnostic identified that at any one time, there are 
many older people in hospital beds who ideally should not be there.  The Embrace Care 
programme is focussing on optimising use of temporary bedded care in community hospitals 
and care homes and increasing available home care to support as many people to return 
home as quickly as possible and in turn reduce length of stay.  
  
Question 8:  
What steps is Kernow CCG taking to go beyond regarding ‘medically fit for discharge’ as the 
sole criterion for a patient to be discharged from a community hospital? 
 
West Cornwall HealthWatch Rationale:  
The Embrace Care project told us that ‘67% of our community beds are filled with patients 
who would be better suited elsewhere’ (sic).  This figure was reached by using the ‘medically 
fit for discharge’ criterion on its own.  A reading of recently published research for the 
National Institute for Health Research (p.27) would have shown that in other places a further 
criterion is in use: ‘Patients needed to be assessed as being medically fit and therapy fit, 
requiring a multidisciplinary approach.  Authority was attributed either to the lead medic or to 
the lead nurse who co-ordinated the multi-disciplinary assessments.’  This is clearly a more 
sensitive and complete way of gauging a patient’s readiness for discharge. 
 
Response: 
 
The Embrace Care Diagnostic identified that 67% of community hospital beds are filled with 
patients who ideally would not be there.  The information was collected by reviewing the 
status of 265 people in community hospital beds with clinical teams responsible for the care 
in that area and identifying what the next step was for every person.  The different delay 
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reasons were then categorised. Therefore, the 67% figure is the cumulative percentage of a 
number of different delay categories including: 
(i) 33% medically fit for discharge who were not recorded as a formal ‘delayed transfer of 
care’ in line with national recording definitions 
(ii) 28% people who were recorded as a formal ‘delayed transfer of care’ in line with national 
recording definitions 
(iii) 6% People who were identified through a snapshot audit of being suitable for treatment 
elsewhere. 
 
In this context therefore, the term ‘medically fit for discharge’ was simply an audit label to 
categorise a cohort of people in community hospitals who are clinically stable and safe to 
transfer to an alternative setting, but did not meet the national definitions of a ‘Delayed 
Transfer of Care’.  This was important to include to demonstrate that the number of people 
who were ready for discharge is higher than those shown in reportable Delayed Transfer of 
Care figures. 
 
Operationally, the practice then, as now, is for a multi-disciplinary team to undertake a daily 
review to determine whether someone still requires care that can only be provided in a 
hospital setting.  In line with recently published Hospital Discharge Service Policy and 
Operating Model, the review process tests why people require rehabilitation in a bedded 
setting and focuses on three questions: 
1) Why not home? 
2) What needs to be done to make this possible at home? 
3) Why not today? 
 
Question 9:  
What is being done in Cornwall to cope with the pressure that will be created by the 
instruction to acute hospitals to discharge patients at the shortest possible notice? 
 
West Cornwall HealthWatch Rationale:  
The new Covid-19 rulebook for hospitals, published on August 21st, instructs acute hospitals 
to discharge patients at the shortest possible notice (potentially as little as 1 hour). This will 
inevitably hugely increase pressure on community hospitals. 
 
Response:  
 
Acute and community hospitals in Cornwall have long been working to the principle that 
people must be discharged as soon as they are clinically safe to do so.  The primary 
objective here is to reduce risks of hospital acquired infections, reduced independence or 
muscle wastage especially in older people.  This was an important element of our response 
to COVID. 
 
Processes described in the Hospital Discharge Service Policy and Operating Model 
guidance published on 21st August 2020 are also already in place including : 

 Daily ward rounds 

 Capturing lists of people who are ready for discharge 

 Performance reporting on daily discharges and delays  

 The use of discharge lounges to support safe transfer from wards ahead of people 
leaving the hospital  

 Undertaking social care needs and Continuing Health Care assessments in 
community settings, not hospital settings    
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In line with national guidance, community and hospital discharge planning is built on the 
overarching aim to discharge people to their own home wherever possible. Our response to 
this is based on the Embrace Care diagnostics referenced in the above question. 
 
 
Question 10:  
What representations are being made to the Government to allow for Cornwall’s higher-than-
average proportion of elderly people, which will lead to a higher-than-average demand for 
rehabilitation or short-term care in a bed-based setting? 
 
West Cornwall HealthWatch Rationale:  
The new Covid-19 rulebook for hospitals also sets an expectation that only 4% of patients 
discharged from acute hospitals will go to rehabilitation or short-term care in a bed-based 
setting. (This expectation started off as an assumption: it would be surprising if it did not turn 
into a target.) The 4% figure is based on national population figures.  But Cornwall’s 
proportion of people 65 or over is 1½ times the national figure. 
For an analysis of the impact of the new rulebook on patients, see How to look after yourself 
in hospital: a guide for older patients. 
 

Response:  
 

Cornwall Council’s leadership has led a campaign for fairer funding for Cornwall. In doing so 
they have highlighted the demands on the community to support more people through 
reablement and rehabilitation services. As set out above, these services are continuing to 
expand, with services directed to people in their own homes.  As research has shown people 
wish to remain in their homes and communities as they age.  
 
The local NHS has also continued, over many years, to advocate for a fair reflection of the 
particular needs of our population in the allocation of national resources.  The most recent 
changes to the funding formula (used in NHS allocations from 2019/20 onwards) saw 
improved recognition of local community services needs in our calculated ‘fair share’ (based 
on the age and deprivation profiles of the county), as well as a more accurate reflection of 
the mental health demands of our local people.  We will also continue to take every 
opportunity to ensure that additional costs of providing NHS community-based services to all 
our dispersed, and often isolated, residents are considered appropriately in future 
developments of the national funding formula.  

In January of this year, Cornwall was announced as one of 7 Ageing Well accelerator sites 
nationally, to accelerate improvements to help mainly older people stay well at home and 
avoid long stays in hospital.  This both recognises our super ageing population, and the 
united appetite of health and care partners to improve outcomes for local ageing 
populations, reduce admissions to hospitals and residential care,  and ensure timely 
transfers from hospital to the community through urgent community response (within 2 
hours). Fast tracked investment has been made available to support this work, and we will 
begin to test and learn our urgent community response services from October 2020 in North 
Kerrier, with anticipated full county roll out by April 2021.   

The Embrace programme also re-started in September working to provide older 
communities with better access to health and care support, to be able to maintain their 
independence at home for longer, ensuring they only receive care in a hospital bed when 
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clinically necessary. The programme is being bolstered by the Ageing well 2 hour urgent 
community crisis response.  

Implementing more intensive short term reablement and rehabilitation in the community and 
outside of hospital is national policy direction based on evidence of good outcomes for older 
people. We are using good local data to implement this in a way that is relevant in Cornwall. 
The Aging Well monies is national recognition is that to achieve the necessary outcomes 
community services need investment. 

 

 


