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5.1 Minutes of the meeting held on 1 November 2022

1 Item 5.1 Public Board Minutes November 2022v1.docx 

Minutes of the Trust Board Meeting

Held on 1 November 2022

Via MS Teams Live Stream

Present
Voting Members: Non-Voting Members:
Mrs Elaine Baylis, Chair Mrs Sarah Buik, Associate Non-Executive 
Mr Andrew Morgan, Chief Executive Director
Dr Karen Dunderdale, Director of Nursing/ 
Deputy Chief Executive

Dr Sameedha Rich-Mahadkar, Director of 
Improvement and Integration

Ms Dani Cecchini, Non-Executive Director Mrs Vicki Wells, Associate Non-Executive 
Professor Philip Baker, Non-Executive Director Director
Mr Paul Matthew, Director of Finance and 
Digital

Ms Claire Low, Director of People and 
Organisational Development

Mrs Rebecca Brown, Non-Executive Director
Mr Neil Herbert, Non-Executive Director
Dr Chris Gibson, Non-Executive Director
Mr Paul Dunning, Medical Director

In attendance:
Mrs Jayne Warner, Trust Secretary
Mrs Karen Willey, Deputy Trust Secretary 
(Minutes)
Ms Michelle Harris, Deputy Chief Operating 
Officer
Mrs Jennie Negus, Head of Patient Experience 
– item 7
Ms Zoe Chapman, Specialist Nurse 
Safeguarding Adults – item 7
Mr Michael Humber, Associate Director of 
Digital Services/Chief Information Officer – item 
10.2

Apologies
Dr Colin Farquharson, Medical Director
Mr Simon Evans, Chief Operating Officer
Dr Maria Prior, Healthwatch Representative

1853/22 Item 1 Introduction

The Chair welcomed Board members and members of the public, staff or interested 
parties who had joined the live stream to the meeting.

1854/22 Item 2 Public Questions



1855/22

1856/22

1857/22

1858/22

1859/22

1860/22

1861/22

1862/22

1863/22

Q1 from Vi King 

The Chief Operating Officer gave a number of responses to my question. It was 
stated that they would change the experiences. 
Please can I ask why patients are not only having to sleep in chairs, but on the 
floor. I am sure that the Trust board would not like their relatives treated in this 
way. 

Also, please can I ask what the retention of staff is in A/E at Lincoln is and how 
many bank and agency staff are being used.

The Deputy Chief Operating Officer responded:

The Chief Operating Officer had previously described a number of actions being 
taken to improve patient experience and it was recognised that no one would want a 
relative or loved one to experience the situation described.

A number of actions were being taken to rapidly improve experience but may take 
time to have traction but the Trust continued to address overcrowding in the 
emergency departments (ED).

The Deputy Chief Operating Officer, noted that Lincoln ED had been built to manage 
45 patients however was frequently seeing in excess of 100 patients for treatment 
and care.  The Trust also had 1003 beds open against a core bed base of 881 in 
order to expand to meet the needs of the community.  

The size and scale of the unprecedented demand caused a continued cycle of 
overwhelmed departments however the Trust was working with system partners in 
order to find alternative care for patients that did not need to attend the EDs.  It was 
important to note that this was both a national and international issue for emergency 
care pathways.

The Trust was not yet seeing benefit in terms of the response to patients who no 
longer required acute care with the Trust currently having 142 patients who were 
medically optimised.  This impacted on the EDs being overwhelmed and 
overcrowded.

The Deputy Chief Operating Officer offered reassurance that improvement continued 
at a rapid pace to eradicate what had been described and witnessed.

The Chair offered thanks for the detail and context of the situation noting that this 
was not acceptable.  

The Director of People and Organisational Development offered an update on the 
retention of staff noting that for the rolling period of September 2021 to September 
2022 there had been a 72% retention rate which equated to 27 whole time equivalent 
leavers in A&E.



1864/22

1865/22

1866/22

1867/22

1868/22

1869/22

1870/22

1871/22

1872/22

1873/22

Assurance was given that work was underway to progress recruitment activity and 
bolster any vacancies within the EDs as a priority.  There were a significant number 
of staff in recruitment pipelines.  

The Director of Nursing offered a position on the bank and agency use noting that for 
the period 2021 – 2022 ED had used on average just over 1000 hours a month of 
registered bank support and just under 2000 hours of unregistered bank support.

Agency support was just over 4000 hours for registered nurses with little to no 
unregistered agency support.

From April 2022 to the end of October there had been just over 1000 hours of bank 
nursing support and just over 1000 hours of healthcare support worker bank hours 
per month.

Registered agency nurse support had increased by over 1000 hours, to just short of 
6000 hours, compared to the previous year with no healthcare support workers used, 
year on year this remained the same.

The Director of Nursing noted that comparing the average temporary usage of the 
years demonstrated a bank shift fill rate drop in year however agency usage had 
increased by approximately 44% on average per month.

What was demonstrated from the data was the need and requirements in the 
departments as described by the Deputy Chief Operating Officer but also reflected 
the increase in establishment which had been supported by the Board, along with 
additional funding, which had been enacted at the beginning of the year.

The Director of Nursing advised that the Trust used regular bank and agency nurses 
in the department with a small number of agencies used due to the specialist skill set 
required.

The Director of Nursing noted that the Trust was grateful to the agency and bank staff 
who offered temporary workforce solutions noting that this was not just in respect of 
the EDs but also all ward areas.

The Director of Nursing advised that, if required, the absolute detail could be share 
with Ms King.

The Chair noted the response that had been offered and hoped that reassurance had 
been provided that the Trust Board was alert to the issue which was regularly 
reviewed in detail.  

1874/22 Item 3 Apologies for Absence

Apologies were received from Dr Colin Farquharson, Medical Director, Mr Simon 
Evans, Chief Operating Officer and Dr Maria Prior, Healthwatch Representative.

1875/22 Item 4 Declarations of Interest



1876/22

The Director of Nursing declared a joint appointment with Lincolnshire Community 
Health Services NHS Trust for a 6-month period as Director of Nursing.  The formal 
declaration for both organisations were being completed.

The Chair noted the declaration and wished every success in the joint post.

1877/22 Item 5.1 Minutes of the meeting held on 4 October 2022 for accuracy

The minutes of the meeting held on 4 October 2022 were agreed as a true and 
accurate record.

1878/22

1879/22

1880/22

1881/22

1882/22

1883/22

1884/22

1885/22

Item 5.2 Matters arising from the previous meeting/action log

1914/22 – Action log – The Endoscopy establishment review was being taken 
through Committees and would be presented to the Trust Board in December

1265/22 – Integrated Performance Report – The Board would discuss the first cut of 
the winter plan at the private Trust Board meeting.  The action would be held over to 
ensure this was closed

1636/22 – Risk Management Report – An update on Acute Services Review was 
provided to the Finance, Performance and Estates Committee and was offered to the 
private Trust Board meeting

1722/22 – Assurance and Risk Report Quality Governance Committee – The Board 
had received an update to the October Board Development Session on the Patient 
Safety Incident Response Framework.

The Chair thanked the Deputy Director of Clinical Governance for facilitating the 
beneficial session.

1826/22 and 1829/22 – Integrated Performance Report – These items would be 
presented to the Finance, Performance and Estates Committee during November 
and upwardly reported to the Board

1741/22 – Assurance and Risk Report People and Organisational Development 
Committee – The Medical Director advised the Board that an external cultural review 
of the relevant departments had been commissioned along with the Director of 
People and Organisational Development.  The report would be offered to the Trust in 
January 2023 with an action plan developed as an outcome of the deep dive.

The Chair discharged the action from the Board noting that this would be managed 
through the People and Organisational Development Committee with the outcome of 
the review and action plan reported to the Committee.  This would then be upwardly 
reported to the Board. 



1886/22

1887/22

1888/22

1889/22

1890/22

1891/22

1892/22

1893/22

1894/22

1895/22

Item 6 Chief Executive Horizon Scan

The Chief Executive presented the report to the Board noting that, as described 
through the response to the public question, the Trust and other parts of the system 
in Lincolnshire and nationally remained under significant operational pressure.

There was work being undertaken in order to try and put in place appropriate plans 
for winter along with work to assure the Board that the Trust had the right capacity in 
place to respond to demand.

Further national guidance had been issued and the Chief Operating Officer was 
attending a meeting with the Department of Health to discuss arrangements 
organisations would need to have in place around the winter.  The com

The Chief Executive advised that there was an assurance process underway 
regarding revised Emergency Planning Preparedness and Resilience (EPRR) 
standards.  The standards had been strengthened and extended and the Trust had 
tested EPRR arrangements during the recent years as a result of the pandemic and 
the fire at Lincoln Hospital.

Assessment was now against a different and more extended range of standards and 
as such it was anticipated that part of the level of assurance would reduce as the 
Trust strove to meet the higher standards.  The report would be received in due 
course and offered to the Board.

The Board noted the range of papers on the agenda in relation to maternity services 
with the Chief Executive referring to the East Kent report that had recently been 
published.  Unlike the Ockenden report there was not a range of recommendations 
however 4 themes that had been suggested by the author Bill Kirkup.  

As a Board there was a need to be assured that the points raised were addressed 
and, as with all other reviews and reports, the Trust would assure itself on the quality 
and safety of maternity services which were rated good be the Care Quality 
Commission (CQC).

Further guidance had been issued by NHS England, the first regarding the operating 
framework and the activity which would be undertaken now that Integrated Care 
Systems (ICS) and Integrated Care Boards (ISB) and also the Patient Safety Incident 
Response Framework (PSIRF).

PSIRF would see a different approach to patient safety, replacing the serious incident 
framework, and was markedly different which was indicated by the implementation 
timeline that would build up over the next 12 months.

The Chief Executive noted attendance at the dedication of the emergency services 
chapel at Lincoln Cathedral with the Chair on behalf of the Trust and had also 
indicated the end of contract for Keith Spencer, System Improvement Director.  Jitka 
Roberts had been appointed into the role.



1896/22

1897/22

1898/22

1899/22

1900/22

1901/22

1902/22

On Trust issues the Chief Executive advised that the financial position would be 
reported through the Finance, Performance and Estate Committee upward report and 
noted the work required to recover at the half year position to then deliver the 
breakeven plan at year end.

The Chief Executive was delighted to report on the award-winning Patient Experience 
Team who had been successful at a national awards event.  Congratulations were 
offered to Martyn Staddon, Jennie Negus and Sharon Kidd for the excellent work in 
patient engagement.

The Trust was celebrating Freedom to Speak Up and Black History Month with a 
series of events taking place across the Trust.

The Board was advised that the staff survey continued with a current response rate 
of 39% with good progress noted so far.  The current vaccination rates were reported 
as 35% for flu and just over 30% for Covid-19 boosters with the Trust continuing to 
push the national priority on this.

The Chair noted the focus on winter and reflected that there were frequent updates 
being received with a focus on building resilience.   The Trust Board would receive an 
update in private session.

It was noted that the East Kent Maternity Report would be considered through the 
Trust’s governance processes however the Board were alert to the report and a 
dedicated session on maternity and neonatal services would be undertaken in due 
course.

On behalf of the Board the Chair congratulated the Patient Experience Team for the 
awards received noting these were well deserved and underline the significant work 
in the Trust around patient experience.   

The Trust Board:
• Received the report and significant assurance provided 

1903/22

1904/22

1905/22

1906/22

Item 7 Patient Story

The Director of Nursing introduced the patient story and welcomed Jennie Negus, 
Head of Patient Experience and Zoe Chapman, Specialist Nurse Safeguarding 
Adults.

The Board watched the video which related to caring for carers, both adults and 
young carers and included all planning to do over the coming months to help those 
who cared for patients.

The story included the reflections of Catherine, who cared for her mum who had been 
diagnosed with dementia a few years previously.

The Chair noted that the video had been informative and impactful noting the benefit 
of hearing a lived experience.  It was also important to remember young carers and 
the impact on them.



1907/22

1908/22

1909/22

1910/22

1911/22

1912/22

1913/22

1914/22

1915/22

1916/22

1917/22

1918/22

The Head of Patient Experience noted that Catherine, from the story, was part of the 
recently launched Dementia Carers Expert Reference Group, being led by the 
Specialist Nurse Safeguarding Adults.  The story shared demonstrated how valuable 
it was to engage and work with patients and cares to help improve services.

The Head of Patient Experience offered a young carers’ experience whereby there 
was uncertainty when the parent required care in hospital and the care being 
delivered once home.

The anxiety of staff was understandable when it came to young carers however 
raising awareness as an organisation of the presence, power and responsibility that 
went with the young carers card.  This was the safeguard needed with carers being 
experts.  

The Head of Patient Experience requested the support of the Board to champion the 
caring for carers work and to weave this into the work of the Trust.

Mrs Wells was pleased to note the ongoing work and asked if it was known how 
many of the Trust staff were registered as or considered themselves carers and if 
there was support for staff who were carers.  

The Head of Patient Experience was not aware but would be able to request the 
information from Occupational Health who would record the information and made 
appropriate adjustments for staff to provider support.  

The Director of Improvement and Integration noted the need to consider how this 
information was shared with staff and suggested that this be considered for inclusion 
on the Trust induction.  

The Director of Improvement and Integration asked what action the Trust had taken 
that had had the biggest impact on carers.

The Head of Patient Experience noted that the introduction of the carers badge had a 
phenomenal impact with surveys undertaken showing the impact this had had.  When 
the relaunch was undertaken feedback would be sought and an expert reference 
group included in this.  This was about including carers and treating them as expert 
partners in care.    

The carers badge offered a visual flag to staff to identify those people who were 
participating in care and were to be included in discussion and decisions.

Dr Gibson recognised the important of the carers badge and asked if this was 
recognised by all staff or if there was an element of cultural training required.

Transient carers should also be considered when family members suffer illness, there 
may be a need to consider the principle as to how information was shared with the 
family member at that time to support the patient.



1919/22

1920/22

1921/22

1922/22

1923/22

1924/22

1925/22

1926/22

1927/22

1928/22

The Head of Patient Experience agreed with comments made and noted that the 
reason for the relaunch was due to new staff being in post but that this would also 
heighten awareness.

There were many carers who did not consider that they were a carer but a family 
member.  This was not however around the definition of being a carer but the 
questions of ‘do you look after someone’ or ‘are you looked after by someone’.  This 
was about how the Trust worked with carers and patient rather than just the visual of 
the badge.

The Deputy Chief Operating Officer noted that some people determine age as a level 
of immaturity and noted that being a carer often meant becoming more mature.  
Offering the carers badge and recognising young carers provided a position of 
respect to recognise what was being done.

The Head of Patient Experience noted the need to focus on the individual and what 
want important to help and support them, this should mean that age should be less 
visible and important.  

The Chief Executive recognised the importance of the topic and noted that discussion 
had taken place at the Council of Staff Networks about the benefit of setting up a staff 
carers network.  There was support for this.

The Chief Executive officer support to the Head of Patient Experience noting that any 
support required only needed to be asked for.

The Head of Patient Experience was grateful for the offer made and requested 
support with awareness raising noting particular important going into the winter 
period as this not only put pressure on the Trust but carers too.

The Chair thanked the Specialist Nurse Safeguarding Adults for support to the caring 
for carer work and asked if there was anything further to add.

The Specialist Nurse Safeguarding Adults noted the continued need to promote 
carers across the Trust to ensure carers were listened to and support as much as 
possible.  The Specialist Nurse Safeguarding Adults was now supporting dementia 
patients and it had become apparent how much carers needed to be listened to in 
order to provide support and signpost appropriately.  

The Chair offered thanks for the presentation and noted the description of carers 
participating as partners in care.  When the Trust considered partners recognising 
carers participating as partners in care was needed.

The Trust Board:
• Received the patient story



Item 8 Objective 1 To Deliver high quality, safe and responsive patient services, 
shaped by best practice and our communities

1929/22

1930/22

1931/22

1932/22

1933/22

1934/22

1935/22

1936/22

1937/22

1938/22

Item 8.1 Assurance and Risk Report Quality Governance Committee

The Chair of the Quality Governance Committee, Mrs Brown provided the 
assurances received by the Committee at the 18 October 2022 meeting. 

Mrs Brown was pleased to have chaired the meeting for the first time and was 
content with the overall assurance level of the papers offered and discussion held 
during the Committee.

The Committee had received further assurance on the clinical harm process and was 
pleased with the progress made in this area.  Concerns had been raised however in 
respect of e-outcomes and time critical follow ups with further information required.  A 
more detailed paper would be offered back to the Committee in November to offer 
assurance on the direction of travel.

Mrs Brown noted that the Committee had received the claims and inquest report and 
whilst this was a good report it was felt important that there was greater data 
triangulation within the report.

The Committee received the Infection, Prevention and Control (IPC) upward report 
and noted that the Trust had reported the first case of MRSA in year along with a 
continued increase in C.Difficile cases.

The Committee was assured that appropriate actions were taking place and the 
progress achieved by IPC over the past 18 months was noted.

Mrs Brown advised the Board that due to the extended responsibilities of the Director 
of Nursing that the responsibility for Director of IPC would transfer to the Medical 
Director portfolio.  Congratulations were offered to the Director of Nursing and the 
IPC team for all of the work to support progress of IPC.

A verbal update was offered from the Medicines Management Task and Finish Group 
with limited assurance offered to the Committee.  There was concern noted on the 
lack of paper with requirements from the CQC and had requested a detailed update 
on how this would be progressed.  Whilst progress had been seen with CQC 
requirements this was an area where there had not been a level of assurance 
received.

Mrs Brown advised the Board of the verbal update in respect of the Maternity and 
Neonatal Oversight Group with a number of retractions noted in the Ockenden and 
Clinical Negligence Scheme for Trusts (CNST) reports.  Appended to the report to 
the Board were a number of papers for information.

Whilst the retractions within the Ockenden report supported the Trust is was noted 
that concern had been raised in relation to CNST and the revised deadline to achieve 
standard 8, PROMPT training.  Work was underway to achieve the standard however 
the revised deadline meant that the Trust may not achieve this.  Concern had been 



1939/22

1940/22

1941/22

1942/22

1943/22

1944/22

1945/22

1946/22

1947/22

1948/22

1949/22

echoed both regionally and nationally with escalation made from the Trust and further 
clarity sought.

The Committee had agreed that a gap analysis would be undertaken in respect of the 
high-profile court case on allegations of a single nurse harming babies.  Once 
completed this would be offered to the Board.

An in-depth discussion had been held in relation to the ambulance handover delays 
report with a focus on quality of care and mitigations for patients experiencing delays.  
This was enhanced further by a verbal update with a request for this to be included 
within the paper.  The Committee had requested for this information to be included 
within the report and presented back to the November Committee.

Mrs Brown noted the report from the Patient Experience Group and commended the 
near 9000 hours offered by volunteers over the last 3 months.  As a Committee, it 
was felt that the Board should recognise the work of the volunteers.

The Committee were pleased to note that the Clinical Effectiveness Group had 
received a presentation from Gynaecology following the Get it Right First Time review 
which offered additional assurance with benchmarking appropriately with best 
practice.

The Disclosure and Barring Service report had been received and it was noted that 
further information was required to receive the assurance sought.  Representation 
from a member of the People and Organisational Directorate was requested to the 
November Committee.

The Committee were pleased to receive the Quality Impact Assessment (QIA) Report 
noting that these were being closed which was positive given the work required and 
current operational pressures.  A significant improvement in the numbers being 
closed had been seen.

The Director of Nursing offered a point of clarity from the report regarding the gap 
analysis if the current court proceedings on the allegation of a single nurse harming 
babies.  Clarity was offered to the Board that this related to harm being cause to 
neonates under the care of one nurse at the Countess of Cheshire Hospital.  

This did not relate to United Lincolnshire Hospitals NHS Trust (ULHT) however, the 
Trust would, as with any national or regional reports undertake a review of 
intelligence available to ensure continued learning.  

Mrs Brown thanked Dr Gibson for chairing the Committee before commencing as 
Chair of the Committee.  

The Chair noted the report and thanked the volunteers for the hours freely given to 
support the Trust and those using services.  

It was pleasing to note that medicines management was being considered as this 
was an area which the Board was not yet receiving assurance, it was clear that this 
had been pursued by the Committee but was an area lacking progress.



1950/22 The Board received the appendices to the report for maternity and neonatal services 
and would wait to see how progress was made in respect of the CNST position.

• Received the assurance report

Item 9 Objective 2 To enable our people to lead, work differently and to feel 
valued, motivated and proud to work at ULHT

1951/22

1952/22

1953/22

1954/22

1955/22

1956/22

1957/22

1958/22

Item 9.1 Assurance and Risk Report People and Organisational Development 
Committee

The Chair of the People and Organisational Development Committee, Professor 
Baker provided the assurances received by the Committee at the 11 October 2022 
meeting. 

Professor Baker noted the discussions held in regard to safer staffing and noted the 
staffing challenges that had been faced as a result of re-opening escalation beds.  
Despite this staffing had improved and harm levels were low for which the Committee 
had commended the Director of Nursing and team for.

The Committee had received an upward report from the Workforce Strategy and 
Organisational Development Group and noted the establishment of an education and 
learning team.

Work was underway to consider mandatory training which had previously been 
highlighted to the Board due to the nature of the training and the need for review.  A 
review of the quality of training would be undertaken to ensure there were realistic 
expectations.  

The group would also oversee the appraisal process and the Committee had noted 
the new appraisal process that was in place.

Professor Baker advised the Board that the Committee had reviewed the General 
Medical Council (GMC) Junior Doctor Survey and Guardian of Safe Working issues, 
which had previously been flagged to the Board.  The Committee noted the 
stabilisation of the issues and the series of executive forums which were either 
ongoing or planned.  The Committee would continue to maintain oversight with some 
assurance noted.

The report from the Culture and Leadership Group had noted emerging themes 
around civility, dignity and respect that required further work from the group and it 
was noted that the cultural ambassador recruitment process had commenced.

Professor Baker noted that there remained some areas of concern in respect of the 
University Teaching Hospitals Steering Group but noted progress with the university 
partner for a joint research office and events.  It was noted that work was required in 
order to build pace of progress. 



1959/22

1960/22

1961/22

1962/22

1963/22

1964/22

1965/22

1966/22

1967/22

1968/22

The Committee received and reviewed the priorities for the People and 
Organisational Development Directorate noting that there was consensus of the need 
to strengthen workforce planning.

Progress had been seen around the CQC essential actions with a number of actions 
having progressed and reduction in the red actions from 11 to 4.  The Committee 
noted significant progress which was recognised by the CQC.

In respect of assurance Professor Baker reminded the Board of the improvement in 
the assurance rating of objective 2a to amber and noted that the remaining areas 
were red however work continued to progress.  There was confidence that objective 
2b could be rated amber but the end of the year as the sub-groups worked effectively 
and to appropriate terms of reference.

Professor Baker noted that rapid progress in objective 4c was not being seen 
currently noting that this remained red and would require support from the Board and 
Executive colleagues to address issues. 

The Chief Executive requested an update on industrial action noting a letter received 
from the national unions which advised they were now in dispute with the Trust as a 
statutory employer.  The Chief Executive noted that pay rates were set nationally.

The Director of People and Organisational Development noted that a strike action 
plan had been updated and refreshed and would be discussed at the November 
People and Organisational Development Committee.  

A task and finish group was in the process of being established with in the Trust and 
it was noted that there were links with system colleagues and national engagement 
with NHS Employers.

It was noted that a local system approach would be required in addition to the Trust 
response due to the concern of staffing vacancies in addition to staff not attending 
work whilst on strike.  This was a significant risk to the organisation and was include 
on the risk register.

Professor Baker noted that a significant proportion of time of the Committee would be 
spent discussing the potential strike action.  

The Chair was grateful for the work being undertaken to have an understanding of 
the position and would welcome an update following the next Committee meeting.

The Trust Board:
• Received the assurance report

Item 10 Objective 3 To ensure that service are sustainable, supported by 
technology and delivered from an improved estate

1969/22



1970/22

1971/22

1972/22

1973/22

1974/22

1975/22

1976/22

1977/22

1978/22

1979/22

1980/22

Item 10.1 Assurance and Risk Report from the Finance, Performance and 
Estates Committee

The Chair of the Finance, Performance and Estates Committee, Ms Cecchini 
provided the assurances received by the Committee at the 20 October 2022 meeting.

Ms Cecchini advised of the recent RIDDOR reportable event regarding buildings 
works with the issue being raised with the Health and Safety Executive who had been 
satisfied with the response.

Concern had also been noted regarding fire risk assessments which had highlighted 
some areas of focus, specifically training and appropriate storage.

The Committee received a report from the Emergency Planning Group which 
reflected the updated offered by the Chief Executive.  Previous years standards had 
achieved consistent significant compliance however the change taking place could 
impact this however work continued to achieve the standards.   

Significant assurance continued to be received in respect of Low Surface 
Temperature works and it was noted that whilst there had been minimal changes the 
Committee was satisfied that work continued.

Ms Cecchini offered the financial position noting the deficit position of circa £11m with 
an in-month deterioration of around £2m.  The position was understood to be the 
inability to deliver cost improvement programmes, remove beds and excess Covid-19 
costs.  The team continued to work through the position. 

The Committee received a cost improvement programme report noting there were 
some areas of savings to be progressed and Ms Cecchini noted that there would be 
a focus at the November meeting in terms of progress.

Moderate assurance had been received regarding capital and it was noted, as in 
previous years, that there was some slippage however most significant was Pilgrim 
ED.  To manage the slippage the Committee had agreed to recommend to the Board 
approval of £2m over-commitment.  

Ms Cecchini noted that the Committee had received a report into the e-financial 
outage noting that business continuity plans (BCPs) were constructed for relatively 
short periods.  The outage experienced had been longer than BCPs were built for 
however the Committee continued to note the great effort of the finance team to 
manage this.

The Committee received the Digital Hospital Group Upward report noting the 
progress being made, particularly with e-prescribing.  

The Digital Strategy was received with significant assurance noted on the content 
however there were some issues raised regarding funding and timescales.

Ms Cecchini advised that the operational performance report provided more detail on 
how the Trust was managing performance with the continued success of same day 
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emergency care noted by the Committee with 30% of medical admissions being 
cared for and going home same day.

The Committee was assured there had been some uplifts in pathway 1 capacity 
however this was not yet being seen as a significant impact on Trust metrics.  

A reduction in patients waiting 52 weeks had been seen for planned case in August 
however concern remained regarding outpatients for which there was an 
improvement programme in place.  The Committee would continue to track progress.

Mixed performance had been reported in diagnostic services with a focus on 
suspected cancers which would impact overall performance.  The Committee noted 
the concern of specialised commissioners in respect of breast screening recovery 
with action being taken to improve performance.

Ms Cecchini advised that the Committee had received the Acute Services Review 
report which would be received at the private Trust Board meeting.  An iteration of 
the winter plan had also been received with the Committee recognising the ongoing 
work to further develop the plan and ensure sufficient capacity in the system to 
support patients over the winter period.

Limited assurance had been received in respect of the Integrated Improvement Plan 
however this was starting to mature following the establishment of the steering group 
which was gaining increasing traction.

The Committee received the CQC action plan and requested a review of the areas 
remaining red to confirm that work was underway, this largely related to estates.

The Chair reflected on the scale and scope of the Committee which was shown 
through the upward report which offered assurance to the Board.  

The Chair noted the ASR update and would consider the movement within the Board 
Assurance Framework at that item on the agenda.

The Trust Board:
• Received the assurance report

1989/22

1990/22

1991/22

Item 10.2 Digital Strategy

The Director of Finance and Digital presented the strategy to the Board noting that 
this had significantly progressed from the previous strategy seen by the Board.

The strategy clearly set out the national priorities for digital in health services and 
across Integrated Care Systems (ICS).

The strategy defined the digital DNA and strategies of the next 3 years and how the 
Trust was set up to deliver these and critically how success would be measured in 
order to confirm the achievement of what had been set.
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The Director of Finance and Digital stressed that this was not a technology strategy 
but a strategy about being clinically led but digitally enabled in transforming delivery 
of pathways and healthcare across Lincolnshire.

This was about have comprehensive, accurate information at the right care provider 
in the right place and time. The Trust was the largest provider in Lincolnshire but was 
the least digitally mature and therefore there was a huge amount to contribute to both 
patients and staff, as well as the wider system.  Getting United Lincolnshire Hospitals 
NHS Trust digital was very important to the Trust.

The national context was critical to the Trust with the strategy containing 4 key points.  
The first being the need to have an electronic patient record (EPR) by March 2025, 
for which the Board had approved an outline business case for recently. 

Discussions were underway with the national team on how to take this forward and it 
was pleased to note that the Trust had the support of the national team and a 
significant amount of funding to make this successful.

Cyber security was the second point with the Trust continuing endeavours on this 
with work taking place across Lincolnshire with recent investment into the county.

Thirdly there was a focus on workforce for both the digital function to build talent and 
a pipeline in the challenging market and also digital literacy of the wider workforce 
and upskilling to become a digitally mature organisation.

The final point was to ensure the right infrastructure and connectivity with significant 
work to be undertaken.  A third of the cost of the EPR business case would be about 
improving infrastructure in order to be able to run the EPR.

The Chair sought the view of Ms Cecchini as Chair of the Finance, Performance and 
Estates Committee given the caveats included within the upward report.

Ms Cecchini noted that moderate assurance had been offered to the Committee and 
following discussion it was agreed this offered significant assurance.  However, in 
terms of the content, whilst this offered significant assurance on the direction of travel 
concern was raised as to the costs associated.  There would be a need to attract 
funding for this otherwise it may not be achievable.  

The Director of Finance and Digital noted that this was 2 fold, there was significant 
assurance on the direction of travel and the vision of achievement however funding 
was a separate question to make this a reality.  That should not however get in the 
way of the ambition being set out, particularly in an environment when national 
funding was available to drive digital transformation.

Following discussions with the national team there was significant funding available 
and at the right scale to enable the Trust to be successful.  This was mainly around 
the EPR for which the business case would be progressed, and updates provided to 
the Finance, Performance and Estates Committee as required.



2003/22

2004/22

2005/22

2006/22

2007/22

2008/22

2009/22

2010/22

2011/22

2012/22

The Chair noted that, as a Board, the decision had been made to be ambitious and 
apply for funding streams, for which the approach had, and continued to, work well.  
This was the right thing to do however it was also right to flag the risk.

The Chief Executive was delighted to have received the paper noting it was important 
for the Trust to move into the right digital century.  There would be a significant 
amount of change management input required and it was noted that this was not only 
about the purchase of technology but about behaviour change to maximise the 
potential.

It was recognised that the patient interface was important and there was a 
presumption that the DNA being referred to was about enabling patients to use 
technology to interact with the Trust to book and change appointments and view 
information.  

The Director of Finance and Digital confirmed this was about behaviours and 
transformation with the EPR being a big thread through the strategy.  This would be 
the biggest transformation the Trust had ever done and was not about technology but 
was about how staff engage as the business case was taken forward.  

This had been developed by a multi-disciplinary team with behavioural, cultural and 
pathway change critical to success.  A risk had been identified on the risk register 
regarding bandwidth in the organisation to deliver in addition to continuity to operate.  
It would be challenging when operating in a challenge market for staffing however 
this should not be a deterrent.

The interface would touch all parts of the Trust staff and stretch out to patients.  This 
would simplify and modernise how the Trust interacted with patients to enable the 
Trust to feed information more widely into the Lincolnshire Care Portal.  Work was 
also taking place to enable patients direct access to records which would be in real 
time.  

Dr Gibson supported the ambition and transformation and asked about artificial 
intelligence (AI) and decision support systems for use by staff and if there were areas 
where this could be in place quickly.

The Director of Finance and Digital noted that the Trust was already using AI for 
waiting lists but noted this was not about replacing work of clinicians but validating 
and support triage and prioritisation to address waiting list.  

There was more work to progress and the Trust had appointed a Chief Nursing 
Information Officer.  There was a need to appoint a Chief Clinical Information Officer 
to support the continued progression to bridge between what was being set out to be 
achieved and how relevant parts of the workforce were engaged.

The Director of Nursing noted how well written the strategy was and was supportive 
of the point made about this being clinically led and digitally supported and this 
demonstrated an understanding of those closer to the patients 
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There was an early implementation of electronic prescribing that had commenced 
and offered a first look at how this would work.

The Director of Nursing was pleased to note the specific requirements and needs of 
maternity and family health services noting that this was recognised in the context of 
the national perspective of Ockenden.  There had been regular reports through the 
Maternity and Neonatal Oversight Group to the Quality Governance Committee and 
on to the Board around the significant risks of the IT/digital system currently in place.

The Medical Director supported the view of the Director of Nursing noting that there 
was a generation of Junior Doctors keen to use digital solutions.  The Care Portal 
had been useful during Covid-19 allowing clinicians to view patient records and work 
remotely.  

Mr Herbert sought to understand how the Trust ensured that patients were sufficiently 
digitally literate and how concerns would be addressed in respect of abilities and 
access of certain groups.

The Director of Finance and Digital noted, as the Senior Responsible Officer for 
Digital for the ICS, a combined approach was being taken to this question as it was 
the same for all organisations in the ICS.  

The Chief Digital Information Officer was leading on the work however it was noted 
that activity was also required to support staff.  The outcome of actions would be 
reported through the ICS and digital updates offered to the Finance, Performance 
and Estates Committee. 

The Chair noted that the strategy read ambitiously and for a geographical county 
such as Lincolnshire there were huge benefits in this for the access challenges for 
patients to healthcare.

It was noted the work could commence on digital literacy without the need to wait for 
other elements to be in place.

The Chair thanked the Director of Finance and Digital for the ongoing relationship 
with the national team to access funding.  Moderate assurance was received on the 
strategy, and this now focused on deliverability.  

The Trust Board:
• Received and approved the Digital Strategy noting the moderate 

assurance

Item 11 Objective 4 To implement integrated models of care with our partners 
to improve Lincolnshire’s health and wellbeing 

2022/22 No items
2023/22 Item 12 Integrated Performance Report

The Chair noted the limited assurance offered in the report and recognised the 
significant detail which had been considered by the Committees.  
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The Director of Finance and Digital advised the Board of the financial position noting 
that this was £11.3m adverse to plan noting that this was made up of £6m of more 
beds open than planned and demonstrated the response by the Trust to operational 
pressures.

This was also impacted by Covid-19 costs which continued at £3m year to date 
however it was noted that work continued to mitigate the costs and understand what 
the long-term costs associated with Covid-19 would be.

The Director of Finance and Digital noted that the recent pay award had resulted in 
£0.5m of pressure as the funding to the Trust had not covered the full cost.

The remaining balance of the adverse position was as a result of not delivering cost 
improvement programmes.  The update was offered to the Board to add the wider 
context and demonstrate the focus on the mitigating actions being taken.  

The Chair would welcome further detail to the Board following the discussion by the 
Finance, Performance and Estates Committee in relation to the cost improvement 
programmes. 

Dr Gibson noted the backlog of patients and reflected on the growth of the waiting list 
over the past year and how this was an adverse trend of some concern.

The Chair noted that this was a focus from NHS England and sought a further update 
from the Deputy Chief Operating Officer.

The Deputy Chief Operating Officer noted that there was a robust infrastructure in 
place that was better than had been in place for some time.  This ensure that those 
patients accessing services and being added to the waiting list required care in the 
acute sector.  There were a series of validations in place to ensure access to care 
was appropriate and to maximise patients moving through the pathways. 

There was more rigour in place around this and whilst the increase in waiting lists 
size was being seen there was a need to nurse patients on the right pathway to have 
the maximum impact and support.  

The Chair noted the difficult position and the need to ensure the process, in place as 
described, was as robust as possible.  

The Trust Board:
• Received the report noting the limited assurance

Item 13 Risk and Assurance

2034/22 Item 13.1 Risk Management Report

The Director of Nursing presented the monthly report to the Board noting the 
reconfiguration of the risk register that had taken place and following this 
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management of risks had now become business as usual throughout the 
organisation, particularly for the divisions and corporate function. 

The Director of Nursing advised of 16 high and very high risks which had been 
presented to the risk register confirm and challenging meeting led by the Director of 
Nursing and Medical Directors offices.

The risks had been allocated to the Committees of the Board and it was pleasing to 
see the use of the risk register at divisional level.  Work continued to be required in 
respect of embedding the revised review timescales with the Board noting that risks 
were previously reviewed on a quarterly basis.  The policy now recommended review 
of very high risks on a monthly basis.  

There were a number of risks overdue for review however some had been updated 
since the report was produced and following Committee review.  Support continued 
to be offered from the central team to ensure risks were appropriates and key 
performance indicators included in the confirm and challenge meeting.

The Director of Nursing advised the Board of 10 quality and safety risks which were 
rated very high and was an increase of 1 from the previous month.  Risks continued 
to be related to the recovery of planned care, ambulance handovers, availability of 
accurate patient and medicine information, potential for serious patient harm due to 
falls, processing of echocardiograms and learning lessons from incidents.

All risks had been received by the Quality Governance Committee during October.

There were 4 very high risks relating to workforce, an increase of 1 from the previous 
month with similar themes continuing in relation to recruitment and retention and 
workforce culture.  The risks had been revised in July and the fragility of the stroke 
service had been reported to the October Board and reviewed by the People and 
Organisational Development Committee. 

The Director of Nursing advised of 3 active Finance, Performance and Estates 
Committee risks, these being the potential of a major fire, compliance with fire safety 
standards assessed by Lincolnshire Fire and Rescue and the cost and reliance on a 
high number of temporary clinical staff.  All risks remained the same as the previous 
month.

The Board noted the 36 active risk which were rated high and all high and very high 
risks were offered in the report appendix.  There were clear mitigations in place and a 
continued process of executive confirm and challenge.

The Chair noted that clear articulation of the risks and mitigations noting that there 
were clear mitigation plans in place and thanked the Director of Nursing for the 
continued improvement to the risk register that enabled the Board to be well sighted 
on risk. 

Mrs Brown agreed that risks required monthly update and noted the discussion held 
by the Quality Governance Committee regarding the agenda covering the areas of 
risk presented.  There was confidence that the risks presented were being 



2045/22

considered in detail each month by the Committees however this was not necessarily 
represented in the risk register updates.

The Chair noted the ned to ensure all work in respect of risks were captured and 
presented.  

The Trust Board:
• Accepted the top risks within the risk register
• Received the report and noted the significant assurance

2046/22
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2052/22

2053/22

2054/22

Item 13.2 Board Assurance Framework 

The Trust Secretary presented the report to the Board noting that the Board 
Assurance Framework (BAF) had been considered by all Committees during October 
including the Audit Committee.

The only recorded change to the assurances ratings was for objective 4c which was 
proposed to move from green to amber with the Finance, Performance and Estates 
Committee asking for additional actions to strengthen assurances.

The Trust Secretary noted that the BAF and process for review was currently subject 
to an internal audit and once concluded the report would be received through the 
Audit Committee.

The Chair noted that the BAF had been received and considered through the 
Committees but sought further clarification on the proposed downgrade of objective 
4c.

The Director of Improvement and Integration noted that the key element reported on 
the risk register had been the fragility of the stroke service and overall Acute Services 
Review (ASR) implementation.

The ICB had organised the development of the stroke service to be led in 2 parts, 
one by Lincolnshire Community Health Services NHS Trust (LCHS) for the 
implementation of an enhanced community team and the other by the Trust, focusing 
on the future stroke service in line with a capital build. 

The down grade of the assurance rating was due to the Trust not seeing the pace of 
delivery to be able to offer assurance to staff on the progress of the change to the 
service.

Work had been undertaken with LCHS and agreement reached to combine the two 
groups that had been established to consider a target operating model of the whole 
of the stroke service.

The Chair noted the reasons offered and reflected that it had been some time since 
the public consultation.  There had been an expectation of progress which did not 
appear to have traction however this was now being addressed as described.

The Trust Board:



• Received the report noting the moderate assurance 
• Approved the rating of Objective 4c from green to amber
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2064/22

Item 13.3 Audit Committee Upward Report

The Chair of the Audit and Risk Committee, Mr Herbert presented the report to the 
Board from the meeting held on 10 October 2022.

Mr Herbert noted that the Committee had received an update from external audit with 
the Committee receiving early sight of the approach the current years audits.  It was 
noted that there were no significant changes to previous years.

The Committee had noted concern regarding internal audit and the back end loading 
of audit reports despite the confident of the provide that a plan and resources were in 
place to achieve delivery.  A request had been made that this be monitored.   

Mr Herbert was pleased to not the progress on closing overdue audit actions and 
noted that there were 26 remaining.  The Committee had requested further updates 
on the high-risk actions outstanding and any actions which were 6-months or more 
overdue.

A comprehensive counter fraud report had been received and the Committee had 
been interested in receiving the recent survey response and identifying opportunities 
for communications back to staff, at an aggregate level, on actions that had been 
taken as a result of fraud reporting.

The Committee were pleased to note the removal of one of the section 31 notices 
from the Care Quality Commission in relation to the timeliness of treatment at Pilgrim 
Hospital.  There remained one section 31 notice relating to Paediatric triage.

The Committee received the risk and policy management updates noting these and 
the oversight and scrutiny offered.

The BAF, as previously noted, had an internal audit currently underway and in the 
opinion of the Committee this remained relevant and effective.  The Committee 
considered objective 2c, well led services and confirmed the amber rating.

The Chair noted the update offered and noted that the Board was keen to understand 
the position of internal audit actions and as such was pleased to have received the 
update.

Concern was noted regarding the backloading of the internal audit reports as this 
impacted on the workload of the Board and Committees.  

The Trust Board:
• Received the assurance report

2065/22 Item 14 Any Other Notified Items of Urgent Business

No items



2066/22 The next scheduled meeting will be held on Tuesday 6 December 2022 via MS 
Teams live stream

Voting Members 2
Nov
2021

7
Dec
2021

1
Feb
2022

1
Mar
2022

5
 Apr
2022

3
May
2022

7
June
2022

5
July
2022

2
Aug
2022

6 
Sept 
2022

4
Oct

2022

1
Nov
2022

Elaine Baylis X X X X X X X X X X X X

Chris Gibson X A X X A X X X X X X X

Sarah Dunnett X X X X A X A X A A

Elizabeth 
Libiszewski

X X

Paul Matthew X X X A X X X X A X X X

Andrew Morgan X X X X X X A A X X X X

Mark Brassington

Simon Evans X X X X X X X X A X X A

Karen Dunderdale X X X X X X X X X X X X

David Woodward X X

Philip Baker X X X X X X X X X X X X

Colin Farquharson X X X X X X X X X A A A

Gail Shadlock X X X X X X

Dani Cecchini X X X X X X X X X X

Rebecca Brown X X X

Neil Herbert X X X



5.2 Matters arising from the previous meeting/action log
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PUBLIC TRUST BOARD ACTION LOG Agenda item: 5.2

Trust Board 
date

Minute 
ref

Subject Explanation Assigned 
to

Action 
due at 
Board

Completed

7 December 
2021

1914/21 Action Log Establishment reviews for endoscopy and ED 
would be received once considered at 
Committee in Jan/Feb 2022 

Endoscopy review to be received in July

Director of 
Nursing

01/03/2022

01/11/2022

06/12/2022

Agenda Item  
Complete

5 July 2022 1265/22 Integrated 
Performance Report

Board to review performance report through 
IPR ahead of the winter pressures, with focus 
to be afforded to the scorecard performance 
and position of a range of metrics.

Trust 
Secretary

06/09/2022

04/10/2022

01/11/2022

06/12/2022

To be considered in 
private Board 
session before 
being offered to 
public Board as part 
of the winter plan in 
October
Deferred to 
November

Action to be held 
over until discussed 
through private 
Board

6 September 
2022

1636/22 Risk Management 
Report

ASR Stroke service implementation update to 
be offered to the Board

Director of 
Improvemen
t and 
Integration

04/10/2022

01/11/2022

To be received by 
Finance, 
Performance and 
Estates Committee 
in October, to Board 
in November 
Complete



PUBLIC TRUST BOARD ACTION LOG Agenda item: 5.2

4 October 
2022

1679/22 Chief Executive 
Horizon Scan

Chair to write to System Improvement Director 
to offer thanks for the work undertaken whilst 
with the system

Chair 01/11/2022 Complete

4 October 
2022

1722/22 Assurance and Risk 
Report Quality 
Governance 
Committee

PSIRF update to be offered to the Board Director of 
Nursing 

01/11/2022 October Board 
Development 
Session Complete

4 October 
2022

1741/22 Assurance and Risk 
Report People and 
Organisational 
Development 
Committee

Update to be provided to the Board to offer 
assurance on progress of Junior Doctor 
concerns raised by the Guardian of Safe 
Working 

Deputy 
Medical 
Director

01/11/2022 Verbal update 
provided Complete

4 October 
2022

1826/22 Integrated 
Performance Report

Echocardiography deep dive to be reported to 
Finance, Performance and Estates Committee

Chief 
Operating 
Officer

24/11/2022 Complete

4 October 
2022

1829/22 Integrated 
Performance Report

Fractured Neck of Femur update to be reported 
to Finance, Performance and Estates 
Committee and consideration to be given to 
quality impact and possible reporting to Quality 
Governance Committee

Chief 
Operating 
Officer

24/11/2022 Deferred from 
November meeting 
of FPEC



6 Chief Executive Horizon Scan Including STP
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Meeting Public Trust Board
Date of Meeting 6 December 2022
Item Number Item number 6

Chief Executive’s Report
Accountable Director Andrew Morgan, Chief Executive
Presented by Andrew Morgan, Chief Executive
Author(s) Andrew Morgan, Chief Executive
Report previously considered at N/A

How the report supports the delivery of the priorities within the Board Assurance 
Framework
1a Deliver high quality care which is safe, responsive and able to meet the needs of 
the population
1b Improve patient experience
1c Improve clinical outcomes
2a A modern and progressive workforce
2b Making ULHT the best place to work
2c Well Led Services X
3a A modern, clean and fit for purpose environment
3b Efficient use of our resources
3c Enhanced data and digital capability
3d Improving cancer services access
3e Reduce waits for patients who require planned care and diagnostics to 
constitutional standards
3f Urgent Care
4a Establish collaborative models of care with our partners
4b Becoming a university hospitals teaching trust
4c Successful delivery of the Acute Services Review

Risk Assessment N/A
Financial Impact Assessment N/A
Quality Impact Assessment N/A
Equality Impact Assessment N/A
Assurance Level Assessment • Significant

Recommendations/ 
Decision Required 

• To note

Executive Summary



System Overview
a) All parts of the system continue to be under significant operational pressure. The 

system winter plan continues to be refined as new information and demand becomes 
evident. A system control centre is being set up to ensure that there is operational 
oversight of the actions that need to be taken. Improving ambulance category 2 
response times and reducing the hours lost due to ambulance handover delays remain 
key priorities.

b) Following the Chancellor’s Autumn Statement, the Department of Health and Social 
Care has announced details of the £500m Adult Social Care Discharge Fund. The 
funding has been allocated to achieve the maximum reduction in delayed hospital 
discharges. Lincolnshire County Council has received £2.8m and the ICB £2.1m.The 
funding is expected to be pooled into the Better Care Fund and can be used flexibly 
on the interventions that best enable the discharge of patients from hospital, to the 
most appropriate location for their ongoing care.

c) The ballots by the RCN and Unison will not result in strike action in ULHT, LCHS or 
LPFT. There was insufficient turnout by those eligible to vote for the outcome to result 
in strike action. The majority of those who voted were in favour of strike action. The 
results from other ballots are awaited.

d) The Lincolnshire Integrated Care Partnership is currently working on the draft 
Integrated Care Strategy for Lincolnshire. This needs to be finalised during December.

e) The government has announced an independent review of ICSs led by Patricia Hewitt 
who is the Chair of the NHS Norfolk and Waveney ICB. The review will explore how to 
empower local leaders to focus on improving outcomes for their local populations. This 
includes giving greater control and making them more accountable for performance 
and spending, reducing the number of national targets, enhancing patient choice and 
making the healthcare system more transparent. An interim report is expected before 
the end of the year, with a final report in the New Year.

f) NHS England has published guidance for line managers and colleagues relating to 
supporting colleagues through the menopause. The guidance helps NHS 
organisations, line managers, and those working in the NHS understand more about 
the menopause, how they can support colleagues at work and those experiencing 
menopause symptoms.

g) A review of progress in exiting the national Recovery Support Programme (RSP) will 
take place with the Lincolnshire NHS system on 8th December. This will involve local 
system partners and NHS England. The following week there is the regular Quarterly 
System Review Meeting (QSRM) with NHS Midlands.

Trust Overview
a) At month 7, the Trust reported a year to date deficit of £12.5m against a year to date 

plan of break-even. After adjustments, this equates to a deficit of £12.7m in relation to 
the system financial plan. The focus of the financial recovery continues to be on 
productivity, agency costs, bed numbers, and CIP delivery.

b) On 7th November the Trust commenced a piece of work called ‘Breaking the Cycle’, 
which is designed to improve flow throughout the hospital. The aim is to decrease 
pressure in the Emergency Department and thus reduce ambulance handover delays 
and thereby improve ambulance category 2 response times. The early signs are 
encouraging. We are now working with system partners on ‘Breaking the Cycle 2’ 
which will have a focus on improving flow out of the hospital for those patients who 
are medically fit for discharge.

c) The official opening of the two new theatres on the Grantham and District Hospital site 
takes place on 8th December. This £5.3m development comprises of a modular 



building incorporating two theatres, preparation rooms, utility facilities and a six-bed 
recovery area.

d) Following significant improvements in the Trust’s maternity services, as evidenced in 
recent external inspections and assurance visits, the Trust has exited the national 
Maternity Safety Support Programme.

e) The latest session for the Leading Together Forum focused on ‘Civility Saves Lives’ 
and included a presentation from Dr Chris Turner who founded this movement. The 
aim of this work is to raise awareness of the power of civility in the workplace and the 
positive impact that this can have on outcomes.

f) Following feedback from patients, volunteers and staff, the Trust, supported by the 
United Lincolnshire Hospitals Charity, has purchased fifty new wheelchairs to assist 
less able patients and visitors to move around our hospitals. 

g) Armistice Day on 11th November was well observed across the Trust, with wreaths 
being laid under the flagpoles at each of the main sites. The ceremonies were well 
supported by representatives from the military across the county and by staff.
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Purpose This report summarises the assurances received and key decisions made 
by the Quality Governance Committee (QGC).  The report details the 
strategic risks considered by the Committee on behalf of the Board and 
any matters for escalation for the Board’s response.

This assurance committee meets monthly and takes scheduled reports 
from all Trust operational groups according to an established work 
programme.  The Committee worked to the 2022/23 objectives.

Assurance in respect of SO 1a
Issue:  Deliver high quality care which is safe, responsive and able to meet 
the needs of the population

Clinical Harm Oversight Group Upward Report – meeting not held
The Committee noted that the meeting had not been held due to 
operational pressures however noted that a wider discussion would be 
held on the approach to clinical harm to ensure that this continued to be 
appropriate.

Ward Accreditation
The Committee received the report noting that one area had successfully 
achieved a bronze diamond award with 4 in the process of preparing 
portfolios of evidence and completing applications.

The Committee was pleased to note that a further 16 areas were on track 
to be able to apply for a bronze level diamond award from November if 
performance against the criteria continued.  

Serious Incident Summary Report
The Committee received the report noting the position presented.

High Profile Cases
The Committee received the report noting the content.

Safeguarding Group Upward Report
The Committee received the report noting the discussion that had taken 
place regarding the standard operating procedure (SOP) for the oversight 
of care of autistic Children and Young People.  It was noted that the 
report offered a clear focus on care for this cohort of children and young 
people however it was highly unlikely the Trust would provide care for 
any significant amount of time and therefore the SOP would unlikely be 
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triggered.  The group had considered the SOP in order to ensure that the 
Trust was fully sighted.

The Committee noted that ongoing support was being offered to the 
Emergency Department Teams in respect of the child protection 
information sharing system with training having been rolled out.   Whilst 
training levels were high there continued to be variation in practice.

The Committee was advised that there continued to be no 
implementation date for Liberty Protection Safeguards however this was 
not expected to be before October 2023.

Management of Clinical Holding Training continued to be a significant risk 
to the Trust however a business case had been agreed to support de-
escalation training.  Implementation of training had reduced and 
therefore further support would be sought from LPFT.

Concern was noted regarding mandatory safeguarding training due to IT 
issues and the functionality of the training through Microsoft Edge, this 
has been escalated and work underway to resolve.

Infection Prevention and Control (IPC) Group Upward Report
The Committee received the report noting the 2 MRSA blood stream 
infections that had been reported with an outbreak declared due to the 
nature of the cases.  Work was focused on invasive device management 
and the final report would be received to the group in December.

C.Difficile cases continued with the Trust seeing an increase close to 
trajectory which was similar to other Trusts.  It was believed that the 
increase in cases could be as a result of delayed treatment during the 
pandemic.

The Committee noted the IPC BAF and the changes that had taken place 
as the IPC and Covid-19 BAFs had been merged.  The Trust continued to 
have an overall good level of compliance with work continuing to deliver 
the requirements of criterion 2.

Medicines Quality Group Upward Report
Rationalisation of Medicines Management Oversight 
Medicines Management Task and Finish Group Upward Report
The Committee took the items together recognising how these were 
interlinked and reflected on the progress that was being described.

The Medicines Quality Group had considered the progress in relation to 
the roadmap and the previous concerns however noted that there had 
now been significant progress seen in relation to the majority of key 
areas.

The provision of patient drug lockers was now being scoped to establish 
associated costs and the divisions now had well established actions in 
place for the safe and secure storage of medications.  
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The Committee considered the restructure of medicines management 
oversight as presented and recognising the lack of traction that had been 
seen through the structure in place supported the proposal that the Task 
and Finish Group merged with the Medicines Quality Group.  The group 
would meet on a monthly basis and a fortnightly improvement meeting 
would also be established.   

Patient Safety Group Upward Report
The Committee received the report noting that the group had received an 
update from the Deteriorating Patient Group and noted that the 
Deteriorating Patient Practitioner had agreed to Chair the meeting.

A new risk had been identified by the Radiation Protection Committee in 
respect of ultrasound and the Committee noted that mitigations were in 
place.

The Committee noted that the group had received the close down report 
from the Aortic Dissection Task and Finish Group due to the 
implementation of a number of measures within urgent and emergency 
care.  This would now be managed as business as usual within the Trust 
with the Committee supporting the closure of the group.

Maternity and Neonatal Oversight Group Upward Report
The Committee received the report and associated appendices from the 
meeting noting that discussions had taken place regarding the Countess 
of Cheshire case and were assurance that processes were in place to 
minimise the risk of incidents within ULHT.

The Trust had received a confirmation letter of the exit from the 
Maternity Safety Support Programme (appended) and progress continued 
to be seen with regard to the Ockenden actions.

The group had also considered the Kirkup report and the position of the 
Trust against this.  The bi-annual staffing report had been considered and 
demonstrated that the Trust was staffed to Birth rate Plus with an uplift of 
specialist midwifery roles which had been appointed to.

The Committee noted the position of continuity of carer and the national 
letter which had moved away from the deadlines previously set however 
noted that intentions of the Trust to continue to progress the rollout.

The Committee noted the escalated concerns relating to the achievement 
of standard 8 for the Clinical Negligence Scheme for Trusts (CNST) 
Maternity due the change in deadline for the Trust to be complaint with 
training.  Mitigations were in place and the Trust believed it would be 
possible to be complaint with the training however concern remained.

The Committee noted that the group had received the report from the 
Non-Executive Director Maternity and Neonatal Safety Champion which 
was offered to the Board as an appendix to the report along with 
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supporting documents.

Ambulance Handover Delays - UEC & Discharge and Flow Programme 
update
The Committee received the report noting the information presented in 
respect of breaking the cycle and the tangible evidence being seen on the 
impact of the actions being taken on overall ambulance delays.

The Committee was pleased to note the early benefits being seen and 
noted that discussions had taken place with regulators regarding the 
approach being taken by the Trust.

Assurance in respect of SO 1b
Issue: Improve Patient Experience

Patient Experience Group Upward Report
The Committee received the report noting the positive outcomes of the 
group including Maternity Voices re-joining the group who were due to 
start a new project focusing on military families from maternity and 
neonatal services.  The Trust had offered support as part of the work.

An audit of visiting experiences would be conducted now that full visiting 
had recommenced, the outcome would be reported to the group and 
upwardly to the Committee.

There had been an improvement seen in mixed sex accommodation over 
the past 4-5 months.  There was also an improvement being seen in 
respect of complaints and the appointment of the Clinical Case Manager 
role.

The Committee noted the continued theme of communication being a 
concern through complaints and patient experience feedback however 
noted the actions in place to address this across the organisation.

Complaints Quarterly Report
The Committee received the report noting that the Trust had seen an 
overall reduction of the number of complaints during Covid-19 with this 
having now increased.

The Committee noted that there continued to be a theme of poor 
communication through issues raised with the Patient Advice and Liaison 
Service.

Clinical Complaints Case Manager and Overdue Closure Trajectory 
The Committee received the report noting the trajectory which 
demonstrated the ambition of the Trust and recognised areas requiring 
support which was put in place.

The appointment of the Clinical Complaints Case Managers was having a 
positive impact on closing complaints that potentially could have gone 
through to the formal written process. 
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It was noted that complimentary feedback had been received from 
complainants who had had their complaint resolved by the Complaints 
Clinical Case Managers.

Duty of Candour
The Committee received the monthly report noting a reduction in 
compliance in month for both written and verbal Duty of Candour.  The 
Committee noted that work continued to support staff to complete Duty 
of Candour effectively noting that oversight would be held through the 
divisional Performance Review Meetings.  

It was noted that whilst there had been a reduction in compliance there 
had been a significant decrease in the time taken to undertaken both 
written and verbal Duty of Candour. 

Assurance in respect of SO 1c
Issue: Improve Clinical Outcomes 

NICE Report
The Committee received the report and noted that support continued to 
be offered by the Governance Team to focus on NICE appraisals resulting 
in a steady increase in the number of baseline assessments being 
addressed.  

Overdue actions had now decreased with a new process in place with the 
Governance Team to reduce the burden on individuals and increase 
turnaround.  

The Committee was pleased to note the progress with technology 
appraisals noting that 1 remained outstanding.

CQUINS Report
The Committee received the report noting the achievement at the end of 
quarter 2 following the reintroduction of CQUINS in 22/23 noting that 
there had been some areas that had exceeded targets.

The Committee noted that the providers in Lincolnshire had applied to be 
excluded from CQUINS for the 2022/23 year however this had not been 
accepted by NHS England.  As a result, where there was non-achievement 
the Integrated Care Board had agreed to reinvest the income to the Trust.
The Committee was pleased to note the progress being shown and noted 
the agreement of the Integrated Care Board to reinvest income to the 
Trust for any Clinical Commissioning Group CQUINS which were not 
achieved.   

Clinical Audit Report
The Committee received the report noting the progress being made on 
clinical audit with 58 local audits registered in quarter 2.  The audit forum 
continued to work on historical audits to ensure these were progressed, 
closed and learning disseminated.
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The Committee noted the learning from audits and sought to understand 
how this was shared across the organisations noting that this was 
undertaken through newsletters and feedback through the business 
partner model in the divisions.  

Clinical Effectiveness Group Upward Report
The Committee received the report noting the VTE assessment discussion 
and the continued deterioration in the metric.  It was noted that a paper 
had been presented to the Trust Leadership Team in order to propose the 
re-establishment of a VTE Nurse within the Deteriorating Patient Team to 
support the surgical division.

The maternity and perinatal audit had been considered by the group and 
the actions as a result of this with the Committee noting that the Trust 
was compliant with all recommendations expect one which was being 
addressed.

Assurance in respect of other areas:

DBS Check – Response from referral to People and OD Committee
The Committee welcomed the Interim Associate Director of Workforce to 
present the DBS Check item noting the work to develop policies and 
procedures with a full review of the processes that had been in place.

The Committee noted the introduction of the new risk assessment 
process for new staff to determine the required level of DBS.  Work was 
now being undertaken to review current staff and ensure relevant DBS 
checks were in place.  

A trajectory and timescale to complete the roll out would be devised as 
part of the next steps and would include a communications plan.  Further 
work would be reported through the People and Organisational 
Development Committee.

Committee Performance Dashboard
The Committee received the report noting the upward trend of grade 2 
pressure ulcers and the reduction in the higher grades.  Given the 
complexity of patients had increased the movement demonstrated earlier 
identification of pressure ulcers.

The Committee noted the continued downward trend of VTE assessment 
which remained an area of concern however noted actions were starting 
to take place.

Integrated Improvement Plan
The Committee received the report noting the key highlight with the 
improvement in medicines management.  A downward trajectory was 
now being seen with actions in place along with supporting narrative.

The Committee was pleased to note that there was now a project 
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manager allocated to DKA and work was underway to determine the plan 
with the Clinical Governance Team.

Savile Action Plan
The Committee received the report noting the focus on the DBS checks 
and the actions being taken by the Trust which had been discussed at the 
earlier item.

Issues where assurance 
remains outstanding 
for escalation to the 
Board

None

Items referred to other 
Committees for 
Assurance

None

Committee Review of 
corporate risk register 

The Committee noted the risk register noting those risks contained 
within the register.

Matters identified 
which Committee 
recommend are 
escalated to SRR/BAF

None

Committee position on 
assurance of strategic 
risk areas that align to 
committee

The Committee considered the reports which it had received which 
provided assurances against the strategic risks to strategic objectives.

Areas identified to visit 
in dept walk rounds 

None



8

Attendance Summary for rolling 12-month period

X in attendance 
A apologies given 
D deputy attended
C Director supporting response to Covid-19

Voting Members N D J F M A M J J A S O N
Elizabeth Libiszewski Non-Executive 
Director

X X

Chris Gibson Non-Executive Director X X X X X X X X X X X X A
Alison Dickinson Non-Executive 
Director

X

Sarah Dunnett Non-Executive Director 
(Maternity Safety Champion)

X A X X X X X A X

Karen Dunderdale Director of Nursing X X X X X X X X X X X X X
Simon Evans Chief Operating Officer X D D X D X D D A X X X X
Colin Farquharson Medical Director A X X X X X X X X X D D D
Rebecca Brown, Non-Executive 
Director (Maternity Safety Champion)

X X X X

Vicki Wells, Associate Non-Executive 
Director

X A X X



1 Item 8.1 Appendix 1 MNOG - neonatal assurance report - 181122.pdf 

 

1 
 

 

 

How the report supports the delivery of the priorities within the Board Assurance Framework 

1a Deliver harm free care X 

1b Improve patient experience  

1c Improve clinical outcomes  
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2c Well Led Services  

3a A modern, clean and fit for purpose environment  

3b Efficient use of resources  
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4a Establish new evidence based models of care   

4b Advancing professional practice with partners  

4c To become a university hospitals teaching trust  
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Financial Impact Assessment N/A 
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Executive Summary 

The trial of a nurse accused of the murder of seven babies and the attempted murder of a further ten babies is 
currently being heard at The Old Bailey and has raised concerns for a similar incident to occur in other neonatal units 
across the country. 
 
Although it is not possible to categorically state that this could never happen at ULHT, there are strong measures in 
place that provide assurance that risks are mitigated as far as possible. 
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Background 

 Between 2015 and 2016, unusually high infant mortality rates occurred at the neonatal intensive care unit of 
the Countess of Chester Hospital in Chester, England. A series of investigations was initiated to ascertain the 
reasons for the sharp rise in mortalities; 

 After a lengthy set of investigations, Lucy Letby, a nurse working at the hospital at the time, was arrested in 2018 
on suspicion of eight counts of suspected murder and six counts of attempted murder.  

 Letby was released on bail pending further enquires but was arrested for a second time in 2019 with eight alleged 
murders and nine alleged attempted murders, again being bailed pending further enquiries.  

 Letby's final arrest came in November 2020 following which she was charged with 8 counts of murder and 10 

counts of attempted murder. 
 

 

Local Measures 

 

Significant assurance Moderate assurance Limited assurance No assurance 

√  
  

 

 There is currently no report or recommendations pertaining to the case – this is likely because there is a live 
criminal trial; 

 ULHT operate a robust recruitment process to ensure that staff employed within the Trust are ‘fit and proper’ for 
the roles they are seeking to be appointed to; 

 ULHT is currently delivering a Safe and Secure workstream to ensure the proper governance of medications – this 
reduces opportunities for staff to cause deliberate harm to patients via pharmaceutical means; 

 Neonatal Services utilise Badgernet as a data collection tool – this would support identification of any trend where 
babies were deteriorating unexpectedly; 

 Neonatal services are part of the East Midlands Neonatal ODN – again, membership of this network would support 
identification of any trend where babies were deteriorating unexpectedly; 

 Neonatal Services operate a Hot Week consultant roster to offer continuity – this also supports the identification 
of concerning trends or patterns; 

 Neonatal services offer de-briefs for out of the ordinary incidents that did or could have resulted in harm or death;  

 ULHT carefully monitors mortality and morbidity via MoRALS and there is a good incident reporting culture within 
neonatal services – this would likely highlight any increasing trend in babies suffering harm or unexpected 
collapse; 

 Neonatal units have strong leadership and management and culture where staff feel able to speak up about 
concerns; 

 Neonatal services have good governance processes in place and utilise the divisional Integrated Governance 
Report to triangulate issues of concern;  

 Neonatal services have strong links with partner organisations (eg Neonatal Voices Partnership) to ensure families 
have an independent means to raise any worries or concerns; 

 ULHT operate a Freedom to Speak UP programme for those staff that only feel comfortable raising issues 
anonymously 

 ULHT offer robust wellbeing initiatives to support staff that may be struggling with any aspect of their mental or 
physical wellbeing that could impact upon their fitness to practice; 

 It is alleged that Letby murdered some babies via instillation of air or milk feeds… it is not possible to provide 
absolute assurance that this could never happen at ULHT but the division is satisfied that there is strong mitigation 
in place to safeguard babies against deliberate harm from Trust staff. 

 

 

Escalation Points 

 No escalations 
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Andrew Morgan 

Chief Executive 

United Lincolnshire Hospitals 

Lincoln County Hospital 

Greetwell Road 

Lincoln 

LN2 5QY 

 

 

 
Dear Andrew, 
 
I am delighted to inform you that your maternity services have been formally exited from the 
Maternity Safety Support Programme (MSSP). This was agreed by the NHS England 
National Quality Performance Committee on the 25th October 2022. 
 
Thank you for the improvements that you have made. I am reassured that these will support 
sustainable, high quality and safe maternity care. The success of your improvement journey 
is testimony to the leadership and commitment from you, your executive and the maternity 
leadership team. 
 
I hope that the MSSP was of value to you and your organisation and I would appreciate any 
feedback about the programme at your earliest convenience. Your response will assist in 
shaping and improving the MSSP as we continue to work with other maternity providers. 
 
With best wishes 
  
 

 
 
Professor Jacqueline Dunkley-Bent OBE 

Chief Midwifery Officer 

 

 
 
cc  
Sascha Wells-Munro: Deputy Chief Midwifery Officer for England 
Donald Peebles: Consultant Obstetrician and National Specialist Advisor for the MSSP 
Janet Driver: Regional Chief Midwife 
Nina Morgan: Regional Chief Nurse 
Dale Bywater: Regional Director 
Jessica Sokolov: Regional Medical Director 
  

 

Professor Jacqueline Dunkley-Bent  

NHS England  

Wellington House 

133-155 Waterloo Road 
London 

SE1 8UG 
 

  
10th November 2022 
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Open letter to the Secretary of 
State for Health and Social Care 
and Deputy Prime Minister and to 
the Chief Executive of the NHS

The death of a baby is a devastating loss for any family. As one bereaved mother put it, “When 
your baby dies, it’s like someone has shut the curtains on life, and everything moves from colour 
to darkness.” How much more difficult must it be if the death need not have happened? If similar 
deaths had occurred previously but had been ignored? If the circumstances of your baby’s 
death were not examined openly and honestly, leaving the inevitability of future recurrence 
hanging in the air?

The Panel investigating East Kent maternity services heard the harrowing accounts of far too 
many families to whom all of this had happened, and more. If it was hard for us to listen to, we 
could not imagine how much harder it was for those families to relive, although the effects on 
those who were giving us their accounts were often all too clear. The primary reason for this 
Report is to set out the truth of what happened, for their sake, and so that maternity services in 
East Kent can begin to meet the standards expected nationally, for the sake of those to come.

But this alone is not enough. It is too late to pretend that this is just another one-off, isolated 
failure, a freak event that “will never happen again”. Since the report of the Morecambe Bay 
Investigation in 2015, maternity services have been the subject of more significant policy 
initiatives than any other service. Yet, since then, there have been major service failures in 
Shrewsbury and Telford, in East Kent, and (it seems) in Nottingham. If we do not begin to tackle 
this differently, there will be more.

For that reason, this Report is somewhat different to the usual when it comes to 
recommendations. I have not sought to identify detailed changes of policy directed at specific 
areas of either practice or management. I do not think that making policy on the basis of 
extreme examples is necessarily the best approach; nor are those who carry out investigations 
necessarily the best to do it. More significantly, this approach has been tried by almost every 
investigation in the five decades since the Inquiry into Ely Hospital, Cardiff, in 1967–69, and it 
does not work. At least, it does not work in preventing the recurrence of remarkably similar sets 
of problems in other places.

This Report identifies four areas for action. The NHS could be much better at identifying poorly 
performing units, at giving care with compassion and kindness, at teamworking with a common 
purpose, and at responding to challenge with honesty. None of these are easy or necessarily 
straightforward, because longstanding issues become deeply embedded and difficult to 
change. Nor do I pretend to have the answers to how best they should be tackled: they require 
a broader-based approach by a wide range of experienced experts. But unless these difficult 
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areas are tackled, we will surely see the same failures arise somewhere else, sooner rather than 
later. This Report must be a catalyst for tackling these embedded, deep-rooted problems.

Above all, we must become serious about measuring outcomes in maternity services. There 
are obvious difficulties, given that pregnancy and childbirth are physiological in most cases and 
poor outcomes less common, but this must not become an excuse. Meaningful, risk-sensitive 
outcome measures can be found, as they have been in other specialties. They can be used, not 
to generate meaningless league tables, but to identify results that are genuine outliers. Only in 
this way can we hope to detect the next unit that begins to veer off the rails before widespread 
harm has been caused, and before it has had to be identified by families who have suffered 
unnecessarily. There is work under way in the NHS but it needs further support and direction 
and the approach must be mandatory, not optional. I am ready to discuss and explain further 
how this can best be done.

But if we are to break the cycle of endlessly repeating supposedly one-off catastrophic failures, 
all four areas must be addressed. There are very difficult and uncomfortable issues here, but 
we cannot in all conscience pretend that “it will not happen again” unless we are serious about 
tackling them.

My thanks are due to everyone who assisted with this Investigation, including NHS and Trust 
staff, and it would not have been possible without an incomparable Panel, Advisers and 
Secretariat. Most of all, however, thanks are due to the families, some of whom made the 
Investigation happen in the first place and all of whom helped us understand the reality, often at 
great personal cost to themselves. We owe it to them to listen and learn, not only for East Kent 
but for NHS services elsewhere. 

Dr Bill Kirkup CBE 

October 2022
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Chapter 1: Missed opportunities 
at East Kent – our Investigation 
findings

Introduction
1.1 The Panel has examined the maternity services in two hospitals, the Queen Elizabeth The 
Queen Mother Hospital (QEQM) at Margate and the William Harvey Hospital (WHH) in Ashford, 
between 2009 and 2020, in accordance with our Terms of Reference. Responsibility for these 
services lay with East Kent Hospitals University NHS Foundation Trust (the Trust).

1.2 We have found a clear pattern. Over that period, those responsible for the services too 
often provided clinical care that was suboptimal and led to significant harm, failed to listen to 
the families involved, and acted in ways which made the experience of families unacceptably 
and distressingly poor.

1.3 The individual and collective behaviours of those providing the services were visible to 
senior managers and the Trust Board in a series of reports right through the period from 2009 
to 2020, and lay at the root of the pattern of recurring harm. At any time during this period, these 
problems could have been acknowledged and tackled effectively. We identify here eight clear 
separate opportunities when that could and should have happened.

1.4 It is therefore only right that in our Report we indicate where, in our judgement, 
accountability lies for missing the opportunities to bring about real improvement in the clinical 
outcomes and in the wider experience of families in East Kent.

1.5 The consequences of not grasping these opportunities are stark. Our assessment of the 
clinical outcomes, set out in Chapter 2, shows that:

l Had care been given to the nationally recognised standards, the outcome could have
been different in 97, or 48%, of the 202 cases assessed by the Panel, and the outcome
could have been different in 45 of the 65 baby deaths, or 69% of these cases.

l The Panel has not been able to detect any discernible improvement in outcomes or
suboptimal care, as evidenced by the cases assessed over the period from 2009 to
2020.

1.6  We have no doubt that these numbers are minimum estimates of the frequency of harm 
over the period. We made no attempt to review other records or to contact families who did not 
volunteer themselves. It was our judgement that we had enough evidence based on the existing 
202 cases to identify the problems and their causes, and we did not wish to delay publication 
of our findings.
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1.7 Nor was the harm restricted to physical damage. Chapter 3 sets out the equally disturbing 
effects of the repeated lack of kindness and compassion on the wider experience of families, 
both as care was given and later in the aftermath of injuries and deaths.

1.8 This chapter sets out what we have found in East Kent maternity services, and how the 
Trust failed to read the signals and missed the opportunities to put things right. We know that 
this will make for painful reading for families affected but also for the Trust, for regulators and for 
the wider NHS. But unless this is stated and acknowledged, history in East Kent and nationally 
suggests that there is a real danger that our Investigation will become yet another missed 
opportunity, not only in East Kent but elsewhere.

1.9 As well as setting out what happened, we identify here the underlying failures that led to 
the harm we found, as well as some key themes that must be addressed in the response to the 
failures in East Kent. This chapter also explains the missed signals and where accountability 
lies. The evidence behind our findings is laid out in Chapters 2 to 5; in Chapter 6, we draw out 
the lessons with recommendations both for East Kent and for national application.

Our findings
1.10 There is a crucial truth about maternity and neonatal services which distinguishes them 
from other services provided at hospitals. It is in the nature of childbirth that most mothers are 
healthy, and, thankfully, their babies will be too. But so much hangs on what happens in the 
minority of cases where things start to go wrong, because problems can very rapidly escalate 
to a devastatingly bad outcome.

1.11 We listened carefully to the families who have participated in our Investigation, and we 
listened equally carefully to staff at the Trust and in other relevant organisations. As a result, 
we identified problems at every level within the services:

 l What happened to women and babies under the care of the maternity units within the 
two hospitals

 l The Trust’s response, including at Trust Board level, and whether the Trust sought to 
learn lessons

 l The Trust’s engagement with regulators, including the Care Quality Commission 
(CQC), and the actions and responses of the regulators, commissioners and the NHS, 
regionally and nationally.

Running through each one of these layers has been a failure to recognise and acknowledge the 
scale and nature of the problem.

1.12 We have found that the Trust wrongly took comfort from the fact that the great majority of 
births in East Kent ended with no damage to either mother or baby.

1.13 This failure reflects badly, not only on practice within East Kent maternity services, but 
on how statistics are used to manage maternity services across the country as a whole. We 
believe that it should be possible for individual trusts to monitor and assess whether they have a 
problem; that it should be possible for the NHS regionally and nationally to identify trusts whose 
safety performance makes them outliers; and that it should be possible for the regulators to 
differentiate the services provided more quickly and reliably. We set this out in our first key area 
for action, to be addressed below and in Chapter 6.
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1.14 More immediately, the Trust should acknowledge the full extent and nature of the problems 
which have endured over the period. It has not yet done this in full. We have found that its failure 
to do so explains why the action that has been taken has not been sustained and has not had 
the impact needed.

What happened to women and babies
1.15 Chapter 2 gives details of our assessment as to whether the cases within our Investigation 
involved suboptimal care. We used the approach of the Confidential Enquiry into Stillbirths and 
Deaths in Infancy (CESDI), now commonly referred to as CESDI scores.

1.16 In these cases, we have not found that a single clinical shortcoming explains the 
outcomes. Nor should the pattern of repeated poor outcomes be attributed to individual 
clinical error, although clearly a failure to learn in the aftermath of obvious safety incidents has 
contributed to this repetition.

1.17 Although there are shortcomings in the physical infrastructure at both hospitals, and there 
have been periods of staffing and resource shortages, we have not found that these played 
a causative role in what happened. While these factors require attention, and are rightly the 
subject of national consideration, they do not justify, explain or excuse the experience of the 
families using East Kent maternity services as revealed by our Investigation.

1.18 Similarly, the geography of East Kent, its coastal location, the demographics of its 
population and the distance between the two hospitals are factors, but they should not have 
been regarded as explaining or justifying the service provided. We have found evidence of 
these factors fuelling what is sometimes referred to as a “victim mentality”. Those who should 
have provided leadership have been tempted to regard themselves as victims of geography, 
recruitment difficulties and a neglected estate.

1.19 Rather, we have found that the origins of the harm we have identified and set out in this 
Report lie in failures of teamworking, professionalism, compassion and listening.

Failures of teamworking
1.20 Teamworking is crucial to modern healthcare. Poor teamworking may result from a lack 
of respect for other staff and a lack of mutual trust, with insufficient credence given to the 
views of others. Failure to work effectively together leads directly to poor care and jeopardises 
patient safety. In maternity services, it leads to staff failing to escalate clinical concerns promptly 
or appropriately. As a result, necessary assessments and interventions are either done by 
the wrong people with the wrong skillsets or are not done at all. In both cases, the risks to 
safety are obvious.

1.21 We found gross failures of teamworking across the Trust’s maternity services. There 
has been a series of problems between the midwives, obstetricians, paediatricians and other 
professionals involved in maternity and neonatal services in East Kent. Some staff have acted as 
if they were responsible for separate fiefdoms, cultivating a culture of tribalism. There have also 
been problems within obstetrics and within midwifery, with factionalism, lack of mutual trust, 
and disregard for other points of view.

1.22 We found clear instances where poor teamwork hindered the ability to recognise 
developing problems, and escalation and intervention were delayed. The dysfunctional working 
we have found between and within professional groups has been fundamental to the suboptimal 
care provided in both hospitals. 
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1.23 Poor teamworking was raised as a prominent feature by many of those we interviewed. 
Some obstetricians had “challenging personalities … big egos … huge egos”. Midwives showed 
“cliquey behaviour” and there was an in-group, “the A-team”. This behaviour was displayed 
“in front of women”. One clinician told us that “many times we could have done better … the 
culture in obstetrics and the relationship with midwifery were poor”. An external assessor with 
wide experience of the NHS said that the Trust had “the worst culture I’ve ever seen”. Another, 
from a different organisation, had “not encountered such behaviour anywhere else”.

1.24 We have found divisions among the midwives which at times included bullying to such an 
extent that the maternity services were not safe. We also found that some obstetric consultants 
expected junior staff and locum doctors to manage clinical problems themselves, discouraged 
escalation, and on occasion refused to attend out of hours. This, too, put patient safety at 
significant risk. We have found that midwives and obstetricians did not always share common 
goals, and that this damaged the safety of patient care. One mother, who asked a paediatrician 
why her baby had died, was told that “if you want to look for blame, you should be looking at the 
obstetricians not me”.

Failures of professionalism
1.25 Professionalism means putting the needs of mothers and babies first, not the needs of 
staff. It means not being disrespectful and not disparaging other staff in front of women, who 
lose confidence in services as a result and may make poorly informed decisions about their 
care. It means not blaming women when something has gone wrong, and it means making 
decisions on who is best placed to care for an individual based on their clinical need, not on 
who belongs to which staff clique.

1.26 We found clear and repeated failures to uphold these principles. Staff were disrespectful 
to women and disparaging about the capabilities of colleagues in front of women and families. 
A family member heard a consultant describe the unit they were in as “unsafe” to a colleague in 
the corridor, which was hardly the way to raise any legitimate concerns they may have had.

1.27 Others sought to deflect responsibility when something had gone wrong. A staff member 
visited a mother the day after a significant problem with her baby had been missed at birth. 
The mother remembers that the staff member did not ask how her baby was, but said: “[Y]ou 
do remember I was handing over, don’t you?” Another woman, whose baby had died, was told: 
“It’s God’s will; God only takes the babies that he wants to take.”

1.28 In other cases, women themselves were blamed for their own misfortune. A woman 
admitted to hospital to stabilise her type 1 diabetes pointed out to antenatal ward staff that they 
were not adjusting her insulin correctly. She was told that “we’re midwives not nurses and we 
don’t deal with diabetes … it’s not our issue and you don’t fit in our box”.

1.29 We heard that midwives who were not part of the favoured in-group at WHH were 
sometimes assigned to the highest-risk mothers and challenged to achieve delivery with no 
intervention. This was a downright dangerous practice.

Failures of compassion
1.30 Technical competence alone is not sufficient for good care, if it is delivered without 
compassion and kindness. Uncompassionate care can be devastating for the wellbeing and 
mental health of the recipients. It can cost women the care that they need and it can affect their 
peace of mind, sometimes in extremely fraught situations that involve the loss, or potential loss, 
of their baby’s or their own life or health.
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1.31 We heard many examples of uncompassionate care that shocked us. A woman who 
asked for additional information on her condition during an antenatal check was dismissively 
told to look on Google. A mother who was anxious about her baby’s clavicle, fractured during 
a difficult delivery, was told that “collar bones break all the time because they are built to do 
that to get them out easier”. Another, who asked why an additional attempt at forceps delivery 
was to be made, was brusquely told that it was “in case of death”. Women who pointed out 
that their spinal or epidural analgesia was not effective and they were in pain were ignored or 
disbelieved; one told us that “they didn’t listen … they carried on, obviously, to cut me open. I 
could feel it all.”

1.32 The effects of many further examples of lack of compassion are considered in 
detail in Chapter 3.

Failures to listen
1.33 Good care must involve listening and responding appropriately. Women know what they are 
experiencing at that moment in a way that a clinical attendant cannot. Failing to listen – or, worse, 
telling someone that they must be wrong – is disrespectful and dangerous. A wise physician, 
William Osler, encouraged clinicians over 100 years ago to “listen to the patient, [they are] 
telling you the diagnosis”. Ignoring or discounting what a patient says means discarding clinical 
information that may make the difference between a good outcome and a disaster.

1.34 We have found that there have been repeated failures to listen to the families involved, as 
exemplified in Illustrative Case A.

Illustrative Case A
A’s second pregnancy progressed normally to term, when she reported a loss of clear 
fluid and suspected that her waters had broken spontaneously. No fluid could be seen 
on examination, and she was sent home with a view to inducing labour a week later. 
After four days, however, she telephoned the hospital to say that she was experiencing 
contractions and her baby’s movements had reduced markedly over the previous day. 
As her contractions were deemed not yet frequent enough to indicate established 
labour, she was asked to wait at home despite her concern over her baby’s movements. 
When she attended the following day with more frequent contractions, her baby’s 
heartbeat could not be found, and she gave birth to a stillborn baby.

1.35 In some cases, we have found that this failure to listen contributed to the clinical outcome. 
In others, it was part of a pattern of dismissing what was being said, which contributed 
significantly to the poor experience of the families within our Investigation, as Chapter 3 sets 
out. Aspects of the families’ experiences have been extremely damaging and have had a 
significant effect on the outcome for them.

Failures after safety incidents
1.36 We found that the same patterns of dysfunctional teamworking and poor behaviour marred 
the response by staff after safety incidents, including those incidents that led to death or serious 
damage. Although some staff were caring and sympathetic, and this was recognised and 
welcomed by families, others were not. Sadly, but naturally, the poor responses are the ones 
that remain in families’ memories. In a number of cases, the dysfunctional relationships between 
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the staff involved were all too visible to the families themselves. This was such a common 
feature that we have concluded that it was part of the culture at QEQM and WHH.

1.37 Time after time, we heard that staff not only failed to show compassion, they also denied 
responsibility for what had happened, or even that anything untoward had occurred. Similarly, 
we have found instances where the mother was blamed for what had happened.

1.38 Where things went wrong, clinical staff, managers and senior managers often failed to 
communicate openly with families about what had happened. Safety investigations were often 
conducted narrowly and defensively, if at all, and not in a way designed to achieve learning. 
The instinct was to minimise what had happened and to provide false reassurance, rather than 
to acknowledge errors openly and to learn from them. Where the nature of the safety incident 
made this impossible, a junior obstetrician or midwife was often found who could be blamed.

1.39 The following example (Illustrative Case B) illustrates a number of features we have found 
repeated many times, and the harm to wellbeing that can result from a failure to listen and to 
respond compassionately. It also shows that multiple failures may coexist in the same case.

Illustrative Case B
“We feel lucky that we have our daughter and grandson; other people weren’t as lucky 
as us. But we are where we are by a whole string of luck rather than by good planning 
and good care.” (B’s mother)

B was pregnant for the first time and chose care in her local Midwifery-Led Unit (MLU). 
She had a good relationship with the midwife she saw. The midwife told B how lucky 
she was to be fit and healthy, and B trusted her advice, although she had scans 
which showed excessive growth of her baby that was not investigated or followed 
up. At 39 weeks pregnant, B developed two significant complications of pregnancy: 
pre-eclampsia and obstetric cholestasis (a liver condition). A doctor recommended 
induction of labour and noted the risk of a postpartum haemorrhage and the need for 
tests of her disordered liver function and blood clotting. The blood-clotting results were 
lost until after her baby was born.

Despite the risk factors, B was monitored only intermittently in labour, and she received 
varying advice from different professionals about the likelihood of requiring a caesarean 
section, which unsettled her. Progress was slow, and the next day her cervix stopped 
dilating at 7cm. B’s baby was born by caesarean section, apparently uneventfully, 
although the need for extra stitching to control blood loss from the uterine incision was 
recorded.

Afterwards, B and her family were placed in a recovery room, where they remained 
alone for over two hours, undisturbed by staff who should have carried out 
postoperative checks. After this time, B’s family were alarmed by blood emerging from 
under the blanket and realised to their great distress that she was bleeding very heavily. 
They raised the alarm, and staff implemented the hospital’s protocol for massive 
postpartum haemorrhage.

B was taken to theatre while her mother and other family members were left with the 
new baby, waiting anxiously and tearfully for news in a four-bedded bay, separated from 
other mothers and babies only by curtains. After some time, their request to be moved 
to a side room was granted. In theatre, B was thought to be bleeding because of an 
atonic uterus – this is when the uterus has not contracted effectively after the birth – 
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and a device called a Bakri balloon was placed in the uterus and inflated to reduce the 
bleeding by compression. B was then transferred to the intensive care unit.

Meanwhile, the family remained with the baby, who now needed feeding. B’s mother 
asked for assistance: “I asked for milk, and this was the thing that was really quite 
upsetting at the time, the baby needing feeding, and I was told that ‘we encourage 
breastfeeding here and if you want milk you have to go to ASDA, it’s up the road’.” 
After she insisted, some milk was brought, but the irritation of staff was obvious, she 
said, and no advice was given on feeding under the circumstances. Some staff were 
subsequently helpful, but others made the family feel that they were being a nuisance.

During the night, family members saw the consultant obstetrician again, who explained 
that B was still bleeding and would need to return once again to theatre. The family 
recall the consultant saying, “‘you’re really lucky because I’ve phoned a friend’ and this 
rings a bell, because I thought, oh no, we’re going 50/50 next and then we’re going to 
ask the audience. I couldn’t believe [they were] saying it.”

The “friend” was a consultant gynaecological oncologist who carried out an exploratory 
operation. They found that there was an extensive collection of blood in the broad 
ligament (alongside the uterus). The bleeding was from a tear in the cervix extending 
into the upper vagina, which must have occurred at the time of either the caesarean 
section or the insertion of the Bakri balloon. The consultant tied off blood vessels in the 
pelvis, including the internal iliac artery, a major artery, and evacuated the blood. This 
stopped the bleeding, but B required extensive blood transfusion.

B’s subsequent recovery was steady, but her mother remembers being severely 
reprimanded by midwives for taking the baby to the intensive care unit to bond with B, 
and the lack of contact and monitoring when B returned to the ward after several days. 
B felt that she would be just as well off at home, but was told that she shouldn’t leave, 
because she was “like a broken car that we’ve fixed up and if you leave you might just 
break down again”. B realises that it was the doctor’s way of trying to explain things, 
but she found it very insensitive and has not been able to forget what they said. “In that 
moment, when I wasn’t really being looked after, was I just going to break down, was 
I just going to die?”

After they sent a letter of complaint, B and her mother were told that the unit was safe, 
with mortality rates below the national average, and that B’s care would be reviewed 
because there was a good governance system for reviewing cases. B’s family asked 
for the review to be shared with them but were told: “It doesn’t happen like that; the 
team sit round and read through the notes to check that the haemorrhage was managed 
correctly.” They also asked if the review would consider whether the haemorrhage 
could have been avoided and were told that it would not. Later, they found out that the 
case had not been recorded as a serious incident because the haemorrhage had been 
managed correctly and it was not an unexpected admission to intensive care. “Nothing 
seemed to ring true” to B and her mother.

B and her family found the lack of care and compassion to be the most distressing 
feature. “The whole thing was ‘you’re lucky, you’ve got a baby, you’re alive, you didn’t 
die, your baby didn’t die; you need to brush yourself down, get on with it and go on and 
have another baby’; it was really insensitive to the problems.”

B was advised to go and see the midwife to talk through her birthing story. She 
understood that this would be a therapeutic exercise that would help her understand 
what had happened. However, the midwife read her notes and said: “I don’t know why 
you’re here, you’re really lucky, you’re alive, your baby’s alive.” There was no recognition 
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of B’s obvious guilt over feeling upset about what had happened when her baby had 
survived. She received only reinforcement that she should feel lucky to be alive. The 
impact on her mental wellbeing was not considered.

B had another appointment with her consultant. They told her that they fully expected 
to see her in a few months, because “you’ve still got everything, you can still have 
a baby, we’ll look after you”. But the experience has left B terrified about becoming 
pregnant again. It appears that at no point was any explanation given that her 
continued bleeding had been due to surgical injury to her cervix and vagina.

“It just seemed that people would think that everything would be fine because I was 
alive and I would just move on and I shouldn’t be sad or upset or mentally scarred from 
it, from a traumatic experience, and for me I was robbed from having my second baby. 
I’ve always wanted a second baby and I will never do that, ever, and no one appreciates 
that side to it.”

This case illustrates clear problems of teamworking, professionalism, lack of 
compassion and failure to listen. B was made to feel ignored, marginalised and 
disparaged after the event. Also striking are the lack of frankness about what had 
happened and the failure to report and investigate a serious incident.

Failure in the Trust’s response, including at Trust Board level
1.40 In specific instances where things have gone wrong, the Trust has found it easier to 
attribute the causes to individual clinical error, usually on the part of more junior staff, or 
to difficulties with locum medical staff. But we have found that these are symptoms of the 
problems, not the root causes. This has been combined with the disposition to minimise 
problems, so it is unsurprising that the Trust has given the appearance of covering up the 
scale and systematic nature of those problems.

1.41 The problems among the midwifery staff and the obstetric staff were known but not 
successfully addressed. The failure to confront these issues further damaged efforts to improve 
maternity services and exposed critical weaknesses in the Human Resources (HR) function. 
When bullying and divisive behaviours among midwives were challenged, the staff involved 
began a grievance procedure, following which, it appears to us, the Head of Midwifery was 
obliged to leave and not speak out. The bullying and divisive behaviours were not addressed.

1.42 One critical weakness was the lack of control that could be exercised in relation to 
consultants. We have found that experience in East Kent demonstrates the problems that 
occur when some consultants stubbornly refuse to change unacceptable behaviour. In these 
circumstances, the mechanisms that trusts are able to deploy to address such behaviour, either 
through professional regulation or HR processes, may prove frustratingly ineffective.

1.43 It seems to us that the Trust was disposed to replace staff in key managerial roles who 
identified and challenged poor behaviour. The staff who remained were those who either 
personified the poor culture or were prepared to live with it rather than question it.

1.44 We have found that the Trust Board itself missed several opportunities to properly identify 
the scale and nature of the problems and to put them right. These opportunities are described 
later in this chapter.
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1.45 The Trust Board was faced with other challenges. Some of these concerned other hospital 
services, particularly the Accident and Emergency department, and the failure to meet targets. 
But those other challenges, though considerable, do not constitute a good enough reason for 
failing to put right the way in which maternity and neonatal services were operating.

1.46 The Trust Board did endorse a succession of action plans. It was said to us that “if 
there is one thing East Kent can do it’s write an action plan”. But these plans and the way in 
which the Trust Board engaged with them masked the true scale and nature of the problems. 
Instead, the plans supported an imagined world where there were fewer problems, and 
where the plans associated with newly appointed staff were deemed to be sufficient despite 
the previous recurring pattern of failure. Individuals were lauded only to fall out of favour, 
sometimes quite quickly.

1.47 The repeated turnover of staff at many levels, including Chief Executive, served to 
encourage this cycle; each time it was believed that this time things really would get better. 
Looking at cases to the end of 2020, we have not seen evidence to convince us that this 
cycle has ended.

1.48 Treating problems as limited one-off issues susceptible to being picked off by the latest 
action plan or new manager, rather than acknowledging their full extent and nature, has got in 
the way of confronting the issues head-on. Where issues have been brought into public focus 
by the efforts of families or through the media, too often the Trust has focused on reputation 
management, reducing liability through litigation and a “them and us” approach. Again, this has 
got in the way of patient safety and learning.

The actions of the regulators
1.49 We have reviewed how the Trust engaged with the regulators and others and how those 
organisations handled the signs of problems with maternity services in East Kent.

1.50 We have found that the Trust was faced with a bewildering array of regulatory and 
supervisory bodies, but the system as a whole failed to identify the shortcomings early enough 
and clearly enough to ensure that real improvement followed.

1.51 In practice, there was no shortage of regulatory and other bodies holding relevant 
information. The list includes: 

 l General Medical Council (GMC)
 l Nursing and Midwifery Council (NMC)
 l Local Supervising Authority (LSA; previously performing the role of supervision of 

midwives)
 l Royal College of Obstetricians and Gynaecologists (RCOG)
 l Royal College of Midwives (RCM)
 l NHS England (NHSE)/NHS Improvement (NHSI) (merged from April 2019 as NHSE&I; 

NHSE again from July 2022)
 l Care Quality Commission (CQC)
 l Healthcare Safety Investigation Branch (HSIB)
 l Clinical Commissioning Groups (CCGs) 
 l Local Maternity System/Local Maternity and Neonatal System (LMS/LMNS)
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1.52 Looked at individually, a case can be made that the distinctive role of each organisation 
should have added positively to identifying and addressing the problems. However, standing 
back from that detail, it is hard to avoid the impression that, in practice, the plethora of 
regulators and others served to deflect the Trust into managing those relationships and away 
from its own responsibility.

1.53 The task of regulators was made more difficult by the extent to which problems were 
denied; this denial ran right through the Trust, from clinical staff to Trust Board level. Even five 
years on, the Panel has been told that “we were not as bad as people were saying we were 
[in 2015/16]” and that “it only takes one case [baby Harry Richford] to trigger an investigation”. 
A critical RCOG report in 2016 (see paragraphs 1.97–1.102) was based on “hearsay and 
uncorroborated comments”. Legitimate challenge by the CQC was “always met with anger and 
defensiveness”.

1.54 There are inherent tensions in the roles of regulators and professional bodies, both 
individually and collectively. The RCM, for example, combines three functions: that of promoting 
quality maternity services and professional standards; that of advising and commissioning 
legal representation for individual members subject to disciplinary and professional processes; 
and that of a representative body for its membership. We found that these functions became 
entangled when the RCM was involved in problems relating to midwife behaviour in East Kent, 
and it was not possible to tell in what capacity it was operating at any one time, fuelling the 
perception that these problems were too difficult for the Trust to resolve.

1.55 The actions of the regulators and others are set out in Chapter 5.

1.56 We have found that NHSE&I did seek to help bring about improvements in the Trust. 
We have heard that a Quality Surveillance Group was established at least as early as April 2014. 
This followed identification of concerns by the CCGs (see paragraphs 1.75–1.81). As with the 
other regulators, we have found that the intervention of NHSE&I and its predecessors failed to 
secure the necessary improvements in the services provided.

Missed opportunities

Illustrative Case C
1.57 A young mother (C) arrived at the hospital having had a healthy pregnancy. She had been 
told by a community midwife that the slowing down of her baby’s movements was not a reason 
for concern. Following a scan late on in the pregnancy, C was further reassured that there were 
no underlying problems with her baby.

1.58 When C went into labour late in the evening, she was told to wait until her contractions 
were stronger and more frequent before travelling to the hospital. She felt discouraged and 
waited until the following afternoon, despite the altered movements of her baby. On arrival, she 
vomited in the corridor, often a sign of a rapidly progressing labour. The first midwife on the 
scene could not tell how dilated C’s cervix was and brought in another midwife.

1.59 The standard method for checking a baby’s heartbeat is by using what is known as a 
doppler. The staff present followed this practice but detected C’s heartbeat instead. The midwife 
left for a break and another one was brought in from the labour ward. The new midwife spotted 
that the baby’s own heartbeat was not recovering quickly enough after the contractions. The 
first midwife was called back and, following discussions, C was taken to the labour ward.
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1.60 C wanted to push but had been told not to do so. But now she was told to push and the 
baby was delivered with forceps without additional pain relief. C remembers seeing her baby in 
the resuscitation cot in the corner of the room. She felt euphoric at having given birth but also 
concerned by what she saw. She assumed that her baby would be resuscitated and that she 
would be able to hold the baby at any moment. She remembers being told that her baby was 
breathing before then seeing her baby being taken away to the neonatal intensive care unit.

1.61 C was left in the room with her family – her parents and partner. No member of staff stayed 
with them or joined them, and they were not told what was happening. C remembers that she 
was bleeding profusely and that her father left the room in order to ask whether somebody 
could attend, only to be told that “they are all in the staffroom having a cup of tea to recover 
from the shock”.

1.62 When the consultant obstetrician arrived, C remembers being told that her baby was being 
cooled on a life support machine, because of the effects of a lack of oxygen. She was also told 
that the baby had too much acid in her blood as a result of distress in labour. And then the awful 
news. Her baby might not survive, or might survive with brain damage.

1.63 For a time, as any parent would, C and her partner were hopeful that their baby would 
indeed recover. C was expressing milk for her newborn child, who was well grown and had 
appeared healthy.

1.64 In the coming days, C and her partner would see the effects of their baby’s organs shutting 
down. They stayed up all night with their baby not knowing when the baby’s last breath would 
be. The baby passed away in C’s arms the following afternoon.

1.65 Some months later the family had a meeting with the Head of Midwifery and with the head 
of the MLU. They remembered being told that “many many mistakes had been made”; their 
baby’s death could have been prevented had delivery been only a matter of hours earlier. In 
response to a question, C was told that ten babies had died since her baby.

1.66 As well as the Trust admitting negligence, C recalls being told that if the family wanted to 
take any legal action the hospital would be supportive. C and her partner considered carefully 
what to do and came to their decision. They would pursue the case in order to highlight the 
issue higher up in the NHS, with the aim of preventing similar outcomes in the future.

1.67 Concern about the death of baby Harry Richford in November 2017 precipitated our 
Independent Investigation. But this is not Harry Richford; it is baby Amber Bennington, who 
was born seven years earlier, in August 2010, and who died nine days later.

1.68 There are similarities between the two cases. One is that the Panel has found that in both 
cases different clinical management would have been expected to have made a difference 
to the outcome.

1.69 Another similarity is that both families have wanted their experience to be considered 
in order that the services be improved. The fact that it took the experience of Sarah and Tom 
Richford, seven years after the experience of Lucy and David Bennington, to bring East Kent 
maternity services into national focus suggests that the issues are deep and entrenched, and 
that the Trust has not been ready to look for signs of problems.

1.70 It is clear that concerns have arisen throughout the period since 2009 when the Trust 
was constituted, and that numerous opportunities have been missed to rectify the situation 
that had developed. It is likely that the sooner this was tackled, the more straightforward it 
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would have been, before problematic attitudes and behaviour, and dysfunctional teamworking, 
became embedded. Yet each of these opportunities was missed in one way or another, and the 
consequences continued. The most significant are set out here.

Missed Opportunity 1: Internal review and report, 2010
1.71 On 24 September 2010, Dr Neil Martin, the Trust’s Medical Director, gave a presentation 
to the Board on a recent serious untoward incident within maternity services. He also reported 
that the Trust’s internal monitoring process had highlighted an increase in the number of babies 
showing symptoms of hypoxic ischaemic encephalopathy (HIE), a type of brain damage that 
occurs when babies do not receive enough oxygen and/or blood circulation to the brain. An 
internal review was being undertaken and external midwifery support had immediately been put 
in place at WHH due to a concern about a decrease in the skill mix at the unit.

1.72 The review examined the antepartum management of 91 babies who had an unexplained 
admission to the neonatal intensive care and special care baby units within East Kent between 
January and September 2010. In 40% of the cases examined, the review highlighted the 
presence of suboptimal care, and in a third of those cases the suboptimal care was considered 
possibly, probably or likely to be a factor that was relevant to the outcome. Of the 91 cases 
reviewed, there were 16 perinatal deaths; significant or major suboptimal care was noted in 4 of 
those cases. Six babies were identified as likely to have what the report described as “long-term 
handicap”; significant suboptimal care was identified in three of those cases.

1.73 More broadly, the review report raised significant concerns about midwifery and obstetric 
management, midwifery staffing and skill mix, and resuscitation of babies showing signs of a 
shortage of oxygen. The review identified a number of themes, many of which are recurring 
issues in the inspections that took place and in the reports and findings published between 
2010 and 2020. The main themes were poor identification of fetal growth restriction, failure to 
diagnose labour leading to inadequate fetal monitoring, incorrect intermittent fetal monitoring, 
poor practice of continuous fetal monitoring with failure to correctly identify pathological traces 
and escalate concerns, and failure to follow guidelines.

1.74 The outcome of the review was to move the standalone midwifery units at Canterbury 
and Dover and to locate them alongside the obstetric units at Margate and Ashford. 
Recommendations were made to remind staff to practise within guidelines, to improve diagnosis 
of labour in low-risk settings, to improve standards in fetal monitoring, to review clinical 
guidance and resuscitation arrangements where meconium is present, to review the process 
by which medical staff of all grades learn from adverse events, and to review the process of 
escalating concerns about the progress of labour to more senior staff on call. We could find no 
evidence that these recommendations were followed up.

Missed Opportunity 2: Clinical Commissioning Group reporting to 
NHS England from spring 2013
1.75 The CCGs were created and commenced oversight from 1 April 2013. From the very 
outset, East Kent CCGs raised concerns about the Trust, including concerns about maternity 
services; they included these concerns in monthly written reports to NHSE. For example, in the 
June 2013 Quality Report to NHSE, the CCGs noted:

There is concern about the number of Serious Incidents (SIs) relating to maternity services 
at the Trust. Prior to April 2013 there were five SIs relating to maternity still open and in 
April 2013, two more were logged.1
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1.76 These concerns were repeated in the August 2013 Quality Report to NHSE:

The quality group and the Kent and Medway Quality Surveillance Group have both 
expressed concerns in relation to the number of serious incidents and the severity and 
trends within serious incidents related to maternity services within East Kent. Site visits 
have already taken place to both maternity units and further work with the trust and 
members of the quality surveillance group will now be taking place to further explore 
these issues.2

1.77 The Panel heard that the CCGs were “met with anger and defensiveness by the Trust, 
always, no matter whether it was a financial challenge or clinical challenge” – “you took a deep 
breath to have the conversations before you picked up the phone or you met with them”.

1.78 Another interviewee said:

The Trust thought they were exemplars of best practice and there was a real arrogance 
back in 2013 … they would say it in public meetings, “we are the best acute trust in the 
country, we are innovative, we are clinically excellent, we are the safest place to be” … they 
would narrate it … over and over to try and make it become fact … you then had NHSE 
saying, “yeah we haven’t really got any specific issue” … and then you had us [CCGs] … 
shouting, “… they’re not financially stable, their leadership is falling apart … they’re not a 
cohesive leadership team … they’re not safe from a clinical and patient safety perspective 
… there are many gaps, and then they’ve got big cultural issues, huge cultural issues …”

1.79 These differences between the Trust and the CCGs were recognised by a member of the 
Trust Board and the Executive, who spoke of their astonishment at the level of antagonism in 
the room when attending their first Quality Surveillance Meeting with the CCGs.

1.80 The CCGs found it difficult to gain recognition of their concerns within NHSE. It is not clear 
whether this was because the CCGs were able to bring fresh eyes to bear on the situation, or 
whether there had been rapid deterioration, but the existence of problems identified in 2010 
makes rapid deterioration an unlikely explanation.

1.81 Having failed to gain traction with NHSE, the CCGs approached the CQC, and the Panel 
heard that it was this engagement that contributed to the CQC inspection in 2014. In the 
meantime, however, both the Trust and NHSE failed to accept that the CCGs had grounds for 
concern – another missed opportunity to recognise and address what was happening.

Missed Opportunity 3: Care Quality Commission report and governance 
issues, 2014
1.82 The CQC inspected the Trust over six visits in March 2014 and published its findings on 
13 August 2014. The overall rating for the Trust was “Inadequate”, with findings that the Trust 
was “Inadequate” in the domains of providing safe care and being well led, and a finding of 
“Requires Improvement” for effective and responsive services. Again, there are significant 
similarities between some of the CQC findings and those in previous and subsequent reviews.

1.83 Key findings from the CQC included the divide between senior management and 
frontline staff, governance and assurance processes that did not reflect reality, very poor staff 
engagement, poor reporting and investigation of safety incidents, and limited use of clinical 
audit. The CQC noted an unusually high number of staff raising concerns about safety directly 
with its inspectors.
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1.84 Maternity services were given a less stringent rating: “Requires Improvement”. 
Unfortunately, this implied that problems in maternity care were not as bad as elsewhere, not 
only downplaying the very significant problems that had existed for several years, but also 
deflecting attention to those areas seen as higher priorities.

1.85 The reaction of the Trust was again one of defensiveness and disbelief, and we found that 
there was a very tense and difficult relationship between the Trust and regulators throughout. 
One former member of the Board and Executive told us that a decision had been taken by the 
Trust to “fight the regulators”. We heard that the Trust reacted very badly to the CQC report, 
sending back hundreds of minor challenges, including grammatical and spelling issues, rather 
than addressing its substance. Despite issues being flagged as poor by the CQC during 
its inspections and reported back to the Trust each day, there was still disbelief when the 
report came in. Six months were spent quibbling over it, and when action plans were drawn 
up, they were of poor quality and not effectively followed up. This was another significant 
missed opportunity.

Missed Opportunity 4: Bullying and inappropriate behaviour within the Trust 
and maternity services, 2014/15
1.86 Bullying and harassment have been prevalent features in the Trust’s maternity services 
over a prolonged period, as reported by many staff with whom we spoke. Staff surveys 
confirmed that staff felt disengaged, and reports of bullying and harassment were numerous. 
Some interviewees were explicit that the effects of this behaviour put the safety of care at risk.

1.87 This issue came to a head in 2014/15, initially when the Trust’s Chief Nurse received an 
anonymous letter: 

I work on maternity at the William Harvey. I’m ashamed to say that I feel intimidated at 
work. I have been made to look stupid in front of patients and other staff at work. I feel 
completely unsupported by our most senior staff. At times I dread going to work with 
certain people … Management and those with authority are not approachable, there is 
a blame culture, a just get on with it and shut up attitude, slog your guts out and still get 
grief. It’s ok if your face fits, we operate a one rule for one, and another rule for everyone 
else on maternity … you need to know that at times the unit is [an] awful place to be.

1.88 In response to this and to other evidence of staff unhappiness, the new Head of 
Midwifery undertook a review, working alongside the Trust’s HR department. In all, 110 staff 
were interviewed. There were consistent reports from over half of these staff of abrupt and 
sarcastic senior staff, junior staff being shouted at and humiliated in front of others, staff feeling 
intimidated and undermined in front of patients, alleged racism, and a daunting and frightening 
work environment.

1.89 The Head of Midwifery decided, with HR, that some senior midwives who were repeatedly 
identified as central to the issues should be relocated or suspended pending further action. 
A collective letter of grievance with 49 signatories was subsequently submitted via the RCM, 
alleging failures of process in the review. It is notable that this letter admitted that the unit 
was “dysfunctional”.

1.90 We heard that, as a result, the Trust withdrew support from the review process and from 
the Head of Midwifery. Consequently, she resigned from her post in August 2015. She requested 
advice from the RCM on whistleblowing about the culture of bullying and intimidation prevalent 
in the unit and was advised against disclosure in the interests of patient safety because of the 
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risk this posed to her future career prospects. It is notable that the RCM was already aware of 
the dysfunctional behaviours at the Trust.

1.91 The Panel heard of no further efforts to address the bullying behaviour, which, we heard, 
persisted. This was another significant missed opportunity.

Missed Opportunity 5: The Report of the Morecambe Bay Investigation, 2015 
1.92 The report into the serious failings in Morecambe Bay maternity services was published 
in early 2015. It identified, among other issues, failings of poor working relationships and 
dysfunctional teamworking, failures of risk assessment and planning, and failure to investigate 
properly and learn from safety incidents. All of these features were already evident in East Kent 
maternity services.

1.93 In May 2015, the Head of Midwifery at the East Kent Trust had already noted the similarity 
of issues and lessons identified within the Morecambe Bay report and sought to raise similar 
issues of concern with the Trust leadership. She was not heeded.

1.94 When we interviewed staff in 2021/22, some told us that they still believed the comparison 
to be misplaced. The Trust had commissioned a report later in 2015 specifically addressing this 
question; it found that the East Kent Trust “was not another Morecambe Bay”.

1.95 Given what the Trust knew about its own services at this point, this is an extraordinary 
conclusion; we can only suppose that it reflects the pattern of false assurance and 
defensiveness that characterised much of the Trust’s behaviour.

1.96 The Morecambe Bay report included a message for other trusts in 2015:

It is vital that the lessons, now plain to see, are learnt and acted upon, not least by 
other Trusts, which must not believe that “it could not happen here”. If those lessons 
are not acted upon, we are destined sooner or later to add again to the roll of names 
[of dishonoured trusts].3

Missed Opportunity 6: Report of the Royal College of Obstetricians and 
Gynaecologists, 2016
1.97 In 2015, concerned about accumulated evidence on the working culture in maternity 
services, the Medical Director, Dr Paul Stevens, commissioned a review by the RCOG. He 
specifically identified for review the poor relationship between obstetricians and midwives, 
compliance with clinical standards, poor governance and response to safety incidents, 
supervision of trainees, consultant accessibility and responsiveness, and consultant presence 
on the delivery suite.

1.98 The RCOG review reported in February 2016 and made serious criticisms of the maternity 
services in East Kent. Among other things, the report was critical of the lack of engagement of 
obstetricians in drawing up guidelines, which were of poor quality as a result. Safety incident 
investigations were inadequate and failed to identify areas where obstetric practice could be 
improved. Some consultant obstetricians at QEQM consistently failed to attend labour ward 
rounds, review women in labour, or draw up care plans; they also refused to attend when asked 
to when on call out of hours. Although these consultants were clearly contravening their duties 
to the Trust and to their profession, the RCOG review found that “this unacceptable practice has 
continued not to be addressed despite repeated incident reporting with the result that this unit 
has developed a culture of failing to challenge these poorly performing consultants”.4
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1.99 As a result of these appalling patterns of behaviour, trainees were under pressure to cope 
with clinical issues they were not competent to deal with unsupported, and midwives felt that 
there was no point in escalating emerging urgent clinical concerns. In addition, both groups of 
staff had given up reporting concerns about unacceptable behaviour, as no action was taken. 
Educational supervision of trainees was inconsistent, posts were often filled by locums, and 
morale was poor.

1.100 In keeping with the familiar pattern of defensiveness, the Trust told the RCOG that it 
would not respond to the report in light of an anticipated CQC inspection. When this occurred, 
the RCOG report was not shared with the CQC. Within the Trust, the RCOG review report was 
not widely distributed and was dismissively described as “a load of rubbish” by some senior 
obstetricians. A meeting of the Trust Quality Committee heard that “initial information from the 
recent [RCOG] Maternity Review report is clear – the Trust does not have an unsafe maternity 
service but there is improvement work to do around how the service is run in some areas”.

1.101 There was, however, sufficient pressure that maternity services were recognised as 
presenting an “extreme” risk, with potential harm to both pregnant women and neonates, in the 
Corporate Risk Register in June 2016. The resulting action plan, heavily process-oriented, was 
subsequently merged with a general improvement plan in response to the national Maternity 
Transformation Programme, diluting it and losing some of the specific elements prompted by 
the RCOG report. Fewer than a quarter of the action points had been completed when the risk 
was removed from the Register in 2019.

1.102 Most obviously, at no time was there an explicit plan documented or actioned to address 
the identified failure of some consultants to fulfil their professional duties. We heard that it was 
a “difficult area”, that “quiet words” were had, that two consultants had moved on or retired, 
and that another had a modified job plan that excluded overnight labour ward cover. While 
we recognise the constraints, and will comment elsewhere on them, the failure to tackle this 
explicitly or visibly has left echoes in the unit that still persist. This was another significant 
missed opportunity.

Missed Opportunity 7: The death of baby Harry Richford
1.103 Baby Harry Richford died on 9 November 2017 in the neonatal unit at WHH in Ashford, 
seven days after he was delivered at QEQM in Margate. The cause of death was recorded as 
hypoxic ischaemic encephalopathy (HIE).

1.104 Many of the same red flags that had shown themselves in the litany of previous 
inspections, reviews and reports appear again in baby Harry’s case. Not only does this apply to 
the clinical care given to his mother, Sarah Richford, it is also evident in the way that the whole 
family were treated after his death. The patient safety issues echoed the problems that had 
been highlighted first in the Trust’s internal review of 2010 and most recently again in the RCOG 
report, published 18 months before Sarah attended QEQM.

1.105 Sarah witnessed conflict and disagreement between the obstetric and midwifery teams 
about the way that oxytocin was being used to augment her labour. Midwives were concerned 
about changes to the continuous heart trace of the baby, but the obstetric team disagreed.

1.106 Obstetric cover on the labour ward was provided by a locum specialist registrar, whose 
knowledge and experience had not been assessed by a Trust consultant. When there was 
disagreement over Sarah’s care plan, neither the locum registrar nor the midwifery team escalated 
this to the consultant on call, contrary to guidelines. Sarah was not reviewed by an obstetric 
consultant during either the 1pm or 6pm assessment rounds, contrary to unit protocols.
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1.107 There were further features of concern over the baby’s condition coming up to delivery, 
and the locum registrar undertook to expedite delivery, either by forceps delivery or, if this was 
not possible, by a caesarean section. It appears that the locum registrar discussed this by 
telephone with the consultant on call, who agreed with the plan but did not attend, although 
it was likely to present challenges to an inexperienced obstetrician.

1.108 After an unsuccessful attempted forceps delivery, a caesarean section was undertaken. 
Unsurprisingly, in view of the descent of the baby’s head, this proved very difficult; several 
attempts were made to dislodge the head from the pelvis, including by applying pressure 
vaginally. The consultant on call was contacted by telephone and offered advice but was still 
not in attendance.

1.109 There were major difficulties in resuscitating baby Harry after delivery, including 
delay in establishing an airway, together with delay in escalating concerns to a consultant 
paediatrician on call.

1.110 In keeping with the familiar pattern of downplaying problems and seeking to avoid 
external scrutiny, the Trust classified baby Harry’s death as “expected” on the basis that he 
was admitted to the neonatal unit at WHH with severe HIE, and therefore death was not an 
unexpected outcome. For that reason, the Trust initially refused to refer baby Harry’s death 
to the coroner for investigation. There were errors in the data sent to the national audit, 
Mothers and Babies: Reducing Risk through Audits and Confidential Enquiries across the 
UK (MBRRACE-UK).

1.111 Baby Harry’s family faced great difficulty in finding out what had gone wrong, although 
they were sure that something had, and they began to distrust any information they received 
from the Trust. The weeks, months and years that followed baby Harry’s death involved 
sustained efforts by his family to seek understanding and truth about what had happened during 
his delivery. Their efforts included referring the case to HSIB and to the CQC for investigation 
and pressing to have a full inquest into the circumstances of his death.

1.112 This pattern of behaviour by the Trust, clearly evident in this case, recurred in many 
others that we examined. It included denying that anything had gone amiss, minimising adverse 
features, finding reasons to treat deaths and other catastrophic outcomes as expected, and 
omitting key details in accounts given to families as well as to official bodies. Although we did 
not find evidence that there was a conscious conspiracy, the effect of these behaviours was to 
cover up the truth.

1.113 Even had none of the previous failings been known – and they were – baby Harry’s 
death should surely have been a catalyst for immediate change. In fact, it required public 
remonstration by a coroner over two years later, precipitated by the persistence, diligence and 
courage of baby Harry’s family, to reveal an organisation that did not accept its own failings, 
considered itself above scrutiny or accountability, and consistently rejected the opportunity to 
learn when things went wrong.

Missed Opportunity 8: Engagement with the Healthcare Safety Investigation 
Branch from 2018
1.114 HSIB was established in 2017 in response to widespread concern that the NHS was not 
learning consistently from safety incidents. Its brief is to carry out independent investigations 
into safety incidents, focusing on systems and processes, to identify learning. In light of 
previous issues, most obviously at Morecambe Bay, HSIB was given a special brief to look at all 
maternity incidents that fulfilled certain harm criteria. In 2018, it became evident that East Kent 
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maternity services were an outlier because of the rate of occurrence of safety incidents resulting 
in serious harm.

1.115 From the outset, HSIB experienced difficulties in its dealings with the Trust, including 
problems obtaining information, staff attendance at interviews, and support for the process 
from the Trust’s senior leadership team. HSIB found this to contrast sharply with the response 
of other trusts in the region, which generally welcomed the opportunity to have “fresh eyes” 
on any problems. The East Kent Trust, on the other hand, challenged HSIB’s right to carry out 
investigations and its credentials to act as what the Trust saw as another regulator.

1.116 HSIB’s concerns increased over the course of 2018, particularly over failures to escalate 
clinical concerns, unsupported junior obstetric staff, the use and supervision of locum doctors, 
management of reduced fetal movement, neonatal resuscitation, and fetal monitoring and its 
interpretation. In light of its “grave concerns”, HSIB sought a meeting with the Trust’s senior 
leadership team, which took place in June 2019.

1.117 The accounts of that meeting that we heard from more than one source left us shocked, 
given the extent of the problems at the Trust that by then had been evident for almost ten years. 
The HSIB team was not made welcome but was left waiting in a corridor for an extended period. 
Senior executives greeted them in an “incredibly aggressive” manner, saying “I don’t know why 
you are here” and telling HSIB that its recommendations were “not needed”. The tone of the 
meeting was one of defensiveness and aggression, and there was a “heated discussion” about 
a maternal death.

1.118 Although relationships between the Trust and HSIB became more cordial, we heard that 
the Trust did not achieve the same level of acceptance and learning evident in other trusts that 
HSIB deals with. This is the most recent in this long series of missed opportunities.

Where accountability lies
1.119 This section has highlighted our findings and set out the series of missed opportunities 
that has characterised the whole period since the establishment of the Trust in 2009. Any one of 
these was a chance to rectify a situation that had clearly gone very wrong and was continuing 
to deteriorate. Had any of these opportunities been grasped, there would undoubtedly have 
been benefits in terms of death, disability and other harm avoided, and in terms of the mental 
wellbeing of many families who were disregarded, belittled and blamed.

1.120 We do not blame, or identify, those who have made honest clinical errors. Clinicians 
should not have to live in fear of clinical error and its aftermath; it is an inescapable 
accompaniment to practice everywhere. The fundamental point is to recognise and report 
error, so that it can be investigated and learned from. The route to improved maternity services 
would be fatally undermined if individuals, be they midwives or consultants, were deterred from 
reporting, or from entering practice, by the fear that honest clinical errors would result in public 
or professional vilification.

1.121 We have found that repeated problems were systemic, particularly reflecting problems 
of attitude, behaviour and teamworking, and they reflect a persistent failure to look and learn. 
They concerned both hospitals and continued throughout the period we have investigated. 
They included poor professional behaviour among clinicians, particularly a failure to work as 
a cohesive team with a common purpose.
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1.122 Each of these problems has been visible to the senior management of the Trust. In these 
circumstances, while it is right that this report should be clear about those systemic issues and 
how they have been evident through the organisation, we have concluded that accountability 
lies with the successive Trust Boards and the successive Chief Executives and Chairs. They 
had the information that there were serious failings, and they were in a position to act; but 
they ignored the warning signs and strenuously challenged repeated attempts to point out 
problems. This encouraged the belief that all was well, or at least near enough to be acceptable. 
They were wrong.

Key areas for action
1.123 It is a privilege to have been asked to investigate maternity and neonatal services in 
East Kent. But, in doing so, we are faced with a reality of national as well as local significance.

1.124 This Investigation is simply the latest to focus on failings in an individual NHS trust. 
The list is now a long one, going back at least as far as the 1960s. As the Health Foundation 
has pointed out, most people think of the inquiry into failures of care at Ely Hospital in Cardiff 
in 1967 as the first NHS inquiry.

1.125 The period since then has been punctuated by reviews into local circumstances: for 
example, the Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry, published in 
2013. With maternity services alone, the spotlight has been shone on Morecambe Bay in 2015, 
on Shrewsbury and Telford in 2021/22, East Kent, with this Investigation commissioned in 2020, 
and now Nottingham.

1.126 The pattern is now sadly familiar: detailed investigation, lengthy reports, earnest and 
well-intentioned recommendations – all part of a collective conviction that this must be the last 
such moment of failure, with the lessons leading to improvement, not just locally but nationally. 
Experience shows that the aspirations are not matched by sustained improvement. Significant 
harm then follows, with almost always patients and families the first to raise the alarm.

1.127 In investigating East Kent maternity services and their missed opportunities, we have 
become all too aware that a conventional report, with multiple recommendations, overlapping 
with recommendations from other inquiries, other periods and other sources, is unlikely to break 
free of this pattern.

1.128 For this reason, we have set ourselves the objective of identifying a more limited 
number of key themes and recommendations, and of not confusing the already difficult – if not 
impossible – task of making sense of those that already exist.

1.129 Within this approach, we want to tackle head-on the fundamental issue affecting 
maternity services that this succession of reviews creates. The frequency with which 
supposedly one-off outliers keep cropping up despite previous investigations and reports makes 
it, in our view, unsafe to suppose that East Kent is the last one that will be identified. The answer 
cannot be to hope that individual reviews and multiple recommendations prevent recurrences 
elsewhere. If that approach were the right one, it would have worked by now. It hasn’t.

1.130 We have identified four key areas for action that we believe must be addressed.
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Key Action Area 1: Monitoring safety performance – finding signals among 
noise
1.131 We have come to the view that something more reliable needs to be put in place, not only 
in East Kent but also elsewhere and nationally, to give early warning of problems before they 
cause significant harm. The aim must be for every trust to have the right mechanism in place 
to monitor the safety of its maternity and neonatal services, in real time; for the NHS to monitor 
the safety performance of every trust; and for neither the NHS nor trusts to be dependent on 
families themselves identifying the problems only after significant harm has been done over a 
period of years.

1.132 We are clear that such a mechanism can be developed in order to spot the relevant 
signals. In Chapter 6, we recommend how this should be done. This is not a toolkit, because 
it must be nationally standardised, and it is not optional. It will be based on:

 l Better outcome measures that are meaningful, reliable, risk adjusted and timely
 l Trends and comparators, both for individual units and for national overview
 l Identification of significant signals among random noise, using techniques that account 

properly for variation while avoiding spurious ranking into “league tables”.

1.133 In essence, it is clear that in East Kent the Trust too often treated the concerns expressed 
by families as “noise” when they were in fact an accurate signal of real problems. One example 
is how the family of baby Harry Richford was treated, particularly when they sought answers 
to legitimate questions. But that is not the only such example. The accounts we have heard 
from families show persuasively that the Trust’s mindset was too often to be defensive and to 
minimise problems; and that this mindset was itself a barrier to learning.

1.134 The Trust also took false reassurance from national statistics that appeared to suggest 
that the number of baby deaths was no higher than in other trusts, underlining the shortcomings 
of available information. This was very clear from the accounts we have heard from the Trust’s 
staff. For example, a senior clinician accepted that the Richford case was tragic and avoidable 
but added that, “however, when you look at the figures it was only in 2017 that [East Kent] were 
slightly outside average Trust behaviour”.

1.135 Chapter 5 describes how the Trust sought to monitor its performance. By contrast, we 
have identified a more reliable approach that would utilise the available statistics in the way 
suggested in Chapter 6, for the use of clinical teams, trusts, regulators and the public, as well as 
listening to what women and their families say – treating that too as a likely signal, not as noise.

Key Action Area 2: Standards of clinical behaviour – technical care is not 
enough
1.136 The frequent instances we have found of a distressing and harmful lack of professionalism 
and compassion are of great concern to us. Of course, we are aware that the majority of clinical 
staff do not behave like this; but, equally, it would be wrong to imagine that these behaviours 
are confined to East Kent’s maternity services.

1.137 This is not a finding of technical incompetence. But the experience shared vividly with us 
by families and often confirmed by staff accounts has demonstrated that technical competence 
is not enough. In any clinical situation, not least the stressful circumstances of giving birth, there 
is an equal need for staff to behave professionally and to show empathy. The evidence of staff 
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not showing kindness or compassion and not listening or being honest has been both harrowing 
and compelling.

1.138 Part of a professional approach is explaining what is happening or has happened honestly 
and openly – at the time, whenever possible, and certainly afterwards. But what we have found 
is that, too often, the response has been based on personal and institutional defensiveness, on 
blame shifting and punishment.

1.139 We have found a worrying recurring tendency among midwives and doctors to disregard 
the views of women and other family members. In fact, in a significant number of cases, the 
Panel has found compelling evidence that women and their partners were simply not listened 
to when they expressed concern about their treatment in the days and hours leading up to the 
birth of their babies, when they questioned their care, and when they challenged the decisions 
that were made. Too often, their well-founded concerns were dismissed or ignored altogether. 

1.140 A particular area of concern was the telephone advice given to mothers to stay at home 
if they were not adjudged to be in established labour. It is foolhardy to disregard the woman’s 
voice, especially if she has experience of previous labour, and we saw evidence of distressing 
births before the mother’s arrival in the maternity unit as a result. But it is dangerous when the 
caller has also reported other problems such as altered movements by the baby, and we saw 
examples of babies lost as a consequence of such advice.

1.141 We have also found a pattern of particularly stubborn and entrenched poor behaviours 
by some obstetric consultants, particularly at QEQM. We are clear that this has been damaging, 
not just to team relationships but also to the safety of women and their babies.

1.142 Some consultants did not attend when requested, although they were on call, and they 
did not attend scheduled labour ward rounds. They discouraged both junior staff and midwives 
from calling them at night, leading most staff to conclude that they just had to get on with it 
without the advice or presence of consultants when those consultants were on call. These 
concerns were known to the Trust, having been clearly identified in the RCOG report of 2016 
and confirmed subsequently by the Trust itself in an audit conducted in April and May 2016. 
The RCOG did not immediately offer to be involved in how these problems might be resolved, 
and was rebuffed by the Trust on offering to revisit six months later.

1.143 We note that, in seeking to overcome the reluctance of some consultants to attend when 
on call, the Trust’s actions were weaker than when dealing with midwives. This difference was 
evident to staff, who put it to us in these terms: “Nurses would potentially be disciplined … 
doctors would be asked to reflect on what happened.”

1.144 It is apparent to us that this reflects a much wider difficulty. Any trust seeking to 
address problematic behaviour by consultants will face significant constraints. Employers 
effectively have no sanctions short of dismissal against a consultant who defies them, and 
experience suggests that if employers do act, or if a consultant claims constructive dismissal, 
the employers are very likely to lose at an employment tribunal. In such situations, external 
support for trusts is often unhelpful, while defence organisations mobilise their full resources in 
support of their member. When the GMC was belatedly informed of the unacceptable consultant 
behaviour in East Kent, it decided that no fitness to practise proceedings were required, and 
confirmed to us later that it was not able to address “lower-level behavioural issues, or cultural 
issues, or attitudinal issues”. Without wishing to detract from the importance of employment 
protection, it cannot be right that behaviour which seriously threatens patient safety cannot be 
robustly addressed.
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1.145 There is a pressing need to understand better the gross lapses of professionalism, 
compassion and willingness to listen that these events illustrate, including their prevalence, 
the underlying causes, and – most importantly – how they can be changed. Unless we address 
the balance between the technical aspects and the human kindness needed to care for people 
compassionately, effectively and safely, the problems evident in East Kent will recur elsewhere.

Key Action Area 3: Flawed teamworking – pulling in different directions
1.146 We have found that teamworking in East Kent maternity services was dysfunctional. 
This was clear in the accounts we have heard from families and was consistently supported 
by the evidence of the staff interviews and available records. Many staff described “toxic”, 
“stressful” working environments. Arguments between staff were played out in front of families 
just at the time when truly effective teamwork was required and just when families needed to 
see that teamwork at work.

1.147 Fundamentally, there were poor relationships both within and between professional 
groups. There were factions and divisions within midwifery. There was poor working in 
obstetrics, with a division between consultants and junior staff that left unsupported staff to deal 
with complex situations beyond their experience. The failure of obstetric staff and midwives to 
trust and, in some cases, respect each other added a further significant threat to patient safety.

1.148 In sometimes suggesting that the relationships between midwives and obstetricians and 
neonatologists were satisfactory, staff revealed the limitations in their concept of teamworking. 
This was, at most, a concept of each discipline doing its own job to an acceptable standard, but 
within rigidly demarcated and sometimes conflicting roles. In part, this resulted from an inflexible 
interpretation of a wider maternity debate, positioning midwives as the defenders of women 
against intervention and obstetricians as the inflictors of over-medicalised models of care.

1.149 This is no basis for effective teamworking in maternity services. Midwives and 
obstetricians each bring a unique set of skills and experience to maternity care. They should 
contribute to maternity care as equal and valued partners. But it is inconceivable that they might 
have objectives that differ. There is not a separate role to promote “normal” birth or to reduce 
caesarean sections, or to be the “guardians of normality”, any more than there is a separate role 
to promote safety. A team that does not share a common purpose is not a team.

1.150 We have not found any systematic policy in East Kent maternity services of 
inappropriately favouring either unassisted birth or assisted vaginal birth in circumstances where 
this would place women and babies at risk. Those we interviewed were careful to say that there 
was no such policy. We have found, however, that the way in which “normal birth” was spoken 
about and set out in material for mothers created an expectation that it was an ideal that staff 
and women should strive to achieve. On some occasions, this pressure of expectation seemed 
to contribute to staff decisions not to escalate concerns or to intervene, decisions that were 
otherwise inexplicable.

1.151 One particular example is the Vaginal Birth After Caesarean (VBAC) Clinic, which started 
at QEQM in 2005 and was operational across the Trust by 2007. The inherent expectation of 
the clinic was clearly the promotion of VBAC, and it certainly operated in that way. While VBAC 
is a welcome and appropriate plan for some women, the benefits must be weighed against 
the risks, particularly of uterine rupture, taking into account any adverse factors. There were 
clear examples of women who were at high risk from VBAC where we could find no evidence 
that these risks were discussed, or that a decision which placed a woman at high risk was 
communicated to her or flagged to inform her future care. Such decisions need to be taken 
carefully, free from inherent prejudice about the “best” method of delivery.
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1.152 We believe that insufficient attention has been given nationally to the language that is 
used around “normality” and to the presentation of information, or to the expectations that both 
can create among both maternity staff and mothers. Language and information that are helpful 
in the majority of cases can have disastrous consequences when labour does not progress 
physiologically. We are aware that some recent steps have been taken to improve this, but these 
are insufficient in our view to remove the risk of misunderstanding and misinterpretation.

1.153 Trainees in all disciplines contribute significantly to the work of maternity teams, providing 
care while gaining experience. For this to be effective, they need to feel supported, both by their 
peers and by senior staff, and they also need to take part in supervised learning. We found that 
clinicians in training did not feel supported; they felt isolated, exposed and vulnerable, and they 
sometimes worked unsupervised in complex situations beyond their experience. This applied 
equally to midwives and obstetricians, as well as to paediatricians in some cases.

1.154 We found that bullying and harassment were frequently reported, working relationships 
with other disciplines did not feel comfortable, and more senior staff could be undermining 
and unhelpful. There were shortages of junior medical staff and posts often had to be filled 
by locums, further impeding the development of teamworking. New staff were made to feel 
unwelcome, were excluded from cliques, and were given challenging cases and expected to 
manage them without support.

1.155 In part, this can be related to national changes in the training of junior medical staff 
brought about by the need to reduce working hours and compress training. While both of 
these have welcome consequences, principally in reducing fatigue and unjustifiably extended 
training, they also have unwelcome consequences. Shift working reduces continuity of care and 
increases the likelihood of information loss or error at handovers. The loss of the former “firm” 
system, in which junior medical staff were part of a stable clinical unit headed by one or more 
consultants, has reduced the feeling of belonging for staff, as well as the opportunity for staff 
to develop trust and knowledge of colleagues’ capabilities. It is important that we find ways to 
counter these unwelcome features and improve the sense of belonging among staff.

1.156 A more longstanding difficulty is the separation of early training into different clinical 
disciplines, when staff’s future ability to work in teams in a mutually supportive way will be 
crucial. Staff who work together should train together from the outset, at least in part, and not 
just in rehearsing emergency drills (which is the most common form of joint training claimed).

1.157 We believe that there is a pressing need to understand the effects of the dynamics 
of training and education, and how changes made for good reasons have had unintended 
consequences. More generally, we believe that it is time to think about a better concept of 
teamwork for maternity services – one that establishes a common purpose across, as well 
as within, each professional discipline.

Key Action Area 4: Organisational behaviour – looking good while doing badly
1.158 Throughout the period we have investigated, it was clear that the Trust prioritised 
reputation management to the detriment of being open and straightforward with families, with 
regulators and with others.

1.159 With families, this was evident in the way in which their concerns were dismissed. Where 
there were complaints, too often the Trust’s instinct was to manage those complaints rather than 
to consider what was being said as feedback and learning.
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1.160 With regulators and others, we have found that too much effort was consumed in seeking 
to challenge and undermine any scrutiny. For example, it is revealing that when the CQC report 
became available in 2014, the Trust “went through every line, every word of [it] and came up 
with hundreds of challenges to the report, grammatical, spelling … rather than actually going to 
the essence of the report and seeing ‘what do we do’”, as a member of staff put it to us.

1.161 Unfortunately, these problems are far from restricted to East Kent. Indeed, reputation 
management could be said to be the default response of any organisation that is challenged 
publicly. When the end result is that patient safety is being damaged, unrecognised and 
uncorrected, however, it is especially problematic. At present, the benefits of inappropriate and 
aggressive reputation management outweigh the meagre risks to an organisation of behaving in 
this way. This balance must be addressed.

1.162 We have found at Chief Executive, Chair and other levels a pattern of hiring and firing, 
initiated by NHSE. The practice may never have been an explicit policy, but it has become 
institutionalised. In response to difficult problems, pressure is placed on a trust’s Chair to 
replace the Chief Executive, and/or to stand down themself.

1.163 There may be organisations in which the frequent and short-term appointment of key 
staff proves effective. It is clear that this approach was not just ineffective in East Kent, but 
wholly counterproductive. These decisions appear to us to have been made separately from 
any question of accountability: the effect was simply to rotate in a new face and rotate out the 
previous incumbent elsewhere.

1.164 In practice, the appointments that were made led the Trust, and NHSE, to believe that 
things were changing when in fact the underlying shortcomings remained. This approach 
also led to the term of the then Chief Executive being cut short in 2017, when some of our 
interviewees suggested that improvements were beginning to be made.

1.165 We are conscious of the damage caused by the succession of appointments as Chief 
Executive, Chair and Head of Midwifery, but also in other posts. Enthusiasm for the newly 
appointed individuals created unrealistic expectations that only fuelled criticism when those 
expectations were not met; this was described to us as a flawed model based on “heroic 
leadership”. NHSE and the Trust have not yet been able to break free of this unproductive cycle.

1.166 The problems of organisational behaviour that place reputation management above 
honesty and openness are both pervasive and extremely damaging to public confidence in 
health services. A legal duty of truthfulness placed on public bodies has been proposed as one 
of the responses to the Hillsborough disaster. It seems that NHS regulation alone is unable to 
curtail the denial, deflection and concealment that all too often become subsequently clear, and 
more stringent measures are overdue.

Conclusion
1.167 The Independent Investigation into East Kent Maternity Services has been a challenge to 
carry out, and at times difficult, but the Panel has never once doubted that it has been so very 
much more challenging, difficult and personally demanding for the families without whom it 
would not have been possible.
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1.168 We have set out in this chapter the stark findings of deep problems at every level in the 
Trust, from labour ward clinicians to the Board and external relationships. We have summarised 
the shocking consequences for the lives of women, babies and families, their health and their 
wellbeing. We have identified the significant missed opportunities stretching back to 2010 
to prevent the continuing toll. We have introduced the four areas for action that we believe 
are essential to correct the underlying problems in East Kent and elsewhere, and to prevent 
recurrence. These are considered further in Chapter 6, with a route to taking action in each area.

1.169 Our lasting gratitude goes to the families who put aside for a while the cares they should 
not have had to bear, to help us to understand the events, and to make the Investigation 
happen in the first place. We all owe them our undertaking to make things better. It is essential 
that the findings of this Report are heard, and the necessary actions heeded, around the NHS 
as in East Kent.
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Chapter 2: The Panel’s assessment 
of the clinical care provided

This chapter explains that, had care been given to nationally recognised standards, the 
outcome could have been different in 97 of the 202 cases the Panel assessed (48%), and 
it could have been different in 45 of the 65 cases of baby deaths (69.2%). 

In the 25 cases involving injury to babies, 17 involved brain damage. This included hypoxic 
ischaemic encephalopathy (HIE, a type of brain damage that occurs when babies do not 
receive enough oxygen and/or blood circulation to the brain) and/or cerebral palsy attributable 
to perinatal hypoxia (insufficient oxygen). Had care been given to nationally recognised 
standards, the outcome could have been different in 12 of these 17 cases (70.6%). 

In the 32 cases involving maternal injuries or deaths, the Panel’s findings are that in 23 
(71.9%), had care been given to nationally recognised standards, the outcome could have 
been different. 

The Panel has not been able to detect any discernible improvement in outcomes as evidenced 
by cases over the period within our assessment (2009 to 2020). Our assessment has also 
indicated that the outcomes and patterns of suboptimal care concerned both the Queen 
Elizabeth The Queen Mother Hospital at Margate (QEQM) and the William Harvey Hospital in 
Ashford (WHH).

Introduction
2.1 We have conducted a review of each of the 202 cases where the families involved asked to 
participate in this Independent Investigation, and where their care by the maternity and neonatal 
services of East Kent Hospitals University NHS Foundation Trust (the Trust) fell within the scope 
of the Investigation’s Terms of Reference. This chapter describes the review undertaken, our 
sources of evidence and its results.

2.2 We have reviewed 202 cases, identified using our Terms of Reference and via families who 
had approached us to participate in the Investigation. In focusing on reviewing what happened 
in these participating cases, we have had the benefit of richer sources of evidence than we 
would have had by looking at, for example, clinical records in isolation. Specifically, our review 
draws upon the following three sources of evidence:

 l Family listening sessions: In the great majority of the participating cases (189 out of 
202), the family was prepared to relive their often traumatic experience for the benefit 
of this Investigation. In a minority of cases (13), the family wanted their experience to 
be heard without going through the distressing process of retelling what had happened. 
In these cases, the Panel focused on the information available in the clinical notes. 
We wish to place on record our thanks to each and every family, regardless of the 
decision they took on this point. The family listening sessions have provided a wealth 
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of evidence, expressed in a compelling way and creating a clear and vivid picture of 
what happened. In many cases the family listening sessions have included the husband 
or partner. Where they were present for the birth, their account as witnesses to what 
happened has proved to be invaluable, often including details which go beyond those 
available from other sources. In addition, the accounts of husbands and partners are 
testament to their own personal experiences as events unfolded; they are considered 
further in Chapter 3.

 l The clinical records: We have had full access to the records we needed to conduct our 
review of the 202 cases. We would like to thank the team in the Trust who have made 
this possible in a full and timely fashion. In every case where the participating families 
have themselves been given documents, they have been ready and generous in making 
these available to the Investigation.

 l Interviews with clinical staff and others: Chapter 4 sets out what we heard more 
generally from the staff at the Trust, past and present, and from others whose role 
has shed light on the maternity and neonatal services provided. In conducting our 
clinical review, we were able to invite to case-specific interviews the staff involved, 
including midwives, doctors and managers, where we judged that it would be helpful 
to do so. We are pleased to report that in every such case the person involved agreed 
to participate. This too has provided a very rich vein of evidence, largely confirming 
what the families witnessed and were able to recall in their accounts. Some of those 
interviewed provided additional documents which have helped to complete the picture.

2.3 Drawing upon these sources of evidence, this chapter explains how the clinical review was 
conducted. It also sets out its results, both in terms of the grading of suboptimal care (using the 
standardised scoring system developed for the Confidential Enquiry into Stillbirths and Deaths 
in Infancy (CESDI)) and the associated harm in each case (adapted from the NHS National 
Reporting and Learning System (NRLS) definitions of degrees of harm). A fuller description of 
our process of clinical assessment is given in Appendix B.

2.4 Alongside the clinical review, the Investigation has witnessed the wider range of harm 
which followed from the experience of the participating families. That wider experience, 
described in Chapter 3, is no less significant than the clinical outcomes.

Clinical review and grading of cases
2.5 The Investigation spans the period from 2009 – when the Trust achieved foundation status, 
so acquiring a new degree of autonomy and financial independence – to the end of 2020. A 
number of women came forward whose pregnancies fell outside the timeline set out in the 
Terms of Reference or whose approach to the Investigation came after we had completed this 
phase of our work. The Panel considered information about these cases, for background, but 
they do not feature within the grading of cases.

2.6 Figure 1 does not show the total number of births in the Trust or indicate where the births 
relate to suboptimal care or a poor outcome. It does show how the participating cases span the 
period covered by the Investigation.



Chapter 2: The Panel’s assessment of the clinical care provided

29 

 

0

5

10

15

20

25

202020192018201720162015201420132012201120102009

30

Total number of cases Total at WHH Total at QEQM

Number of participating cases, by year and location

Figure 1: Cases reported to the Investigation by year and location

2.7 With the consent of the families involved, we carried out a thorough review of the 
clinical records of each woman and baby’s care by the Trust’s maternity services, adopting a 
systematic approach (as described in Appendix B). In addition to the clinical records, the Trust 
provided other documentation such as complaints correspondence, investigation reports and 
exchanges with GPs.

2.8 The Panel reviewed the records primarily to identify the presence of suboptimal care that 
might have led to a poor outcome in the period of pregnancy up to labour (antenatal), from the 
onset of labour through to delivery of the placenta (intrapartum) and in the hours and days after 
delivery (postnatal for mother; neonatal for baby).

2.9 The Panel came together to consider the evidence contained in the clinical records, with 
our understanding enhanced by what we had learned from the other sources of evidence. As a 
result, the assessment of each case reflects the judgement of the Panel collectively.

2.10 All the cases were graded using the CESDI scoring system previously used in The Report 
of the Morecambe Bay Investigation, published in March 2015. This defines four levels of 
suboptimal care based on their relevance to the outcome (see Table 1).
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Table 1: CESDI scoring system

Level of 
suboptimal care

Relevance to the outcome

Level 0 No suboptimal care

Level 1 Suboptimal care, but different management would have made no difference 
to the outcome

Level 2 Suboptimal care, in which different management might have made a difference 
to the outcome

Level 3 Suboptimal care, in which different management would reasonably be expected to 
have made a difference to the outcome

2.11 In addition to grading the level of suboptimal care, the Panel determined the degree of 
harm in each case, using a classification adapted from the NHS NRLS definitions of degrees of 
harm (see Table 2).*

Table 2: Degrees of harm

Degree of harm Outcomes Impact on woman and/or baby

None No harm There was no impact on the woman 
or her baby 

Minimum Maternal injury; baby birth injury The woman or her baby required extra 
observation or minor treatment

Moderate Maternal injury; baby birth injury There was short-term harm and the woman 
or her baby required further treatment 
or procedures

Severe Maternal injury; brain 
damage, including HIE and/or 
cerebral palsy attributable to 
perinatal hypoxia

The woman or her baby suffered permanent 
or long-term harm 

Death Stillbirth; neonatal death; late 
neonatal death; maternal death

The woman or her baby died 

* Although there are plans to replace the NRLS with the Learn from Patient Safety Events (LFPSE) service, which does not define degrees 
of harm in the way the NRLS does, the Panel found it helpful to use a form of assessment of harm that is recognisable and understood when 
reviewing the cases subject to our Investigation. 
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What the numbers tell us

Suboptimal care and associated outcomes: summary of the Panel’s findings
Table 3: Degree of suboptimal care, Trust-wide

Suboptimal 
care

Relevance to the outcome No. of cases 
Trust-wide

No. as a 
percentage 

Level 3 Suboptimal care, in which different management would 
reasonably be expected to have made a difference 
to the outcome

69 34.2%

Level 2 Suboptimal care, in which different management might 
have made a difference to the outcome

28 13.9%

Level 1 Suboptimal care, but different management would have 
made no difference to the outcome 

54 26.7%

Level 0 No suboptimal care 51 25.2%

Total 202 100%

2.12 The Panel’s findings, set out in Table 3, mean that:

 l Had care been given to nationally recognised standards, the outcome could have 
been different in 97 of the 202 cases reviewed (48%).

 l In 69 of these 97 cases, the outcome would have reasonably been expected to 
be different. 

 l In 28 of these 97 cases, it might have been different.

2.13 The Panel found no differences to the outcomes or occurrence of suboptimal care over 
the time period covered by the Investigation (2009 to 2020). That is to say, we have not been 
able to detect any discernible reduction in suboptimal care or adverse outcomes over time, 
as evidenced by the cases we have assessed. Our assessment has also indicated that the 
outcomes found and patterns of suboptimal care concerned both QEQM and WHH.

2.14 Table 4 gives a breakdown of the range of outcomes in the assessed cases.

Table 4: Outcomes as reviewed by the Panel

Outcome Total number 
of cases

Baby death (stillbirth or neonatal death) 65

Baby sustaining hypoxic or other injury during labour or birth 25

Maternal death 4

Injury to mother 28

Other physical harm (psychological harm is considered separately in Chapter 3) 32

No death or injury 48 

Total 202

2.15 In relation to baby deaths, drawing upon our assessment of suboptimal care and the 
breakdown of outcomes, the Panel’s findings mean that:
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 l Had care been given to nationally recognised standards, the outcome could have 
been different in 45 of the 65 cases of baby deaths (69.2%).

 l In 33 of these 45 cases, the outcome would have reasonably been expected to 
be different.

 l In 12 of these 45 cases, it might have been different.

2.16 In relation to cases of injury to babies, drawing upon its assessment of suboptimal care 
and the breakdown of outcomes, the Panel’s findings mean that:

 l Had care been given to nationally recognised standards, the outcome could have 
been different in 12 of the 17 cases of brain damage (70.6%), including HIE and/or 
cerebral palsy attributable to perinatal hypoxia.

 l In 9 of these 12 cases, the outcome would have reasonably been expected to 
be different.

 — In three cases, it might have been different.
2.17 In respect of cases involving maternal injuries and deaths, drawing upon its assessment of 
suboptimal care and the breakdown of outcomes, the Panel’s findings mean that:

 l Had care been given to nationally recognised standards, the outcome could have 
been different in 23 of 32 such cases (71.9%).

 l In 15 of these 23 cases, the outcome would have reasonably been expected to 
be different.

 l In eight cases, it might have been different.

Illustrative cases of suboptimal care
2.18 The findings set out above are stark. But the impact of suboptimal care, while suggested 
by these findings, goes beyond mere numbers and can best be conveyed through a series 
of illustrative cases. These are just a few of the examples the Panel has studied, but serve to 
highlight some of the points that arose in many further cases. The first set comprises three 
examples of neonatal death (Illustrative Cases D, E and F) and one of antepartum stillbirth 
(Illustrative Case G).

Illustrative Case D
D’s pregnancy was uneventful and she went into spontaneous labour around her 
due date. Progress was slow, and her baby developed signs of oxygen shortage. 
After significant delay in recognising the need for urgent delivery, an inexperienced 
locum doctor attempted an instrumental delivery, which was difficult and hazardous 
as the baby’s head remained high. When this failed, D’s baby was delivered by 
emergency caesarean section, with considerable damage and bleeding. The baby was 
in poor condition at birth. Resuscitation was inexpertly carried out, with significant 
delay in establishing an airway, and he died after a few days due to severe hypoxic 
brain damage. 
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lllustrative Case E
E gave birth to twins after an uncomplicated pregnancy and induced labour. After a 
few hours, she reported that the first twin’s breathing was laboured and noisy, only 
to be told by a midwife that “he’s not grunting, he’s singing”. His temperature later 
dropped, suggestive of infection, and a medical assessment was requested. A middle-
grade paediatric trainee attended two hours later but saw no grounds for concern, and 
significant further delay ensued before a consultant neonatologist initiated investigation 
and treatment for neonatal sepsis. The delay proved too much, however, and despite 
transfer to a specialist centre, the baby died of overwhelming streptococcal infection.

Illustrative Case F
F’s first child was born by caesarean section following lack of progress after full 
dilation of her cervix. When she became pregnant again, F was keen to have a vaginal 
birth with as little intervention as possible. At her first meeting with her consultant, F 
and her partner were deeply disappointed to be advised that she should give birth 
in an obstetric unit, where she could be monitored effectively in view of the risk of 
uterine rupture. 

The couple deferred their decision, but as F’s due date approached, they decided they 
wanted their baby to be born in a midwifery-led unit alongside an obstetric unit, with a 
doula present. They were aware that this was against recommendations because of F’s 
high-risk status. The couple met with the consultant midwife at the Vaginal Birth After 
Caesarean (VBAC) Clinic, who refused to book F for delivery in the midwife-led unit on 
the grounds of safety. When the couple resisted the recommendation of delivery in the 
hospital’s obstetric unit, the midwife suggested that in that case they should consider a 
home birth. 

The couple remained very averse to the obstetric unit, and a plan was drawn up with 
midwifery staff for a home birth. Despite the obvious risks, which had already been 
regarded as sufficient to close off the option of birth in a midwifery-led unit, no formal 
assessment of the risk to mother and baby of a home birth was made. Neither was any 
consideration given to allowing F to give birth in a midwifery-led unit as an exception 
to protocol. 

F went into labour a few days after her due date and her contractions soon became 
strong. After some time, progress in labour slowed and F was transferred by ambulance 
to the nearest hospital obstetric unit. Once there, concerns about the baby’s heart rate 
resulted in F being taken to theatre for an emergency caesarean section. Baby F was 
born with signs of brain damage and required specialist care. She died soon after. 
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Illustrative Case G
G progressed fairly uneventfully in her second pregnancy up to 36 weeks, when an 
ultrasound scan showed an excess of amniotic fluid around her baby. At 38 weeks, 
she reported reduced fetal movements, and although the baby’s heart rate record 
(cardiotocography or CTG) showed no adverse features, she had a second episode of 
reduced movements two days later. A repeat ultrasound scan showed marked levelling 
off of the baby’s growth. G recalls induction of labour being discussed in general 
terms, but felt concerned about the risk of cord prolapse, which she had been told was 
raised because of the excess amniotic fluid. There is no record of discussion of the risk 
of continuing with the pregnancy in light of the adverse findings of reduced growth, 
reduced fetal movements and excess amniotic fluid. Despite these obvious adverse 
factors putting her baby at risk, G was sent home with an appointment to return at 41 
weeks. Two days before term, she attended again, having felt no fetal movements for a 
period of six hours. No heartbeat could be found.

2.19 The second set of illustrative cases comprises examples of HIE (Illustrative Case H) and 
maternal injury (Illustrative Case J).

Illustrative Case H
H experienced reduced fetal movements and attended QEQM. The CTG showed very 
abnormal features from the start and was seen by an obstetrician who recognised its 
nature but who was about to start another caesarean section. This situation should 
have been escalated immediately to the consultant on call but was not. In all, it took 70 
minutes before the decision that an emergency caesarean section would be necessary 
was confirmed, the need for which should have been obvious to clinicians from the 
outset. Meanwhile, the baby’s heartbeat had slowed significantly, and was undetectable 
as the caesarean section was about to commence. The baby was in very poor condition 
at birth, with profound hypoxia. There was delay in establishing an airway because the 
correct tube for intubation was not immediately available, but after eight minutes pulse 
and respiration had become established. The baby was cooled and transferred to WHH 
for neonatal intensive care. He suffered further problems related to severe HIE and has 
been left with significant brain damage.

Illustrative Case J
At 41 weeks, J attended for a booked induction of labour. Progress was slow in 
labour, and a caesarean section was undertaken. The baby was delivered in good 
condition, but there was significant bleeding from J’s uterus because the incision 
had extended into the uterine artery on one side. The surgeon was inexperienced, 
and did not recognise the dangerous nature of the situation at first or the need to 
escalate to consultant level immediately. In trying to control the bleeding, a stitch 
was wrongly placed around the ureter on that side, jeopardising kidney function. J 
required emergency intervention by a urologist to conserve kidney function and by an 
interventional radiologist to embolise (create a blood clot in) the uterine artery to control 
bleeding. She recovered after a difficult postoperative course, including the need later 
to remove part of the placenta from her uterus, but was left with prolonged pain.



Chapter 2: The Panel’s assessment of the clinical care provided

35 

2.20 The final set of illustrative cases in this section comprises examples of maternal death 
(Illustrative Case K) and intrapartum stillbirth (Illustrative Case L).

Illustrative Case K
K was booked for an elective caesarean section. She had previously had an 
emergency caesarean section following a complicated pregnancy, and was at raised 
risk of venous thromboembolism, blood clots that may travel to the lungs and cause 
pulmonary embolism (a serious emergency). K’s raised risk was not identified before 
the elective caesarean section, but it was noted on medical assessment on the first 
postoperative day, with an instruction that she should have ten days of preventive 
treatment with an anticoagulant. This was not acted upon, and K had no preventive 
treatment after the first postoperative day. Her discharge notification incorrectly 
stated that thromboembolism prevention was not required. Three weeks after the 
caesarean section, K collapsed at home and subsequently died from extensive 
pulmonary embolism.

Illustrative Case L
L, an older mother with a raised body mass index (BMI), was in her sixth pregnancy. 
Her last pregnancy had ended with an emergency caesarean section after prolonged 
spontaneous rupture of the membranes, with sepsis. As was routine, she was referred 
to the VBAC Clinic to discuss having a vaginal birth. There is no record that any of 
the additional risk factors particular to L were recognised or discussed with her, and 
she chose to follow the VBAC pathway. At two days post term, she had an induction 
of labour with a prostaglandin pessary. L reported excessive pain from the outset, 
which was unresponsive to tramadol and pethidine administered without an obstetric 
assessment. After four hours, labour was not progressing and she was still reporting 
excessive pain. She asked for a caesarean section, but her request was denied. After 
another four hours, a trace of the baby’s heart was attempted (monitoring had been 
only intermittent despite the risk factors), but no heartbeat could be detected, and 
the death of her baby was confirmed. A consultant discussed the intended mode 
of delivery and offered a caesarean section, without apparently recognising the 
implications of the intrapartum death and L’s severe pain. At caesarean section, three 
hours later, her uterus was found to be ruptured and her abdomen full of blood. L 
recovered after a difficult postoperative course. 

Narrow escapes
2.21 The Panel found that, in a few cases, there was suboptimal care that did not lead to 
a poor outcome or which led to an outcome that could have been much worse. We do not 
consider these to be “near misses”, things that were prevented from happening because they 
were identified in time and action taken; rather, they are examples of suboptimal care that 
went unnoticed, which purely by chance did not result in a poor or even grave outcome for the 
woman concerned. They are “narrow escapes”. As such, they too have informed our view about 
the Trust’s failure to ensure the provision of safe care to families. This point is exemplified by 
the following illustrative case, an example of a maternal injury considered by the Panel to be a 
narrow escape.
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Illustrative Case M
When M’s labour began, at 41 weeks in her first pregnancy, she went to hospital 
where her cervix was found to be almost fully dilated. She was pleased to be able to 
use the birthing pool, and soon began pushing. After about two and a half hours, her 
cervix was confirmed as fully dilated. However, there was no progress apparent and 
she began to become exhausted. She was transferred to obstetric care. Three hours 
after confirmation of the second stage of labour – which should not normally last for 
more than two hours in a first pregnancy – a plan was made to allow a further hour for 
the baby’s head to descend. An epidural was then set up, and a further hour “allowed 
for descent”. After five hours of confirmed second stage labour, with the baby’s head 
in a transverse position and still not descended into the pelvis, a trial of instrumental 
delivery was undertaken. There was no descent of the baby’s head with four pulls on 
the forceps, and a caesarean section was undertaken after six hours of confirmed 
second stage labour. The mother suffered perineal damage from the attempted 
instrumental delivery, but fortunately her baby remained in good condition.

Failure to listen to parents
2.22 In assessing cases, it has been striking how the avoidable factors we identified match 
many of the issues of concern that families themselves brought to our attention in the listening 
sessions we held with them. It is clear to the Panel that women had raised many of these 
concerns with their doctors and midwives while they were receiving their care. This is an 
important point, not least because it emphasises the role of women themselves in achieving a 
good outcome.

2.23 An overriding theme to have come from the listening sessions is the tendency of midwives 
and doctors to disregard the views of women. In fact, in a significant number of cases, the Panel 
found compelling evidence that women and their partners were simply not listened to when they 
expressed concern about their treatment in the days and hours leading up to the birth of their 
babies, their concerns often dismissed or ignored altogether. In at least some of these cases, 
the Panel was able to draw a connection between that failure to listen and an adverse outcome.

2.24 The illustrative cases below provide examples of this theme. They describe the 
circumstances surrounding an antepartum stillbirth (Illustrative Case N) and a failure of 
neonatal diagnosis (Illustrative Case O). These are further examples of what the Panel found 
to be a failure to listen to women or other family members that contributed to an adverse 
clinical outcome.

Illustrative Case N
N’s first pregnancy progressed normally until 37 weeks, when she reported abdominal 
pain and altered movements by her baby. She was admitted to hospital for observation. 
She was not in labour, and intermittent CTG recordings of her baby’s heart were within 
normal limits. A blood test indicative of infection was noted in her records but was not 
followed up, and she was allowed home the following day with no further arrangements 
or follow-up scheduled other than a routine appointment in two weeks. When she 
attended at 39 weeks, N reported reduced movements again, and her baby’s heart was 
not heard. A stillborn baby was delivered the following day. Subsequent post-mortem 
examination confirmed the presence of an acute infection of the membranes inside 
the uterus. 
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Illustrative Case O
Baby O was very quiet and lethargic, and hadn’t fed since he was born. Just after 
11pm, about three hours after delivery, he started to vomit and O called for help and 
asked for clean bedding. By 1am, he still hadn’t fed and vomited again. O called for 
help again and told the midwives that something was wrong, that her baby hadn’t 
fed and was vomiting green bile. She was told this was normal, and no checks were 
done or further enquiries made. In the morning, O told the nurse that she was really 
concerned, that her baby had been sick all night and still hadn’t fed. This was at the 
change of shift and the sister who came on duty raised the alarm. Doctors attended 
immediately and inspected the sheets, removed the baby’s nappy and asked whether 
he had passed a stool, which he had not. He was then transferred to the Intensive 
Therapy Unit. Baby O had been born with no anorectal canal and complete intestinal 
obstruction. It had taken 14 hours from his birth to identify this condition, rather than 
it being picked up by the midwife at the newborn check or later in response to the 
mother’s concerns about his bilious vomiting. During this time, baby O’s condition had 
deteriorated significantly because his developing electrolyte imbalance had not been 
corrected with intravenous fluids and attempted feeding had continued. He required 
specialist surgery at another hospital and prolonged follow-up. 

Conclusion
2.25 This chapter has set out the Panel’s assessment of the clinical outcomes experienced 
by the women and their families who contributed to our Investigation, and the extent to which 
these outcomes could have been different in the absence of suboptimal care. It shows that, in 
nearly half of the cases assessed by the Panel, the outcome could have been different had care 
been given to the standards expected nationally.

2.26 The findings on clinical outcomes are stark. But the issues go wider and deeper than the 
clinical practice evident in the cases we have assessed. In other cases, including the 54 where 
the assessment of suboptimal care was at Level 1 and different management would have made 
no difference to the clinical outcome (see Table 3), or in the 48 cases where the Panel found 
that there had been no injury to the mother or baby (see Table 4), the care provided fell short of 
expected standards of service. We repeatedly heard that women’s confidence in their care, and 
in the Trust more widely, was lost because of poor communication, a failure to engage and an 
unwillingness to involve women in decisions about their care.

2.27 In particular, an overriding theme, raised with us time and time again, is the failure of 
the Trust’s staff to take notice of women when they raised concerns, when they questioned 
their care, and when they challenged the decisions that were made about their care. This is 
considered in more detail in Chapter 3, along with other aspects of the families’ experience.
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Chapter 3: The wider experience 
of the families

“You go to hospital to trust people, because your life is in their hands, and you never expect one 
of your family members or you to be let down by the system like that; it’s really scary.”

“The experience has affected all of our family but particularly myself and [my daughter] … she is 
my baby and I cannot do anything to take her pain [of her lost baby] away.”

“We want to move forward and actually live our lives a little bit. We don’t want this to be our lives 
… we want to move on. It’s difficult; you’re stuck. You lose whatever you do. We feel like we’re 
not doing H justice or we’re not doing ourselves justice. Whatever you do, you can’t win.”

This chapter describes the wider experiences of the families beyond the clinical outcomes 
described in Chapter 2. It identifies six common themes:

1. Not being listened to or consulted with

2. Encountering a lack of kindness and compassion

3. Being conscious of unprofessional conduct or poor working relationships compromising 
their care

4. Feeling excluded during and immediately after a serious event

5. Feeling ignored, marginalised or disparaged after a serious event

6. Being forced to live with an incomplete or inaccurate narrative. 

Illustrative cases show how these themes featured in individual situations. These are just a few 
of the many accounts that we heard. The Panel has been struck by the extent to which there 
has been a deep impact on the wellbeing of families that continues to this day, sometimes 
many years after the birth. This is described towards the end of the chapter. 

Introduction
3.1 In this chapter, we set out what we learned from the families we spoke to about what 
was important to them while they were under the care of East Kent Hospitals University NHS 
Foundation Trust (the Trust); how they felt they were treated by the midwives, doctors and 
others who looked after them; and in what ways they felt let down. It should be said that, 
among the stories of individual and systemic failures, there were also examples of good care 
by individuals, as well as compassion and kindness.
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3.2 Our starting point for the Investigation, and a core principle underpinning our work, was 
an acknowledgement that the experiences of women and their families were key to our gaining 
an understanding of what was happening in the Trust’s maternity services during the period 
under scrutiny.

3.3 Equally important was the Panel’s undertaking to carry out an expert clinical review of what 
had happened in each case, including selected interviews with staff. The Panel’s meetings with 
families, referred to as family listening sessions and described below, provided the contextual 
information and a sense of families’ own experiences. Both these were invaluable to the Panel 
in its later review of individual clinical notes and its ability to make broader judgements about 
women’s clinical care and any consequences.

How we engaged

Family listening sessions
3.4 The women and their families were a primary source of evidence. In family listening 
sessions with Panel members, they shared their knowledge, experience and perceptions of 
the care they received, often providing poignant and moving descriptions of their treatment 
by those responsible for their care, in whom they had placed their trust. This process was 
sometimes difficult and painful and we are indebted to them for their courage and willingness 
to engage fully with the Investigation. Their accounts tell us much about the Trust’s culture and 
organisational values throughout the period under scrutiny, as practised rather than espoused: 
in other words, the gap between what the Trust said it did and what it actually did. We believe 
that this gap itself contributed to the poor outcomes experienced by the women and their 
families who participated in our Investigation.

3.5 It is important to acknowledge the experiences of the husbands and partners whose 
contributions, in themselves, have been invaluable. Not only have they had to deal with their 
own sense of pain and personal loss, but they have also had to provide ongoing care and 
support to their wives and partners, many of whom continue to have difficulties. In addition, 
some of our couples have experienced relationship difficulties – particularly around intimacy 
– greater than those that might be expected following a normal pregnancy and birth, and 
continue to do so.

3.6 Every family was given the opportunity to meet members of the Panel in a family listening 
session, either by video (an imperative in the early months of the Investigation because of the 
Covid-19 pandemic) or, if they wished and it was possible, in person. Our early reservations 
about using video for such sensitive encounters were soon allayed, as the benefits of allowing 
people to contribute from the safety and security of their own homes became apparent and, 
without exception, they spoke freely and candidly about what had happened to them.

3.7 We were also careful to correlate what we heard in family listening sessions with what 
was recorded in the clinical notes in each case and, where necessary, to interview relevant staff 
about the events.

Trauma-informed counselling
3.8 Mindful of the additional anxiety and distress that might be caused to them by having to 
recount and possibly relive their experiences, we offered each family the opportunity to attend a 
session with an expert counsellor.
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3.9 Like many who have experienced trauma, our women and families frequently described 
a sense of not being able to cope or to live their lives as they had before because of what had 
happened to them. The aim of our counselling was to support families as well as possible 
after they had relived their experiences with the Panel, seeking to increase their personal 
confidence in making decisions about how to manage the impact of the harm done to them. The 
counselling was the start of this process for some, while others were further on in their journey. 
For all, it was an opportunity to reflect and take stock.

3.10 We were struck by how many families took up the offer of counselling as a result of 
participating in a family listening session. We believe this, in itself, is a sign that these families 
had experienced a significant effect on their wellbeing. In total, 54 families (more than a quarter) 
attended counselling sessions, some more than once. In some cases, families were signposted 
to other counselling services for further suitable support.

Themes and behaviours
3.11 Putting aside issues relating to the technical aspects of clinical care, which are covered 
in Chapter 2, there are a number of overarching themes that characterise the experience of 
the participating families. This is particularly concerning, given that the cases span an 11-
year period up to as recently as 2020. It suggests that the themes are symptomatic of deep-
rooted and endemic cultural problems across the Trust, which continue to hamper staff and 
compromise the safety of maternity services.

3.12 Although there are overlaps across the range of themes in this context, they can be 
grouped into those that feature in the period up to and immediately after birth, and those that 
relate to families’ experiences after a poor outcome.

3.13 From our analysis, each theme can be characterised by particular indicative behaviours. 
We believe these have been detrimental to the quality and safety of the care given to women, 
and to the overall experience of them and their families (see Table 5). 
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Table 5: Themes arising from family listening sessions

Theme: experience of women 
and their families 

Indicative behaviours of staff

1. Not being listened to or 
consulted with 

• Not listening to women’s concerns or not taking them 
seriously, resulting in a failure to recognise warning signs 
or a deteriorating situation

• Not taking the time to explain to women or their families 
what was happening or involving them fully in decisions 
about their care

• Failing to keep accurate notes about what women 
themselves were saying and how they were feeling 

2. Encountering a lack of kindness 
and compassion

• Showing a basic lack of kindness, care and understanding 
to women and their families

• Making unkind or insensitive comments to women and 
their partners

• Showing an indifference to women’s pain

• Failing to ensure or preserve women’s dignity or provide 
for their basic needs

• Placing women with other mothers and their newborn 
babies following the loss of their own baby or after a 
serious event

• Putting pressure on families to consent to a post-mortem 
examination 

3. Being conscious of 
unprofessional conduct or 
poor working relationships 
compromising their care

• Making rude, inappropriate or offensive comments to 
women and their partners

• Behaviours or comments that undermined colleagues, 
including public disagreements and raising concerns 
directly with women about their care

• Disagreements between individuals in the same or 
different professional groups about women’s care, 
including giving mixed messages

• Failing to pass on or act on information, including failing 
to hand over effectively at shift change or to communicate 
effectively between services

• Shifting the blame for a poor outcome onto colleagues

4. Feeling excluded during and 
immediately after a serious event

• Not being told what was happening, or what had 
happened, when things went wrong

• Leaving family members waiting and anxious for news
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Theme: experience of women 
and their families 

Indicative behaviours of staff

5. Feeling ignored, marginalised or 
disparaged after a serious event

• A collective failure to be open and honest or to comply 
with the duty of candour

• A collective failure to act on or respond to concerns, 
including a poor or inadequate response to complaints

• A tendency for the Trust to fail to take responsibility for 
errors or to show accountability

• A failure to provide adequate follow-up support, including 
appropriate counselling

6. Being forced to live with an 
incomplete or inaccurate narrative 

• Blaming women and families, or making them feel to 
blame, for what had happened to their baby

• Not giving women and their families answers or reasons 
for why things had gone wrong

3.14 Each of these themes is considered in turn in the following pages. We have included a 
selection of illustrative cases and direct quotations from families relating to each theme, to add 
weight to our findings and because they speak for themselves.

3.15 It was common for families to experience behaviours spanning the range of the themes we 
identified, which had an additional and cumulative impact on them. A more in-depth illustrative 
case is included later in the chapter to demonstrate this. 

Theme 1: Not being listened to or consulted with
3.16 As in previous investigations into maternity services, we have found strong evidence at 
East Kent maternity services of a failure to listen to women and their families.

3.17 We saw in Chapter 2 that not listening to women and their partners risks there being a poor 
clinical outcome, with the Panel finding examples of a clear link between a failure by clinical 
staff to take notice of women’s concerns and the poor outcome they experienced. However, 
this recurring theme emerged from our review not just as one that had potential clinical 
consequences, but as one that had a broader and deeper impact on the families concerned.

3.18 Not being listened to or not feeling that they were involved in decisions about their care 
undermined women’s confidence in those providing that care and caused them to feel uncared 
for and, in some cases, unsafe. This was particularly the case when the woman was aware 
that she was high risk or had been told by a doctor that her pregnancy was considered to 
be high risk.

3.19 This “not being listened to” took several forms. We saw a pattern of women, particularly 
first-time mothers, being made to feel patronised and demeaned when their concerns were 
dismissed as overreactions and unnecessary anxieties based on “first-time nerves”. There were 
women whose concerns about the wellbeing of their unborn babies were ignored; and women 
on their second or later pregnancies whose personal knowledge, experience and understanding 
of their own bodies informed their convictions that something was wrong, but whose concerns 
were either ignored or dismissed. There were also women whose legitimate concerns about 
their newborn babies were not taken seriously.
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Indicative behaviour: Not listening to women’s concerns or not taking them seriously, 
resulting in a failure to recognise warning signs or a deteriorating situation

3.20 We heard about:

 l Women’s feelings or concerns about their symptoms being dismissed:
 — “A lot of it was that no one listened, every time I went to hospital. If they had, it might 

have been a very different outcome.”
 — “I know I haven’t had a baby before but this is my body and I know what’s going on, 

and this doesn’t feel right, this doesn’t feel safe. I was expecting to be in pain, I’m 
not stupid, but this feels unsafe, this amount of pain; and being told, ‘you’ve never 
had a baby before, I don’t know what you expected’.”

 — “I was saying ‘look, I’m really swollen’, but they didn’t listen, they didn’t take on 
board the things I was pointing out.”

 l Women’s concerns about reduced fetal movements being ignored:
 — “I just wish so hard that when I went and said she was not moving the way she 

should be, that if they’d listened to me seriously …”
 — “I had gone into day care with reduced movements; having had babies before, 

I knew that was a big no-no and I was shocked really, the whole approach was very 
dismissive, I felt like I was wasting their time for being there.”

 — “The last thing I wanted was to be sat at the hospital, when I already had a three-
year-old at home. I wasn’t there to waste their time. I was there because I thought 
something was genuinely wrong. Even if there was nothing wrong, and I was just 
being neurotic, they still could have done things to support you rather than just be 
completely dismissive … There were so many things that could have been different, 
that would have helped me feel like I wasn’t going completely mad and maybe 
prevented the outcome.”

 l Women’s assertions that they were in labour or that their waters had broken 
being dismissed:

 — “My waters went at 18 weeks and I went to [the hospital] and told them and the 
whole time I was there, they just told me that they hadn’t gone and I was like ‘I think 
they have’ but they didn’t believe me at all; I think it was that night that they did a 
scan, and it came back that my waters had gone, so quite a distressing time, and all 
I was told was ‘it’s not too late to have an abortion if you want to’; the whole day, the 
whole night, that’s all they kept offering me.”

 — “My waters broke when I came out of the shower and I mentioned it to the nurse, 
and she was quite dismissive of it, thinking it was just water from the shower dripping 
off my body … and I don’t feel that anything was picked up then; obviously now, 
looking back, that was really key, for me to be monitored after that particular time.”

 — “I was in a side room on a bed waiting for obs, but as I stood up, there was this big 
gush, you know, like water, and they told me I’d weed myself; and I said, look, I have 
not weed myself, I’m so sure this is my waters gone, I would know if I’d weed myself 
… again, I’m still being dismissed.” 
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 l Women’s concerns about the progress of their labour or the delivery of their baby 
being dismissed:

 — “No one was trying to make the situation any better, apart from telling me that I 
was doing it wrong, and I wasn’t doing enough to get the baby out … I didn’t feel 
supported by anyone in the room or that anyone really cared when I was telling them 
‘my body is telling me this isn’t going to happen’.”

 l Women’s concerns about their newborn babies being disregarded:
 — “I felt everyone was quite patronising and playing it down and we were trying to tell 

them that something was wrong … We could see the deterioration. We never saw 
the same midwife. When he didn’t open his eyes, I spoke to two midwives, one said 
to the other ‘first-time parents’.”

Indicative behaviour: Not taking the time to explain to women or their families what 
was happening or involving them fully in decisions about their care

3.21 We heard about:

 l Women being left frightened or uncertain because of a failure to communicate with 
them effectively:

 — “We weren’t really told much but I was told that sepsis is the main killer of babies 
and as a new mum I was petrified.”

 — “No-one was telling me what was actually going on, they were just telling me what 
they were doing. They weren’t explaining things. I was clueless.”

 — “Although they tell you things, they don’t tell you things how you need to hear them.”
 — “Every time I tried to sit up, I was physically forced back, to lie back down. I was 

having flashes in my brain of old films about mental hospitals and things where 
people are forced to lie down and strapped in, and that’s what it felt like especially 
with all the wires.”

 l A failure by doctors and midwives to explain risks and ensure that women were fully 
informed, including when seeking consent:

 — “Nobody talked through the risks of a VBAC [vaginal birth after caesarean]. Had 
I known, I would not have put my baby at risk and would have elected for a 
C-section … there was no discussion about any risks associated with VBAC induced 
pregnancies, or the fact that I was an older mum and overweight.”

 l Women feeling patronised and that they were not getting answers to their questions:
 — “Because of my age, I was 19, I think that made her feel she could get away with not 

explaining things to me; it was like she thought I was stupid and she knew better.”
 — “She didn’t give me any answers, which I think is a massive thing. If she had just 

explained her thought process, it would have helped so much.”
 — “Above all, no matter how old you are, you should be listened to.”
 — “My midwife wasn’t interested in talking to me … she would just say just speak to 

your doctor or have you had a look on Google; but you want reassurance.”
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 l A reluctance of staff to discuss women’s birth plans or to try to comply with 
their wishes:

 — “I got the impression that the decision was made there and then, anything I thought 
was pretty silly because she’s the nurse and she knows better than me, because I’m 
just the mother; I came out thinking that I was banging my head against a brick wall, 
she just wasn’t listening.”

 — “It was a battle to be heard from day one, it was ‘I’m the clinician, I’ll make the 
clinical decision’.”

 — “I didn’t think they could do things to you after you said ‘no’, but they did. It makes 
me scared to give birth in future; it makes me feel like I would end up giving birth 
at home with no one there because I’m so scared of midwives just doing what they 
want and not having my best interests and not listening.”

 — “When I asked about alternatives to induction, I was met with ‘if you don’t get 
induced and if anything happens, it’ll be your fault’.”

 — “It very much felt like it was something being done to you, and not something we 
were involved with. ‘This is what has to happen, and because it has to happen it 
doesn’t matter what you think. This is what the list says we need to do.’”

 l Women feeling pressured about the mode of delivery: 
 — “The sister just looked at her and she said ‘that’s a swear word in my ward; we 

don’t talk about C-sections in this ward, you’ll be alright, you will be able to push 
this baby out’.”

 — “It felt a little bit like the choices were out of my hands; as a patient, you know 
nothing and they know everything.”

 — “I can’t explain it, but I had this feeling that I wanted the babies to be delivered and 
I wanted a C-section; I asked the staff and was told we don’t do C-sections because 
the mother is uncomfortable, it’s not about the mother.”

 — “They threatened me, it felt like, with a caesarean. ‘If you can’t be bothered to 
deliver this baby on your own, we’ll have to do a caesarean. Is that really what you 
want out of this situation?’ As if I was somehow being lazy, or just not doing what 
I needed to do.”

 — “At one point, X said to her, ‘hang on, why are you going to try forceps now when 
we’ve just agreed to a C-section? My wife has said she doesn’t want forceps, she 
would much prefer a C-section.’ Maybe we were being naïve that we had some sort 
of a say in this. She turned around and really snapped back and told [him] off saying, 
‘I’m the clinician, I’ll make the clinical decision’, and then stormed out.”

 l Women being poorly communicated with and browbeaten to give consent in 
emergency situations:

 — “That ultimatum on the operating table with someone stood over you with a scalpel 
in one hand was just like something from a horror film. It was so scary. These women 
who had been treating me, by this point I thought that they would do anything to me 
without consent.”

 — “The doctors were rushing around, using words that made X anxious and she 
couldn’t understand what they were saying. They wanted her to sign papers to say 
that she was happy to go to theatre, but she didn’t understand what was happening 
or what she was signing. She was crying and shaking.”
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 — “The doctor turned around to me and went ‘you need to start thinking about your 
baby’. I wanted to know what was going to happen. I didn’t know if they were 
planning for me to have a caesarean. I didn’t know what I was signing for. I signed 
the form because I didn’t want them to think I wasn’t thinking about my baby.”

 — “I remember one of the midwives saying do you understand what’s going on? And 
I just said, C-section … they didn’t ask if it was ok to use forceps … and that’s what 
they did. I didn’t understand why they did it without asking … I felt violated.”

Indicative behaviour: Failing to keep accurate notes about what women themselves 
were saying and how they were feeling

3.22 We heard about:

 l Women’s concerns that their notes were inaccurate, with important aspects of their 
care missed out or incorrectly recorded:

 — “So many times throughout the pregnancy I said I’m worried about this, I’m 
concerned about that, I’m not feeling great, but my notes just seem to say ‘mother 
was happy’.”

 — “They haven’t written any epidural request, any caesarean request, any help request. 
Nothing. They just did their own thing.”

 — “He [the consultant] went through my notes and said there is nothing in here that 
tells me about that [dysphasia]; and there was nothing in there that told him that 
her collarbone had broken and that we’d had an x ray – in her maternity notes – the 
slightly alarming thing for me is that, whatever happened, it hasn’t been recorded in 
the notes. To me, that’s alarming and it means that something’s wrong.”

3.23 It is the Panel’s estimation that, in a significant proportion of cases, this failure by midwives 
and doctors to listen to what women were telling them was a feature of the care experienced.

3.24 Overall, we found “not being listened to” to be part of a broader tendency of clinical staff 
to fail to engage women in the management of their care.

Theme 2: Encountering a lack of kindness and compassion
3.25 The Nursing and Midwifery Council publishes professional standards which govern the 
activities and behaviours of nurses and midwives. Its first standard is “treat people with kindness, 
respect and compassion”.1 Similarly, the General Medical Council publishes professional 
standards that govern the activities and behaviours of doctors. It states: “You must make sure that 
your conduct justifies your patients’ trust in you and the public’s trust in the profession.”2

3.26 The public might expect that kindness and empathy would characterise maternity and 
neonatal services anyway, without reliance upon a professional standard. Given the long-
standing existence of professional standards set by regulatory bodies and the legitimate 
expectations of patients and their families, it is all the more concerning that lack of kindness 
and empathy features so heavily in our families’ accounts. We heard about behaviours of both 
midwives and doctors that fell some way short of those expected standards and legitimate 
expectations. In fact, in a majority of cases, families described aspects of their care that they felt 
were the result of unkindness and a lack of compassion and empathy.
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Indicative behaviour: Showing a basic lack of kindness, care and understanding to 
women and their families

3.27 We heard about:

 l Women and families who felt uncared for and unwanted by doctors and midwives:
 — “They are meant to be there for you … I was a first-time mum; I was worried and 

I didn’t know how it all worked. It was unbelievable how I was treated.”
 — “There were so many failures that it’s hard to sum up … It wasn’t even the physical 

medical things that happened … it was the treatment from the people, the way we 
were treated, the way we were spoken to, with no human decency whatsoever, no 
bedside manner, no consistency, no continuity of care, the list goes on and on. And 
I think that is the culture, that is the culture there. It is this conveyor belt, where they 
are so immune to it, they forget that the women are even there.”

 — “If they had just cared, it would have made the blow a little less; a bit of support, 
a hug, just something, but there was nothing. It was really hard.”

 — “I came away from the experience very scared and humiliated. That’s what I took 
away from the experience of childbirth.”

 — “The care for my son was second to none. The care for me was diabolical.”
 — “I’m a carer and if I had acted like some of the midwives I would have been taken 

into the office and disciplined.”
 — “It just felt like a really lonely and traumatic experience, which I feel like maybe if it 

had been a more experienced midwife or someone else there, that I would have got 
that reassurance and encouragement that is really important when you’re having a 
baby, let alone in traumatic circumstances.”

 — “I felt like I was a nuisance.”

 l An apparent lack of awareness or a failure to take account of pre-existing mental health 
conditions or personal histories which made women particularly vulnerable to feelings 
of fear or anxiety:

 — “The feelings are so similar to the sexual abuse but this time I’m left with a physical 
disfigurement as well as the mental side of it.”

 — “They were going to do an internal; I am a survivor of childhood sexual abuse and it 
was a male midwife and a male doctor; it’s making me sweat just thinking about it … 
it was horrible.”

 — “I used to suffer with mental health issues … that was in my notes with my first 
pregnancy and it went on my notes for my second but my community midwife, who 
I have to say has been amazing afterwards, she did take it off my notes at one of my 
appointments and that’s concerning for me actually now, looking back … I did bring 
it up with [name], one of the midwives at the hospital, she did go away and speak to 
a doctor, who she said said to her, just put her on Sertraline … and I don’t want to go 
back on tablets, I spent a long time coming off tablets.”

 l The needs of family members not being met, and in particular a tendency to leave 
people waiting, knowing that something has gone wrong but not being given any 
information:

 — “X was taken back to theatre and I went to the ward to find the rest of the family and 
the new baby. They had been told to wait in a four-bedded bay; they were standing 
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in the space where X’s bed would have been, huddled together and crying behind 
the curtains, surrounded by the three other women in that ward and their babies.”

 — “No one said anything to me … I think at that point it probably would have been 
better if I had been told, look, there is something serious, given I could have probably 
switched into a more supportive role … I always look back and feel quite guilty that 
at that time I wasn’t supportive enough and actually I was sitting there and I was just 
questioning everything and thinking well maybe I’m just being overly worried here 
and there is nothing. I would probably have preferred to have known at that point” 
[the reflections of a woman’s partner recalling the moment he realised that their baby 
was ill; it was several hours later that they were told the gravity of the situation]. 

 l Women or their partners calling for help and feeling ignored when no one came:
 — “Within minutes, I began to feel very unwell and began shaking violently and 

vomiting. We pressed the emergency buzzer, but no one came. X [her partner] then 
went out into the corridor to try to find someone to help, but could not find anyone, 
so was left to deal with the situation alone.”

Indicative behaviour: Making unkind or insensitive comments to women and their 
partners

3.28 We heard about:

 l Women and family members feeling patronised, being ignored or “told off”, or being 
subject to hurtful remarks:

 — “Some parents just aren’t supposed to have children” [a woman recalling the 
comments of a doctor].

 — “I was told at one point it was because I was fat. It wasn’t even beating around the 
bush, saying ‘because of your weight’ or anything like that: it was ‘well, because 
you’re fat, that’s how it is and we have to do different things’.”

 l Women feeling that they were unimportant and too much trouble:
 — “She said sorry for your loss, but our baby was dead and there were other babies 

who were still living that she needed to attend to.”
 — “We have more important people on this ward, you are not the only one who is in 

need at this point” [a woman recalling the comments of a midwife made to her while 
she was waiting for a blood transfusion].

 — “They would make me feel terrible … every time I went, they would make me feel like 
I shouldn’t be there.”

Indicative behaviour: Showing an indifference to women’s pain

3.29 We heard about:

 l Women in acute pain feeling ignored and being left without appropriate pain relief, their 
pain sometimes being dismissed:

 — “I wanted to die, I was in so much pain.”
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 — “The pain was horrific pain but the midwives who examined me said I was fine. I was 
in so much pain that I couldn’t place my feet flat on the floor, but they just told me I 
was doing well. I felt like nobody was listening to me and they couldn’t be bothered.”

 — “She said ‘you’ll have to wait, I’m busy, I’ve got other things to do’; and I waited two 
hours, I spent two hours crying in pain before I rang the bell again because I was too 
scared, in case she started having a go at me again.”

 — “People give birth in Africa in mud huts without pain relief” [a woman recalling the 
comments of a midwife made to her during her labour].

 — “I still have nightmares to this day, of feeling that pain so vividly.”

 l Women feeling pain because of a failed epidural or spinal,* or one that was wearing off:
 — “He came and did these manual evacuations; my spinal had started to wear off a 

bit and he was going up with his hand right into my uterus and pulling out all the 
clots it was the most painful thing I’ve ever experienced in my whole life … he was 
looking at me and said to me, Oh, is that painful? And I was like, yeah, your hand’s 
right up there, my spinal’s wearing off and I’ve just had surgery ... He didn’t seem to 
have any feeling … The midwife said to me oh my God, they were looking horrified; 
they couldn’t hide their looks” [a woman describing how a registrar proceeded with 
manual evacuation of placental tissue as her spinal was starting to wear off].

 — “I lay down on the table and they started to do the cold spray, straight away I could 
feel it … I kept saying I can feel this … they didn’t listen to me, I said this about 
four or five times to the team, I can feel this, it’s not right. They didn’t listen … They 
carried on, obviously, to cut me open. I could feel it all. My left side was slightly 
numb, I could feel everything on my right side. I felt the knife going in; I started to 
get hot and I could feel the blood draining from my face. I started to really panic and 
remember trying to push them off me … I felt everything from there on, it was just an 
absolute nightmare.”

Indicative behaviour: Failing to ensure or preserve women’s dignity or provide for 
their basic needs

3.30 We heard about:

 l Women not being able to be accommodated in the labour ward:
 — “I was told we have no beds and you’ll need to wait in the day care waiting area; 

I had a really bad feeling at that point and burst into tears … nobody reassured me, 
I felt like there was no sympathy or empathy expressed by anyone. I was told sorry, 
that’s the only place we’ve got for you, so I sat out there all day. That’s basically 
where I sat for the rest of my time, until I had my daughter at about 4.00 in the 
afternoon … from 7.00 in the morning, I had been looked at, assessed once … they 
asked my partner to hold her so she didn’t fall to the floor, because I was standing 
up. There were no midwives around, they had to go and find somebody … I had to 
ask for blankets … there was no dignity, I had to ask somebody to cover me up.”

* “Epidural” and “spinal” refer to forms of pain relief often used in labour or for obstetric procedures, involving an injection of anaesthetic 
around the nerve roots.
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 l Women’s distress at their dignity not being preserved, for example by them being 
left for long periods in soiled bedding or in ward areas which did not provide for 
their privacy:

 — “My blood was up the walls, on the ceiling; my sheets weren’t changed.”
 — “I know that doctors and midwives need to come and go, but the door was left open 

quite a few times, which was not very nice; there was no privacy – I think everyone in 
that hospital saw me in that bed. That was awful.”

Indicative behaviour: Placing women with other mothers and their newborn babies 
following the loss of their own baby or after a serious event

3.31 We heard about:

 l The impact of the limitations of the two hospitals’ premises on women who had just lost 
their babies, which meant they were placed in wards among other mothers with their 
newborns or had to carry their babies’ bodies to other areas:

 — “It is soul destroying to hear the cries of healthy babies being born knowing that your 
baby will be born silent.”

 — “Spending about 24 hours on the labour ward listening to other babies crying was 
hell on earth.”

 — “It didn’t make it easy for us; having to come out and see lots of happiness and we 
were going through the worst point ever.”

 — “As I stepped outside, one of the mums from the nursery next door came up to me 
and said ‘oh, how’s he doing’, and I looked at her and said ‘he’s dead’. That should 
never have happened, for her.”

 — “They were walking the same way we were going, turning around, staring. That will 
haunt me for the rest of my life because they knew I was carrying a baby that was 
not here. They were just watching me the entire time, walk through the corridor. She 
said to her husband, as I passed them, ‘she’s carrying a dead baby’. It was awful.”

Indicative behaviour: Putting pressure on families to consent to a post-mortem 
examination

3.32 We heard about:

 l Newly bereaved parents feeling under pressure to consent to a post-mortem 
examination of their infant:

 — “The pressure is unreal, for everything. Hours after we delivered him, they’re there, 
‘do you want a post-mortem?’. This is stuff that I have never even thought to have 
done, and you’re bombarding me with these questions.”

 — “They wanted to know if we were happy for them to do a post-mortem and we were 
like, no, we don’t want to have one, we don’t want it to happen … but they were like, 
ok, but it will really help other parents if you have one, and we were like, please do 
not ask, we do not want one … and the next day, they asked us again, and we said 
we’ve already decided, do not ask us again, we do not want one, and we had to be 
quite firm … that was quite hard because we felt they were pushing us into it.”
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Illustrative Case P
At 29 weeks pregnant, P began to feel unwell with abdominal pains. She called maternity 
day care and was told to attend for observation and cardiotocography (monitoring of the 
baby’s heartbeat). She told the midwife it felt like she was having contractions but the 
midwife was dismissive, saying it would be a urine infection and the doctor would give 
her antibiotics and send her home. P believed the midwife, despite her concerns. 

Two hours later, P noticed that she was bleeding and, on examination, was found to 
be in labour. Baby P was delivered by caesarean section. After initially making good 
progress, the baby developed a severe infection and his condition worsened. 

After ten days, a doctor informed P and her partner that treatment had failed and 
nothing further could be done.

“[They were] so blasé, [they] got the ultrasound scan and literally just said yes, that’s 
infected, that’s infected, his brain’s covered in this, his heart’s covered in that; I’ll come 
back at ten o’clock when I’ve done my rounds and take the tubes out.”

Afterwards, P sat with her dead baby in her arms with the other parents in the room 
listening to her “howl from her soul”.

Illustrative Case Q
At 17 weeks pregnant and bleeding heavily, Q was told to attend the maternity 
department. The person on reception was busy making arrangements to deliver a cake 
and made her wait. Placenta praevia was diagnosed and Q required an overnight stay. 

Afterwards, at home, the bleeding resumed and Q found herself back in hospital. 
Suffering from a headache and feeling extremely thirsty, she called the midwife, who 
– in front of all those in the ward – said, “Aren’t you the woman who’s going to have 
an abortion?” Q was distraught: she had been told when she was first admitted that 
the viability of her pregnancy might be in question because of the heavy bleeding, but 
nobody had told her that she was at that stage. 

A few hours later a consultant attended, who told her there had been a mistake, the 
midwife should not have spoken to her in that way and she had no need to worry. On 
her fifth day in hospital, Q was discharged and told to reschedule her 20-week scan, 
due in two weeks, because she was high priority. However, when she tried to bring the 
appointment forward, she was told this could not be done. 

For the next three weeks, Q stayed at home, bleeding and suffering from headaches, 
scared of being a nuisance. She finally returned to the hospital and a scan revealed the 
presence of two large haematomas. After a week in hospital, she haemorrhaged and 
woke in theatre to confusion and panic. A consultant was present but there was no 
anaesthetist and there was a delay in obtaining the blood necessary for a transfusion. 

Q’s baby had not survived and she required a hysterectomy to control the bleeding; 
the consultant told her that, in their 30-year career, they had never had to perform one 
in such circumstances. The midwives told Q’s husband: “We’re not set up for this, we 
haven’t got the procedures.” 
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3.33 What the Panel has learned from its interviews with Trust staff is described in Chapter 4, 
so will not be covered here. However, we found evidence that the prevalent culture in the Trust 
has tolerated and fostered the unkind, uncompassionate and intolerant behaviours sometimes 
experienced by women and their families.

Theme 3: Being conscious of unprofessional conduct or poor working 
relationships compromising their care
3.34 Team conflicts pose a potential threat to the quality of relationships and communication 
between patients and staff, as well as to the quality of care. They can also make patients feel 
unsafe when they perceive that staff are not communicating with each other or working as 
a team. It is therefore unsurprising that a lack of teamwork and a failure to share information 
featured in the family listening sessions as matters of concern to the women and families who 
spoke to us.

3.35 We heard accounts of unprofessional conduct that were alarming to women and their 
families because they undermined their confidence in the doctors and midwives looking after 
them and, in some cases, made them question the safety of their care. For one family, these 
concerns were compounded by the comments of a consultant, overheard in a patient area, who 
was discussing with a colleague how unsafe the unit was and how they had reported it to senior 
management but had given up trying to raise it. 

Indicative behaviour: Making rude, inappropriate or offensive comments to women 
and their partners

3.36 We heard about:

 l Women or their partners being on the receiving end of inappropriate and unprofessional 
comments, which they found hurtful or offensive:

 — “She’s making the wrong call here, and it’s going to be your wife’s fault when it all 
goes wrong” [a woman’s husband recalling the comments of a midwife].

 — “[They’re] all over the place because [they’ve] just come back from a cruise” 
[a woman recalling the comments of a consultant about a colleague].

 — “Is she normally this dramatic with pain?” [a woman’s husband recalling the 
comments of a consultant].

 — “I don’t have time for this. I have to get to Canterbury and the parking is bad” 
[a woman recalling the comments of a consultant made during a consultation].

 — “Under no circumstances can you leave this room. If you do, you are putting your 
unborn child at risk … on your head be it” [a woman recalling the comments of 
a consultant].

Indicative behaviour: Behaviours or comments that undermined colleagues, including 
public disagreements and raising concerns directly with women about their care

3.37 We heard about:

 l Midwives complaining about doctors and other midwives behind their backs:
 — In one case, midwives referred to a consultant as having a “God complex”.
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 l Midwives ignoring the advice of doctors and taking contrary action:
 — “I don’t agree with that, this is what we’re going to do” [a woman recalling the 

comments of a midwife made after a consultant had explained their plan for her care 
and left the room].

 l Doctors showing disregard for their midwife colleagues:
 — “[They] told the midwives off in front of me.”

 l Doctors disagreeing within earshot of women and their families:
 — “Don’t you dare argue this with a patient, this isn’t appropriate or professional” 

[a woman recalling comments made by a consultant to a colleague, disagreeing 
about a baby’s transfer to the bereavement suite].

 l Women being told “on the quiet” that their care had been substandard and they 
shouldn’t accept it:

 — “There are things that should have been done differently. If you were a member of 
my family, I would not be happy with the care that you’ve had” [a woman recalling 
the comments of a midwife after a bladder injury during a caesarean section].

3.38 In some cases, these behaviours reflected poor working relationships within and across 
professional groups. This theme is picked up below in reference to teamworking and information 
sharing, and in Chapter 4 on what we heard from staff. In any event, the impact of such 
behaviours on the women who witnessed them was such that they featured heavily in their 
accounts of what they experienced at the Trust. This laid bare for the Panel the extent and 
pervasive nature of the poor behaviours and teamworking in both maternity units, which the 
senior team failed to address with any degree of success.

Indicative behaviour: Disagreements between individuals in the same or different 
professional groups about women’s care, including giving mixed messages

3.39 We heard about:

 l Doctors and midwives contradicting each other or disagreeing in the presence of 
women, which caused the women anxiety and made them lose confidence in their care:

 — “I’m not dealing with this, I’m not going to be here while you do this” [a woman 
recalling the comments of a midwife made to two consultants who were about to 
break her waters].

 — “Women and their families are set up for misunderstanding. You’re on the back foot 
and need to reinterpret what you’ve been told.”

 — “In hindsight, it’s easy to see there was a bit of a tug-of-war between the midwives 
and the registrar.”

 — “The consultant came to see me and said that they wanted to keep me in overnight, 
and the midwife sent me home about an hour later. And the consultant had written 
in my notes that they wanted to keep me in overnight and the midwife sent me 
home, and there were no notes after that to say why. I had no explanation. They just 
sent me home.”
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Indicative behaviour: Failing to pass on or act on information, including failing to 
hand over effectively at shift change or to communicate effectively between services

3.40 We heard about:

 l Failures to provide sufficient information at handover, or to document information in the 
notes at shift change alerting staff to a possible risk to mother or baby, resulting in poor 
continuity of care and compromising safety:

 — “The shift changes were shocking, there was no communication between teams; 
the new team didn’t have a clue what we had been through during the previous 
three days.”

 — “Communication seemed to be the biggest issue on that day … the night shift didn’t 
hand over all the details … there was the potential there to record some things that 
would have made it an amber alert but it was ten hours before we finally got those 
antibiotics, which in my opinion was too late.”

 l A failure to pass on information to colleagues and teams, including to the delivery ward 
or community midwives, resulting in upsetting interventions by staff following the death 
of an infant:

 — “Calm down everyone, you’re going to have a baby today” [a woman recalling the 
comments of a midwife made in the delivery suite prior to the planned delivery of her 
stillborn baby].

 — “There’s no loop, no one communicated properly … they didn’t even think to tell 
my midwife that my baby had died, it took me to do everything … [they] signed 
me up for groups for after I’d had R, being a young mum, and I got letters in the 
post from them inviting me to mums’ groups, because nobody told them that my 
son had died.”

Indicative behaviour: Shifting the blame for a poor outcome onto colleagues

3.41 We heard about:

 l Doctors and midwives trying to abdicate responsibility to others or shift the blame when 
things had gone wrong:

 — “You could feel this cultural thing going on, where the consultants were saying 
‘no, no, no, it’s the midwives’ and the midwives were saying ‘no, it’s not us’; and 
immediately, we got this little window into what was actually going on there.”

 — “We got taken to this tiny little box room and she just kept saying the whole time, ‘as 
long as you know, it is not our fault. It is no-one’s fault. It is just one of those things.’”
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Illustrative Case R
R was pregnant with twins. At her 20-week scan, slight ventriculomegaly (enlargement 
of the ventricles of the brain) was apparent in twin one, and this had become severe by 
her 24-week scan. 

The consultant told R and her partner there was a 95% chance that twin one would be 
severely disabled, and it was likely that the other baby would be as well. The consultant 
also told the couple that they were being unfair on their older children by continuing the 
pregnancy and that termination of the entire pregnancy was recommended, as it was 
not viable. 

Even though they believed it was no one’s decision but their own, the couple felt they 
would be going against medical advice if they chose to continue with the pregnancy. 
They were referred to King’s College Hospital in London where the range of possible 
outcomes was discussed, including a positive outcome. They were also told that 
selective termination of just one twin was an option; this had not been communicated 
to them before. 

The couple moved areas and within a few weeks R had her first appointment at the 
local hospital. The perinatal and obstetrics and gynaecology consultants advised 
her that there was a possibility of complications, but that this wasn’t guaranteed and 
every baby should be given a chance. The couple felt that they were being treated as 
intelligent people who were competent to make their own decisions. 

The following week, R had a bleed and was admitted. After a month as an inpatient, she 
delivered two baby girls by caesarean section. Although one required resuscitation, the 
twins were both well and continue to thrive. 

Illustrative Case S
Towards the end of an uneventful pregnancy, S developed a rash on her body, the 
cause of which could not be determined, and a decision was made for labour to be 
induced. The date was set and, early that morning, she called the hospital to check that 
she should come in. She was told that there were no beds available and to call back 
later. 

Around 20 minutes later, S’s waters broke; she called the hospital again and was 
advised to go to a neighbouring clinic to be checked. From the clinic, she was sent to 
hospital for additional monitoring, where it was confirmed that the baby’s heart rate was 
slow, but she was wrongly told this was not a cause for concern. 

S was sent home to allow labour to develop. That evening, having not felt her baby 
move for a while, she called the hospital again and was told to attend. She arrived as 
the night shift changeover was taking place. She was checked and found to be having 
contractions, but her labour was not progressing. S was attended by a student midwife, 
who applied Prostin gel to speed up her labour, and arranged for a birthing pool. The 
student midwife told S that it was likely she would end up having a caesarean section 
as her waters had broken more than 24 hours previously and her labour was not 
progressing. 

Soon after, S was attended by a different midwife, who disagreed that a caesarean 
section would be necessary. S was given an epidural and labour augmented with 
Syntocinon; however, she felt very unwell as a result, and was shaking and vomiting. 
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The day shift ended, and S’s care was handed over to a senior midwife, who told her 
that she had been left in a “ridiculous” situation and that she shouldn’t have been kept 
on a drip, which clearly wasn’t working as she was still in the same state of labour as 
she had been that morning, but was now exhausted and unwell. 

Because labour was not progressing, a decision was made that delivery should be by 
caesarean section. S’s epidural was topped up in preparation, but she felt very unwell 
again. No one seemed concerned or acknowledged that this was the second episode 
of these symptoms. One of the surgical team said: “It happens, sometimes people are 
sick.” 

Theme 4: Feeling excluded during and immediately after a serious event
3.42 In several cases, women became aware that something was going wrong in the course 
of their care, either as it was happening or shortly afterwards. They described a lack of 
compassion and a sense of being excluded as events unfolded or in the immediate aftermath. 
Sometimes, this failure to inform and consult them about a deteriorating situation extended to 
the woman’s partner and other family members, who were left waiting for long periods in a state 
of ignorance and growing anxiety and fear.

Indicative behaviour: Not being told what was happening, or what had happened, 
when things went wrong

3.43 We heard about:

 l Women and their partners or family members not being informed what was happening 
as events were unfolding:

 — “No one talked to me at all through the operation … I had the spinal block and no 
one told me what was happening. I was asking questions constantly … I was trying 
to make sure that I stayed conscious so I could remember everything, and no one 
told me what was going on. I kept on peeking up and they kept on telling me to lie 
down. I just saw them covered in blood, up to their elbows covered in blood, having 
conversations about me saying, ‘oh that’s bad, that’s bad, that’s bad’, but not telling 
me what was going on … I was 100% sure I was going to die.”

 — “My daughter went one way, my wife went the other, and I was left on my own, 
not knowing if my wife was alive or my daughter was going to be alive at the end 
of the day.”

 — “I was just left for so long to my own devices. When the doctor came in, it was 
like no one wanted to tell me that he had died. They waited for me to go down to 
ultrasound, but by this point I knew something was up. I used to find [his heartbeat] 
at home on my own so I knew something wasn’t right, but nobody was telling me.”

Indicative behaviour: Leaving family members waiting and anxious for news

3.44 We heard about:

 l Women and their partners or family members not being informed after a serious event 
about what had happened:
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 — “When I came around in recovery, I kept saying to them, ‘where is he, where’s my 
baby’. Nobody would look at me, nobody would tell me anything. It was only when X 
came in and I saw his face that I knew he was gone. They knew there and then that 
things had been done badly, because they wouldn’t even look at me.”

 — “What was really strange, and what I really didn’t understand, is that no one was 
really willing to tell me anything, to explain to me what happened. They were 
really vague, and you would get different versions depending on what doctor 
you spoke to.”

Illustrative Case T
T had had three previous caesarean sections and knew what to expect, but her 
reception at the hospital unsettled her. She and her partner found the surgeon arrogant, 
rude and unreceptive to questions, though the anaesthetist was more reassuring. 

T was given pain relief and a screen was put up, but no one provided any explanation 
about the procedure and T wasn’t even aware when it had started. Then, as the baby 
was delivered, a midwife leaned over and said: “I’m really sorry the paediatrician is not 
here yet, but he will be here.” T didn’t know what to make of that. 

The infant was born translucent, pale and white. He was taken away and T knew that 
something was wrong. She asked what was going on and what had happened, but was 
not given any information other than that it was a “freak of nature”, an “accident”. 

It was nearly an hour before T was able to hold her baby. When he was put into her 
arms, she was shocked at his pallor. He was then taken for a blood transfusion. T asked 
for information and was told that the clinicians had cut through the placenta; she knew 
there had been a ten-minute gap between knife to skin and the baby being delivered, 
and felt panic at the thought that he had been without oxygen for ten minutes. 

The hospital staff said they had performed a computerised tomography (CT) scan and 
the baby’s brain was fine, but T was worried about the possibility of brain damage. 
She kept asking if he was OK and was told that he had been given a CT scan which 
had come back clear. She later found out from her notes that he had received a cranial 
ultrasound, not a CT scan. After discharge, T contacted the hospital to inform them that 
her baby was “juddery” and his eyes weren’t right; she was told “boys are lazy”. 

At the two-month check-up, T asked whether the ultrasound would definitely have 
detected damage and was told by the sonographer that this was not necessarily so. 
With a great deal of effort, T managed to secure a magnetic resonance imaging scan 
for her baby. The couple were informed on the telephone that their baby had suffered 
a cerebral infarction. They attended the William Harvey Hospital in Ashford (WHH) 
to see the scan and were shocked at the very large area of baby T’s brain that had 
been affected. They asked how extensive the damage was and were told “work it out 
yourself”. The hospital has never provided an account of what happened.

Theme 5: Feeling ignored, marginalised or disparaged after a serious event
3.45 As well as their frustration and anger about not being informed as events unfolded, families 
described a range of experiences of the Trust’s investigations process that followed. Some 
felt that the process had been reasonably open and fair, while others felt deeply distressed 
and aggrieved by it. Sometimes, where there had been a very serious adverse outcome, 
families lacked information about what to expect and what processes should and would be 
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followed, including how they would be involved. In general, there appears to have been a 
collective unwillingness to engage with families and a reluctance to invite them to contribute to 
investigations; some families were not even made aware that an investigation was taking place.

3.46 We also heard about the downgrading of incidents without proper explanation, and 
families’ concerns about deaths that should have been reported to the coroner but were not.

3.47 It is clear to the Panel that this failure to engage with women and their families after a 
serious event – or to do so in a manner that did not take into account either their distress or 
their concerns about their care, or to provide appropriate and timely support – caused them 
additional harm. These types of responses, illustrated by the indicative behaviours for this 
theme, made it harder for women and their families to work towards regaining a sense of being 
able to cope or to return to the kind of lives they had prior to what happened to them.

Indicative behaviour: A collective failure to be open and honest or to comply with the 
duty of candour

3.48 At the time of writing this Report, it has been confirmed that, for some women, the Trust’s 
failings have contributed to or caused the poor outcome experienced by them or their baby. In a 
few cases, this has been as a result of the Trust’s own investigation; in others, it has followed a 
coroner’s inquest or the interventions of a third party such as the Healthcare Safety Investigation 
Branch. However, there are many families who remain in the dark and who seek long overdue 
answers to their questions, as well as confirmation that any lessons learned have resulted in 
improvements.

3.49 We heard about:

 l Failures to explain to women or their families what had happened or to apologise, and 
families being “fobbed off” when they sought answers to their questions:

 — “When things go wrong, people should talk about it and learn. Nobody thought I was 
in labour, nobody said they had made a mistake, and these are the consequences.”

 — “Although it was seven years ago for us, it is still burning in our hearts because we 
haven’t had answers.”

 — “WHH shut down to us, they were more concerned about us taking legal action than 
actually wanting to learn from A’s death.”

 — “We’ve heard lots of people say they knew the hospital was an unsafe place and the 
culture was wrong. When we complained about the basic things, like the cleaning 
of condemned mattresses, [senior nurse] said she was surprised, because the CQC 
[Care Quality Commission] were due and everywhere had been painted. It was like, 
we’ve done the painting, and it’s all ok; like the Queen’s coming to visit so we’ve 
done a bit of decorating.”

 — “People think that we are on a witch hunt for the surgeon, but we are not that sort of 
family. We understand that things go wrong, but we are having a problem because 
they could have seen it from a different view.”
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Indicative behaviour: A collective failure to act on or respond to concerns, including 
a poor or inadequate response to complaints

3.50 We heard about:

 l A poor complaints process, with responses to complaints sometimes not being 
received, defensiveness and a “pick and choose” approach to what was covered in 
complaint responses:

 — “If it’s a small company, you can go to the boss to complain that this has been 
terrible … With something as big as the NHS, you’re fighting a losing battle.”

 — “I had made suggestions in my complaint, and I had made it clear how wonderful the 
people were that had helped me. My complaint wasn’t about the fact that this was 
maybe an error or a faulty device, my complaint was about the lying and blaming me 
and covering it up. That’s what’s really upset me about it.”

 — “We wrote a measured complaint after some time, we didn’t do it in raw emotion, we 
waited, and I think it was quite clear what we wanted out of it in terms of an apology 
and to know that things were going to improve and not just ignored or brushed 
under the carpet … it took three attempts to send that letter in before someone 
replied to us and in the end it took me writing to the CEO of the hospital Trust, just to 
get a reaction and acknowledge that we’d written the complaint … they went on to 
investigate it … and it took another six months before we had our meeting.” 

Indicative behaviour: A tendency for the Trust to fail to take responsibility for errors 
or to show accountability

3.51 We heard about:

 l A failure by the Trust to undertake robust investigations or to involve families:
 — “People are investigating things by looking at the notes and we’re the ones who were 

with her, who could hear what she was saying and all the texts on her phone saying 
no one’s listening to me, everyone’s acting like it’s normal to feel like this.”

 l Delays in completing internal investigations, a defensive approach, and a reluctance 
to involve families, keep them informed of progress or report back to them, sometimes 
resulting in them fearing a cover-up:

 — “It was literally like cloak and daggers, going round, trying to find out information 
and getting stuff from nurses who had put it by for us, who had photocopied things 
to try and give us the information we needed. We were getting no support from the 
management about anything at all.”

 — “Every time at the hospital, it always seems like one person is covering up for the 
next; they are a team and they work together, but they shouldn’t cover up when 
children are dying.”

 — “Their attitude was ‘we made a mistake, but it wasn’t that bad, and it won’t 
happen again’.”

 l The ongoing concerns and experiences of women being consistently ignored and 
invalidated after the event:
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 — “They did their investigation … I don’t know whether it’s ironic, but we got their 
response back, it was not good enough, I mean the response took over three 
months, but we got a response back the day before the Coroner’s court, but it was 
very very short, it was almost like bullet points, and we were like this is not good 
enough, straight away. So then we did a timeline, we did every question possible and 
the potential answers and we sent it to them … so we are now waiting to see the 
response from that.”

 l A failure to demonstrate that the Trust has learned from serious incidents:
 — “I just want to put things right for mums and babies. I just want to see things get 

better. Without accountability you can’t hold them to their promises and that’s 
why we’re here. I know people will promise you anything to get rid of you, but we 
really do need to get the accountability in order to get improvements – I don’t want 
differences, I don’t want changes, we want improvements.”

 — “What I can’t accept is that you refuse – you actively go out of your way to try and 
avoid learning from the situation, you actively try to cover it up, and that ultimately 
means it will happen again. That is something that I find unacceptable.”

Indicative behaviour: A failure to provide adequate follow-up support, including 
appropriate counselling

3.52 We heard about:

 l Inconsistencies in the referral process to the Birth Afterthoughts service; when families 
were referred, they often found it unhelpful or even detrimental to their recovery:

 — “That appointment was more hurtful than anything else. The lady was trying her best 
but she didn’t have all the notes, some of the notes were in the wrong order. There 
were notes that contradicted each other … we just came out and cried.”

 — “I asked for Birth Afterthoughts and was told that wasn’t suitable because I had a 
complaint in process.”

 l Poor and sporadic access to and quality of counselling for the mother, with 
non-existent provision for fathers; many families have resorted to sourcing 
counselling themselves:

 — “There was no care, no support, it was very lonely.”
 — “I just left there and thought this was the biggest waste of time ever. Because you 

don’t really want to go back to that hospital anyway when something like that has 
recently happened, and to go there and they can’t even get your name right or the 
baby’s name right, or how far along you were in your pregnancy, it was insulting.”

 — “It [the follow-up] was really, really bad. It was terrible. When they answered the 
phone, they didn’t want to help, they didn’t want to know anything about it.”

 — “For my counselling after it, I put myself forward for the doctor … I didn’t even really 
know I needed anything, and then I got myself in a really bad state one day and 
thought about harming myself and then I realised I needed help.”

 l Failures of the bereavement service to provide an adequate and supportive response:
 — “We asked to see the bereavement counsellor, and she refused to see us because 

we weren’t having a funeral, she was like, well, there’s nothing I can do for you.”
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 — “I wanted to get some counselling, but the waiting times were months and months 
for those … I had a bereavement counsellor but because it was covid times, it was 
all over the phone and it was quite distanced and it was a very lonely time. I didn’t 
really find the bereavement [counselling] terribly helpful … in the end it felt I was left 
to my own devices.”

3.53 Not being listened to, not being extended kindness and compassion, and feeling ignored 
or marginalised when accessing healthcare may leave patients who have uneventful care feeling 
insignificant and invisible. In those circumstances, it is not uncommon for patients to rationalise 
their responses as being the result of service pressures and to accept and normalise them.

3.54 However, when these responses occur after events that are traumatic, frightening or have 
a poor outcome, as was the case for families in our Investigation, there is an expectation that 
staff will do all they can to minimise any impact and will act with compassion and insight. When 
this does not happen, the impact is greater. We heard this in the accounts given by the women 
and their families, and saw it in their visible distress months and years after their experiences. 
They were left questioning why they were treated in such a manner and feeling diminished, 
powerless and even worthless, adding a layer of harm to what was already for many an almost 
unbearable event.

3.55 In common with other investigations, the trigger for regulatory scrutiny and the 
commissioning of this Independent Investigation came from individual families who had been 
failed by the Trust. It was their persistence and determination to get to the truth that has led us 
to where we are now. It is disappointing that families continue to have to do this to substitute for 
ineffective safety monitoring by trusts and regulators.

Theme 6: Being forced to live with an incomplete or inaccurate narrative
3.56 Many women were not party to the whole of their own or their baby’s experience, due 
to being sedated, not being in the same room as their baby or simply being too unwell to 
remember parts of what happened. In the absence of full and frank information from Trust 
staff, this left a space that was filled by women and families trying to make sense of what had 
happened and how and why it had happened.

3.57 Being left with so many questions about events that they were unable to answer 
naturally led women and families to seek answers from the Trust. These answers were not 
always forthcoming, were only partial, or in some cases were misleading. We heard of internal 
investigations failing to get to grips with what had happened, so that no meaningful explanation 
could be provided. This led to families resorting to working through and trying to make sense 
of clinical notes in order to piece together what had happened, or to get answers to their 
questions. In doing so, they often found that how they had felt at the time and what they 
had been telling the doctors and midwives were not reflected in their notes, adding to their 
frustration and anxiety.

3.58 In addition, being blamed by individual doctors or midwives for aspects of events, or 
being made to feel to blame for what had happened to their baby and being unable to challenge 
hierarchical systems and individuals with professional knowledge, left our families living with 
“what ifs”. This inevitably meant that they were forced to construct an uncertain or incomplete 
narrative about what had happened, due to the lack of facts, their sense of responsibility for 
events or simply the uncertainty with which they were left.
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Indicative behaviour: Blaming women and families, or making them feel to blame, 
for what had happened to their baby

3.59 We heard about:

 l Women and their partners being made to feel to blame and living with the guilt 
of believing that they were in some way responsible for the outcome or should 
have done more:

 — “A member of staff said to me ‘is there anything that you think you could have done 
better?’, which stuck with me for months and months afterwards, I felt so guilty.”

 — “As I’m sitting here talking about what other humans could have done more, I still 
also feel myself that I could have done more as his mother, and I’m sure his dad feels 
the same, but this is what you’re left with.”

 — “To cover it up, to cover herself rather than try to stop it happening again, by blaming 
mums, I think this is something that happens. I think this is an ingrained thing, and 
that does cause damage, psychological damage. I am still upset now talking about it, 
but my son is okay.”

 — “The problems are ingrained, not listening to anyone and blaming the most 
vulnerable people at the most vulnerable time. They need to be doing the opposite 
of that. They need to be listening to the mums. They need to take accountability 
even if it’s human error. I would forgive anyone for a mistake, but lying and blaming 
is unforgiveable.”

Indicative behaviour: Not giving women and their families answers or reasons for 
why things had gone wrong

3.60 We heard about:

 l Families being left convinced that their baby’s death or injury was the result of failures in 
care because of the lack of information and attention provided by the Trust in the days, 
weeks and months after the death:

 — “My opinion will always be that F died because somebody didn’t do their job 
properly; and that’s fine if you work in Sainsbury’s but when it comes to a family’s 
life; it has affected me, my husband, our son … it’s devastating and it can’t be 
undone, it’s what we just have to live with.”

 — “What’s caused the suffering, and what is dangerous, is the lies and the falsifying the 
notes and blaming me to cover up for the human error or the device, and that being 
seen, when you make a complaint, as acceptable. I think that covering up and that 
blaming is really dangerous because we do not know what really happened.”

3.61 The consequences for the families are profound. Living with a narrative that they know to 
be untrue or partially untrue, or never knowing for certain if things might have been different, 
has fractured their trust in healthcare professionals, often challenging previously held beliefs 
about who is trustworthy and who is not. Having these previous beliefs challenged, as well as 
feeling unable to construct a true explanation about a major event in their own lives – even when 
they may have been present – has undermined their confidence in their abilities, strengths and 
decision making.
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3.62 We saw that this has often led to major changes in how families viewed themselves and 
others, and their ability to manage their lives. They were generally less trusting and confident 
in the ability of others to have their best interests at heart, even those closest to them. This 
additional harm has added to their grief, loss, physical disability or change in circumstances, 
with some families also experiencing major financial difficulties. In these circumstances, their 
ability to regain their capacity to cope has been severely hindered.

Illustrative Case U
Two weeks after her due date, U was booked in for an induction. Despite a sweep and 
two doses of Prostin, progress was slow, and U and her partner felt neglected as staff 
were busy with other patients. One midwife refused to carry out an internal examination 
of U that evening, even though one was overdue, and no examination took place before 
a second dose of Prostin was administered. 

During the night, U woke in intense pain and experiencing contractions. As her 
contractions became more frequent and stronger, she asked again whether she 
would be examined but was made to feel like she was making a fuss. In the morning, 
U mentioned the pain she was experiencing and that her contractions were getting 
shorter. Then the contractions suddenly stopped and she experienced reduced fetal 
movement. The midwives said that her baby would be sleeping. 

On the induction ward, U was monitored and there was still very little fetal activity. 
A midwife said she should stay on the trace for another ten minutes for a “sleep trace”. 
The monitor started to sound an alarm, and within minutes an emergency caesarean 
section was performed and baby U was delivered covered in meconium and requiring 
resuscitation. She was cooled straight away and had several seizures. Fortunately, she 
did not sustain any long-term damage. 

U and her partner were informed that there had been a meeting about the event, but 
they were denied any details. Subsequently, they requested the minutes of the meeting 
but were told that these could not be found. They believe there was an investigation but 
the outcome was not shared with them. They queried the care provided on the evening 
prior to baby U’s delivery when the midwife refused to examine U, and the failure to 
properly monitor her to identify that the infant was in distress. However, they received 
no answers and no explanation of why the baby was born in such poor condition. 

The couple indicated their intention to complain and asked to be put in touch with the 
Head of Midwifery; however, the hospital failed to contact them. Then, feeling that they 
had done all they could to obtain answers to their questions, they instructed a solicitor. 
The Trust called into question U’s account of events because it did not correlate with 
what was recorded in her notes. The couple were told that their legal claim could not 
succeed because their baby had survived without lasting damage. They agreed to 
mediation at the request of the Trust. However, on the day before the mediation, the 
Trust submitted additional paperwork and refused to be bound by the mediation’s 
outcome, leaving the couple without any determination and a hefty fee. They are left not 
knowing what happened and believing that the hospital is hiding something from them.

Many of the cases included all the above themes
3.63 Illustrative Case V is representative of many accounts we heard, in that it describes how 
one family experienced failures in care and poor behaviours of staff that cut across the range of 
themes we have identified. It is necessarily more detailed than the others in this chapter and, for 
that reason, all the more powerful.
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Illustrative Case V
When V became pregnant, she was told that she was at high risk, so she was surprised 
that each time she attended for an appointment, she saw a different doctor. She 
experienced swelling in her face, feet and fingers, and breathlessness, headaches 
and tiredness. All of these symptoms and the extent to which she was struggling were 
dismissed as due to her weight.

“I felt like I was going to these appointments and was just being churned through a 
mill. I would sometimes sit for way past an hour past my slot time, to be measured and 
weighed and just told yes, just carry on, we’ll see you in four weeks. And I thought, 
you’ve not asked anything about what went on since the last appointment; I was saying 
things like ‘I’m really swollen’, but they didn’t listen, they didn’t take on board the things 
I was pointing out … I was just told, no, you’re just fat.”

Near to her due date, V had an appointment with a new junior doctor, who told her that 
she had too much fluid, and that if she were to go into labour she was at risk of the 
fluid “gushing out of her”, possibly resulting in an accident to the umbilical cord. This 
alarmed her, and she worried that all she could do was ring for an ambulance if her 
waters broke.

By the time of her final consultant appointment, V was suffering from symphysis pubis 
dysfunction; her pelvis was extremely painful and she had difficulty walking. She told 
the consultant that she felt sure she would need a caesarean section, particularly given 
that her scans were showing her baby to be large. She was told that she should have 
no concerns about a natural birth and all would be fine.

“And again, I felt like, in that appointment, I was churned out, they didn’t have any time 
for my questions. That was my very last appointment with a consultant, and I was just 
totally disregarded. I really don’t even know why we bothered going, because everything 
that I was worried about, it was just ‘you’ll be fine, mother nature will take care of you’.”

V’s anxiety was compounded by her midwife, who told her that “it was not midwife 
territory” and “they’re not interested in having you under consultant care”. She told V 
that she too had raised concerns with the consultant, which were dismissed.

At 41 weeks pregnant, V was very unwell. Feeling “fobbed off” by the hospital, she went 
to see her GP, who sent her straight there, giving her a letter to take with her stressing 
the urgency of the situation due to her evident pre-eclampsia.

“I got there, and it was just the same as usual; it was the same ‘well, this is how it is at 
the end of your pregnancy, you’re not going to feel your best’. And I thought, there’s not 
feeling your best, and there’s feeling horrendous. One of the things that I really want to 
be highlighted is that there were so many times throughout the pregnancy when I said 
I’m worried about this, I’m concerned about that, I’m not feeling great, but my notes just 
seem to say ‘mother was happy’. And I wasn’t happy.”

The hospital consultant confirmed that V’s baby needed to be delivered in light of her 
pre-eclampsia. However, there was no room for her that day, nor the next, which was 
a Friday, so she would have to come back on Monday because they did not induce 
women over the weekend. The consultant organised for her to have a sweep and she 
was told that, if that brought on labour, she should go straight back to the hospital 
because a woman in labour could not be turned away. Her labour began that weekend.

“I had to go with ‘there’s no room at the inn’ and go home after the sweep, and I felt 
again that they were just not taking it seriously. I went home and I did go into labour 
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over the weekend. We went in on the Sunday morning, I think at a time that wasn’t ideal, 
it was the changeover of the shift, and they actually said when we got there, ‘oh, we’ve 
had such a long night’; and we were a bit apologetic. And I said, ‘well I’ve had a long 
night too, we’ve not really had any sleep’. My contractions had started on and off and 
then really picked up in the early hours of Sunday morning, and they were like ‘well, 
they’re not that strong’ and started to play it down immediately.”

V was told by a midwife that she was not in labour because her contractions were mild 
and subsiding, and that she should go home and come back the next day, Monday, for 
her booked induction. The midwife asserted that, in her excitement to give birth, she 
was reading too much into the pains, which were not the real thing. V asked if she was 
going to be examined by the consultant, whom she had seen at the desk when she 
arrived and who had said she could stay if her cervix was dilated, but was told by the 
midwife that she did not need to be subjected to “unnecessary poking and prodding”. 
The midwife said: “I can 100% guarantee that you’re not dilated.”

“We were leaving, even though I was in pain, because we were not wanted there.”

V went to bed. Later that day, she noticed that her abdomen had softened and dropped 
and there was no resistance or kicking back when she pressed it. She rang the hospital 
and explained that she hadn’t felt her baby move for around six hours. The person on 
the telephone told her to come in and then hung up. On arrival, V, her partner and her 
mother were put in a room with other people. Looking back, she wonders whether it 
might have been better to place them in an empty room, given that she had told the 
hospital that her baby wasn’t moving.

All the curtains were open as staff tried to find a heartbeat. Everyone was staring at 
them. When no heartbeat could be found, V became upset and the family were moved 
to another room for a scan. After what seemed like a long wait, a junior doctor arrived; 
the doctor wouldn’t talk to them, look at them or give them any information, merely 
saying, “well, give us a chance” when they asked what was happening. Even though no 
heartbeat had been found, V was in a state of disbelief that something could be wrong.

“After a really long time, I’m guessing close to an hour, an obstetrician turned up and 
[they] scanned me. Again, there was no conversation. And then [they] said, ‘you have 
to be very brave, because your baby has passed away, there’s no heartbeat, your baby 
has died’. Everyone was crying but I said to [them] straight away, ‘how did this happen, 
I was here this morning and you said everything was fine and I should go home’. And 
then [they] left the room, and I didn’t see [them] again for six years until I was in a 
courtroom with [them].”

Having been told that there was no heartbeat, V was given a pessary to commence 
labour. She was told that as her cervix was already 5cm dilated, it would probably 
happen quite quickly.

“It’s not really one of those things that you can measure because I know that people can 
go from zero to five centimetres in no time at all, but it plays on my mind that maybe if 
[the consultant] had just examined me in the morning, I would have been enough dilated 
to have stayed. And even if the outcome had been the same, that I’d have been left in 
that room all day on a monitor and he still died, I’d have felt that I was in the right place. 
Instead, we have all these ‘what if’ questions, which now we just have to live with and 
it’s difficult to move past that.”

V’s labour was traumatic and began with a failure in communication that was most 
distressing for the family.
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“When they came in, one of them said, ‘calm down everyone, you’re going to have 
a baby today’ and they hadn’t been told. Then she had a bit of her own meltdown 
because she felt so silly, and we ended up feeling sorry for her. It was such a mess. 
Sometimes, I think I don’t know what difference it would have made, for her coming and 
saying sorry for your loss, let’s help you, but at the same time, the two of them came in 
like a parade, like happy, happy, it was just awful.”

V spent 18 hours trying to deliver her infant because the hospital did not initially agree 
to a caesarean section. At one point, she lost consciousness – a terrifying experience 
for her partner. Finally, a caesarean section was carried out to deliver the stillborn baby. 
The surgeon told them that the baby shouldn’t have died, that he was a good size and 
healthy and they should take matters further.

“I had just delivered a stillborn baby and I was already being told, this isn’t right, 
something has gone wrong here. But we knew it, we knew it anyway, because we’d 
been to all these appointments, but nothing was put in place.”

Afterwards, V had to stay in hospital for a while. Being on the ward with no baby was 
particularly difficult, but it was during those few days that the couple experienced a 
growing awareness that things had gone wrong. The comments of one particular doctor 
stand out for them.

“[They] said to us ‘we can manage this in other pregnancies, we can give you a small 
dose of aspirin every single day and your pre-eclampsia will be managed; this won’t 
happen to you again, and I’m sorry it happened to you this time’. And then [they were] 
swept out of the room so quickly, as if we shouldn’t have been told that, because until 
then, pre-eclampsia just hadn’t been mentioned.”

Then, when V had returned home, she was telephoned by her midwife; her recollection 
of what the midwife said is as follows:

“I shouldn’t say this to you, but I think we’re friends now, you need to get a lawyer … 
they’re covering things up and I shouldn’t tell you this and I don’t really want to talk 
about it anymore.”

The couple pursued a legal claim, but no fault in V’s care could be proved – not least 
because of the emphasis placed on her clinical notes, which the couple believe do 
not give an accurate picture of her condition or care. They are left with the belief that 
the management of V’s pregnancy was “a mess from start to finish”. They remain 
particularly upset that the hospital made an error regarding the gestation of their baby, 
whose post-mortem examination confirmed that he was far more advanced than had 
been recorded. Despite telling the hospital that her dates did not match theirs, V was 
left to go overdue, her baby “fighting on for an extra two weeks” before he died.

Over the last eight years, V and her partner have asked hundreds of questions about 
what went wrong and have still not had answers. They were told that nothing went 
wrong; it was one of those things. They have never received an apology.
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Conclusions, including consequences and impact on wellbeing
3.64 The Panel has considered carefully the evidence provided through the family listening 
sessions, alongside the information obtained from reviewing clinical notes and other 
documentary sources. In doing so, it has identified a range of repercussions for women 
and their families. These families attribute the following consequences to the events they 
experienced and the actions of clinicians and other Trust staff:

 l Not knowing if things might have been different; living with “what ifs”
 l Feelings of guilt and responsibility for what happened
 l Changes in personal beliefs about healthcare
 l Mistrust of clinicians, institutions and the wider health system
 l Feeling forced into a position where they sought legal advice to find out what 

had happened
 l Loss of personal confidence
 l Heightened emotions, including anger, rage and shame
 l Self-blame for not raising concerns more forcefully or speaking up enough
 l Panic attacks
 l Not wanting more children or being frightened at the prospect of having another baby
 l Needing to move away from the area or avoid being in proximity to the hospital
 l Relationship difficulties, including some that have ended in separation, and difficulties 

with intimacy.

3.65 We would also like to highlight the additional guilt that many families have come to feel for 
not speaking up, when they have seen more recent cases come to light. We are absolutely clear 
that no family should feel that way: it is not up to families to correct the deficiencies of a Trust 
that has shown itself consistently incapable of learning.

3.66 Losing a baby or sustaining a life-changing injury during childbirth as a result of failures 
in clinical care has an emotional and psychological effect that most people would find hard 
to contemplate. However, the Panel is in no doubt that, on top of this, these women and their 
families experienced behaviours from clinical staff which failed to meet the standards required of 
them and rightly expected by the families.

3.67 We found that the impact on the wellbeing of women and their families was often 
compounded by the additional harm caused by the behaviours and attitudes of those 
responsible for communicating with and supporting them after the event. This included the 
doctors and midwives who had been directly involved in their care, as well as others who 
were acting on behalf of the Trust in a different capacity, such as those responsible for leading 
internal safety investigations or managing complaints.

3.68 This additional harm served only to worsen and magnify the families’ sense of pain, anger 
and injustice and hinder their ability to come to terms with what had happened to them and 
begin to live their lives fully again. The Panel is in no doubt that this could have been avoided 
had the initial response of the Trust and its staff been open and compassionate, with a focus on 
including and supporting women and their families.
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Illustrative Case W
W sustained a life-threatening surgical injury, either during a caesarean section or 
afterwards during a procedure to stem heavy bleeding. After her discharge from 
hospital, she met with her consultant. They told her that they fully expected to see her 
in a few months, because “you’ve still got everything, you can still have a baby, we’ll 
look after you”. But the experience has left W terrified about becoming pregnant again. 
It appears that at no point was any explanation given that her continued bleeding had 
been due to surgical injury to her cervix and vagina.

“It just seemed that people would think that everything would be fine because I was 
alive and I would just move on and I shouldn’t be sad or upset or mentally scarred from 
it, from a traumatic experience, and for me I was robbed from having my second baby. 
I’ve always wanted a second baby and I will never do that, ever, and no one appreciates 
that side to it.”

3.69 In this chapter we have described the wider experiences of the families, setting out and 
providing evidence for the themes we have identified and the behaviours that are indicative 
of those themes. These experiences provide further evidence of care and treatment that fell 
short of what might reasonably be expected, and that in some cases contributed to the poor 
outcomes many families suffered.

3.70 In addition, we have made clear our finding that women and their families have suffered 
additional harm as a result of the behaviours and attitudes of the health professionals who 
were responsible for their care, as well as others at the Trust with whom they had interactions 
after the events. For some, this has had an impact on their wellbeing which continues to affect 
their lives today. It is the Panel’s view that aspects of the families’ experiences have been so 
damaging as to have had a profound and lasting effect on their health and wellbeing.
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Chapter 4: What we have heard 
from staff and others

Alongside listening to families, the Investigation has conducted interviews with 112 current and 
former staff at East Kent Hospitals University NHS Foundation Trust (the Trust) and with others 
whose work brought them into contact with the Trust’s maternity and neonatal services. This 
has been a key part of the Investigation. It is important to note that these interviews helped 
shape our findings as set out in Chapter 1 and that this chapter describes what we heard. 
This chapter should be read as performing that function, not as an indication of the Panel’s 
own thinking and conclusions.

Introduction
4.1 Between October 2021 and June 2022, the Investigation Panel met with 90 different 
members of Trust staff, including midwives, neonatal nurses, obstetricians, neonatologists, 
paediatricians and other clinicians, as well as members of the Board, the Executive and other 
managers. The Panel met five of those people twice.

4.2 In addition, the Investigation interviewed 22 individuals who did not work at the Trust 
but whose role brought them into contact with the Trust in connection with the provision 
of maternity care, such as representatives from the Care Quality Commission (CQC), the 
Healthcare Safety Investigation Branch (HSIB), Clinical Commissioning Groups (CCGs) and 
NHS England/NHS Improvement (NHSE&I). 

4.3 This chapter reflects what the Panel was told by those it interviewed. It does not contain 
the Panel’s commentary or assessment of any of the information provided by staff and others 
except where explicitly stated, but it does focus on what the Panel heard about the problems 
and challenges facing the Trust. That is not to say that the Panel did not hear about positive 
aspects – the efforts made to improve the culture and service, the initiatives to support better 
performance and outcomes, and the commitment of the majority of staff to do their best for 
their patients. 

4.4 In particular, the Panel was conscious that many interviewees understandably wished to 
put a positive light on subsequent improvements in services, but we found that this view was 
not generally borne out by other evidence. 

History and structure
4.5 Many staff with whom the Panel met raised the fact that the Trust was previously three 
separate trusts: the Kent and Canterbury Hospital Trust, Thanet Healthcare Trust and South 
Kent Hospitals Trust. The three trusts merged in 1999 following a local review of services, 
“Tomorrow’s Healthcare”, and the resulting trust became one of the largest hospital trusts in the 
country at that time. The long-term outcome of the Tomorrow’s Healthcare review on maternity 
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services was to focus obstetrics at Ashford’s William Harvey Hospital (WHH) and Margate’s 
Queen Elizabeth The Queen Mother Hospital (QEQM). 

4.6 Each hospital had an obstetric unit. WHH had a Level 3 neonatal intensive care unit, which 
is suitable for all babies who do not require very specialised regional or national specialist care. 
QEQM had a Level 1 special care unit, suitable for low dependency care of babies born after 
32 weeks of pregnancy. Dover and Canterbury hospitals operated standalone Midwifery-Led 
Units (MLUs) in the former obstetric units (later relocated alongside the obstetric units in 
WHH and QEQM). 

What we heard from staff
4.7 The Tomorrow’s Healthcare review was described by one clinician as “a bruising period” 
and by another as “a very traumatic process, as it basically pitched all three Trusts against each 
other”. The clinician told us: 

[It was a] challenge to integrate the whole of the maternity services which were so divided 
before, and especially during, the Tomorrow’s Healthcare consultations, and to bring some 
order to the whole Trust. It took years, not months, to bring understanding that they would 
have two units and it was no longer possible to have three.

4.8 The Panel heard about the challenges that merging the trusts brought. One member of 
the medical leadership team said: “Moving from three relatively small organisations to one large 
organisation meant there was a lot to do in terms of healing rivalries, managing the communities 
and to some extent the staff.” Although effort was put in to build an “East Kent focus” across 
the Trust, many people reported that the hospitals remained quite separate, and in 2014 a CQC 
inspection report noted that the Trust still behaved like three separate organisations. 

4.9 The Panel was told that the Trust “had never really coped with the merger” and that “the 
merger is highly relevant to what goes on in the Trust day-to-day”: 

They were supposed to be one team but in reality that wasn’t the case. Even the guidelines 
were different for each site until recently.

4.10 When the Trust became a Foundation Trust, the internal structure was relatively flat and 
involved clinical directorates; this, it was said, allowed people to participate in decision making. 
The application for foundation status resulted in Monitor* insisting on fewer management 
groups, which, the Panel heard, left senior staff (especially clinicians) feeling that they did 
not have a voice and were excluded from Trust business. The Trust moved the individual 
directorates into four (“massive”) divisions in 2011 as part of a reorganisation. The Women’s 
Health directorate was rolled up in the Specialist Services division with renal, dermatology, 
cancer services and paediatrics – “specialities that had nothing to do with each other, but that 
was the structure of the Trust at the time”. The Panel heard: 

 l “It felt like [women’s services] were being put with other odds and ends – the 
elsewhere ‘unfileable’.”

 l “… the voice of maternity services was diluted within that Division.”

* Monitor was an executive non-departmental public body of the Department of Health, responsible between 2004 and 2016 for ensuring that 
healthcare provision in NHS England was financially effective.
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4.11 One Trust Board member commented that “staff in maternity felt they were always the poor 
neighbour to cancer”, and an obstetric consultant told the Panel that the Specialist Services 
division had far too wide a remit and resulted in people at divisional level taking their eyes off 
the ball in terms of maternity services. The Panel heard that the new director leads had little 
understanding of midwifery and maternity services, and “the maternity unit was in disarray with 
few plans for the future”.

4.12 In 2018, soon after the arrival of a new Chief Executive Officer (CEO), the Trust 
changed from directorates to clinically led care groups. This was intended as a move from 
a management-driven structure, in which clinicians supported managers, to one in which the 
clinicians delivering the services would be supported by their managers. There were initially 
seven care groups, but the Women’s and Children’s Health group was later split in two and there 
became eight. This was considered a positive development. 

4.13 The Trust was described to the Panel as a “challenged” organisation typical of a cohort 
of trusts where there were significant performance and operational challenges, but where the 
underlying problem was really one of culture. 

Poor staff morale
4.14 A member of staff who had been with the Trust for 20 years described the first ten years as 
“generally good”, but they resigned more recently due to a “toxic culture”. Working at the Trust 
during the reference period of the Investigation was said to be “challenging”.

4.15 One band 7 midwife† who had been at the Trust during the same period described the 
peaks and troughs: “times when I felt positive and times when I felt rock bottom. It has always 
been that way at East Kent, good times and bad times.” When they were going through a 
trough, when morale was low, people might not work as well as a team or they might be short-
tempered. Those were the times when this midwife felt that teamworking was not good.

4.16 In 2014, following the CQC report, the executive team was described as “demoralised and 
not working as a team”. In the year that followed:

An awful lot of work took place to try and engage and improve the morale of staff, trying to 
bring together management and clinical staff. That was probably the biggest problem the 
organisation had, that there was this disconnect between the hierarchy of management 
and clinicians.

4.17 The Panel heard about a “really bad period of time” when there was a big change in 
managers and people didn’t have the experience to manage correctly or appropriately. This 
resulted in lots of disciplinary issues, and it affected morale because people were nervous 
and they weren’t “nice” to each other: “It had a knock-on effect, like dropping a pebble in the 
water.” We were told:

Everybody wants to get it right and everybody wants to give quality care. Nobody wants 
to cause any harm to people. When it does go wrong it has a massive effect on people’s 
wellbeing and morale. There was definitely a lack of understanding between divisional and 
Trust levels of management and what goes on on the shop floor. That lack of understanding 
would sometimes have a negative effect on things.

† Band 7 is a senior grade of midwife or nurse, still generally with clinical responsibilities.
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4.18 One director attributed the causes of staff disenchantment across all sites to the 
Foundation Trust status requiring financial savings and the close scrutiny under which the Trust 
operated. Decisions taken by the Trust to improve efficiency and clinical systems were aimed 
at improving patient safety and clinical services but resulted in staff earning less money. Some 
staff expressed that they were unhappy with the new arrangements. 

4.19 A member of staff decided to leave the Trust because it was “trying to do too many things 
in too many places”, not only from a workforce perspective but also from a financial perspective. 
Their view was that the models of care that were operating were not sustainable, and the 
cultural difficulties persisted: 

[S]ome people were trying to deliver services that were really hard for them to deliver, 
and consequently, their behaviours and interpersonal relationships struggled and were 
damaged by that.

4.20 The Panel was told how perceived poor performance by people in senior positions 
negatively impacted staff morale, but that there had been more recent initiatives such as regular 
safety huddles that aimed to help develop and strengthen relationships between different 
disciplines and in all areas of maternity services.

4.21 One midwife, who had often raised concerns around consultant decision making, was told 
in relation to a poorly performing doctor that having “someone was better than no-one”. Those 
aspects were described as “very challenging and demoralising”. 

4.22 This same point was echoed by a member of the medical team, who commented that, for 
the Trust, “having bad clinicians is better than having no clinicians”. They remembered a clinical 
member of the Trust Executive saying that a clinician who had been investigated by the General 
Medical Council (GMC) was “just about good enough and that was all that could be expected 
at East Kent”. The message given was that mediocre was acceptable, which was a depressing 
standard for clinicians to aspire to. 

4.23 A senior obstetrician told the Panel that the staff were fundamentally good people 
who were placed in an impossible position because of the pressures of the roles they were 
asked to perform. 

4.24 A member of staff told the Panel that the Trust and maternity services had a bad reputation 
and that there was a bad news story every week, which had a profound impact on morale:

It was hard to watch the media reports and see the Trust criticised. Staff morale was low 
and there were shockwaves among the staff. It was difficult for pregnant women to come 
into the hospital having seen the media reports. They would ask if they would be safe 
delivering there … There was support, but the shockwaves that affected the shop floor 
weren’t noticed.

4.25 One midwife working at the Trust throughout the Covid-19 pandemic noted that morale 
seemed worse at the time because of bullying and the questioning of practice in a “personal and 
aggressive way that wasn’t justified”.

4.26 Another midwife, in commenting on the behaviour of senior midwives, told the Panel: 

[S]enior midwives often came across as lazy, or they were just attending the ward to 
complete their hours. 
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4.27 Band 7 midwives told the Panel that they were held accountable for what other midwives 
were doing, when there should have been a level of individual accountability (they were “getting 
the blame from everywhere”). The band 7 group of midwives also felt very demoralised due to 
the scrutiny of maternity services. 

4.28 Concerns about accountability were raised by another midwife in connection with the lack 
of personal professional responsibility on the part of some members of the midwifery team. 
This was attributed to low morale and poor management: 

There has to be some accountability. Since the loss of supervision, there are no 
consequences for people not acting correctly.

Engagement and leadership
4.29 The biggest obstacle to implementing change – in particular the improvement plans in 
response to the 2014 CQC report and the Royal College of Obstetricians and Gynaecologists 
(RCOG) report in 2016 (see Chapter 1) – was the lack of staff engagement with the process. 
The Trust was described as reactive and not “terribly forward-looking” in changing the culture 
around staff engagement. 

4.30 One Board and Executive member, commenting on the change to a managerially led 
divisional structure in 2011, told the Panel: 

It would be unfair to say that was responsible for poor medical engagement because the 
poor medical engagement was there already, but it didn’t help.

4.31 The Trust had poor medical engagement, the obstetrics and gynaecology department 
was described as “dysfunctional”, and poor behaviour and leadership by consultants adversely 
impacted patient care and safety. However, the Panel was told that, since 2018, there has 
been a change of emphasis within the Trust, with more clinicians prepared to step into 
clinical lead roles.

4.32 Another Board and Executive member found the Trust a very despondent place for all staff. 
Consultant engagement scores were very low and the culture came across as very negative. 
There was a historical lack of clinical leadership and of clinicians feeling accountable for what 
they did. The same Board and Executive member identified several dangers around the way in 
which clinical effort was focused, including the divisional structure and the need to turn the Trust 
from a managerial approach to a clinically led culture. This was described as a “colossal” piece 
of work, which lasted from 2018 well into 2019 and required the appointment of new clinical 
leaders, particularly in maternity services.

4.33 The Panel was told that consultants did not engage in clinical audit or clinical guideline 
development because there was no time written into their job plans for it. For the same reason, 
we were told, areas where one would expect consultants to lead – the development of clinical 
guidelines, conducting maternal death and perinatal investigations, and leading on perinatal 
meetings – were all led by midwives. 

4.34 A lot of time was spent on incidents and complaints, with governance midwives being 
recruited to manage these alongside the consultant with responsibility for risk management and 
clinical governance. There was a lack of engagement from obstetricians on clinical governance 
and updating guidelines, “leaving [the consultant] to do a lot of the work”.
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4.35 One consultant noted a difficulty in getting clinicians at QEQM to be part of an 
investigation into a neonatal incident, and told the Panel that this remains a challenge. 
The Panel heard that there was a greater focus on midwifery than on obstetrics, and that there 
was an expectation that engagement in serious incidents was the responsibility of midwifery 
rather than obstetrics. 

4.36 The Panel heard that Women’s and Children’s Health, as part of the Specialist Services 
division, had two and a half days a year devoted to learning and considering incidents, 
complaints and feedback, including positive news. However, the Panel also heard that doctors 
never attended the meetings; only nurses and healthcare professionals attended (although this 
began to change later).

4.37 The Panel was told that there were “about three” cultural change programmes at the Trust 
that failed because of a lack of direction and leadership, and that the Trust paid lip service to 
cultural change but this was not sufficient. There was not enough commitment or engagement 
from leaders of the organisation.

4.38 Professor James Walker, the Clinical Director of Maternity Investigation at 
HSIB, commented:

They don’t really have consultant supervision to try and support the service. Now whether 
that is because they haven’t enough, or they don’t have enough people interested or 
whatever, I don’t know, but it took us a long time to get the obstetricians involved [with 
HSIB investigations]. Even now, we get the lead obstetrician there or the lead paediatrician 
comes in – I am not sure how much our messages are getting down into the shop floor. 
In other hospitals we present back, and we’ve got consultants, students, registrars, and 
student midwives in the room, and that is where these hospitals really take ownership 
of problems. It’s interesting because people will then talk about the cases and the 
obstetricians and midwives will then realise the problems the others have, and that helps 
to move forward for solutions.

Staff behaviour and bullying

Relationships between professions 
4.39 A senior clinician with a regulatory and oversight organisation told the Panel that East 
Kent maternity services had the worst culture they had seen in their long experience of working 
in hospitals with inappropriate cultures, and a “terrible culture between the medics and the 
midwives”. Staff were not supportive or encouraging to each other and there was “a bullying 
culture”; “freedom to speak up at the Trust was not good”. They said:

People’s standards weren’t what they should have been, and they didn’t know what 
good looked like.

4.40 The relationship between midwives and doctors was described by one senior midwife 
as “cordial”, and concern about difficulties with working relationships at the Trust featured 
prominently during staff interviews and was an issue raised across different levels of seniority. 

4.41 The Chief Executive of the Nursing and Midwifery Council (NMC), Andrea Sutcliffe, told the 
Panel that “the relationship between midwives and obstetricians is absolutely critical”.

4.42 Contrasting views were expressed about teamworking. Some said that teamworking 
between obstetricians and midwives had always been good. Nevertheless, the Panel was 
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repeatedly told of poor teamwork, particularly between different professions. The senior 
consultant obstetricians were described by one senior manager as “extraordinarily challenging 
in their behaviours, lack of communication and teamwork”:

Their behaviour was appalling, and they had no respect for their colleagues. Consultants 
did and do still refer to midwifery staff as “lazy fucking cunts”.‡ They take no responsibility 
for their actions and blame colleagues for any challenges and failings … such a rancorous, 
hostile environment creates a service ripe for error, risk and lapses in safety.

4.43 A senior member of the Executive noted the “dysfunctional relationships within specialities” 
and that, within maternity services, there were issues with obstetricians and midwives working 
together. A senior manager observed that “doctors and midwives sat apart in meetings … and 
clearly did not respect one another”.

4.44 Doctors were said to have been overpowering in a lot of situations and women’s voices 
were discounted as a result. It took one midwife a very long time to feel confident enough to 
speak up to doctors because they came across as quite intimidating. The same midwife felt 
that the situation later improved, although women were still not always empowered by doctors. 
This point was echoed by another midwife to whom the Panel spoke. They described ineffective 
communication and discussions that were “quite hierarchical … Ultimately, decisions come from 
the top, rather than because staff communicate well and listen to each other.”

4.45 A senior midwife spoke about the fact that many of the consultants working at QEQM are 
longstanding members of staff and have a more “traditional” model of working when they are 
on call overnight, and that because there are a few layers between midwives and the consultant 
(mostly filled by junior doctors), midwives can find it hard to reach a consultant at times. In 
contrast, the obstetric team had a greater opportunity for contact with consultants. 

4.46 The Panel heard that there were set patterns for doing things and that it was difficult to 
introduce new ideas from elsewhere. A midwife at QEQM who had worked at the Trust for over 
20 years told the Panel that they felt like “an outsider” for quite a few years. Students who came 
through the unit would be the trained midwives of the future; similarly, trainee doctors would 
often return as consultants once they had completed their training. The team was considered to 
be “like a family” and their strengths and weaknesses were well known.

4.47 The dynamics of the team affected decision making; this was recognised as “not a safe 
way to practise”. There was no multi-disciplinary team learning and there was very much a 
“divide between disciplines”. The Panel was told that the obstetricians had “huddles”, but these 
were a “tick box exercise with no real value”. One midwife commented that the relationship with 
the obstetricians could be challenging and it had a big impact on how midwives felt about their 
work. Some of the consultants were very unhappy about being questioned and would become 
stubborn and unwilling to back down. Another midwife mentioned that junior doctors felt 
“bullied” by the midwives, and the relationship with the obstetricians wasn’t very good.

4.48 A midwife who had been with the Trust for a lengthy period told the Panel that the 
lead clinician for obstetrics faced “massive challenges” with relatively little support, that 
there were some “big egos” among the obstetric consultants, and that to try to bring about 
change with these strong personalities present was very challenging. They also said that poor 
communication was a significant theme and spoke about how everyone knew that it would be 
a difficult day if a particular clinician was on duty.

‡ The Panel deprecates the use of language that is disrespectful to other staff and demeaning to women; it is included here only to underline 
the extreme lack of respect and professionalism among some Trust staff.
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4.49 Some consultant obstetricians were described as “a bit dictatorial”, and, while a lot of the 
team had gone on the “Human Factors” course to try to improve things, there was a cultural 
expectation of hierarchy. The hierarchy disempowered staff from speaking up and the Panel 
heard that it was hard to voice opinions without them being taken the wrong way. 

4.50 A midwife said: 

 l “… the culture just continued. A lot of work with human factors was done but it never 
really seemed to translate into the management team.”

 l “Years ago, the matrons used to go round and talked to all the staff first thing in 
the morning when they came on duty. They used to go and speak to the women to 
see if they’ve got any problems. A lot of complaints could also be addressed at that 
level before they got bigger. The management team now go to their office and don’t 
speak to anyone.” 

4.51 One midwife commented that the Trust seemed to have forgotten the Human Factors 
principles in the past few years and that professional challenge was perceived as criticism. 
A consultant told the Panel: “The Trust thinks if you send someone on a three-day training 
course in human factors, that their personality will change forever but that’s not going 
to happen.” Another clinician expressed having limited confidence in the behaviour and 
competence of certain obstetricians.

4.52 A midwife spoke of the “fear of speaking up”. Instead of consulting staff and discussing 
how issues could be improved, staff were told what to do and viewed as “negative” if they 
proposed any alternatives: 

Staff feel they don’t have a voice, that nothing will change and that if they don’t agree 
with instructions from above, they will be ostracised. Staff are desperate to get on with 
everybody at work which means that they say and do things that they don’t agree with. 
It hinders their ability to speak up when things aren’t as they should be. 

4.53 The Panel heard examples of this behaviour, such as a staff member feeling as though they 
weren’t very good if they asked for a short break after ten hours of work instead of carrying on 
like the rest of the team, or a midwife admitting that they didn’t feel confident suturing a woman 
and facing a response like “she’s been a midwife for years. What’s her problem?” 

4.54 The Panel was told of an occasion when a midwife had sought to explain to a consultant 
the adverse impact of the consultant’s late arrival on the operation of the clinic and associated 
services, in response to which the consultant wagged a finger in the midwife’s face and 
said: “I am a consultant, and you can’t tell me what to do.” The midwife was astounded 
that colleagues could speak and act in this way, but this kind of behaviour was described 
as “relentless”.

4.55 The Panel heard about conflict over patient management plans and midwives “bracing” 
themselves to discuss these cases. There were suggestions of pressure put on midwives to 
accept women into the low-risk pathway when they had not been risk assessed or they were 
outside the guidelines, and consultants challenging any resistance to this approach. 

4.56 One member of staff told the Panel that many families had complained about staff arguing 
among themselves in front of women over whether to call for support and assistance from a 
more senior clinician, including in life-threatening situations.



Chapter 4: What we have heard from staff and others

79 

4.57 Another midwife commented that, in the past, although members of the multi-disciplinary 
team were supposedly working towards the same goal, it felt as though they were on “parallel 
tracks” rather than on the same path. However, they thought that this was less the case more 
recently. The introduction of a preventive measure for rhesus disease was cited as an example 
of good collaborative working between midwives and obstetricians. The Panel was told that, in 
the recent past, “it was definitely not a case of them and us” and that things had improved, but 
there was still some way to go. The Panel was told that the change process had been aided by 
new staff thinking differently, having more enthusiasm and providing a lead for others to follow. 
A more recently appointed obstetrician had been particularly interested in leading on multi-
disciplinary working. 

4.58 The Panel heard contrasting views about multi-disciplinary working. On the one hand, 
we were told that the relationship between multi-disciplinary teams was positive; relationships 
with the neonatal team had “always been good” and anaesthetists were “a great support to the 
labour ward”. One senior member of staff suggested that the relationship between neonatology 
and obstetrics had always been good at QEQM, with communication between the teams if there 
were problems. The Panel was told of the recent appointment of obstetricians who had trained 
at East Kent maternity services and knew the units. 

4.59 However, the Panel also heard numerous contrary accounts. It was said that there had 
always been friction between anaesthetists and other specialties: on one occasion a “massive 
argument” took place between an anaesthetist and a doctor in the middle of the corridor 
on the labour ward. We heard accounts of problems between midwives, obstetricians and 
neonatologists; neonatal provision at QEQM was not as “supportive, available or accessible” 
as it was at WHH. The obstetricians were described as “challenging” but nothing was done to 
address challenging behaviour. 

4.60 The Panel heard that one perinatal meeting ended with a dreadful conversation and 
arguments with a senior midwife, who became very upset and went on sick leave. The issue 
was never addressed. We were also told that there were ongoing issues with communication 
between paediatricians and maternity services on the Kingsgate Ward; midwives were not 
listened to and were not taken seriously when concerns were raised. Paediatricians were also 
said to be slow to attend. 

Challenging poor consultant behaviour
4.61 The Panel heard from a number of people about poor consultant behaviour and the 
difficulties in challenging consultants and addressing their behaviour. It was felt that the 
poor behaviour of consultants was dealt with very differently compared with the poor 
behaviour of midwives.

4.62 The Trust was said to have done little to change the poor working culture; instead, it 
tolerated bad behaviour, especially in relation to those who had been with the Trust for a long 
time or held a senior position. In 2019, a formal complaint was made about bullying at WHH; 
at that time, one consultant was known for making midwives cry in front of others, often at 
handovers. However, the Panel heard that nothing really happened when bad behaviour was 
reported. Some staff did not have faith in the Trust to make improvements. 

4.63 Staff observed that the consultants who had worked there longer had a louder voice 
than the newer consultants, who struggled to find their way. When efforts were made to tackle 
poor behaviour, people backed away from the situation, or didn’t report it in the first place. 
Consultants’ poor behaviour was dismissed as “just the way they were”. Staff reported being 
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heckled, shouted at and having things thrown at them: “it was accepted and allowed to happen, 
that was the way we worked”.

4.64 The Panel heard that staff were not empowered to challenge consultants’ bad behaviour. 
The Panel heard instances of extremely poor behaviour from consultant obstetricians; one 
became rude and very personal with another member of staff who had tried to generate 
discussion in a large meeting around the findings of the Morecambe Bay report. No one 
intervened, although it became evident afterwards that there were people in the room who 
recognised that the behaviour had been unacceptable. This incident was one of the issues that 
prompted the Medical Director to invite the RCOG to conduct a review. 

4.65 The Panel was told about clinical and behavioural concerns raised by one consultant about 
another, which they thought would be investigated by the Trust. The only feedback provided 
was that there was a communication issue and there would be training:

 l “After this there was reluctance for people to raise issues or make comments if they 
were asked further because of the way the process was done.”

 l “If people get away with bad behaviour, they’re going to keep doing it.”

4.66 Some midwives told the Panel that when they raised issues with their line manager, they 
would not hear about the outcome. The Panel heard that midwives often talked to each other 
about raising issues but questioned whether anything really changed. The person involved 
might be told off and improve for a few weeks, but then they would slip back into old habits. 
Behaviour was also explained away as “it’s the way they are”.

4.67 The lead CCG for maternity services pointed out that Medical Directors generally lacked 
the tools to be able to handle intransigent consultants. As an example, in 2020, there was a 
discussion with the Trust’s new Chief Medical Officer about an anonymous survey to identify 
problem consultants (whom people did not feel able to challenge and with whom they could 
not escalate issues). Although the problem consultants were known, no one was willing to raise 
a concern formally. The CCG also noticed a difference in the way in which nurses and doctors 
were treated in connection with serious incidents – nurses would potentially be disciplined, 
while doctors were merely asked to reflect (see “Culture of blame and handling complaints”, 
paragraphs 4.154–4.168).

Midwifery culture
4.68 The Panel heard about a lack of professional respect for midwives from the MLU and 
the community, and that their professional judgement was disregarded and dismissed in 
front of women.

4.69 The Panel was informed that there were several “freedom to speak up” issues raised from 
the maternity department at WHH. The issues related to bullying and behaviour. The Panel heard 
from one midwife that “once that individual had the impact of their behaviour pointed out, they 
reflected and modified it. It just needed someone to point it out to them. There haven’t been 
any further concerns raised about the individuals’ behaviour.” However, other midwives told us 
that bullying persisted and remained prevalent. There were also issues raised around rostering 
and equipment. 

4.70 The Panel heard that, since 2012, the Trust had had a Medical Director for Governance 
and Patient Safety and two band 7 nurses as Freedom to Speak Up Guardians, although the 
latter had not had protected time to fulfil these roles. Only recently had the Trust appointed its 
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first full-time Freedom to Speak Up Guardian. A predominant theme at patient safety speak-ups 
was behaviour – not so much bullying as poor leadership and a reluctance or lack of skills to 
actively listen to what staff were saying. Poor behaviours existed “at all levels of the organisation 
from top to bottom” and the Panel heard that it was “challenging when it is senior people who 
are bullying”. 

4.71 The Panel heard that there was discussion within the Trust on whether there was enough 
documented information to take people through a disciplinary process. However, although the 
Trust received a lot of information, staff were rarely prepared to put it in writing. We were told: 
“The Trust sometimes moves the problem around but actually it’s about six months later and 
there are reports from the other site around the same issue.”

4.72 The origin of different cliques of maternity staff was said to have dated back to the closure 
of the Canterbury site, when staff were moved to WHH and QEQM: “In both hospitals, there 
were two circles of core staff that had been at William Harvey/QEQM and then the Canterbury 
staff. They didn’t get on well together.”

4.73 A midwife who had worked at various sites and in various roles across the Trust told the 
Panel that the staff working at WHH had a reputation for being outspoken, and that allegations 
of bullying – in particular, more senior nurses treating junior staff with little respect – had circled 
the site for many years and had not been dealt with effectively. QEQM was considered to be 
friendlier, with less staff turnover and better working relationships, and new staff found it easier 
to settle in; it was suggested that this might be due to QEQM being a quieter site.

4.74 Staff told the Panel that “senior midwives” at WHH had a tendency to form “cliques” and 
that this could come across as threatening to more junior members of staff. They also told us 
that support workers had raised complaints about being treated unfairly compared with other 
groups of employees within the maternity unit. They indicated that, while there had been an 
improvement latterly at WHH in the way in which staff communicated with each other and 
mothers, it remained a concern. The Panel also heard that management “cover themselves” 
so that action would not be taken if the friend of a band 7 midwife did something wrong. One 
midwife was told expressly not to enter details of an incident on Datix (patient safety incident 
reporting software) as the band 7 midwife involved “just forgot” to take the required action.

4.75 One midwife described difficulties with the coordinator culture at WHH, with coordinators 
not listening to other team members or doing things in a set way. They were described as 
“unhelpful and not hands-on”, and they did not have the confidence of certain members of staff. 

4.76 The Panel was told about midwives shouting and screaming at each other. A band 7 
midwife spoke about witnessing a loud argument between a unit coordinator and a ward clerk, 
which prompted the band 7 midwife to close the doors around the ward to prevent women and 
families from hearing the argument. Afterwards, the band 7 midwife felt “terrified by the way the 
coordinator spoke to [them] about having done this”. 

4.77 The Panel heard that a supervisory session for midwives was carried out at WHH and one 
of the questions asked was “what is a good day for you”. The response from one midwife was 
“getting to the car, across the car park, at the end of the day without bursting into tears”.

4.78 The Panel heard that student midwives did not feel valued by more senior staff members. 
Many student midwives did not feel welcomed and heard more senior members of the midwifery 
team gossiping about them. Another member of staff observed “quite sharp questioning” at 
WHH during handovers, which left staff feeling uncomfortable and feeling that they were being 



Reading the signals

82

judged rather than supported. The handover was described as a “blood bath”, with one member 
of staff telling the Panel that it was “terrifying as [a] student” and reporting being told off for 
showing a baby to the grandparents in the corridor, or for using someone else’s cup. The band 7 
midwives were described as “quite fierce”: 

As someone who was quite new to the profession, you would second guess yourself quite 
often to make sure you weren’t using someone’s cup or sitting in someone’s seat. 

4.79 The culture of the Trust was also described as follows: 

[There was] favouritism and some people are not treated fairly within midwifery … there 
were [senior midwives] put in place who were bullies and they reported people who 
perhaps shouldn’t have been and others perhaps who shouldn’t be in the job. 

4.80 More than one midwife identified challenges with internal recruitment: namely, that 
promotions were predictable and the same people would always be promoted. People 
with friends higher up in the maternity unit were said to get jobs before they had even been 
interviewed. Regarding senior management culture, we were told: 

[I]f you’re friends with someone, you’ll get the job. It has been the case for quite a while 
that preferred candidates are coached for job interviews. 

4.81 One midwife said that they did not apply for positions as they knew they would not be 
chosen. Another staff member had withdrawn from an application as their face didn’t fit: 

At East Kent, if your face fits, you’ll get the job.

Bullying 
4.82 The Panel was told that there were large numbers of staff who complained of bullying, 
harassment or discrimination. A member of the HR team commented on the high levels of 
bullying and harassment: 

There were other issues but that was the most troubling because of the duty of care to the 
workforce and their perception of what it was like to work in that environment. 

The same person told us that nobody got to grips with the situation or wanted to tackle it. 

4.83 A member of the Executive told the Panel that the problem of bullying was “well 
distributed” across the organisation, and that it was not any worse in maternity than elsewhere. 
However, the Panel also heard: 

[P]eople outside maternity would probably not have been aware of the bullying culture 
within midwifery and [the] difficulty with performance of obstetricians. There was a cloud 
of secrecy as staff members were involved in the disciplinary processes. It wasn’t openly 
discussed. They had to deal with individuals confidentially and professionally.

4.84 The Trust was said to be occupied with firefighting visible issues, such as the difficulties 
with the Accident and Emergency department (A&E), but did not address the underlying 
problem of the culture of the organisation, including bullying, harassment and discrimination. 
One midwife commented that the focus was on the little things to make it look good 
from the outside.
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4.85 While complaints of bullying were often made by midwives, it should be noted that staff 
also spoke of bullying behaviours towards consultants and among members of the Executive. 
One consultant told the Panel that they were bullied by a senior midwife in the special care baby 
unit and by senior nurses. The Panel further heard of poor behaviours of non-executive directors 
at the Trust Quality and Safety Committee: “The behaviour of the non-executive directors was 
appalling, rude, bullying. It was shameful.” Sessions with registrars had been introduced to 
enable junior doctors to report concerns; these were then fed back to consultants to determine 
what needed to be done. 

4.86 A CCG staff member told the Panel that, through quality visits, they had picked up on 
“quite unpleasant” bullying. One senior member of Trust staff described maternity services as 
“a vipers’ nest”, and another expressed the belief that the deaths of some babies could have 
been prevented had there not been a bullying culture within maternity services. 

4.87 A midwife told the Panel that staff were not given any individual or constructive feedback 
to improve the results of the staff surveys. Band 7 midwives had occasional study days, annual 
supervisory reviews and either irregular appraisals or no appraisals at all. However, nothing was 
mentioned to identify that any improvement was needed in this area and the Panel heard that 
issues of bullying had not been raised as part of the appraisal process. In 2010, approximately 
80% of staff had no appraisal at all. 

4.88 The bullying culture at WHH was described as “horrible” and “sickening” and as persisting 
indefinitely. Between 2010 and 2012, an anonymous complaint was made to the Chief Nurse by 
junior midwives at WHH stating that the band 7 midwives were bullying them, forming cliques, 
excluding the junior midwives and creating a hostile “in or out” group dynamic. No one was 
named in the complaint. The Head of Midwifery wrote to all midwives across the Trust, urging 
them to speak to the Head of Midwifery directly. The Panel heard that one midwife left the Trust 
because of bullying.

4.89 The Panel heard that repeated concerns were raised about some staff members’ 
behaviour, but no action was taken in response. The Panel also heard that, in some cases, 
allegations of racial abuse were made against individuals, but there was no resolution and there 
was no structured way of dealing with allegations. Bullying and harassment policies required 
that an opportunity be provided for people to speak to each other in an informal way, to try to 
encourage them to understand the other person’s position. However, the inability of certain staff 
to communicate respectfully with each other was such an issue that they could not safely work 
on the same shift. 

4.90 One midwife commented that bullying was a mindset. They told the Panel: 

[I]f people bully you, you’re part of that relationship … there were people that I dreaded 
to work with, and I knew they would be short or cross … but I just had to carry on doing 
the work … you have to focus on the people that you’re caring for – sometimes, the 
management or whatever is happening in our sort of profession may be harrowing – there’s 
no staff, it’s difficult, there’s … problems between managers and things that you have to 
really put into the background and try and focus on the care.

4.91 In 2014, an internal investigation into bullying began, carried out jointly by the then Head 
of Midwifery and the HR department. As a result of information obtained from the investigation, 
the Head of Midwifery was sufficiently concerned to recommend that the unit at WHH should be 
closed because of the risk to women.
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4.92 The bullying was described as occurring more at WHH, where “there were a lot of cliques”, 
and where, “as a junior midwife, you would hand over and you’d be berated … and put down. 
I remember … one time saying this lady’s been in second stage for two hours and the band 7 
said, ‘she’ll end up in ITU and it’ll all be due to you’.” The environment was described as “toxic”, 
and it was commented that “Labour Ward and Post-Natal are high risk and high pressured 
enough without feeling scared to hand over”. Cliques were prevalent in management and on the 
shop floor within midwifery. The Panel heard that, if a friendship group of midwives was on the 
same shift, the most difficult cases were delegated and shorter breaks given to the midwives 
outside the group. The Panel was told: “It would depend on what mood the co-ordinators or 
some of the midwives were in on that day as to what you got … If your face fitted you did really 
well.” The existence of cliques was also an issue at QEQM, where one junior midwife noted that 
the culture in maternity services was “hostile at times”. 

4.93 The Panel heard that the repercussion of making a complaint at WHH was to be given 
extra work. One midwife described feeling unable to tell the truth around the time of the 2014/15 
investigation because, if they did, they would be bullied themself. The midwife felt that they had 
no choice but to give a character reference to a band 7 midwife accused of bullying, although, 
really, they were “dying to tell the truth”.

4.94 The Panel was told that a number of anonymous letters were sent prior to the 2014/15 
investigation but that the response from leadership at the time was that they would not do 
anything about it “if no one is brave enough to put their name on these letters”. Another senior 
midwife told the Panel that there was no recognition of, insight into or acknowledgement of 
the issue of bullying from obstetricians or midwives, and that people in senior positions did not 
respond appropriately to the situation.

4.95 A midwife at QEQM described a culture of “playing the bullying card”, and “if you say 
something that I don’t like then I will accuse you of bullying me”. In their view, this tactic put a 
halt to managing challenging situations, while attempts to introduce positive change were met 
with the response that “you are picking on me”. 

4.96 In 2015, a collective grievance was raised by staff about the manner in which the 2014 
internal investigation into bullying had been conducted. However, the grievance about the 
investigation process accepted the existence of serious bullying and dysfunctional behaviour 
within maternity services at WHH. The grievance also referred to the fact that:

An absence of senior support for staff at this present time has exacerbated an already 
difficult situation, as a result of which we believe there is a significant risk to our health and 
wellbeing, the patients we care for and the service as a whole.

4.97 The Panel was told that the Royal College of Midwives (RCM) represented some of the 
midwives who were subject to the investigation into bullying and that the RCM assisted with 
lodging a collective grievance.

4.98 A representative of the RCM told the Panel that the RCM had known before the 
collective grievance that there were challenging issues around midwifery leadership in 
the Trust at both WHH and QEQM. There were two big units operating without sufficient 
overall strategic leadership or strong management on either site. Cultural issues of bullying, 
harassment and poor staff engagement had been identified by RCM members, as well as being 
raised with the CQC. 
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4.99 The Head of Midwifery in 2014/15 told the Panel that they regretted going to the RCM 
for support with whistleblowing because the RCM advised them to resign and move on; if not, 
the RCM said that they would be unemployable in a senior position, and they should protect 
themself. They told the Panel that it was really hard making the decision as they did not want to 
leave women vulnerable. However, they had been told by the RCM that whistleblowing was not 
in the public interest and they had to think of their career. 

4.100 The Panel heard from Robert Eames, who worked as Associate Director of HR between 
2014 and 2015, that “[the Head of Midwifery] wasn’t part of the problem. I think [they] had a 
good go at trying to fix the cultural piece and the behaviours, but the team lashed out at [them].”

4.101 A number of midwives told the Panel that 2014/15 was a very difficult and strange time 
in midwifery. One midwife thought that the bullying stopped when certain midwives were 
suspended. However, the Panel also heard that some obstetricians and some neonatologists 
did not think the correct midwives were suspended. Other midwives told us that the bullying 
persisted after 2016.

4.102 Some staff did not perceive the behaviours as bullying; the band 7 midwives were “good 
at their jobs; they were just a bit fierce and a bit scary. If you had a problem, you could take one 
aside and talk to them … they were strong, dominant women, commanding a unit.” A midwife at 
WHH considered that band 7 midwives were often a target for accusations of bullying, because 
the nature of the role meant that they often had to tell staff to do things differently. 

Lack of diversity and racial discrimination 
4.103 The Panel was told that the Trust had been rated one of the worst in the country for 
workplace diversity and attitudes towards cultural difference. The QEQM midwifery unit was 
described by one member of staff as being “often seen as a white-led midwifery unit” that would 
benefit from having more people from different cultural backgrounds. 

4.104 Complaints of discrimination were sometimes based on race. A member of the Executive 
recognised racial inequality in East Kent and the existence of racial tensions, which probably 
contributed to bullying in parts of the Trust. One midwife from an ethnic minority background 
had been to HR three times; however, on each occasion the complaint was reduced to an 
overreaction. On one occasion, a midwife was discriminated against when a coordinator, at 
a woman’s request, would not permit the woman to be looked after “by anybody except an 
‘English’ midwife”. Concerns were also raised about management making offensive comments 
or jokes connected to race; however, these concerns were minimised and put down to staff just 
trying to be humorous. The Panel heard more than once that instances of personally offensive 
behaviour by consultants and midwives were not treated seriously. 

4.105 Concern was expressed that the Trust’s attitude and lack of diversity were having an 
impact on patients as well as on staff. It was said that, at WHH, women who could not speak 
English or who were from different ethnic backgrounds were treated differently, as though they 
were at fault. 

4.106 However, contrasting views were also expressed to the Panel. One senior member of staff 
from an ethnic minority background described not only being made to feel welcome but being 
positively favoured due to their heritage. Another member of staff told the Panel that they had 
not experienced any prejudice as a person from an ethnic minority background and felt happy 
when called to work at QEQM.
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Consultant rotas and availability
4.107 Consultants identified challenges arising from the on-call rota. Prior to 2020, consultants 
would arrive around 8am and stay until 5pm or 6pm and then be on call from home. They 
covered other duties including gynaecology as well, limiting their presence on the labour ward.

4.108 One midwife told the Panel that the process for escalating a clinical issue was very 
clearly to the Senior House Officer (SHO; a junior doctor), then to the registrar, and then to the 
consultant, in that order: 

I didn’t escalate directly to the consultant because that wasn’t the culture … the issue 
was that consultants were at home in the night and so it was difficult to call them about 
a pathological CTG [cardiotocograph; a trace of fetal heart rate] if the registrar was busy 
with a case in theatre.

4.109 One consultant told the Panel that they escalated issues around lack of consultant 
availability, but that the process of trying to get these resolved took a long time because of 
the way in which consultants were treated (or needed to be treated). There was a lack of 
support provided to the junior doctors, and the Panel heard that “East Kent did not feel like a 
consultant-led service”. 

4.110 A midwife told the Panel that, in 2016, after the RCOG report had been submitted, the 
consultants at WHH made a noticeable effort to be more visible and accessible while on call.

4.111 A junior doctor recalled that “consultants would point-blank refuse to come into the 
hospital after hours and would put other staff under intense pressure as a result”. 

4.112 The Panel was told about one occasion when a woman who was 35 weeks pregnant and 
thought her waters had broken attended QEQM. The woman needed a speculum examination; 
however, the SHO hadn’t been trained on how to do it. Although the consultant was called, they 
did not attend and the SHO sought advice from YouTube on how to do the procedure.

4.113 There was a reluctance among junior doctors and midwives to raise the issue – people 
did not want to complain about a consultant or be named as the person who had brought up 
the issue. A Trust Board member supported this view and told the Panel that it was very hard for 
their clinical leaders to call out bad behaviour in a way that was effective.

4.114 However, the Panel was also told by an obstetric consultant that, more recently, adverse 
publicity had resulted in consultants either being contacted more frequently, perhaps in 
circumstances where trainees could do what was necessary, or themselves being too cautious.

The separate operation of the WHH and QEQM sites 
4.115 The Panel was told by a number of staff that, although the merger of the three different 
trusts to create the East Kent Trust occurred over 20 years ago, the Trust continued to operate 
as if there were three separate hospitals that ran independently of each other. 

4.116 The Panel heard that staff in the Trust had never come to terms with the merger: 

Ashford is still taking it hard, and Canterbury doesn’t understand why they aren’t the centre 
of the world. It is deep rooted. 

4.117 More than one member of staff spoke about the Canterbury-centred nature of the Trust, 
which was an issue that needed addressing:
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[The Trust] was run like three completely separate units, and nobody had really tried to 
merge it in any way. Canterbury was full of the great and the good consultant-wise, and 
they sort of looked down at Margate and Ashford and everybody knew that as well. The 
inter relationships were really difficult.

4.118 The Panel heard that there was no cross-site teamworking or shared learning. The sites 
“always ran distinctly, even down to different working policies”.

4.119 There was also a perceived inequality and an “us and them” culture between the two 
sites at Ashford (WHH) and Margate (QEQM). One member of staff told the Panel that, although 
QEQM was quite big, “it always felt like it was a bit of an afterthought”. 

4.120 One member of the Executive commented:

[P]eople working in Margate don’t feel massively connected on a day-to-day basis with 
what’s happening in the William Harvey maternity and neonatal service. This should not 
be underestimated. It’s not an excuse for people not engaging and not following national 
guidance but it is a factor that cannot be ignored … There is an element of clinical isolation 
at Margate whereby you don’t get an opportunity to see how things are done elsewhere 
and there isn’t much interchange … However, you can also flip this round, and Margate 
has been able to find their own solutions to problems, and they are committed to their 
population who they live with and understand (whereas at William Harvey the atmosphere 
is not quite so embedded in the locale as Margate). When this works well it can be very 
powerful and a force of great good. But by the same token when it’s not quite right you can 
get quite a long way from what is best practice.

4.121 One experienced midwife told the Panel that there had always been a very different 
working pattern at the two sites, and this impacted on the midwives and on patient care. At 
QEQM, the consultants were not on the labour ward after handover; this also had an impact on 
the junior doctors, on their teaching and on the support available. Further, at WHH, regular ward 
rounds were conducted with the obstetricians; however, this was not the case at QEQM. Some 
staff at QEQM did not do ward rounds at all, although one midwife suggested that this had 
subsequently improved. 

4.122 Another difference relates to the treatment of families following the loss of a baby. We 
heard that, for a number of years, the consultants at WHH have been speaking with families 
at around 6 to 8 weeks following the loss of a baby of 12 weeks’ or more gestation, so that 
the family could understand what happened and to discuss how the family would be looked 
after in their next pregnancy. However, the Panel heard that the doctors at QEQM have 
resisted this practice.

Training
4.123 A member of the Executive spoke of their concern that an organisational development 
programme was not introduced when the Trust was going through restructuring; instead, 
the restructure focused on moving people without developing them.

4.124 A senior clinician recognised that there were challenges in gaining experience and 
competence in neonatal intubation and in maintaining neonatal resuscitation skills as a general 
paediatrician at QEQM. Each consultant performed intubation of extreme premature babies 
approximately once a year, and there were not many other intubations during the year. This 
posed a risk of consultants gradually becoming deskilled over time, and there was a need to 
ensure that all staff were up to date with neonatal life support training. 
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4.125 The Panel was told that a simulation training programme to teach resuscitation 
techniques was introduced following the inquest into the death of baby Harry Richford. 
Consultants across the whole team participated in the simulation and the Panel was told there 
was a neonatal simulation held jointly with midwifery every other week. 

4.126 The Panel also heard that there had been a robust in-house teaching programme for 
neonatology and paediatrics for some time. Other basic skills taught include airway skills 
on mannequins, resuscitation, non-labour emergencies in neonates and communication 
with midwives. 

4.127 The Panel heard that, more recently, staff grade doctors who came from abroad, or 
trainees without experience working in the UK, were trained and rotated to the neonatal 
unit at WHH for experience; this also applied to non-trainee grades who lacked confidence 
in their skills. 

4.128 Many midwives spoke about a lack of support during their training or when they 
first started in their roles and a lack of mentorship. One midwife who was appointed into a 
coordinator role had to teach themself the leadership skills needed to maintain a safe service: 

[S]ome band 5 midwives don’t have professional resilience because they’ve not been taught 
how to develop it. It’s a big jump from being a student to becoming a band 5 midwife. 

Organisational issues

Culture of denial and resistance to change
4.129 The Panel heard about the “sense of optimism” in the Trust as it achieved Foundation 
Trust status in 2009. The Dr Foster Hospital Guide named the Trust as Overall Trust of the Year 
and Foundation Trust of the Year in England in 2010; however, this appeared to be a double-
edged sword. One member of staff said that the Dr Foster recognition was: 

… a bad thing and a major error. Complacency started to come in … There were things the 
Board believed that were not true … [P]eople had got into the wrong frame of mind. It was 
great to get awards if you were doing well, but not if it gave false assurance, and things 
were melting down behind the scenes.

4.130 One consultant felt that senior managers became arrogant as a result of the 2010 award 
and “shot down other people’s suggestions for further improvement as a result”. A senior 
member of the management team described the Trust as:

… riding on the Dr Foster’s award and felt itself to be quite above everything else … the 
Dr Foster’s award was held up to every criticism.

4.131 Many staff, and others, spoke about a culture of denial at the Trust and a resistance 
to change. The Panel was told that, following the 2014 CQC inspection and report (which 
resulted in the imposition of Quality Special Measures), the reaction of the Trust was one of real 
defensiveness. 

4.132 A member of the Executive who joined the Trust after the CQC report commented that 
the Board was “potentially in denial about the organisation”, which served to reinforce the 
disconnect between the Board and the wards. One manager told the Panel: 
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[T]he organisation was utterly floored and did not recognise the report. People 
were traumatised. 

4.133 There was quite a strong feeling from Board members that the Trust was a victim, 
that “everyone was against them”, and that “things weren’t as bad as this”. Another senior 
manager commented: 

[T]he Trust board were in complete denial and were shocked, angry and hurt. They 
disagreed with just about every point in the report.

4.134 The Trust went through the CQC reports:

 l The Trust came up with “hundreds of challenges to the report, including 
grammatical/spelling issues … rather than getting to the essence of the report 
or discussing what to do”.

 l “It was not for nothing that the Trust was rated inadequate, yet they responded by 
sending back comments about commas and semi-colons, losing sight of the problem.”

4.135 We heard that the Trust did not use its staff surveys to identify issues, and that there were 
some very bad staff surveys that fed into the CQC report. The staff survey results in 2014 gave 
an indication of bullying; however, these results were not a one-off and bullying had been a 
common theme in previous surveys. We heard that “the trust central teams were in denial” and 
it seemed that they were not “systematically reviewing anything on a regular basis”.

4.136 Interviewees confirmed that staff survey results at the Trust were never very good. A 
member of the HR team told the Panel that, whenever they tried to discuss the results, “they 
weren’t necessarily what people wanted to see and hear. We were told there were lots of 
reasons why the results were invalid.” They told us that there was no desire on the part of the 
Board or the executives to think about the survey results and what they were telling the Trust:

This desire to give a rosy view was unhelpful … it was unhelpful to patients too because it 
doesn’t provide a full picture of what is really going on in an organisation and the potential 
risks and issues.

4.137 In 2014/15, the then new Head of Midwifery identified cultural issues within maternity 
services; they described their reaction to East Kent maternity services to the Panel as being “the 
next Morecambe Bay”. One senior midwife told the Panel that staff were really shocked by this 
as they did not see the similarity: “things were being said that were very untrue”. The Panel also 
heard that East Kent was “equal to or worse than Morecambe Bay”, but:

[T]here was no recognition, insight or acknowledgment from the obstetricians or the 
midwives into any of the issues identified in the 2014 [CQC] report. 

4.138 One clinician told the Panel that they did not recognise some of the issues that were 
highlighted in either the CQC or the RCOG report. A senior midwife remembered the RCOG 
report being dismissed by a senior consultant obstetrician as a “load of rubbish”. The 
midwife commented to the Panel that Trust obstetricians did not like the light being shone on 
them in that way. 

4.139 Another clinician couldn’t recall the RCOG report being widely discussed, and they were 
not made aware of the report’s key findings or recommendations. Similarly, a junior doctor told 
the Panel that the report was not formally discussed with junior doctors. Another consultant told 
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the Panel that they believed the issue raised by the RCOG report around consultant availability 
was limited to just two consultants, one of whom left the Trust.

4.140 In 2018, the Trust’s maternity services were rated by the CQC as “Requires Improvement”, 
although reference was made to the introduction of multi-disciplinary training as a step in the 
right direction. We heard that the Board took reassurance from that, notwithstanding the lack 
of effective audit and quality assurance systems that was identified by the CQC.

4.141 Professor Walker, the Clinical Director of Maternity Investigation at HSIB, spoke of the 
initial defensiveness of the Trust in 2018 and of a lack of opportunity to engage with staff outside 
a small number of senior Trust staff. There was a meeting in the summer of 2019 between HSIB 
and members of the Trust’s Executive, at which there was a lot of aggression and pushback 
by the Trust. Professor Walker told those present in the meeting: “[L]ook, you’ve got a major 
problem at this hospital, which is going to escalate, and you’ll hit the press by the end of 2019.”

4.142 Another HSIB officer told the Panel: “There was denial in the Trust about the enormity of 
the underlying problems.”

4.143 The relationship with HSIB was described by a member of the Board and Executive as 
difficult. So too was the transition from a process whereby the Trust conducted investigations 
itself, with the benefit of having a relationship with the family involved, to outsourcing the 
process to HSIB. They commented that the HSIB process felt very impersonal, and people 
were defensive. 

4.144 This defensiveness was echoed by another member of the Board, who described being 
“blind-sided” by HSIB’s serious concerns in about 2019 that East Kent maternity services were 
at the top of the list for total body cooling (therapeutic hypothermia) and feeling disappointed 
that the Trust had not engaged appropriately with HSIB on the issue. There was an internal 
report to the Board in December 2019 addressing HSIB’s concerns and citing improvements 
in certain areas (such as staff recognition of clinical deterioration or changes in the escalation 
process), although no evidence was provided and “frankly the Board was not assured that what 
they were doing was enough”.

4.145 A non-clinical member of the Board felt that the relationship with HSIB was not proactive 
and detected a reluctance within the Trust’s clinical team to accept what HSIB was saying.

4.146 The Panel heard from Nick Hulme, a Trust Governor, that, even as recently as 2020, at 
Council of Governors meetings it was regularly highlighted that it was “not fair” that East Kent 
scored lower down the lists of trusts, given the large size of the Trust and that it had “a lot of 
comorbidities”. Mr Hulme told the Panel that governors were told to “ignore the press” because 
they had “an agenda”. Mr Hulme also told the Panel that he had been actively dissuaded from 
speaking to the Panel by a member of the Board, who told him that he “would not add value”. 

4.147 Mr Hulme also told the Panel about an attitude within the Trust of “well, as long as we’re 
not bottom, that’s alright”. There was no ambition to be anything other than “bang average”, 
and the focus was on “get to good”. The Panel also heard from a Board member of a “culture 
of failure for five or six years”, with the Board being described in around 2017/18 as “very 
fragile and brittle”:

There were few people left in the Trust who knew what success looked like or who had 
experienced working in an organisation that was functioning effectively. It wouldn’t be 
straightforward to change that.
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4.148 The Panel heard of clinical leads who were resistant to change and reluctant to 
look outside the organisation or to be open to other ways of working. One manager was 
used to organisations seeking fresh eyes on incidents or complaints, but this was always 
resisted at the Trust.

4.149 The Panel was told that concerns about maternity services were raised with the executive 
team by the divisional management and by other functions within the Trust, such as clinical 
governance and patient safety, legal and HR, but nothing happened. 

4.150 The Panel heard that the practice of the Trust was to discourage the reporting of 
screening issues to Public Health England, despite it being national policy to do so, and that a 
screening coordinator was reprimanded for involving Public Health England in a serious incident 
and was told not to report issues externally. The Panel heard that the culture in the past was to 
keep things in-house, but that this had improved more recently. 

4.151 One consultant midwife sometimes found East Kent maternity services slow to adopt 
new national recommendations, for example about identifying women at risk of restricted 
fetal growth. They told the Panel that they would approach the governance team, maternity 
leadership and the obstetricians about making the recommended changes, but those 
approached would often produce counterarguments relating to equipment or resources for 
why the recommendations could not be implemented. 

4.152 A member of staff who had rejoined the Trust in 2019 recognised positive changes that 
had occurred and noted that morale and staffing had improved. However, there was still a 
reluctance within the Trust to adopt new research and guidelines.

4.153 The Panel was told that, even in 2020, obstetricians and paediatricians had a focus on 
process rather than on outcomes. That included some of the work of the Birthing Excellence: 
Success Through Teamwork (BESTT) programme: 

For example, they would try to decide whether a day or a day and a half of training per 
month was needed, instead of identifying the outcomes they needed to achieve and then 
basing the training requirement on those.

Culture of blame and handling complaints
4.154 The Panel heard from a number of people about a “blame culture” when 
things went wrong:

 l “Feedback was almost like a blame game where someone was at fault and had 
done something wrong, rather than giving feedback on how to improve when 
something happens.”

 l “Raising complaints at the William Harvey was difficult as individual staff would feel 
blamed for mistakes.”

 l “Ashford [WHH] is odd and the culture there is weird. They are less likely to support 
each other, and more likely to blame.”

 l “Staff are less supported now by senior management than they have ever been, and 
there is a culture of blame and recrimination.”

 l “There was often feedback, but it was not given in as supportive a manner as it could 
have been … You were only called to see your supervisor if you had done something 
wrong … I am open to scrutiny if there are lessons to be learnt but that doesn’t mean 
you’re a bad midwife or that you did it on purpose.”
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 l “[Consultants] take no responsibility for their actions and blame colleagues for any 
challenges and failings.”

 l “One particular paediatrician would often blame obstetricians for any deaths or serious 
incidents that arose.”

 l “Historically there was a lot of jumping to conclusions and finger-pointing, whereas 
[more recently] there’s recognition that things aren’t black and white – that they can be 
complex, and you shouldn’t jump to conclusions.”

4.155 A midwife told the Panel of an incident when they were called before an obstetrician 
after a baby had become grey and floppy in recovery, and the obstetrician seemingly accused 
the midwife of doing something wrong (“that baby was screaming and fine in theatre, 
what happened?”). There was a similar account from another midwife where there was 
a poor outcome: 

[T]he consultant stormed onto the ward the next day and demanded to know what I had 
done to produce this outcome. 

4.156 A band 7 midwife told the Panel of the “punitive approach” to dealing with issues: 

[T]here’s a lot of fear among staff about making mistakes and being told off, and this 
hinders their ability to learn. 

4.157 The same member of staff told the Panel that there was “no celebration” of anything 
that was done well, and communication was not transparent. When a learning opportunity 
was identified, it felt like a punishment; the approach at the Trust’s maternity services was 
“not healthy”. 

4.158 The Panel heard from a senior midwife about the difference in the treatment of midwives 
and doctors. Whenever there was a root cause analysis investigation, there were often 
outcomes for midwives such as referrals for supervision or reflection, or formal HR processes. 
However, for doctors, there would simply be an informal conversation: 

This was why the midwives felt that there was a blame culture and that things 
were inequitable.

4.159 A separate senior midwife made the same point and described how issues raised with 
doctors wouldn’t go any further and there wasn’t any challenge to difficult obstetricians, 
whereas with midwives the outcomes were very structured, with a pathway and supervision.

4.160 We heard that a lot of disciplinary action was taken and that, at one disciplinary hearing, 
the Chair said: “I don’t know why this has got this far. How did it get to this?” When a midwife 
was referred to the NMC, the case manager came back and said: “I’ve looked at everything and 
I don’t know why she was referred.” We were told:

There was a knee-jerk reaction to punish people and it created a very 
unpleasant environment. 

4.161 Others commented that, when things went wrong, there was no opportunity to debrief; 
the response was reactive rather than proactive. The Panel was told of a culture of blaming 
junior staff or locum doctors for whatever problems occurred within the Trust. 

4.162 The Panel heard that some issues could escalate quite quickly, and that staff seemed to 
act on rumours rather than facts. A midwife could quickly be on an action plan after raising a 
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simple issue that they were not sure about, when “[it] didn’t need to go that far”. The Panel was 
told that midwives were hindered by fear: they worried about what people thought and said 
about them, and about things being done in the background that they were not aware of. 

4.163 The Panel was told about a focus on documentation, and that this could distract from 
giving actual care, noticing when things deviated from the norm, or recognising when issues 
needed to be escalated. The Panel heard that midwives were sometimes too scared to press 
the emergency buzzer in case they were wrong, or to tell a more senior staff member on duty 
that they were unsure about a situation. This fear related to delivery suite coordinators and 
obstetricians as well as band 6 and 7 midwives. 

4.164 There were approximately five to ten complaints each month about maternity services, 
mainly about communication and relationships. They covered: 

… things like the fact that people didn’t feel involved in the decisions that were being made 
and hadn’t been provided with sufficient information. 

4.165 We heard that a high proportion of complaints about maternity services concerned the 
midwives’ attitude towards and communication with younger women, who felt that things 
weren’t always explained well or that they weren’t listened to, helped with breastfeeding or 
given information about their baby. Other common themes reported to the Panel included pain 
relief and whether or not a caesarean section should have taken place.

4.166 A senior midwife commented that inappropriate staff behaviour was the most prevalent 
“human factor” at the Trust, and that it was not limited to midwives; complaints were also 
made against healthcare assistants, obstetricians and ultrasound staff. They commented that 
“complaints as a result of poor behaviour impacted staff across the board”.

4.167 The Panel was told that the obstetrics and gynaecology department had a “fix it” 
clinic every other Friday morning, where a consultant and specialist nurse would meet with 
women who were unhappy with their treatment and care. There was a six-month waiting list 
for the clinic, but the women “had the opportunity to get stuff off their chest and try to sort 
something out”. 

4.168 The Panel was told that Trust staff had later come to see the importance of standing back 
and thinking about what the family’s needs were in situations where complaints were made, 
and the need for staff to take time to talk things through with the family, to listen to them, to 
understand what was important to them and how they were feeling, and then to respond to that, 
rather than assuming that they knew what was important. 

External factors or problems as the staff saw them

Facilities and infrastructure
4.169 Infrastructure was cited as an issue for many services in the Trust. One member of the 
Board and the executive team talked about the estate: 

[It is] profoundly challenging – it is difficult to attract clinicians and to provide good 
modern services.

4.170 Another Board member commented: 
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The maternity estate is tired, poor, and needs replacing and totally modernising. But it’s not 
just maternity – the entire estate needs this.

4.171 Some members of staff talked about QEQM as “falling apart” and not “fit for use”. 
The Panel heard about the challenges presented by the size of the rooms and the lack of 
resuscitation trolleys on the ward.

4.172 We heard that theatre access was identified as a problem at QEQM: there is only a single 
theatre in the labour ward and, if there were a second emergency, it could take up to 30 minutes 
to organise and start operating in the main theatre.

4.173 One midwife referred to the “struggle with the footprint of both the acute labour wards”. 
The MLUs were new, but the majority of women were giving birth in environments that were not 
fit for purpose. Another senior midwife described the dated estate as a “big problem”. 

4.174 A member of staff who worked in the MLU at WHH commented on the difficulty presented 
by having the MLU on a different floor of the hospital from the labour and postnatal wards: 

The team felt disjointed … The perception was that you didn’t matter. It was difficult to 
keep the woman at the centre when you’re juggling politics between two areas.

4.175 One consultant commented: 

[A] lot of the labour beds have only 30% of space recommended by national guidance. 
This meant that if a baby was born in poor condition, midwives would have to run down the 
corridor to consultants as there was no space to treat the baby by the bedside.

4.176 The Panel heard that WHH would struggle to meet guidance recommendations that each 
labour bed should have a bath available. 

4.177 We heard that there was only one toilet for staff across the whole unit at WHH, so if 
someone was working on the Folkestone Ward (which provided care for antenatal and postnatal 
admissions), they had to tell the other midwives that they were leaving the ward to go to the 
toilet. One midwife told the Panel: “I feel like we’re not well looked after as midwives.”

4.178 The Panel heard that requests for a second obstetric theatre at WHH were declined 
because maternity services did not generate as much money as other departments.

4.179 The Panel was told by many interviewees that one of the problems at QEQM was that 
the resuscitation trolleys were outside the delivery rooms, and there were several cases where a 
baby was taken out of the room but their mother would hear things going on in the corridor that 
related to their baby, which was very distressing. The response of the Trust was that it couldn’t 
do anything about it because, in its view, it was the nature of the Trust estate. 

4.180 The Panel also heard from Mr Hulme, a Trust Governor, who commented: 

[Y]es, the estate is in a mess and absolutely needs to be improved; they are awful but … 
it is not impossible to do really good care just because the buildings are rubbish.

Geography 
4.181 Some people who spoke to the Panel mentioned the challenges presented by East 
Kent’s geography: 
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 l “The geographical location of the hospitals on two different sites is also a difficulty, as 
staffing levels and service quality need to be maintained across both sites.”

 l “You can’t change the geography of the organisation. The challenge is how to ensure 
the right support is in there, given the geography.”

4.182 A director observed:

[O]ne of the challenges for East Kent staff is that there are few alternative employment 
opportunities. A nurse working in Margate would have to commute eighty miles, e.g., to 
Medway [and back], if they wanted to work at another NHS trust. Professionals who train 
at Canterbury Christchurch University, e.g., radiographers and nurses, gain their practical 
experience in the Trust and then [are] likely [to] come to work for the organisation too … 
staff tended to be inward-looking in their view as a result.

4.183 The Panel also heard comments that it is difficult to build strong organisational 
connections and shared values across separate sites. Some staff expressed doubt as to 
whether the Trust would be viable over the long term with two or three sites.

4.184 An experienced consultant told the Panel that the geography made the Trust 
difficult to work at:

[W]hen an incident does occur, managers become torn between multiple sites and must 
choose carefully where they spend their time.

4.185 The Panel was told by an experienced midwife of occasions when the labour ward at 
QEQM was closed due to safety reasons, requiring attendance at other sites. As the nearest 
labour ward is 30 miles away and women are often reluctant to travel to other sites, unplanned 
home births could result. Women were not routinely told that there was a risk of the labour 
ward being full before they entered the hospital or that being transferred to a different trust 
was a possibility. This was particularly a problem at Thanet, where many people do not have 
their own transport and therefore there was little possibility of reaching another trust in time to 
give birth safely.

4.186 A member of the Board and Executive described how the maternity case mix at the Trust 
changed between 2007 and 2015:

[T]here was more complexity, higher teenage pregnancies, higher than usual problems with 
smoking, obesity, and diabetes – all the social determinants of health. East Kent has both 
affluent areas and also a lot of deprived areas, particularly coastal areas. From a midwifery 
point of view there was a lot of complexity that people were managing. The Trust was 
tracking c-section [caesarean section] rates and intervention rates and they were tracking 
slightly higher than the national norm.

Staffing
4.187 A number of people to whom the Panel spoke commented on the difficulty of recruiting 
staff to the Trust, particularly at Margate:

 l “QEQM was always a difficult site to recruit to, on the extreme southeast of the country 
and a coastal community.”

 l “Margate is the furthest place from London where people want to go and settle, and 
finding staff is not easy.”
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 l “One thing about the geography was that it was almost impossible to recruit staff to go 
to Margate, so the only staff they had were people who lived there, and they had been 
there a very long time. If you don’t get any turnover, then that brings about an issue.”

 l “The biggest issue was staffing. Just prior to 2009 there was a large investment (almost 
£4M) into nursing and midwifery because the staffing levels were not safe. However, 
recruitment was a challenge given the geography of East Kent (coastal areas at one end 
of the country), and there was difficulty in recruiting both midwives and obstetricians, 
and the Trust was more reliant than it wanted to be on locums.”

4.188 One senior consultant described QEQM’s middle grade medical staffing situation in 2012 
as “dire”. However, we heard that, by the end of 2013, QEQM had a full set of middle grades 
and there was active recruitment of staff from abroad.

4.189 The picture presented to the Panel in some interviews was that, up to 2015/16, there 
were quite a few experienced middle grade doctors who had been at the Trust for a long time; 
and that from 2015/16 to 2019, there were a lot of rota gaps and there was a time when more 
than 50% of the rota was covered by locum doctors. Some consultant obstetricians told us that 
they were always worried when working with someone they had not met before and that they 
gave careful consideration to whether locums could be left unsupervised. These issues were 
escalated to the divisional Medical Director, but it was not felt that they were taken seriously 
enough by the Trust. We were told:

It was difficult to maintain quality with locums. This is not a problem unique to East Kent 
but the thing that set them apart was the scale of it – 40-50% of the shifts … Trying to 
secure locums at short notice was an endless task.

4.190 A senior midwife described how the CQC’s intervention in 2014 and the adverse publicity 
facing the Trust caused difficulties in recruiting staff. They described the workforce as stable 
and structured prior to 2016, but after this there was a need to use significant numbers of locum 
doctors, which had a negative impact. The quality of some of the locums was described as 
“troubling” but it was “a case of having that locum or nobody”. 

4.191 We heard that the Trust was spending about £17 million per annum in 2018 on locum 
doctors and agency staff, which was, according to one Board member, “bad for patient safety 
and continuity”. The Panel heard that there were constant challenges in keeping staff up to date.

4.192 The Trust was described by a regulator as “not a Trust that attracts quality staff from 
elsewhere”, and a midwife told the Panel that trainees did not want to come to East Kent as it 
is too far out of London. 

4.193 The Panel was told that a benchmarking exercise within midwifery in 2020 had 
established that numbers of staff within the Trust’s midwifery unit were too low. A review of 
resources in the same period had established a need for specialists in mental health and 
heart monitoring, more core midwives, an additional community midwife, a Deputy Director of 
Midwifery, and two senior band 7 nurses to focus on patient experience and digitisation. 

Leadership
4.194 The Panel was told that, following the achievement of Foundation Trust status in 2009, 
the period from then until 2014 was one of relative stability, and that at Board level things felt 
strong. However, one Board and Executive member reflected that staff morale was adversely 
affected by the impact of 5–6% efficiency savings year on year; the Board failed to recognise 
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this development, even though the signs were there in the staff survey results, which showed 
that stress and bullying increased during this period.

4.195 A non-executive director told the Panel that the Trust was “too large, complex and diverse 
for the ability of the executive team”: 

It was just out of their league. It was just too big. The span and complexity was too large 
for them … They weren’t even firefighting. They were just on the ropes being punched 
the whole time.

4.196 It was said that individuals were doing the best they could; however, the system was 
letting them down. The lack of senior leadership training and senior leadership models was an 
issue. Also, we were told that the problems in maternity were: 

… symptomatic of an organisation that is outwith the competence of the executive team.

4.197 One director during the period described the Board as: 

… very dysfunctional; it was not united. They did not work well together, and they were very 
separate … The chairman and the chief exec were pretty much not talking to each other.

4.198 It was commented that the quality of non-executive directors on the Board was variable 
and that they did not always provide the right kind of challenge. One member of staff described 
the non-executive directors as “weak”: 

[T]hey didn’t know what they were doing and didn’t have enough challenge. They didn’t 
know the data. Your non-execs are there to hold the executive to account in the right way 
and I didn’t think that was happening enough. 

4.199 The Panel heard about “really awful reporting to the board”:

There was no challenge or testing at executive level, and that’s partly what got them into 
the mess that they got into … Nobody really knew what the truth was about a problem.

4.200 A non-executive director with experience of both public and private sector boards 
commented that the Trust was just going through the motions. 

4.201 The Panel also heard about communication breakdown between non-executive directors 
and the Executive Board. One non-executive director first became aware of issues in maternity 
services the day before a news story was about to break on the BBC website. On another 
occasion, the same person first learned of an issue after seeing the front page of a newspaper. 
It transpired that the Executive had known about this for a month but had not thought it 
appropriate to tell the non-executive directors. 

4.202 Senior management were described as lacking people skills. One member of the 
Executive was described as a “threatening” presence throughout the Trust; the Panel heard that 
“staff did not feel supported by [them]”. Another member of the Trust Executive was described 
as “overwhelmed”, with a tendency to talk at people rather than engaging fully. 

4.203 The Panel was told of a toxic culture and unhealthy tension between managers and 
clinicians, who had different priorities. The managers were quite wary of powerful clinicians: 

[I]t led to a really unhealthy tension where people just tiptoed around the issues. 
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4.204 Of the culture, it was said: 

[T]hey’re [senior managers] really frightened of these people [consultants].

Changes at Board and senior management level
4.205 After the 2014 CQC report, the Trust lost its Chair, the Chief Executive, one of the joint 
Chief Operating Officers, the Director of Nursing and the Director of Finance. This heralded the 
start of a long period of instability at Board and senior management level which had: 

… [a] tremendous impact … Everything got put on hold because key people 
were not in post.

4.206 Since 2014, there have been three Chief Executives of the Trust, four Chairs of the 
Board, three Chief Nurses and four Heads of Midwifery (referred to since 2018 as Directors 
of Midwifery). A number of members of Trust staff identified that the level of turnover in key 
senior positions had had a detrimental impact on the effectiveness of the Board and Executive 
during this period. It was also said to comprise a disproportionate amount of the Council of 
Governors’ work. 

4.207 One member of the Board and Executive described the Chief Executive post as 
“undoable” and a case of “how long is the next one going to last”. One Head of Midwifery was 
asked by a senior colleague on taking up their post, “how long are you going to stay?”.

4.208 The result of so many changes within the management structure was that “people didn’t 
have much confidence in the management team”.

4.209 The Panel was told how tough it was to maintain momentum while losing people and 
continually having to develop new relationships; of the damaging impact of the constant 
changes of senior leaders; and how initiatives were regularly implemented and then abandoned 
with the next change of leader. 

4.210 The Panel was told that the departure of the Chief Executive in 2017 was “catastrophic” 
and that “the visible loss of leadership had major consequences for the Trust”: “conflict and 
difficult relationships” abounded and remained a problem for two years.

4.211 One senior midwife described how, every time someone new came in, the journey would 
start again, with new leaders wanting to know everything that had happened and changing 
priorities. It was a case of “that’s not important, this is now important”. The BESTT Maternity 
Transformation Programme that was launched in 2017 was cited as an example of a programme 
that had been owned by the staff but was now “shelved” and “just another example of not 
seeing something through”. 

4.212 Another senior midwife said:

[T]he goalposts were being moved quite a lot because there were new Heads of 
Midwifery coming in. 

4.213 And another member of staff said, in reference to the six different Heads of Midwifery 
throughout the period of the Investigation:

[A] new incumbent would bring new ideas and then things would change again with the 
next person. It felt as though we were always trying to catch up.
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4.214 The Panel heard that, both in the immediate aftermath of the 2014 CQC report and 
since, there had been a high turnover of non-executive directors, with some leaving because 
they had come to the end of their tenure but others leaving due to frustration or because the 
pressure of reputational issues was too much. Some non-executive directors chose to move 
on before the end of their term because they did not want to be associated with what was 
happening at the Trust. 

4.215 We heard about the dangers of “hero leaders” who were expected to single-handedly 
reverse the fortunes of an organisation, only to be quickly and repeatedly replaced when they 
inevitably failed. We also heard of the need for a strong leadership team with a long-term 
strategic vision beyond the next two to three years.

4.216 Commenting on a whole series of changes of leadership, Professor Ted Baker, former 
Chief Inspector of Hospitals at the CQC, observed that stability and support from external parts 
of the system such as NHSE&I and the CCGs are required in order to turn a trust round from 
special measures: 

If you look at East Kent … there has been a whole series of changes of leadership and 
none of the leaders have stayed very long. That kind of chopping and changing leadership 
and people who go in to lead an organisation like that and have a two-year horizon in terms 
of what they want to achieve, are never going to drive the change you want. There’s a 
history in some of these trusts that don’t make progress, that when we find real problems 
– put them in special measures – the leadership changes and a new hero leader is brought 
in, whoever they may be, and they are going to sort it out. And two years later they have 
failed, and they move on quietly and someone else comes in. The misconception is: one, 
it’s not one person, it has to be a team; two, it’s not a hero leader, it’s someone who 
is thoughtful and who is going to drive cultural change; and three, they need support, 
however good they are, from the external part of the system – NHSE&I, CCGs or ICSs 
[integrated care systems] now. They need to support them because taking a trust that is in 
special measures, that is inadequate and has really serious issues and turning it into a really 
good trust, is a huge job and a formidable challenge. It’s not one person’s job, and it’s not 
something anyone can achieve easily.

4.217 Professor Walker, who had significant experience of investigating maternity incidents at 
the Trust with HSIB, offered this insight:

There were continued problems and with continued themes, which in fact have continued 
to this day … A lot of big hitters come into East Kent to try and solve a problem, and in fact 
they make the problems worse because they obligate the Trust to spend a lot of money and 
time building structure, while not necessarily solving the problem on the shop floor. And 
so, the same problems on the shop floor, lack of support, lack of escalation, are still going 
on … The appointment of a CTG midwife or a lead person in this, or having a committee 
in that, doesn’t solve these problems … A lot of the oversight groups spend their time 
trying to be reassured by what’s going on, rather than finding out whether something is 
improving. They want people to say, “we’ve got this committee, we’re looking at that, this is 
our report, this was our graph”, and everyone nods and says, “well, that’s really good” and 
“let’s move on” without looking to see whether things have changed … What East Kent told 
us is that although there was leadership there, they weren’t in touch with what was going 
on … and they tended to believe what they were told.

4.218 The Panel was also told of a lack of stability within key clinical roles and that members of 
the Executive did not act as a single cohesive team providing a tier of support below the Chief 
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Executive. The size of the Trust, the portfolios of those working there and the expectations were 
said to be huge and potentially unworkable. 

4.219 One experienced midwife told the Panel that they saw the situation deteriorate 
around 2015/16: 

[T]here seemed to be a flurry of appointments made of people who had very little 
experience and it appeared almost as if they were trying to eradicate all previous managers 
and senior people from the team … They were appointing people with no background 
experience and their lack of experience was reflected in what was happening on the shop 
floor unfortunately.

4.220 The Panel heard:

[T]he long history of reports of deep cultural issues in East Kent maternity services was 
related to instability in the leadership team. Other contributory factors were the fact that the 
two sites worked separately rather than together as one trust, and the large geographical 
spread of the trust. In 2018 there was more stability in the leadership, and it felt as though 
a shift in culture led to people working well together … staff took more ownership of 
what was happening. There were obstetrics and midwifery leads for all pieces of work 
and if the focus of a project was on one site, then the other site had shadow leads for 
obstetrics and midwifery.

Clinical leadership
4.221 The Panel heard that doctors were not engaged in the management of the Trust, and a 
senior member of the Executive spoke of the difficulty in attracting good leaders as well as in 
having a body of consultants who were unwilling to be led. 

4.222 Another member of the Executive highlighted several dangers related to the way in which 
the clinical effort was focused at East Kent maternity services – there was a historical lack of 
clinical leadership and “it was much more controlling and quite negative”: 

There is a culture of politically aware bureaucrats versus clinicians who don’t have the 
leadership skills.

4.223 The Panel was told of a reluctance on the part of staff within obstetrics to take on 
leadership roles, and that the midwives and obstetricians held their meetings in silos with very 
few multi-disciplinary meetings. One midwife described a Clinical Director within the obstetric 
team as like a “lone ranger”.

4.224 The Panel was told that consultants’ views were not included in decision making, and 
without good clinical leadership in women’s services, it was hard to get voices heard. It was 
noted that clinicians did not feel accountable for what they did, which led to consultants not 
being there when they were supposed to be. 

4.225 One consultant told the Panel that they had told the RCOG that three colleagues should 
be sacked because “they didn’t have the same work ethic and responsibility”.

4.226 Leadership within midwifery was described at times as resistant to challenge and 
favouring the status quo, which was a source of frustration. The Panel heard from senior 
midwives that there was a perception that the views of midwives were blocked and not 
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escalated appropriately due to “gatekeeping”. It was frustrating that midwifery did not have a 
voice at Board level.

4.227 The Panel heard positive comments about the leadership of midwifery more recently, with 
improvement in effective leadership, visibility and openness to challenge.

Financial Special Measures
4.228 The Panel heard that, immediately after exiting CQC special measures, and perhaps as 
a result of spending on the improvements required, the Trust was placed in Financial Special 
Measures by Monitor. 

4.229 A Board member described the impact of being placed in Financial Special Measures 
in 2017 as like coming out of Quality Special Measures on a Tuesday and going into Financial 
Special Measures on a Wednesday. A number of Board and Executive members told the Panel 
that going straight into Financial Special Measures was not helpful. One said:

The organisation came out of special measures, and the next day they went into 
financial special measures, which was massively unhelpful and not necessary. It gave the 
organisation no time to take its breath … This didn’t directly lead to the problems within 
maternity services, but it is part of the context and the people who would have been doing 
work on maternity services were responding to financial special measures and all of the 
effort that required. Had the organisation been given time to breathe it may be that there 
would have been more focus on maternity issues.

4.230 The Panel was told about the significant impact that Financial Special Measures had 
on the transformation and improvement agenda, and on innovation; the Trust became very 
financially focused and operationally led. One member of the Board and Executive described 
the organisation as “controlling” and stated that, because of the problems with the finances 
and the buildings:

[P]eople couldn’t see a way out. It felt very negative. Staff were not utterly disengaged but 
they were very despondent.

4.231 A member of the Board and Executive made the following points: 

 l The Trust has been in deficit since at least 2016 and the deficit target has been missed 
every year since 2017. 

 l The Trust has been aiming to make 4–5% efficiency savings each year (£30 million) 
and has sought to do this in a way that does not affect clinical services, for example by 
making structural changes that produce a saving on VAT. 

 l However, there have also been some cost efficiencies in clinical areas.

Governance
4.232 Members of the Executive spoke of the disconnect between ward and Board and of 
communication issues. One told the Panel: 

It didn’t help to have a disparate multi-site Trust. It didn’t help that there were issues with 
medical engagement and a lot of turnover in the Board. It didn’t help to have a bunch 
of people who, when the divisional structure came in, got put into roles without any 
development. One of the recurring themes in CQC inspections around the country is the 
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middleman, through whom nothing filters down or goes back up. Where organisations work 
well, the communication is great from ward to Board and Board to ward. It comes back 
to the multi-site structure – people need to walk around to see what’s going on. It is not 
enough to be in an office and do it by video link.

4.233 One member of the Board and Executive was aware, even before they joined the Trust, of 
the fact that the views of management were not shared by the staff. Another described sitting 
aghast as they listened to feedback provided by ward colleagues and feeling like they were not 
part of the same organisation. The executive team did not listen enough to what people were 
saying, and they did not talk to those on the ground. One senior executive observed:

[There was a] significantly different view between the board and the staff about the purpose 
of the organisation.

4.234 One clinician felt that certain sites were underrepresented within the Trust’s governance 
structure, with QEQM being under greater pressure because of recruitment issues and a lack of 
capacity for staff to participate in governance. Well-staffed sites, by comparison, had more time 
to focus on non-clinical issues.

4.235 The Panel was told by a Board member that the governance structures within the Trust 
were not sufficiently robust to allow assurance from ward to Board, and that the Board did not 
give consideration to this issue or to what it could do differently. Another member of the Board 
described the governance arrangements in 2018 as: 

… like being in a car, when you move the gear lever, and nothing happens. The governance 
from board to trust and from ward to board had broken down and needed to be fixed.

4.236 Consistent with this observation, the Trust was described by regulators as an organisation 
that did not actively look for problems and issues to solve; rather, it waited for them to be 
pointed out. They suggested that the Trust needed to be problem sensing rather than comfort 
seeking in its approach. 

4.237 A senior midwife told the Panel that maintaining compliance, receiving feedback and 
implementing lessons learned were some of the key priorities that were not always addressed. 
It appeared to them that sometimes the Trust was waiting for an incident to happen, rather than 
utilising the vast amount of patient safety incident data available to predict incidents. 

4.238 A senior manager described governance within maternity services as:

… frightening, but they had normalised it and couldn’t see there were issues … The 
leadership within maternity did not mix at all. Staff days and learning within the nursing 
teams was not embedded. It was very narrow in the way that it operated and didn’t 
invite people in.

4.239 A senior manager told the Panel that the Board “tended to deny there were problems 
and suppress discussions”. After the 2014 CQC report, Board committees were split so that the 
Quality and Safety Committee included nursing and medical staff but did not include divisional 
directors; this impacted the quality of the conversation and the decision making.

4.240 The Panel was told that the Executive had difficulty accepting the findings of the initial 
CQC review and “spent about six months quibbling over what was in the report”. It was said at 
the time of the report that “there was nothing of significance coming out of women’s services”. 
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One senior member of staff thought the Trust did not understand how much time was needed to 
take the actions forward. 

4.241 Former Board members told the Panel that, between 2016 and 2018, maternity services 
featured very little in Board discussions and should have had a higher priority. The priority 
issues for the Trust in 2018 were described by a member of the Board as: safety, governance 
and finance – “the core business of a hospital” – but with specific focus on A&E (which was 
the worst in the country); cancer services (which were the fifth worst); and the response to 
treatment time (the Trust had the second longest waiting list in the country). It was accepted that 
maternity services did not consistently appear in governance sessions and that issues became 
diluted; their significance was not recognised as they were reported up through the chain and 
repeatedly summarised. 

4.242 The Panel was told that the Board was looking for patterns and themes, but the 
mechanisms were not in place to identify them. It was recognised that clinical governance 
required improvement because the Trust did not have information flowing up and down the 
organisation between the point of care and the Board.

4.243 In terms of the Trust’s recognition of the wider significance of individual events, Professor 
Walker told the Panel:

They didn’t link [two maternal deaths] together … They just saw them both as really 
unusual things that happened out of the blue … [HSIB] tried to get across, yes there is 
a reason for it. It’s the systemic failure … These were all, what used to be termed under 
old parlance, “latent errors” – errors waiting [to happen] … It was almost like a journey 
of realisation for them that these things were repeated in the same way. The problem 
they tended to do was they blamed individuals. They blamed the locum, for instance, 
for the problems, instead of saying, “well, the locum only has a limitation in their ability 
and knowledge of the hospital”. What supervision or assessment did you make of that 
individual? Or did they just turn up on the night of their on call, without any orientation 
or anything like that? … The Trust had to think about the systems approach and the 
preparation and making sure everything is in the right place. So that took quite a long 
time, really, for them to be convinced of that. Initially they kept on seeing them all as 
one-off events.

4.244 A Board and Executive member commented that the information flow seemed to be 
there but noted that the relative performance of the Trust was not known by the Board and that 
they were not aware that it was “the worst performing” trust in the country. They also told the 
Panel that the Board was concerned about whether it had sufficient information, which led to 
overcompensation by diving too much into the detail on issues, rather than standing back to 
understand what the information was telling them.

4.245 One Board member was aware before joining the Trust that it was one of the – if not the – 
“most challenged trusts in the United Kingdom”:

My initial impression was that there was a very severe problem with governance throughout 
the trust, throughout the three hospitals, and that was split into two groups. There was a 
structural problem and there was a deep-seated cultural problem. The structural problem 
was that the Board only met every two months, and this is a Board with five hospital sites 
with some of the most challenging performances in the country and quite clearly that was 
nowhere near enough … But there appeared to be no recognition of what was needed 
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for a Board. There was no ownership of [Board] papers. The papers were often late. To be 
honest with you on closer questioning they could be inaccurate. They could be incomplete.

4.246 A different Board and Executive member expressed the belief that there remained issues 
around serious incident reporting and the level of visibility the system provided. They told the 
Panel that they became aware of baby Harry Richford’s death only when they saw the first 
draft of the root cause analysis report in March 2018 and read it “with mounting horror”. They 
told the Panel:

[O]ne of the reasons it was so difficult was that obstetrics is largely a well-specialty. They 
were dealing with people who were well, and it can take time to pick up where things were 
not quite right. If activity or behaviour starts to become normalised, it needs someone to 
forcibly point it out, and that was part of the problem.

4.247 The Harry Richford case was not formally considered by the Board until late 2019, 
prior to the inquest into his death. In response to the inquest, the Panel was told that different 
workstreams were set up, including a prevention of future deaths workstream, to which the 
action plan relating to what happened in Harry’s case was added. The neonatal resuscitation 
process was reviewed, as was the 21-point Prevention of Future Deaths report and the 2016 
RCOG report (which included the issue of consultant presence on the labour ward).

4.248 Mr Hulme, a Trust Governor, was struck by the fact that there was no external 
benchmarking of serious incidents; the only information provided was the number and type of 
serious incidents. He found it was very difficult to unpick whether the Trust was improving over 
time or not. There was no focus on repeated serious incidents. Mr Hulme said:

That does not show a learning organisation if you’re not tracking the number of times that a 
serious incident has happened … Apparently there was no way … of looking at SIs [serious 
incidents] adjusted for comorbidities, for the size of the Trust and see whether, as a trust, 
we’re not just resting on our laurels and assuming that we’ve always got to have 50 SIs per 
quarter, and that’s just what it is.

4.249 It was suggested that the Trust invest in a different methodology for looking at serious 
incidents, but “that did not land well” and an invitation to consider alternatives at a different trust 
was never taken up.

4.250 The Panel heard of concerns from midwives about how the organisation learned. 
Although HSIB reports were emailed, they were often not looked at or read. Although there had 
been improvements with the current risk team, there was no strong pathway for feeding back 
the learning from incidents. One midwife spoke of new guidelines being introduced in response 
to incidents but no one explaining why: 

Staff aren’t involved in improvement plans and yet they know what went wrong. They know 
how it could be fixed but they weren’t invited to comment.

4.251 One member of staff described the Trust’s learning from incidents as “formulaic”, a “pray 
and spray” approach with “fingers being crossed, and a policy updated”.

4.252 There was criticism of the divisional structure, which created an extra tier of management. 
The structure of the divisions was described to the Panel as follows: 

Each [division] was led by a divisional director. They had a doctor as a clinical lead as well, 
and the relationships almost without exception, between the doctor and the manager, 
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were not good … The divisional directors and doctors just didn’t understand about 
working together.

4.253 An experienced midwife recalled when a divisional leader came to a supervisors’ meeting 
and said: “I’ll be perfectly honest with you, I don’t actually know what you do.” A senior midwife 
told the Panel the same thing: that the appointed divisional leaders had very little understanding 
of maternity services and the difficulties midwives face. 

4.254 Another senior midwife reported that a divisional leader did not assist the midwifery team 
in implementing new recommendations following the public consultation on maternity services 
in 2011, and that the “potential for improvement had been lost”. 

4.255 The Panel heard similar comments from Board members and managers: 

 l “[O]ne of the challenges that East Kent has had with its divisional structure and then 
its care group structure, is that a lot of responsibility has been delegated to those 
divisions/groups but the Trust has not always had the process in place to provide central 
oversight of their effectiveness.”

 l “There was this centralised but non-integrated board approach, and then below them 
they had what they called autonomous divisions and these divisions genuinely believed 
that they didn’t have any accountability, so this wasn’t just maternity. There were issues 
with each of the divisions.”

4.256 Midwives informed the Panel of concerns around clinical governance and said that 
they had written to divisional management to highlight that there was only one midwife within 
governance, while the number of reportable incidents in maternity services was higher than 
in many other specialties. They told the Panel that the governance role was much too big for 
just one person, that complaints were not dealt with well, and that there was a lot of pushback 
from consultants. 

4.257 Senior midwives told the Panel that governance had not been an integral part of maternity 
services and that it had not been a golden thread running through the division, as it should have 
been. They indicated that, because governance was performed for the whole of the specialist 
division (of which maternity services were just a part), the ownership of governance was not felt 
strongly within maternity services; there were a lot of gaps and not a lot of reporting. The Panel 
heard that Women’s and Children’s Health “didn’t have a fair place at the table”. More recently, 
the placement of governance within maternity services was an improvement.

4.258 The same point was made by a director: 

[T]he golden thread lacked breadth and depth. It was obvious that there was no way that a 
good or a bad point would be taken from the top and worked down through the trust and 
spread across so that there could be learning or replication of good practice. The Women’s 
and Children’s Division was the same as the others, urgent care was the same, it wasn’t 
specifically a maternity issue.

4.259 Maternity services were described as more insular than other services within the Trust, 
and the reporting culture was not as strong or as open as it was in other services. One midwife 
commented that debriefing and governance were not things that East Kent maternity services 
did very well. One anaesthetist commented that obstetricians and midwives often had to be 
requested for the debriefing process; for some, the debriefing was not very important and could 
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wait. A difference in approach between midwives and doctors was also noted, with midwives 
reporting more incidents and very little incident reporting from doctors.

4.260 One Executive member expressed concern about risk-rating issues with Datix; however, 
the Board was not receptive to the suggestion that the Head of Midwifery should report directly 
to the Board as an additional route of escalation. The Board was also dismissive of introducing 
a non-executive director for women’s health to whom people could speak if they weren’t 
being heard. It was therefore felt that there were issues incapable of resolution or of being 
escalated upwards.

4.261 A midwife told the Panel that one of the barriers to reporting was the time needed to 
complete the details required in Datix, and that if someone were an hour late leaving their shift 
then it would be quite likely that they wouldn’t report an incident, even though it should be 
recorded. It was also said that it remained common not to escalate issues through reporting, 
including through Datix reports. 

4.262 The Panel was also told that governance was compromised by recruitment problems and 
constantly changing leadership. 

Response to the Royal College of Obstetricians and Gynaecologists report
4.263 The RCOG review was commissioned in 2015 because of concerns about the culture 
of maternity services, clinical standards and quality, particularly at QEQM. A senior manager 
told the Panel that they knew there were issues: “[W]e needed something brutal to help 
them to change.”

4.264 A senior representative of the CCGs at the time told the Panel that the momentum for 
bringing in the RCOG came internally from the Medical Director within the Trust, who felt that it 
would be more credible to the obstetricians, particularly in QEQM, if they heard from their own 
professional group.

4.265 A senior midwife told us that the description of the behaviour of obstetricians within the 
RCOG report was accurate and said that the response to the report was not appropriate and 
that obstetricians did not engage with it. An Executive member similarly described the themes 
in the report as accurate and recalled a meeting being called with the whole executive team 
because the feeling was that the report was not being accepted:

The report’s findings never resulted in an organisational approach to tackling the problem 
… Efforts to improve the O&G [obstetrics and gynaecology] service were confounded by 
poor and unstable midwifery leadership and disengaged clinicians.

4.266 The Executive was asked to help get consultants to engage with the report. The Panel 
was told by a Board member that the main focus of the Board in relation to maternity services 
and its response to the 2016 RCOG report was the implementation of the BESTT programme 
in 2017 (which was described by one midwife as simply “papering over cracks”) and Human 
Factors training. Although the programme was considered a response to the RCOG report, 
it was built around the national agenda with specific areas of focus, and those involved in 
developing the BESTT programme were not provided with a copy of the RCOG report as it was 
considered “outside of the scope of the project”. RCOG recommendations were incorporated 
into a later phase of the BESTT programme in 2020 following the Harry Richford inquest.

4.267 The Panel was told that the RCOG report was never shared with the Trust Quality and 
Safety Committee, and that programmes such as the BESTT programme:
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… seemed to indicate that matters were improving but it only involved recently appointed 
obstetricians and not the long-standing recidivists who were not going to change.

4.268 Other Board and Executive members told the Panel that the response to the RCOG report 
was merged into one improvement plan together with the actions in response to the CQC report 
and the Local Supervising Authority (LSA). They told us that, with hindsight, this might have 
meant that there was insufficient focus on maternity and neonatal services. The improvement 
plan was signed off by the Executive, scrutinised by the Improvement Board, and reviewed 
monthly by the CCGs (with respect to maternity services and obstetrics). However, it was felt 
that maternity services were never given any financial support and had to work within existing 
budgets. One Executive member considered the action plans in response to the RCOG report 
to be more a “tick box” exercise compared with the response to the CQC investigation. People 
only began taking it seriously with the triangulation of other reports. 

4.269 Nobody in the Trust had been able to produce evidence of how the RCOG 
recommendations had been implemented and completed, and there had been no action plan 
endorsed at Board level to rectify the situation.

4.270 The response to the RCOG report was described by one non-executive 
director as follows:

At that point, the hairs were going up on the back of my neck really quickly now. I’m just 
thinking, “oh my word”.

4.271 The culture of the obstetrics and gynaecology service was put on the risk register by the 
governance and patient safety team, in response to what they believed was contained within the 
RCOG report, although the Panel heard that they were not permitted to read the report and were 
later asked to remove the obstetrics and gynaecology service from the risk register.

4.272 A consultant who was involved in a review of the RCOG report in 2019 found that the 
action plan drawn up in response was incomplete and that fewer than 25% of the actions 
were robust and signed off. The consultant did not know why this was the case and could 
only speculate that either it was not considered important or there was no time to carry out 
the work properly.

4.273 A Board and Executive member spoke about how they had more recently sought to 
identify the actions taken by the Trust in response to the RCOG report but could not find a 
comprehensive response, or evidence for decisions that had been taken, or evidence of the 
monitoring of those decisions. They suggested that, because of this failure, the absence of a 
central repository for recording information and the numerous changes of personnel, a lot of the 
work done at the time the RCOG report was provided had been lost. They told the Panel that it 
was not until five years after the RCOG report that there was an action plan in place to cover the 
recommendations it made. 

4.274 The Panel heard that the RCOG had no further involvement after the report had been 
written. It was believed that the Trust did not contact the RCOG after 2016. 

4.275 Despite the RCOG report having been provided in early 2016 and containing a number 
of complaints about consultants failing to respond to requests for assistance from junior 
colleagues, the Panel was told that the report was not provided to the GMC until 2020, some 
four years later. The Panel was also told that the GMC decided, following review, that the 
complaints did not require “fitness to practise” proceedings.
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4.276 In addition, the Panel was told that the RCOG report was not provided to the CQC until 
it was presented as part of information supplied prior to the May 2018 inspection. 

4.277 Following the RCOG report, it was recognised by a member of the Board and Executive 
that it was significant that the Chief Nurse at the CCGs had written to the Trust to say that they 
were concerned about the quality of the serious incident investigations.

Risk management
4.278 The Panel was told that part of the risk management strategy around 2012 involved 
making divisions responsible for their risks: 

This gave management teams a broader range of responsibility, though clinicians saw risk 
as remaining the responsibility of trust management.

4.279 One midwife felt that people within the Trust didn’t understand risk when the midwife 
joined in 2013, although this improved subsequently because the governance and risk 
obstetrician and midwife brought risk to the fore.

4.280 The Panel heard that there was one risk register for QEQM and another for WHH, and that 
issues on the risk registers did not necessarily come to the attention of the Risk Management 
Committee. The Panel heard that there was a monthly risk group meeting that lasted two 
hours. Corporate risks were reviewed at each meeting. Each care group had a risk register, 
but, depending on how many risks were on the register for each care group, it wasn’t always 
possible to review every risk without extra time being allocated. Some maternity issues raised at 
the risk group – such as reading CTGs and resourcing – “did not get the air time they needed to 
provide assurance for the board”. However, there was acknowledgement from the Board about 
the importance of managing risk.

4.281 The risk register was sometimes updated to reflect the barriers to making changes, but 
it was “underutilised and a bit hidden. It was all a bit of a mystery.” One senior member of staff 
thought that the care groups did not understand what the risk register was for, how it could be 
used or how it could help. The Panel heard that some staff were unfamiliar with the risk register 
or completely unaware of it.

4.282 A number of safety management concerns were identified to the Panel, including:

 l A lack of progress with the CQC recommendations
 l The risk register being frequently out of date
 l Out-of-date policy documents
 l An insufficient budget
 l A lack of action relating to the quality improvement programme.

4.283 One member of staff was shocked by the things band 7 midwives at WHH had to say 
about patient safety, such as “what’s that got to do with us?”, and that one patient safety lead 
was not open to challenge. 

4.284 The Panel heard that perinatal morbidity and mortality meetings had always taken 
place at the Trust and provided an opportunity for reflection and learning. The meetings were 
Trust-wide until around 2006/07, when they became local. We heard that QEQM had monthly 
meetings to discuss patients and that these meetings were attended by middle grade doctors, 
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neonatology consultants, midwives and obstetricians. The obstetricians also held their own 
discussions that did not necessarily involve paediatricians. 

4.285 Staff perceived the discussions at these meetings differently. Some considered the 
meetings at QEQM to be open, with challenges to practice on both sides. However, others 
spoke of clashes between members of staff, with one particular paediatrician often blaming 
obstetricians for any deaths or serious incidents. 

4.286 The Panel was told that handovers (between off-going shifts and on-coming shifts) were 
identified as an area of risk, as were delays in communication and issues with communication 
between disciplines. A consultant expressed frustration at the absence at either site of a multi-
disciplinary team for high-risk pregnancies. 

4.287 One staff member who had experience of working in another trust commented on the 
communication issues in East Kent maternity services. Their experience elsewhere was that 
communication was open and transparent and staff were kept in the loop about investigations 
and learning from them; however, it was not like that at East Kent maternity services, where the 
staff member knew only what happened during their shift and was not kept informed about the 
wider picture. 

4.288 One midwife told the Panel that, although there were systems in place for midwives to 
learn from adverse outcomes (risk meetings and perinatal meetings), in reality they did not go 
to them. However, midwives had statutory study days, and these were well attended. 

4.289 A consultant told the Panel that there had been improvement more recently:

Historically there was a lot of jumping to conclusions and finger-pointing, whereas now, 
there’s recognition that things aren’t black and white – that they can be complex, and 
you shouldn’t jump to conclusions … Before, people were told what to do rather than 
why things should be done. They came up with “quick reflex action points”, rather than 
reflecting and agreeing a collaborative approach about how to address the issue … Some 
changes didn’t work as they were just reflex responses at the time. For example, following 
a case of uterine rupture during induction, one action was that all inductions should have 
3 hourly CTGs in the lead-up to labour. However, in this case, there were lots of signs that 
other things were going on with the woman, such as poor pain control. The introduction of 
3-hourly CTGs was more like a tick box exercise instead of doing holistic risk assessment 
continuously during the woman’s induction and labour. In high risk cases of induction of 
labour, pain or uterine activity should immediately trigger the application of the CTG to 
monitor foetal wellbeing. By doing 3-hourly CTGs on everyone, they are taking their eye off 
the ball, instead of risk assessing the woman holistically every time they look at her. They 
need to unravel things and reflect on what the thought process was behind the action. 
They need to risk assess each woman.

Regulators and commissioners
4.290 A large number of organisations have been involved in supervision and regulation of 
NHS services: the GMC, the RCM, the RCOG, the NMC, the LSA, the CQC, HSIB, NHSE&I, 
CCGs and the Local Maternity System/Local Maternity and Neonatal System (LMS/LMNS). 
The Panel heard about the potential for confusion that this has caused, as well as the inability 
of the supervisory and regulatory bodies to bring about significant change over prolonged 
periods. We were told:
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It isn’t always helpful for individuals to have to deal with different organisations and the 
landscape is so confusing when you have a complaint about something significant that 
happened in your life. It is very difficult to pursue that.

4.291 Members of the Board and Executive described a very challenging relationship between 
the Trust and its regulators and commissioners. One told us that a decision had been taken 
by the Trust to “fight the regulators”, although this was a fight that could not be won and was 
a waste of resource and energy. The Panel was told separately that the Trust had considered 
taking legal action in response to the 2014 CQC report.

4.292 One member of staff expressed the following perception:

[T]he priorities of the regulators might not always be aligned with what is best for 
the patients. The regulators have their own set of challenges. They are balancing 
the politics and the requirements that are placed on them, along with the need to 
regulate organisations.

4.293 Managers within the Trust talked about how it was impossible to meet all of the 
regulators’ expectations, but they said that nobody discussed whether this situation 
should be exposed: 

[It] might not be the regulators’ intention that they are not aligned, but they don’t get to 
hear the things that they need to hear. People don’t always get rewarded by being honest.

Clinical Commissioning Groups
4.294 A member of the Trust’s Board and Executive commented that the four CCGs there had 
been in Kent all did things differently, making it hard to respond. The relationships were difficult:

[T]hey weren’t all pulling in the same direction, and they were very focussed around money.

4.295 The Panel was told that, from the very beginning of the work of the CCGs (April 2013), 
the CCGs raised and escalated significant concerns about the Trust to NHS England (NHSE). 
Maternity cases were raised as an issue at every Quality and Compliance Steering Group, from 
the very first one in 2013, and within the CCGs’ written escalatory reports to NHSE every single 
month. However: 

 l The CCGs’ professional challenge “was met with anger and defensiveness by the Trust, 
always, no matter whether it was a financial challenge or clinical challenge”. 

 l “[Y]ou took a deep breath to have the conversations before you picked up the phone or 
you met with them.”

4.296 A then newly appointed member of the Executive told the Panel of their astonishment 
at the level of antagonism in the room when attending their first Quality Surveillance 
Meeting with the CCGs.

4.297 The CCGs were escalating issues long before the CQC report in 2014; however, they 
found it difficult to gain recognition of their concerns. It was suggested to the Panel that the 
very people to whom the CCGs were escalating their concerns, particularly around maternity 
services, were the individuals who had previously commissioned those services. This meant that 
they didn’t have fresh eyes, nor the same sense of the need for action. We were told:
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[W]e were escalating to people who had obviously done the same role as us, and had 
worked with the provider, and accepted that practice … accepted that that was safe 
and hadn’t escalated it, and now we were coming in saying that the same thing wasn’t 
acceptable, so it was quite difficult politically to manage that situation … we weren’t getting 
anywhere through repeated escalation … the lady who led the bomb-shell CQC inspection 
… was instrumental in getting everybody on the same page.

4.298 Another CCG officer told the Panel that the key issue in 2013 was trying to get people 
to believe the CCGs’ concerns. They couldn’t be sure whether the problems at the Trust had 
been there for some time but had not been picked up (and the CCGs were able to identify them 
because they had the benefit of fresh eyes), or whether there had been a rapid deterioration just 
before the CCGs took over commissioning. They commented: 

[S]ome days you almost felt like you were going mad because … it just felt like 
people would not listen … we continually raised concerns at meetings like the Quality 
Surveillance Group.

4.299 The Panel was told that “getting everyone on the same page” was crucial because, prior 
to the CQC inspection and report in 2014, some people were saying that the Trust wasn’t as 
bad as the CCGs were saying, and it was crucial for the commissioning of recovery plans for 
there to be a common understanding. We were told:

[T]he Trust thought they were exemplars of best practice and there was a real arrogance 
back in 2013 … they would say it in public meetings, “we are the best acute trust in the 
country, we are innovative, we are clinically excellent, we are the safest place to be” … they 
would narrate it … over and over to try and make it become fact … you then had NHSE 
saying, “yeah we haven’t really got any specific issue” … and then you had us … shouting, 
“… they’re not financially stable, their leadership is falling apart … they’re not a cohesive 
leadership team … they’re not safe from a clinical and patient safety perspective … there 
are many gaps, and then they’ve got big cultural issues, huge cultural issues around their 
geographical base”.

4.300 However, the Panel was told that, even after the 2014 CQC report was published, there 
was no acceptance at Board level that it was accurate until there were major changes at 
Executive level in the Trust. The appointments of new members of the Executive contributed 
to a more collaborative relationship. 

4.301 We heard that one of the things that the CCGs identified from the start in 2013 was that 
the Trust had a very high turnover of senior leaders in midwifery and lacked a Board lead for 
paediatrics. The Board lead for midwifery (the Chief Nurse) didn’t have midwifery experience. 
The CCGs tried to work on these issues with NHSE.

4.302 Another Trust-wide issue that the CCGs identified through maternity services was the 
Trust’s approach to serious incidents and learning: how it learned from incidents, near misses 
and when things went wrong. The Trust’s approach was described to us as very tokenistic 
and it did not use nationally recognised practice or national templates. The CCGs had a battle 
with the Trust over everything surrounding this issue; the Trust did not identify learning, root 
causes or relevant systemic contributory factors. There was also evidence of a blame culture 
that focused much more on midwifery than on obstetrics, and there was an expectation that 
engagement in serious incidents was more the responsibility of midwifery than obstetrics. 
However, we also heard that the CCGs believed that, although early reports were not very good 
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and poor recommendations were made, progress was made later and the quality of reports 
started to improve.

4.303 A senior member of staff from the East Kent CCGs in 2018 told the Panel that their wider 
concerns about the Trust were in connection with:

 l A large number of Never Events (safety incidents defined nationally as those that 
should never occur)

 l A lack of learning from incidents and a failure to implement actions identified
 l Cultural aspects such as a lack of challenge around serious incidents
 l Long waits in A&E and poor-quality care
 l Failures to follow up patients
 l Concerns around medication doses
 l Safeguarding and issues around security
 l Infection control
 l Poor communication with GPs
 l A lack of proper processes for the supervision of staff
 l Poor Friends and Family Test (patient experience) results
 l Concern about the ability of the Trust to sustain a safe Intensive Therapy Unit service. 

4.304 The Panel heard that there were also overarching issues around leadership and the 
ability of leadership to get to grips with the concerns, culture (particularly in relation to staff not 
feeling able to challenge) and learning (much of what was happening had occurred previously 
and there was a failure to learn and to implement actions to prevent the same mistakes from 
happening again). 

4.305 A senior member of the CCG told the Panel that the CCG was concerned, as a 
commissioner, that the Board wasn’t as informed as it could have been on some of the quality 
issues; there was awareness at committee level, but not once issues were escalated to Board 
level. This did seem to improve a bit as time went on; this appeared to be partly as a result of 
changes in leadership. There was also a worry about the number of issues that the leadership 
team was dealing with and its ability to get a grip on all the concerns: for example, the Medical 
Director, who had to contend with a challenged organisation across three sites, was also the 
Director of Infection Prevention and Control, and the CCGs had significant concerns about 
infection control.

4.306 The Panel was told that, at the end of 2019, the CCGs reported that the Board’s oversight 
of maternity services had been poor, but that the situation had started to change; however, 
there was more external scrutiny happening at this time, so this may have been a factor in the 
improvement. The new Chief Nurse and a new Head of Governance, both of whom started 
around June 2019, seemed to make concerns more visible. Within maternity services there was 
an increase in serious incident reporting, which the CCGs believed was evidence of an improved 
safety culture (people were more willing to report incidents), there were better systems and 
training around CTG monitoring, and there were better induction processes for locum doctors. 
These actions, together with the work of the new Director of Midwifery, provided the CCG with 
assurance that things were progressing.

4.307 The CCGs raised concerns about leadership (including leadership capacity) with the 
Trust through discussions with the Medical Director and the Chief Nurse, in system oversight 
meetings and in the Quality Surveillance Group (QSG).
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4.308 CCG officers observed that WHH was hampered by recruitment difficulties and that the 
midwives and consultants were committed to doing their best for the women using maternity 
services (“they’re good people, they’ve got good intentions”), but the system did not support 
them – the scale of the challenges at the Trust was so big, and the churn in leadership didn’t 
help. The CCGs’ view was that there was also a tendency to seek to resolve problems by 
appointing new leaders and, when they failed, to see those leaders as the problem rather than 
the underlying issues.

Care Quality Commission
4.309 The Panel heard:

[T]he relationship with CQC and the Trust was absolutely dreadful.

4.310 The 2014 CQC report identified a significant difference between the Board’s perception 
of how well the Trust was doing and what the CQC found on the ground, including the 
frustration of staff who described bullying behaviours and a fear of speaking out about things 
that were problematic. A senior CQC staff member who met with the Panel spoke of the 
importance of the freedom to speak up as part of a strong, positive safety culture that needed to 
be embraced more.

4.311 A senior CQC staff member also commented that maternity services and the Trust 
in general had been stuck at “Requires Improvement” since 2014/15 and that the basic 
underpinning drivers of quality were not being addressed sufficiently to move the Trust forward 
to what would be regarded as “Good”. It was suggested that this was partly due to the failure to 
develop a model of care for the large geographical area of East Kent, which is relatively remote 
from major population centres, and the absence of a long-term strategic plan.

4.312 We heard that, following the CQC report in 2014, the Trust Chief Executive had monthly 
meetings with Monitor that focused on Trust finances, the performance of A&E and the 
improvement plan. An Improvement Director was appointed.

4.313 There was a CQC inspection of children’s and young people’s services at the end of 2018. 
This raised significant concerns, and the Trust was rated “Inadequate” overall. The CQC issued 
a Section 64 letter (under the Health and Social Care Act 2008, this requires trusts to provide 
specific documents and information) as the information provided by the Trust didn’t answer the 
CQC’s questions. The CQC was not assured and issued urgent conditions. 

Healthcare Safety Investigation Branch
4.314 The first HSIB maternity investigation involving the Trust was in April 2018. We were told: 

The Trust was quickly branded an outlier as its referral rates were markedly higher than the 
trusts in the rest of the region.

4.315 We heard that HSIB had difficulties with its day-to-day operational relationship with 
the Trust. These included issues such as information requests, staff attending for interview, 
staff giving their consent to attend for interview and difficulty in getting support with this 
from the Trust’s senior leadership team. The Panel heard that the HSIB team had a “very 
difficult reception from East Kent”, despite its efforts to build good relationships: “engaging 
with the governance team at East Kent would be difficult”. This contrasted with other trusts. 
Consequently, HSIB investigations were delayed because the relationship wasn’t good from the 
outset. However, an HSIB investigator said that, when they were able to engage with more junior 
staff, these staff were open and honest.
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4.316 In 2018, engagement between HSIB and the Trust included preliminary recommendations 
from an HSIB review of ten ongoing HSIB investigations, visits to the Trust in October and 
November (including a presentation on HSIB’s work) and a round-table meeting with the Trust 
in December. The meeting in December identified emerging patient safety themes, including 
neonatal resuscitation, documentation processes and escalation during care; these were 
followed up in a letter to the Trust. However, it was clear that the Trust “did not want to engage 
with HSIB at all”.

4.317 The Panel heard that obstetricians did not attend any meetings with HSIB, although they 
were invited to do so. One HSIB investigator’s assessment was that the obstetricians didn’t 
want to engage in such discussions, rather than that they were excluded from doing so:

In 2018, obstetricians didn’t see incidents – especially those involving midwifery – as 
anything to do with them.

4.318 The Panel was told by officers within HSIB that, by the end of 2018 (following seven or 
eight months of input), HSIB was identifying themes associated with maternity incidents and it 
had concerns about East Kent maternity services. Its concerns included: failures of escalation; 
unsupported junior staff; problems with locum doctors and a lack of proper supervision and 
assessment; the level of neonatal deaths at QEQM; neonatal resuscitation; CTG interpretation; 
triage, management of reduced fetal movement and ultrasonography; and the home birth and 
midwifery-led care environment, including fetal monitoring. We heard that HSIB was confident 
that it had identified the right themes:

[B]ut [HSIB] knew that they weren’t being received very well at the Trust. The Trust was 
irritated with HSIB. It was as though the Trust thought that HSIB wasn’t a regulator and 
what right did it have to be in the organisation, doing investigations and asking questions? 
East Kent wouldn’t engage. By contrast, in other trusts, HSIB were being received openly, 
with a view to having a fresh set of eyes on the challenges.

4.319 There were several recurring themes in the cases that HSIB saw:

 l Escalation: Recognising women and babies who were deteriorating, reporting this to 
more senior staff, and those more senior staff responding appropriately; there were also 
frequent problems with locum staff and how they were recruited.

 l Triage: Particularly in relation to documentation. At times there was no record that 
calls from patients were made, who was taking the calls or what advice was being 
given to patients.

 l Neonatal resuscitation: Concerns around the geography of the work (e.g. the location 
of resuscitation trolleys) and the impact on families (rather than concerns about the 
particular skills of individuals). There was no resuscitation trolley in A&E.

4.320 These issues kept appearing, which indicated to HSIB that sustained change was not 
happening in response to issues being raised. As time passed, HSIB formed the view that these 
were longstanding issues. HSIB had three main concerns with East Kent maternity services:

 l A high number of referrals in comparison with other trusts – the numbers dropped after 
the first year and the Trust saw this as an improvement, but when HSIB triangulated this 
with other information, it was clear that cases just weren’t being referred

 l Recurring themes – indicating that lessons were not being learned
 l Patient safety concerns.
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4.321 By early 2019, there was still no improvement in the Trust’s engagement with HSIB, so 
matters were escalated to HSIB’s senior maternity team and the CQC. The Panel heard:

[N]o changes were being made at East Kent. The Trust had still not returned HSIB’s initial 
roundtable letter, and the same patient safety themes were continuing to harm patients.

4.322 There was a meeting between HSIB and the Trust’s senior leadership team, including 
clinical leadership, in June 2019; the meeting was described as “very difficult”. By this time, 
the HSIB team had “grave concerns”. The HSIB team were not made to feel welcome by the 
Trust (they were kept waiting for 45 minutes in a corridor) and were greeted in an “incredibly 
aggressive” manner by the Trust representatives, with one commenting that “I don’t know why 
you are here” and that HSIB’s recommendations were “not needed”.

4.323 There was a “heated discussion” about one of the maternal death cases. There was 
denial in the Trust about the enormity of the underlying problems and HSIB was not seeing 
evidence that actions were being taken to change things. An HSIB investigator noted: “It felt like 
the issues were being given lip service.”

4.324 As a reflection of the level of concern within HSIB about the performance of East Kent 
maternity services, a letter was issued to the Trust CEO in August 2019 by Sandy Lewis, 
Associate Director of the Maternity Programme at HSIB. This was considered a highly unusual 
step. The letter stated:

Given the gravity of the concerns raised and the lack of response to the issues raised, 
I consider that there may be a serious continuing risk to safety within your Trust. 

4.325 The Panel heard that the Trust’s referral rate was 50% higher than that of other trusts with 
which HSIB was engaged at that time and HSIB was concerned about the recurrence of issues 
about which it had already made recommendations. HSIB thought that Trust staff “weren’t 
hearing them when they made recommendations”.

4.326 HSIB set up quarterly meetings with the Trust from October 2019 for the purpose of 
monitoring improvements. At these meetings, overviews of national figures were provided 
together with common investigation themes. An HSIB investigator said: 

Sadly, these meetings once again highlighted that the patient safety themes at East Kent 
were not changing. 

4.327 The approach to maternal and neonatal safety was described as “tick-box”: for example, 
following the introduction of safety huddles, poor escalation issues continued to arise, and the 
Trust’s reaction was that it had “already implemented a solution, so nothing more could be done 
to improve the situation”. However, several Trust staff stressed in their interviews with HSIB that 
the safety huddles were ineffective, as they were developed by senior leadership who did not 
understand experiences on the shop floor. 

4.328 The Panel was told that the Trust also struggled with having a safe space where people 
could discuss concerns.

4.329 HSIB’s clinical oversight concerns revolved around the lack of engagement between 
midwives and obstetricians and junior staff:

The two professional groups don’t function as one team. They are separate. There are, of 
course, individuals who work well together. The result of this is that the two groups don’t 
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provide effective safety for one another and mothers and babies. The communication 
between teams often leads to confrontation rather than reasoned discussion. They don’t 
respect one another or have the confidence to challenge one another in a helpful and 
respectful way.

4.330 In addition, a senior HSIB investigator commented:

The Trust board saw patient safety issues as problems with individual staff, rather than 
as part of their role to improve systems and learning. Patient harm was seen as the 
shortcoming of staff on the shop floor. There seems to be a great disconnect between 
the senior team and general staff.

4.331 An HSIB investigator told the Panel that there was a strong culture of “pushing things 
under the carpet” and not listening to staff who raised concerns. We were also told of a striking 
disconnect between staff on the ground and the management team.

4.332 The investigator also commented that staff were not good at identifying their own 
problems. They stated that “when they do look back they don’t seem to be able to see 
what is glaringly obvious to others”, and that the Trust had not maintained “good, open, 
communicative” relationships with families who had had bad outcomes, but that more recently 
this had improved.

4.333 Reflecting on how investigation reports were communicated to the staff who were 
required to implement them, a midwife cited the example of HSIB reports; the reports were 
available in hard copy, on a shared drive and circulated by email, but it was demanding for staff 
to absorb this information while delivering their roles, and quite a challenge to become aware of 
all the recommendations. It was difficult for staff to understand the detail and significance of the 
information without making further enquiries, and there was so much going on that information 
was not always properly digested. In general, recommendations were not conveyed simply and 
there were no bite-sized chunks of information for staff to digest.

4.334 While the number of referrals from East Kent maternity services had begun to decline and 
HSIB’s relationship with the Trust to improve, Professor Walker explained that HSIB was still 
seeing “some of the same problems coming through, particularly about support and staffing, 
their midwife led care services etc”.

4.335 The Panel heard that the Trust’s 72 hour reports were “very poor”; they didn’t go into 
detail and HSIB provided training to help improve the quality. However, the reports remained 
poor. Initially, the Trust would not share these reports with HSIB. The Trust challenged why HSIB 
would need them and said that “they aren’t there to help you with your investigation”.

4.336 HSIB still saw cases where women presented with symptoms that appeared to be 
an infection but were sent home without being seen by a senior person, only to return in a 
more serious state. Professor Walker commented that “it is about proper assessment, risk 
assessment, escalation, and things like that … but to be fair the numbers [became] less 
than they were”.

4.337 The most prominent HSIB themes in 2018/19 were guidance, escalation, fetal monitoring, 
documentation and birth environments. The themes in 2019/20 were guidance, escalation, fetal 
monitoring, staffing and general clinical oversight. 

4.338 Professor Walker told the Panel that, in the early years of HSIB (2018/19), it didn’t know 
how to talk to other organisations. For example, HSIB was contacted by the CQC, which 
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enquired whether HSIB shared the CQC’s concerns about the neonatal and paediatric services 
at the Trust. HSIB didn’t know what information it was able to share and was anxious to 
maintain its independence. However, HSIB recognised that it had a duty to escalate concerns 
and found a way to do so without sharing case-specific facts.

Nursing and Midwifery Council
4.339 The Panel was told by Andrea Sutcliffe, the NMC’s Chief Executive, that the NMC’s 
involvement in either an individual case or a cluster of cases was dependent on the referrals that 
came through, which might be determined by lots of local factors. She told the Panel that, while 
many referrals might indicate a problem, it could be just as problematic if people weren’t making 
referrals, because they weren’t recognising problems and dealing with them. She added that, 
given the relatively small number of fitness to practise referrals made to the NMC, it was difficult 
to identify organisations with recurring problems. Referrals were affected by the leadership of 
organisations, and she thought that one of the issues with East Kent was the high turnover of 
Chief Nurses throughout the period. 

4.340 Ms Sutcliffe told the Panel that the NMC received some referrals around maternity 
incidents at East Kent: “[I]t was very much on an individual basis, and our analysis shows that 
quite a lot of these referrals were coming through from families.” In the case of baby Harry 
Richford, the family referral included four midwives and the NMC opened cases on a further 
three midwives as a consequence of that family referral. No referral was made by the Trust. 
Ms Sutcliffe commented:

Perhaps we should regard the referral of a practitioner to a regulator by a family as failure 
of the system. If something has gone wrong, the organisation itself should be dealing with 
that and doing so in a way that gives confidence to the family that the issues are being 
addressed appropriately and if there are issues that are to do with fitness to practise of an 
individual, they should be confident that that individual will get that referral. Whereas what 
often happens is that we get referrals from families when they’ve already been let down 
locally and so we’re all compounding loss and distress as a consequence of that.

4.341 Ms Sutcliffe told the Panel that:

If people are scared of the regulator then they’re not going to speak up when they should. 
They’re not going to engage with our processes in a meaningful way when they should. 
One of the things we’ve been absolutely clear about is making sure that we are improving 
the fairness of those processes, looking at the context of what is happening and making 
sure that is fully and properly taken into account. 

4.342 Ms Sutcliffe stressed the importance of regulators such as the NMC, GMC and CQC 
working together with trust organisations, to collaborate and share information, and to identify 
the indicators that might show that there is a problem. She told the Panel that the NMC set up 
its Employer Liaison Service in 2016 to feed back information to trusts, and to provide insight 
and support as well as helping in some of the training that they might need.

4.343 While continuing to stress the difficulties for a regulator of individuals to identify systemic 
issues (red flags) based on individual referrals, and the difficulties in taking action, Ms Sutcliffe 
told the Panel:

[I]t is probably fair to say that all of us, and the NMC is in and amongst that, could 
undoubtedly have done better in joining the dots earlier … If I look back and think “what 
would we want to do differently now” we would want to have better collaboration.
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General Medical Council
4.344 A senior GMC interviewee confirmed to the Panel that its focus is on the fitness of 
individual clinicians to practise. However, it receives significant and comprehensive feedback 
from approximately 60,000 trainees each year, and there had been no mention within that 
feedback of any issues with maternity services at the Trust. The fitness to practise data did not 
point to there being an issue either.

4.345 The Panel was told that the GMC gains information from its outreach function and the 
meetings with the Responsible Officer (RO) and Medical Director at trusts; these have been 
taking place since 2011/12. There are regular meetings to support ROs with fitness to practise 
issues and revalidation issues. As part of this work, the GMC has sought to address clinical 
leadership, which, it acknowledges, can be a difficult area for doctors.

4.346 There are other sources of information, such as revalidation data and surveys of trainee 
doctors (national training survey data). The GMC established an internal mechanism called the 
Patient Safety Intelligence Forum that gathers information on organisations and can lead to 
action such as talking to other organisations, or to instigating enhanced monitoring within the 
GMC’s education functions. 

4.347 We were told that the Trust was regarded within the GMC as a concern in general terms 
from around 2015, but not maternity services at that time. The longstanding challenges at East 
Kent were with recruitment and retention, the geography of the sites, and the use of locum 
doctors. However, the specific concerns about obstetrics and gynaecology were more recent. 
One GMC interviewee thought that they were not raised until early 2020, when the RO told the 
GMC about the CQC’s and HSIB’s involvement.

4.348 We were told by GMC staff that the fitness to practise data have not been informative 
because they involve such a small number of referrals. Making better use of the data would 
depend on linking them with other sources, and the GMC told us that it had put a lot of effort 
into working more closely with other regulators in terms of data sharing. The interviewee also 
made the point that the GMC is aware that teamworking issues can have a significant impact 
on patient care.

4.349 The Panel heard that information sharing has been challenging for the GMC, and is 
constrained by its precise legal powers.

4.350 The Panel also heard of the difficulties in dealing with behavioural issues among 
doctors, as follows:

[Within] healthcare regulation and oversight there are a myriad of organisations, and it 
can lack clarity as to who is doing what, and who is responsible for what … it can be 
quite confusing, I think it is confusing for patients, and it can be confusing even amongst 
regulators – who precisely is doing what, and who is responsible for what? [The GMC is] 
responsible for individual doctors in terms of their fitness to practise and their revalidation 
etc., but where you are talking about lower-level behavioural issues, or cultural issues, or 
attitudinal issues that are not ideal, but you are not going to strike someone off, that can be 
a little bit tricky as to who is responsible for dealing with that.

Local Supervising Authority
4.351 The Panel heard that when the first Morecambe Bay recommendations were starting to be 
known, the LSA Midwifery Officer (LSAMO) began a gap analysis against the emerging findings. 
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This continued throughout the year and included the need to make sure that supervision was 
clear and complemented the clinical governance processes of trusts.

4.352 The first audit of the Trust carried out by the LSAMO was in 2012, and yearly thereafter. 
The Panel was told that the findings and recommendations of each audit were as follows:

 l 2012: The recommendations made by the LSA included better engagement with 
feedback from women (the Trust was not particularly strong on this at the time), 
ensuring one-to-one care in labour, and ensuring that meetings were held with 
individual midwives on an annual basis.

 l 2013: The LSA revised the supervisory audit to make it more specific to the standards 
and rules. The LSA also sought evidence prior to the audit – moving from a reassurance 
model to an assurance model. In looking at compliance with Birthrate Plus,§ and 
at learning from incidents, there was a theme around disjointed supervision and 
clinical governance.

 l 2014: There was improved interface between governance and the supervisors of 
midwives, but there was still a need for more evidence. The LSAMO arranged an away 
day for the supervisors of midwives that was facilitated by the Trust and was centred on 
leadership and working towards improvements as a group. Around this time there was 
a lack of transparency within supervision generally (not limited to East Kent maternity 
services) and it was difficult to get people to say who had a problem and where the 
problem was. It was also a challenge to embed openness and transparency, and to 
share problems and issues so that improvements could be implemented and midwives 
could be supported in practice – this was what the teamwork was designed to address.

 l 2015: The audit showed that there was improved governance and that the Trust had 
a clear policy around governance – supervisors were reviewing all serious incidents. 
They still needed a little more evidence around this, but the situation was starting to 
improve. The LSA escalated to the lead CCG the need for a much clearer link between 
supervision and incidents; this escalation became part of the CQC action plan.

 l 2016: This was the final audit. The Trust was partially meeting most of the standards, 
but there was still work to be done to ensure that every midwife had an annual 
review and there were still some issues around making sure that governance 
was strengthened.

4.353 The Panel was informed that, in 2017, when the LSA ceased supervision, the action plan 
was handed over to the Trust; the final recommendations and action plan were also shared 
with the lead CCG.

4.354 The LSAMO told the Panel that they also provided education for supervisors of midwives 
and held monthly meetings so that good practice from the LSA’s audits could be shared. 
Representatives of service users attended the meetings to provide information about the 
experiences of women who had used maternity services; this feedback looked positive for the 
Trust. However, the Panel heard that the supervisors of midwives would always comment about 
the birth environment, which was a longstanding issue for East Kent maternity services.

4.355 In the LSA’s view, governance was also an issue. During this period, the Trust failed to 
achieve Clinical Negligence Scheme for Trusts (CNST) Level 3 (the best level of rating of risk 
management in a trust). Governance is at the core of a safe service, and a governance review 

§ A tool to estimate the desirable level of midwifery staffing, taking into account the size and complexity of a maternity service.
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had recently been completed by the Maternity Improvement Advisor (MIA), although this could 
have happened earlier, had it been possible to put feet on the ground.

4.356 The Panel was also informed that a challenge of the LSAMO role was that they 
supervised a team of people within a trust but they had no formal management control, and 
the midwives only reported to the LSAMO through the statutory process. Other challenges 
included the length of time that investigations took and the fact that, although the outcome of 
any supervision investigation was shared with the trust involved, there was no reciprocal sharing 
of investigations by that trust, which would have provided greater context.

NHS England/NHS Improvement
4.357 A Trust Board and Executive member told the Panel that the Trust did not receive a great 
deal of support from NHSE&I. 

4.358 Another member of the Trust Board and Executive told the Panel:

[T]rying to get the commissioners and NHSE&I to understand, as part of the clinical 
strategy, that the Trust could not continue to do loads of things in three places was a 
really long road.

4.359 We heard from a member of staff of a regulator that, as late as 2018/19, the safety 
structures within NHSE and NHSI (at that time two separate organisations) did not see the Trust 
as being a problem.

4.360 The remainder of this section of the chapter (to paragraph 4.385) records the observations 
of NHSE&I representatives, including an account of actions undertaken by NHSE and NHSI.

4.361 NHSE was alerted by HSIB about the lack of senior engagement in 2019. In response, an 
intelligence-sharing call was convened with NHS Resolution (NHSR), the CQC, HSIB and the 
CCGs, which identified the following issues:

 l NHSR raised concerns about the Trust being an outlier for claims.
 l The Richford family were concerned that the Trust wasn’t meeting the requirements 

of NHSR and CNST. A whistle-blower had also raised concerns about adherence to 
CNST requirements.

 l The CQC expressed frustration about the lack of information coming back to them.
 l HSIB raised concerns about the number of cases being higher than the national 

average and about the “scattergun” nature of the response from the Trust, particularly 
in relation to the Harry Richford case. There was no evidence of lessons being learned 
and there were issues with the way in which the Trust was managing the relationship 
with the family.

 l NHSE had concerns about reports from HSIB.
 l The CCGs had concerns about how difficult it was to get information from the Trust, 

CTG monitoring, the multiple action plans, changes in Heads of Midwifery, and the 
Board not being sufficiently focused on maternity services. The lack of Board to ward 
oversight and the lack of escalation to the Trust Quality and Safety Committee and the 
Board were continuous themes.

4.362 A single-item Quality Surveillance Meeting was subsequently held on 10 December 
2019 at WHH. HSIB, the CCGs, the CQC, members of the Trust Executive and clinicians from 
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maternity and paediatrics services attended. HSIB presented its concerns and there was a long 
presentation from the Trust. We were told by a senior NHSE&I representative that:

The trust seemed slightly defensive, as though they were trying to pretend there wasn’t 
a problem. It also felt as though they were trying to do so much that they couldn’t see the 
wood for the trees. They seemed to have difficulty honing-in on the issues highlighted by 
HSIB and on the cases and the learning from them.

4.363 After the meeting, there was further discussion among the partners. A senior NHSE&I 
representative told the Panel:

They were concerned about the pace of change, given the long history of problems in the 
Trust. For example, there had been a lack of action following the RCOG report of 2015. 
There was a lack of assurance about the changes that were needed. They felt concerned 
about relationships in the leadership, particularly in relation to the medical director and 
clinical director roles. HSIB indicated that the head of midwifery had engaged well with 
them but that she was probably the only one. There was no senior involvement in oversight.

4.364 There was a concern about reporting lines between the Director of Midwifery and 
the Chief Nurse:

There seemed to be a direct relationship between the director of midwifery and the chief 
executive, but where was the voice of nursing in that? 

4.365 There were also concerns about whether the Trust was sufficiently focused on the issues 
that arose from the cases discussed at the meeting, such as escalation, CTG monitoring and 
fetal distress. It needed to step back and refocus on the key issues. The inquest into the death 
of baby Harry Richford was due in January 2020 and, as NHSE&I did not feel assured that the 
Trust had learned from the case, which had happened several years earlier, NHSE&I put some 
measures in place. 

4.366 NHSE&I instigated the Maternity Safety Support Programme (MSSP) and arranged 
support from the regional team for the Trust Medical Director, the Chief Nurse and the 
Head of Midwifery to help them with the governance challenges. Actions and events 
included the following:

 l The inquest took place in January 2020. 
 l The independent review of maternity services was announced in February. 
 l NHSR sought to recoup funding it had provided for CNST.
 l The CQC did an unannounced inspection and produced findings. 
 l There was a joint relationship visit with the CQC.
 l The Chief Midwifery Officer for NHSE&I and the Regional Chief Midwife visited the Trust 

at the end of January. 
 l There were meetings with the executive team.
 l Additional external support was provided to the Trust, in the form of a former Head of 

Midwifery, a paediatrician, a neonatologist and an obstetrician.

4.367 A QSG review meeting was held in February 2020; by that stage, the Trust was “feeling 
under siege”. There was also increasing press attention. NHSE&I set up weekly East Kent 
huddles involving the GMC, the NMC, Health Education England, NHSI, the CQC and HSIB to 
share intelligence, help coordinate the number of requests being made of the Trust and allow the 



Reading the signals

122

Trust to remain focused on improvement. It specifically asked for an overarching plan that would 
bring together in one place responses to the RCOG report, work on coroners’ cases, the BESTT 
programme and other relevant issues. It also requested a review of the medical workload, 
especially in relation to the balance between obstetrics and gynaecology. The Trust was working 
on an improvement model, but maternity services were just one of the Trust’s challenges. It was 
also dealing with the pandemic and several other issues that had escalated.

4.368 The Panel heard from NHSE&I that trusts are often defensive under such circumstances, 
but that East Kent was particularly so. NHSE&I could see the lack of openness around 
the cases, and the Panel was told that the Board did not seem to be fully aware of the 
concerns about maternity services. The Trust wasn’t open with stakeholders and providers 
either. We were told:

It felt like that at all levels. There was a lack of openness with families, through to lack of 
openness with stakeholders such as the CCG. It felt as though they didn’t always get the 
information they should have done from the Trust. 

4.369 The Panel was told that the Trust didn’t identify problems partly because it didn’t know 
about them and partly because it didn’t want to declare them. For example, the Harry Richford 
case caught the Executive off guard, until it reached escalation point in October 2019. The 
Panel heard that:

Initially, when support was offered to the Trust, they were reluctant to accept it and it was 
as though they were trying to prove that there wasn’t a problem. There was an acceptance 
issue. The region had to check regularly that the support was being used continuously.

4.370 In relation to dealing with inappropriate clinician behaviour, NHSE&I supported action 
in various ways:

The new medical director was doing a good job and making an impact, but this was [their] 
first medical director role and [they] needed their help with it. One of the planks of the 
maternity safety support programme was to help with the relationship issues between 
midwives and obstetricians. 

4.371 We heard that NHSE&I also provided support to paediatrics. NHSE&I split the paediatric 
and maternity leadership to enable maternity services to have enough bandwidth to deal 
with their issues.

4.372 Throughout 2020, NHSE&I was concerned about how the Board was obtaining assurance 
about the experience of families and patients. It also had concerns about the governance of 
the organisation and some of the approaches to governance during the pandemic. NHSE&I’s 
view was that the Trust had made some improvements, but the pace of change and oversight 
by non-executive directors were still concerns. Improvement directors were assigned to the 
organisation, to help with coordination of the various improvement activities, and Board advisers 
were provided. NHSE&I requested a rapid governance and leadership review of the organisation, 
which was done in the autumn. A regional director had fortnightly meetings with the organisation 
to provide enhanced oversight and to keep traction on the improvement programmes.

4.373 In response to these measures, NHSE&I began to see some improvement in maternity 
and infection prevention and control issues. The Trust became more open, and we were told 
that the Medical Director began to contact the regional NHSE&I if there were any issues. The 
Trust became more receptive to help and support when things went wrong. However, NHSE&I 
remained concerned about the pace of change. For example, there was a case of maternal 
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death on New Year’s Eve in 2020, and although the Trust reported it immediately, it didn’t think 
that there were any issues of concern. Yet a few days later, NHSE&I received a letter from HSIB 
that identified several issues of concern: 

It seemed that depth of understanding and the ability to identify issues hadn’t embedded 
yet. They had made a few steps forward, but it was not enough, and the pace of change 
remained a significant concern.

4.374 NHSE&I was concerned about the effectiveness of Board scrutiny, particularly via the 
Trust Quality and Safety Committee. Ward to Board escalation wasn’t really happening:

On paper, the governance structure looked fit for purpose but under the surface, there 
were issues with people’s understanding of the governance system and escalation. There 
was no common approach to safety across the organisation and there were issues around 
clarity of roles – especially between clinical roles at executive level. 

4.375 The lack of escalation of these issues was attributed by NHSE&I to an ineffective 
governance mechanism and a lack of openness, which was apparent in incident reports. The 
culture of openness and learning had not fully embedded in the Trust and a fear of blame partly 
accounted for that, although NHSE&I had not seen any actual evidence of this.

4.376 In relation to governance structures and escalation in the Trust, there was concern about 
the strength of Board papers and the depth of information that went to Board committees:

Things might have been reported but may not have been in enough depth for oversight  
and scrutiny. 

4.377 There was also concern about non-executive directors’ scrutiny of papers in the Trust: 

They asked lots of questions but that might have made it difficult to be open when 
things went wrong.

4.378 The Trust had gone through a restructure of care groups and NHSE&I had concerns about 
the strength of leadership in the maternity care group and concerns about what the different 
committees did: 

There were a lot of sub-groups in maternity and [we] questioned their effectiveness as an 
eye into the organisation. Also, the fact that the same people were on different groups 
didn’t necessarily make for a robust process. 

4.379 A maternity improvement group was set up; NHSE&I told us it had made sure that it 
included someone from the CCGs and two representatives from NHSE&I to help them gain 
assurance and to act as critical friends.

4.380 NHSE&I had several concerns about nursing and midwifery in the Trust, including about 
nursing leadership on matters such as safeguarding and the Trust’s ability to make progress on 
some of the issues in nursing and midwifery. NHSE&I was also concerned about: 

… the relationship with the director of midwifery and where the executive clinical nursing 
role fed into that. 

4.381 Based on many interactions with the Trust, there was a concern about some of the 
responses of the nursing leadership and its presence in the organisation. NHSE&I provided 
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support to the leadership, particularly to the Head of Midwifery. The NMC conducted a review 
to check if nurses and midwives were being referred from East Kent maternity services, and the 
CQC expressed concerns about midwives.

4.382 One thing that was heard from staff was the following point: 

[D]espite the challenges, everybody was coming to work every day to do a really good job. 
There was something about how you balance what are really difficult stories for women, 
for their families, really difficult incidents, some of them quite historical, with the ability to 
celebrate the small success and incremental change. It didn’t feel as though the Trust had 
that balance quite right. There was also a need to ensure that staff were briefed in order to 
support them with tricky conversations or queries from women who may be concerned at 
the quality of care from adverse media coverage.

4.383 The role of the NHSE&I Regional Chief Midwife for the South East was created in April 
2020 to offer informal support to the Trust’s Head of Midwifery on an ad hoc basis, mainly 
through the MSSP and meetings with the MIA on a weekly basis. The MIA relationship was key 
– they were there to support the Head of Midwifery, be a critical friend, and help them develop 
and work through the improvement plans.

4.384 The MSSP first went into the Trust as an action arising from the “Single Item” QSG 
in December 2019. A team went in to carry out a diagnostic assessment and the midwife 
lead for that team, along with an obstetrician, provided a report. There was also ongoing 
feedback and support. However, the pandemic hit and the MIA who carried out the diagnostic 
assessment was called back to their own organisation. Another MIA was sourced, commencing 
work in April 2020.

4.385 The feedback to the Regional Chief Midwife about the Trust at that time was that there 
was improvement although the pace was slow. The principal output from the “Single Item” QSG 
concerned consultant cover; in response, the Trust was introducing 24-hour support at WHH 
and improving how cover was provided at QEQM. There was also work around CTG monitoring, 
and around the aggregated action plan (linking to the Trust’s Improvement Director).

Improvement initiatives and programmes
4.386 The Panel was told of improvements beginning in 2018 through the BESTT programme, 
including strengthened governance (midwife governance leads), the appointment of 
bereavement midwives, improved fetal monitoring, an improved dashboard, and the 
achievement of 100% one-to-one care. 

4.387 Referring to the BESTT programme, the Panel was told:

[S]taff really engaged in it and were keen to be part of the change. By 2018, there were 
improvements in recruitment. People wanted to work at the trust and at interview, 
applicants were citing BESTT as a reason why they wanted to work in the trust’s maternity 
services. They noted a big improvement in the trust’s reputation on the recruitment front, 
and students who had trained elsewhere wanted to work there. There were significant 
improvements in staff survey results and staff felt more supported in engaging in 
improvement activities.
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4.388 Professor Walker from HSIB told the Panel that one of the problems for trusts is the 
multiplicity of recommendations that have originated from all over the place, and some of the 
recommendations disagree with each other:

They’re getting big hammers coming in and there are too many cooks … The problem 
is that I’m not sure that their structures and their management structures are in place to 
encompass that and help the staff achieve that. I’m not sure if some of the changes they’ve 
brought in are achieving it … I wasn’t convinced that they were on the right track. There’re 
lots of people doing things and committees doing things and people with oversight of 
things, but I’m not sure that the people on the ground floor are being encouraged to say, 
“yes you are good, you can be better, let’s see how we can do this” … I don’t think the 
solutions are difficult. I think they’re just fundamental and at grassroots level, like “let’s build 
this up, let’s build the teams, let’s build their confidence, let’s build the team working, the 
support”. It’s really from the bottom up that you want it, not from the top down. 

4.389 An experienced midwife told the Panel:

You have to ask yourself, why is it that despite feedback after incidents, complaints, legal 
claims, despite the robust training programmes that you have in place, do behaviours not 
change? Why are we still seeing the same themes coming up, not just in one Trust but 
across the country?

4.390 The Panel was told by Professor Walker of his reaction to the focus on specific 
hospital trusts:

We’ve got to stop mentioning hospital names … this is a maternity problem and we’ve got 
to take ownership of it throughout the maternity system. That doesn’t mean every hospital 
is bad, but … I think every hospital has got problems and I think we should be looking at 
that in a global way … But I think we need to rethink how we disseminate information, and 
particularly how we train and implement change.

This chapter has explained that, alongside listening to families, the Investigation has 
conducted interviews with 112 current and former staff at the Trust and with others whose 
work brought them into contact with the Trust’s maternity and neonatal services; and that this 
was a key part of the Investigation. We would like to thank everyone who was interviewed for 
their willingness to share their experience with the Panel for the purpose of this Investigation. 

It is important to note that these interviews helped shape our findings as set out in Chapter 1 
and that this chapter describes what we heard. This chapter should be read as performing 
that function, not as an indication of the Panel’s own thinking or conclusions.
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Chapter 5: How the Trust acted 
and the engagement of regulators

This chapter gives an account of how East Kent Hospitals University NHS Foundation Trust 
(the Trust) considered maternity and neonatal services and engaged with regulators and 
others. It draws upon documents and other information that the Investigation has received 
from the Trust and from organisations and individuals with whom it has engaged.

We refer throughout to the Board of Directors as “the Trust Board” or “the Board”.

This chapter sets out how the Trust conducted itself as reflected in its own documents. 
Nothing included in this chapter should be taken as expressing the Investigation’s own 
findings, except where explicitly stated: its findings are set out in Chapter 1 of this Report.

How the Trust managed maternity and neonatal services
5.1 The Board of the newly constituted East Kent Hospitals University NHS Foundation 
Trust met for the first time on 2 March 2009. This was the day it received its authorisation as a 
Foundation Trust.

5.2 As a Foundation Trust, the Trust enjoyed greater freedoms than a non-Foundation Trust, 
including more financial autonomy. The Trust’s Chair and Chief Executive, in their foreword to 
the 2008/09 Annual Report, said:

[W]e now have much greater involvement in our decision-making from local people, 
including patients and staff, through a new 32-strong Council of Governors, mostly elected 
by a membership that now exceeds 13,000. Being granted Foundation Trust status is 
recognition of the standards that have been achieved by the organisation through the 
expertise, hard work and dedication of our staff. We are now awarded greater freedom 
to govern ourselves in a way that is responsive and flexible to the changing needs of the 
people we serve, while continuing to ensure that healthcare is provided in a safe, effective 
and efficient manner.1

5.3 The Trust Board met for a second time on 27 March 2009. In neither of these inaugural 
meetings did the Board agenda include consideration of maternity or neonatal services, nor 
have we seen any reference to them in the papers circulated for those meetings. It is clear from 
the Annual Report that the Trust was focusing its attention on national priorities, which at that 
time included waiting times, coronary heart disease and cancer, but not maternity services. 

5.4 From the material seen by the Investigation, the first substantive reference to maternity 
services at the Trust was at the Board meeting on 28 August 2009. At that meeting, the Deputy 
Director of Nursing introduced a Serious Untoward Incident (SUI) report. Particular reference 
was made to the changes in reporting maternity cases to the Strategic Executive Information 
System (StEIS), which is supposed to capture all serious incidents; this had resulted in an 
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increase in the number of maternity cases on the system. As a result, it had been agreed with 
the Eastern and Coastal Kent Primary Care Trust (PCT) that from July 2009 only cases where 
concerns with practice had been raised would be recorded on StEIS. The meeting also noted 
that neonatal deaths were being monitored by the Trust’s Audit Committee and that no formal 
report was required by the Board.

Internal review and report, 2010
5.5 The first indication of awareness of concerns about maternity services within the Trust 
came at the Board meeting on 24 September 2010, where the Medical Director gave an 
overview of a recent SUI within maternity. They reported that the Trust’s internal monitoring 
process had highlighted an increase between April and August 2010 in the number of babies 
showing symptoms of hypoxic ischaemic encephalopathy (HIE), a type of brain damage that 
occurs when babies do not receive enough oxygen and/or blood circulation to the brain. They 
reported that an internal investigation involving a review of medical notes had commenced to 
establish the facts, and a formal report of findings would be brought to the Board in October 
2010. They added that the PCT would be involved throughout the investigation and external 
midwifery support was also being sought. The Medical Director went on to report that external 
midwifery support had immediately been put in place at the William Harvey Hospital in Ashford 
(WHH) due to a concern regarding a potential decrease in skill mix at this unit, which would 
unfortunately have an adverse effect on other units. This was intended to be a temporary 
measure and would be reviewed once the internal investigation had ended. Monitor and the 
Care Quality Commission (CQC) had also been informed.

5.6 At its meeting on 27 October 2010, the Trust Board received a confidential interim report. 
The report stated that “during Q1 a higher than expected term admission rate to NICU/SCBU 
[neonatal intensive care unit/special care baby unit] was noted and discussed at the perinatal 
mortality and morbidity meeting in July. No themes or common factors were identified.” It went 
on to state that “concern was raised about midwifery staffing levels at WHH and a ‘risk alert’ was 
circulated to midwifery staff”, and that:

… a decision was made to enhance midwifery levels at WHH pending the outcome of an 
internal review and to do so to close the Buckland Hospital [Dover] birthing unit to births 
to increase staffing levels at WHH. This was communicated as a SUI and both CQC and 
Monitor informed.

5.7 The interim report also stated that it “does not enable any final conclusions as to the 
standard of care offered at this stage although a number of trends have emerged which 
largely reflect recognized risk factors for HIE”. These were that “46% of babies were born 
‘through’ meconium stained liquor; 53% of mothers were either overweight or obese; 26% of 
babies showed signs of growth restriction (birth weight < 10th centile)” and that “to date ‘no 
suboptimal’ or ‘minor suboptimal’ care has been recorded in over 85% of cases”.

5.8 The 2010 internal review examined the antepartum management of 91 babies who had an 
unexplained admission to the NICU or SCBU within the Trust between January and September 
2010. In 40% of the cases reviewed, the review highlighted the presence of suboptimal care, 
and in a third of those cases the suboptimal care was considered possibly, probably or likely to 
have been a relevant factor in the outcome. Of the 91 babies reviewed, there were 16 perinatal 
deaths, and significant or major suboptimal care was noted in 4 of those cases. Six babies were 
identified as likely to have what the review describes as “long-term handicap”, and significant 
suboptimal care was identified in three of those cases.
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5.9 More broadly, the review report raised significant concerns about midwifery and obstetric 
management, midwifery staffing and skill mix, and resuscitation of babies showing signs of 
shortage of oxygen. The report identified a number of themes, many of which are recurring 
issues in the reports, inspections and findings that took place between 2010 and 2020.

5.10 The report noted areas of commendable practice, including the prompt and effective 
response to potential or actual obstetric emergency situations.

5.11 In summarising its findings, the report addressed staffing issues and recommended an 
urgent review of midwifery staffing at the WHH site. It noted that midwives faced “the challenge 
of caring for more than one high risk labouring woman at any one time”, and that “an informal 
poll of trusts in the South Thames region has revealed that staffing/patient ratios in EKHUFT [the 
Trust] are amongst the lowest in the region”.

5.12 The report also noted that, where the review team identified areas of suboptimal practice, 
the staff involved received a letter advising them to address that area of their practice, which 
was copied to their supervisor. While there was a robust arrangement in place within the 
midwifery profession to learn from incidents and address areas of practice, the report noted that 
“arrangements for medical staff are less robust and this will be reviewed”.

5.13 The report included recommendations such as reminding staff to practise within 
guidelines, improving diagnosis of labour in low-risk settings, improving standards in fetal 
monitoring, reviewing clinical guidance and resuscitation arrangements where meconium is 
present, reviewing the process by which medical staff of all grades learn from adverse events, 
and reviewing the process of escalating concerns about the progress of labour to more senior 
staff on call.

5.14 The Medical Director introduced the final report of the neonatal admissions review at 
the Board meeting on 22 December 2010. They highlighted that there were concerns about 
midwifery and obstetric management and that “midwifery staffing levels may limit the provision 
of safe care across obstetric birthing sites in East Kent”. It should be noted that at this point in 
time there were four geographically separate maternity units: WHH, the Queen Elizabeth The 
Queen Mother Hospital at Margate (QEQM), Canterbury and Dover. This is what was deemed 
unsustainable, hence the relocation of the two standalone Midwifery-Led Units (MLUs) to be 
located alongside the obstetric units at WHH and QEQM. In response to a question from a non-
executive director raising concerns about 40% of cases having suboptimal care, the Medical 
Director stated that “this represented 1.9% of total births” and that the Trust had not been 
identified as an outlier in national perinatal statistics.

5.15 The Trust Board was asked to note the recommendation that one standalone MLU remain 
closed until May 2011 while an urgent review of minimum midwifery staffing levels was carried 
out. An action plan resulting from this review would be presented to the Board.

5.16 The Assistant Head of Midwifery and the Clinical Director for Women’s Health presented 
the action plan at the Trust Board meeting on 28 January 2011. The Clinical Director for 
Women’s Health emphasised that “the Trust was operating a safe staff to patient ratio”. 
The Board formally noted the action plan.

Report to Monitor and review of maternity services
5.17  Monitor was responsible between 2004 and 2016 (when it became part of NHS 
Improvement (NHSI)) for authorising, monitoring and regulating NHS Foundation Trusts. 
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In January 2011, Monitor received an update on the maternity serious incident report described 
above. This stated that, in response to the findings of the report, the Trust was implementing 
changes to midwifery and obstetric practice. The Trust also recognised potential concerns with 
activity and midwifery staffing levels at the high-risk obstetric units.

5.18 The report to Monitor noted that, in view of these concerns, the Trust was carrying out 
further analysis of midwifery staffing levels at WHH and had embarked upon a review of 
maternity services across East Kent with the PCT, to be completed by May 2011. Until the 
outcome of this review was known, the Board had agreed to the closure to births of the MLU 
in Canterbury, while maintaining daytime services. The Board had also agreed to the reopening 
to births of the MLU in Dover, which had been closed in September 2010. The Trust maintained 
that these restrictions enabled the maintenance of enhanced midwifery staffing levels at the 
high-risk obstetric unit at WHH.

5.19 At the Trust Board meeting on 28 January 2011, the Medical Director reported that they 
had recently met with staff from the PCT who were carrying out the review of midwifery staffing 
levels. They referred to the need to inform the local authority’s Health Overview and Scrutiny 
Committee of progress.

5.20 There was no further discussion of maternity services at the Trust Board until 24 June 
2011, when a review of the configuration of maternity services was discussed. The review stated 
that it was the Trust’s ambition to “provide 1:1 midwifery care in active labour corresponding to 
a midwife to birth ratio of 1:28 at all birth units in line with ‘Safer Childbirth’ recommendations”.2 

The average ratio at WHH was 1:40, while at QEQM it was 1:35.

5.21 The options for consultation were discussed at the Board’s meeting on 26 August 2011, 
where the recommendation was made to the Trust Board that:

[T]he most sustainable option would be to maintain all services except births and step-
down postnatal care at both Dover and Canterbury. This will enable a midwife to birth ratio 
at Queen Elizabeth the Queen Mother hospital (QEQM) and WHH of 1:28 and will enable 
the QEQM co-located Midwifery Led Unit (MLU) to be opened. 

This was recorded on the leaflet circulated for consultation as “Stop births at Dover and 
Canterbury centres but retain midwife-led antenatal care, day clinics and postnatal support. 
Open the new midwife-led service at Margate. Increase staffing levels to provide one-to-one 
care for all mothers.” The Board agreed and consultation commenced on 14 October 2011.

5.22 After consultation, the preferred option was discussed and agreed at the Trust Board 
meeting on 27 April 2012. In discussion, the Assistant Head of Midwifery stressed that current 
services were not unsafe. They said that the driver behind the review was to ensure that 
services were equitable across the Trust, with all women receiving one-to-one care during 
labour. The Board agreed to the implementation of the preferred option. Although the issue of 
equitable provision across the Trust was reasonable and clearly dominated the Trust’s response, 
it overlooked the accumulating evidence that there was more to the safety issues than that – in 
particular, the longstanding cultural problems subsequently described.

5.23 The Trust Board returned to the issue of maternity services on 26 October 2012, when 
they were featured in its regular “Patient Story” item. This focused on a positive story within 
maternity services at WHH: 24-hour visiting for patients and more male toilets. It was noted that 
the Trust had successfully recruited all the midwives who had completed their training at WHH.
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5.24 There was no further reference to maternity services until the Trust Board meeting on 
30 January 2014, when (under the “Questions from the Public” item) a Trust Governor referred 
to the Clinical Quality and Patient Safety Report (a Board paper) and the increase in incidents 
reported to be related to staffing levels. The Governor referred in particular to the Singleton Unit, 
an MLU at WHH which was fully staffed but reported 18 incidents related to staffing levels. The 
Chief Nurse agreed to find out the detail behind these incidents and to contact the Governor 
outside of the Board meeting.

5.25 The Trust Board returned to this theme at its meeting on 28 February 2014, when (again 
in the “Questions from the Public” item) it was reported that the trend of an increase in staffing 
incidents recorded had continued since January; this was due to a combination of sickness 
levels and maternity leave. The recruitment of 14 midwives was under way and the Trust was 
working through Human Resources (HR) to understand and address the underlying causes of 
the sickness levels.

5.26 The Canterbury and Coastal Clinical Commissioning Group (CCG) noted at its March 2014 
Quality Performance Meeting that it was concerned about maternity services at the Trust. The 
CQC visited the Trust in the same month and rated it “Inadequate”, with maternity services 
rated as “Requires Improvement”, although the CQC report was not published until 13 August 
2014.

5.27 In April 2014, the Local Supervising Authority (LSA),* then a designated function of NHS 
England (NHSE), commissioned a maternal death review, with a panel of clinicians responsible 
for the care of women during pregnancy and childbirth. The review considered six maternal 
deaths that occurred in Kent and Medway during the year from April 2012 to March 2013, “in 
order to determine whether learning from these tragedies could help improve the future delivery 
of care”.3

5.28 Quality Surveillance Groups (QSGs) were established by the NHS Commissioning 
Board (the predecessor to NHSE) in 2013. The intention was for local QSGs to be engaged in 
surveillance of quality at a local level, with the help of those closest to the detail and most aware 
of concerns. The members considered information and intelligence but also took coordinated 
action to mitigate quality failure. The meetings were chaired by the NHS Commissioning Board 
Area Director, Nursing Director and Medical Director.

Care Quality Commission report, 2014
5.29 The CQC published its findings on 13 August 2014. The overall rating for the Trust was 
“Inadequate”, with findings that it was inadequate in providing safe care and being well led, 
and that it required improvement to deliver effective and responsive services. Some of the key 
findings from the CQC were the following:

 l There was a concerning divide between senior management and frontline staff.
 l The governance assurance process and the papers received by the Board did not 

reflect the CQC’s findings on the ground.
 l The staff survey illustrated cultural issues within the organisation that had been inherent 

for a number of years, reflecting behaviours such as bullying and harassment (staff 
engagement was among the worst 20% when compared with other similar trusts).

* LSAs were accountable to the Nursing and Midwifery Council (NMC), though their midwifery officers were employed elsewhere, latterly by 
NHSE. LSAs were responsible for producing supervisory audits of maternity services to ensure the provision of safe and high-quality midwifery 
care. They ceased to perform this function in 2017.
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 l Staff had contacted the CQC directly on numerous occasions prior to, during and since 
their inspections to raise serious concerns about the care being delivered and the 
culture of the organisation.

 l Patient safety incidents were not always identified and reported, and staff use of the 
incident reporting system varied considerably across the Trust.

 l The CQC saw limited evidence of how clinical audit was used to provide and improve 
patient care and saw examples of where audits had not been undertaken effectively 
and provided false assurance.

 l The CQC found examples of poorly maintained buildings and equipment, and in some 
cases equipment that was not adequately maintained and was out of date and unsafe.

5.30 Maternity services were given the rating “Requires Improvement”.

5.31 The findings of the 2014 CQC report identified a significant difference between the Board’s 
perception of how well the Trust was doing and the experiences of the staff, who described 
bullying behaviours and a fear of speaking out about things that were problematic. In response 
to the report, the reaction of the Trust was one of real defensiveness and disbelief.

5.32 The improvement plan for the CQC (which embedded maternity services within it) was 
reported and discussed at Board level. However, the Board rarely dived into the detail of 
maternity and neonatal services, and its response was more about monitoring progress against 
the overall improvement plan (of which maternity and neonatal services were just a part).

5.33 There was a clear disconnect between ward and Board and a perception among 
midwives that their views were blocked and not escalated appropriately due to “gatekeeping”. 
Governance structures within the Trust were not sufficiently robust to allow ward to Board 
assurance, and the Trust was not willing or able to actively look for problems and issues to 
solve, but rather waited for them to be pointed out. The Trust needed to be problem sensing 
rather than comfort seeking in its approach.

5.34 Maternity services featured very little in Board discussions, despite the concerns that had 
been raised. Maternity services also did not feature consistently within governance sessions, 
and there was rarely detailed discussion about maternity and neonatal services at Board level. 
Issues became diluted, and their significance was not recognised as they were reported up 
through the chain and repeatedly summarised.

5.35 It remains a concern that a number of themes identified in the 2014 CQC report and in 
reviews since then have appeared during this Investigation. By way of example:

 l At the time of the CQC’s initial investigations, staff commented that they were still 
unable to raise concerns due to the culture at the Trust. The Investigation has heard 
repeatedly that there was little or insufficient response when concerns were raised by 
staff.

 l Policies were reported as being out of date long after the CQC’s initial inspection.
 l Lack of support with training has been an ongoing issue (for example, staff being told 

off for asking questions), and some departments have only recently been requested to 
participate in formalised training.

 l Bullying and harassment remain a significant concern of staff, with some stating 
that they continue to be negatively impacted as a result of raising a complaint. 
The suppression of dissent or complaints appears to be an ongoing issue.
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 l The CQC report identified staffing as an issue across all three sites (Ashford, Margate 
and Canterbury).

Follow-up to Care Quality Commission inspection, 2014
5.36 Maternity services were discussed again at the 26 September 2014 Trust Board meeting 
under the “Patient Story” item. The Chief Nurse presented a report which described the 
experience of a couple during the birth of their first child. The report highlighted the following 
issues: privacy and dignity not being maintained; a lack of information provided; unprofessional 
behaviour of some staff; and poor pain control. Since the concerns had been raised with the 
Trust, the couple had met with the matron and specific actions had been put in place. The Chief 
Nurse reported that this was not an isolated incident. Matrons and the Head of Midwifery would 
undertake improvements across all teams.

5.37 In discussion, one of the non-executive directors asked for assurance that there was 
sufficient resource available to embed the actions and learning highlighted in the “Patient 
Story”. The Chief Nurse stated that staff listening events held following a CQC inspection had 
enabled staff to discuss their experiences positively. The Chief Nurse added that there were 
historic cultural and leadership issues which needed to be addressed.

5.38 In October 2014, the regional QSG received a report on the maternal death review and 
current maternity risks from the LSA. The report identified the following causes for concern: 
no regional maternity lead in place, which was impacting on the Trust’s ability to focus on 
improvement, and a shortage in midwifery leadership.

5.39 The CCG reported in November 2014 that it was taking action following the CQC 
inspection. The local CCGs had been meeting with the Trust to gain assurance around both its 
progress in recruitment and its current birth to midwife ratios. The CCGs were working with the 
Trust to agree a new approach for holding the Trust to account for the quality of its maternity 
services, and would be implementing a revised maternity dashboard (a summary of maternity 
statistics) from the Clinical Network once published.

5.40 In January 2015, an East Kent Maternity Patient Safety Forum was established, following 
recommendations from the maternal death review.

Bullying and inappropriate behaviour within the Trust and 
maternity services
5.41 The very significant adverse impact of bullying and harassment, particularly at WHH, 
was referred to by many staff with whom the Investigation has spoken.

5.42 The 2013 national NHS staff survey recorded that staff engagement at the Trust was in the 
lowest 20% nationally. The percentage of Trust staff who had experienced harassment, bullying 
or abuse from other staff in the preceding 12 months (at 31% against a national average of 
24%) was one of the Trust’s bottom five ranking scores, and it was identified within the survey 
report as a starting point for local action.

5.43 The position markedly deteriorated the following year (2014), when the national NHS 
staff survey recorded that the percentage of Trust staff who had experienced harassment, 
bullying or abuse from other staff in the preceding 12 months had increased to 42% (against 
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a national average of 23%). Overall staff engagement also deteriorated in 2014 and was again 
in the lowest 20% nationally. The percentage for staff harassment, bullying and abuse was 
identified again as one of the Trust’s bottom five ranking scores, and again the survey report 
recommended action.

5.44 The 2014 CQC report published on 13 August 2014 (reflecting CQC inspection visits in 
March 2014) also identified bullying and harassment within the Trust as a key finding.

5.45 This Report has already referred (in paragraph 1.87) to an anonymous letter sent to the 
Chief Nurse on 27 October 2014 from a member of staff within maternity services at WHH, 
which said:

I work on maternity at the William Harvey. I’m ashamed to say that I feel intimidated at 
work. I have been made to look stupid in front of patients and other staff at work. I feel 
completely unsupported by our most senior staff. At times I dread going to work with 
certain people … Management and those with authority are not approachable, there is 
a blame culture, a just get on with it and shut up attitude, slog your guts out and still get 
grief. It’s ok if your face fits, we operate a one rule for one, and another rule for everyone 
else on maternity … you need to know that at times the unit is an awful place to be.

5.46 In response to the issues of bullying and harassment raised within the national NHS staff 
surveys, the 2014 CQC report, the anonymous letter to the Chief Nurse and the concerns of the 
newly appointed Head of Midwifery (appointed on 1 July 2014), an investigation, led by the new 
Head of Midwifery and supported by HR, was opened to find out how it felt to work within the 
Trust’s maternity services.

5.47 On 19 November 2014, following interviews with 30 staff, an interim report was provided 
to the Chief Nurse and Director of HR by a member of staff from the HR Business Partner 
(Specialist Services Division). The interim report included an account of the following behaviours 
and issues:

 l Prickly, sharp, abrupt and sarcastic senior staff
 l Instances of staff being shouted at, criticised and humiliated in front of others
 l A daunting and unsupportive environment, with one person describing how they were 

frightened to attend work
 l Staff feeling intimidated and undermined in front of patients, resulting in a loss of 

confidence and time off work with depression
 l Allegations of racism.

5.48 The delivery of the report on 19 November 2014 prompted a meeting later that day 
between the Head of Midwifery, the Chief Nurse and others, in the course of which the Head of 
Midwifery was sufficiently concerned to express the view that maternity services at WHH were 
not safe for patients and should be closed.

5.49 In the event, maternity services were not closed, and the investigation continued. Some 
110 members of staff were interviewed in November and December 2014, and just over 
half reported that they had experienced unsupportive behaviour while working in the Trust’s 
maternity services.

5.50 On 6 February 2015, a consultant obstetrician and gynaecologist wrote to the CQC raising 
concerns. They had previously worked for the Trust but left because of “a downward spiral of 
staff morale following poor leadership”.
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5.51 Following this, the Trust management team received a letter dated 9 February 2015. 
The Trust has redacted the name of the writer, who stated:

I am writing to you on behalf of the midwives and their support staff at the William Harvey 
Hospital. Following a recent Supervisors Surgery staff have expressed their concerns 
and distress at the current working environment. I felt this needed to be brought to 
your attention before the situation deteriorates. The unanimous recommendations from 
the discussion at the supervisory surgery were: that the concerns stated needed to be 
escalated; that we should ask for a management meeting with the [names redacted] and 
Human Resources.

5.52 The writer made a number of requests in the letter, including: “Improved communication, 
where staff are listened to and heard with democratic decisions being made for the greater 
good rather than being dictated to.” The Trust responded on 16 February: “It has been decided 
to accept your letter as a raising concern and take forward in accordance with the Raising 
Concerns Policy and Procedure, a copy of which is provided for your information.”

5.53 On 29 December 2015, a Report Into Raising Concerns was sent to the relevant maternity 
staff identified in the letter of 9 February. 

5.54 Further concerns were raised with the CQC on 23 March 2015, when a midwife rang to 
say that, following an incident at the hospital, which they described as an “error of judgement” 
on their part, they felt that they had been bullied and victimised as a consequence, in contrast 
to the Trust’s response to more serious incidents involving other staff. They said that they and 
their colleagues felt there was a culture of bullying at the Trust, that staff were afraid to raise 
concerns for fear of reprisal, and that such pressures were putting their ability to provide quality 
care in jeopardy.

5.55 The midwife said that, following the incident involving themself, they had been redeployed 
in a similar role at QEQM; however, they said this was clearly a “punishment” for what they had 
done, even though their actions had not resulted in an SUI. The midwife added that they were in 
communication with the NMC in relation to their current issues and stated that it had told them 
that, based on their evidence, the hospital management did not appear to know what it was 
doing. The NMC can find no communication relating to this matter.

5.56 In March 2015, the Royal College of Midwives’ Regional Officer lodged a collective 
grievance on behalf of midwives at the Trust. The Trust has informed us that 51 staff signed this 
letter on 11 March 2015.

5.57 While the 2014 CQC inspection mainly focused on bullying and inappropriate behaviours 
within midwifery, these problems were not limited to that professional group. In 2015, the Trust 
commissioned the Royal College of Obstetricians and Gynaecologists (RCOG) to carry out 
a review and to report on a number of behavioural and performance issues, which included 
concerns about relationships between midwives and obstetricians (see paragraphs 5.77–5.98).

The Report of the Morecambe Bay Investigation, 2015
5.58 The Report of the Morecambe Bay Investigation into serious incidents in the maternity 
department at the University Hospitals of Morecambe Bay NHS Foundation Trust was 
published in early 2015. It found that the origin of the problems at the Trust lay in the seriously 
dysfunctional nature of its maternity service, where the following issues were identified:
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 l Clinical competence was substandard, with deficient skills and knowledge.
 l Working relationships were extremely poor, particularly between different staff groups 

such as obstetricians, paediatricians and midwives.
 l There was a growing move among midwives to pursue normal childbirth “at any cost”.4

 l There were failures of risk assessment and care planning that resulted in inappropriate 
and unsafe care.

 l The response to adverse incidents was grossly deficient, with repeated failure to 
investigate properly and learn lessons.

5.59 Of particular concern is the fact that, through the spring of 2015, the Head of Midwifery 
at the Trust had noted the issues and lessons identified within the Morecambe Bay report and 
sought to raise similar issues of concern with the Trust leadership, but they were not listened to.

5.60 The Head of Midwifery produced a risk assessment dated 11 May 2015 which stated that 
“similarities exist between the dysfunctional elements of the Morecombe Bay O&G [obstetrics 
and gynaecology] / Maternity Services MDT [multi-disciplinary team] and those within the same 
department at East Kent Hospitals”.5 The risk assessment went on to identify the following areas 
of risk:

 l Poor clinical competence
 l Insufficient recognition of risk
 l Poor teamworking
 l Inadequate clinical governance systems
 l Poor-quality investigations – both internal investigations and those undertaken by 

supervisors of midwives 
 l Denial of problems
 l Rejection of criticism
 l Strong group mentality – “musketeers”
 l Distortion of truth
 l Model answers
 l Disappearance of records
 l Conflict of roles.6

5.61 The risk assessment also noted that “there were several missed opportunities in dealing 
with the issues at MB [Morecambe Bay] and it is questionable if a similar external review 
occurred here in EKHUFT [the Trust] Maternity Services whether similar missed opportunities 
would be uncovered”.

5.62 The risk assessment produced by the Head of Midwifery scored the risk at the Trust as 
“Extreme Risk – immediate action required”.

5.63 The risk assessment was presented at a governance meeting on 12 May 2015, and the 
Head of Midwifery was due to present their assessment to a wider audience at an away day on 
21 May 2015. However, this presentation did not take place.
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Further concerns, 2015
5.64 Meanwhile, following the April 2015 regional QSG meeting, a conference call was held on 
1 May 2015 between relevant stakeholders to discuss a paper that had been presented by the 
LSA Midwifery Officer (NHSE South). This identified the Trust as an outlier for maternity-related 
SUIs in 2014/15 and detailed concerns regarding the Trust’s maternity performance: namely 
eight unexpected admissions to the NICU, two unplanned admissions to the Intensive Therapy 
Unit (ITU), two neonatal deaths and suboptimal care.

5.65 The intelligence-sharing call agreed that a “deep dive” into maternity services relating to 
these SUIs should be undertaken by external reviewers. NHSE helped to draw up the Terms of 
Reference (ToR) for this, and also identified the external clinical reviewers. The Canterbury and 
Coastal CCG agreed to take the lead. The review was planned to take place before the August 
CQC visit and the ToR constructed so live learning could take place. A letter from the CCGs 
to the Trust dated 3 June 2015 confirmed the ToR for an investigation into the management of 
serious incidents at the Trust.

5.66 The CCGs informed the June 2015 Kent and Medway QSG that the review was planned to 
take place during July. However, at the end of July the Trust advised NHSE that the “deep dive” 
was to be incorporated into a wider review of maternity services by the RCOG.

5.67 The meeting also heard that there had been seven serious incidents reported in 2015 
involving maternity provision at the Trust. 

5.68 On 21 May 2015, at a Closed Board† meeting, the Medical Director and the Acting Chief 
Nurse alerted the Board to cultural issues within obstetrics and gynaecology. A full investigation 
was taking place. In addition, the Trust was looking formally at serious incidents on StEIS. Early 
indications were that the situation had not changed. 

5.69 The Thanet and South Kent Coast CCGs produced a report on 10 June 2015 which stated 
that maternity lessons from serious incident investigations were not being embedded. They also 
reported that the Deputy Head of Midwifery was currently acting as Head of Midwifery, with 
external support.

5.70 On 26 June 2015, at the Trust’s Closed Board meeting, the Medical Director (under 
“Confidential Items”) updated the Board on “longstanding cultural issues” in maternity services 
following concerns raised by staff to the CQC and the subsequent collective grievance (see 
paragraph 5.56). The situation had improved within maternity services, but further work was 
required.

5.71 The Trust had commissioned an external review of obstetrics, as, according to the Closed 
Board papers, “mortality rates were above the national average”. This refers to the work of the 
RCOG, mentioned above.

5.72 In addition, a complaint had been received from a patient who had overheard a 
conversation between obstetricians about the safety of the service. Obstetricians were invited to 
discuss their concerns and a review of job plans was being undertaken.

5.73 One of the non-executive directors asked if the issues reported should have been visible 
through internal governance systems. The Medical Director explained that there had been a 

† Trusts can hold part of their Board meetings in private. This has generally been referred to as the “Closed” part of the meeting or “Part 2” of 
the meeting.
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long history of cultural issues and leadership gaps within the service, which unfortunately had 
become normalised. This had been evidenced by the CQC during its visit in 2014.

5.74 The CQC inspected the Trust in July 2015 and rated it as “Requires Improvement”. In 
August, the South Kent Coast and Thanet CCGs stated that they were undertaking further 
scrutiny following the receipt of a 72 hour report in relation to a maternity death SUI.

5.75 In September 2015, NHSE and NHSI noted that they were following up a perceived lack 
of pace between the Trust and the four local CCGs in jointly commissioning the RCOG clinical 
review into maternity services, particularly in agreeing the ToR and initiating a start date.

5.76 A regional QSG report in October 2015 stated that the Trust had reported a number of 
maternity serious incidents relating to cardiotocography (CTG) misinterpretations that had 
resulted in significant harm or death of a baby. The CCGs were not confident that training was 
effective and were seeking additional assurance.

Report of the Royal College of Obstetricians and 
Gynaecologists, 2016
5.77 The RCOG review was undertaken between 24 and 26 November 2015.

5.78 It was commissioned in response to concerns about the working culture within women’s 
services (including relationships between midwives and obstetricians), inconsistent compliance 
with national standards among obstetricians, poor governance in relation to serious incidents, 
staffing, education, supervision of obstetric middle grades and trainees, consultant accessibility 
and responsiveness, and consultant presence on the delivery suite. The RCOG reported in 
February 2016 and made 23 recommendations.

5.79 The RCOG report included the following findings:

 l Major clinical guidelines for maternity did not reflect current evidence-based best 
practice. The majority of obstetric guidelines were written by midwives with a lack of 
obstetric engagement in guideline development. Despite the CQC’s recommendation 
in 2014 that clinical guidelines be updated, the RCOG found that some guidelines 
had long expired or were inaccurate. The RCOG emphasised that the successful 
implementation of guidelines required the consultants to take ownership.

 l The LSA had in place measures to address the fact that the Trust was the second 
highest reporter of serious incidents in the area. Recommendations were made for 
the Trust to provide assurance of safe and effective maternity care services through 
identification, investigation and learning from the management of serious incidents and 
effective links with supervisory processes, with evidence of an active learning culture.

 l In respect of root cause analysis (RCA) investigations, there was an apparent failure 
both to address medical practice issues and to make recommendations on issues 
perceived as not contributing to the outcome. If poor consultant performance was 
identified during an RCA investigation, the issue would not be reflected in the report’s 
action plans. There was also a perception by the RCOG assessors that only staff 
involved in an incident got a copy of the RCA report findings, and there was little 
evidence of wider learning across the two maternity units.

 l At WHH, all obstetric consultants participated actively on the labour ward and 
consultant attendance for labour ward rounds was in accordance with Trust guidelines, 
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with consultants staying on site beyond their shift if necessary and attending the 
unit when requested out of hours. At QEQM, however, there were three to four 
consultants who consistently failed to follow Trust guidelines. The RCOG found that 
“this unacceptable practice has continued not to be addressed despite repeated 
incident reporting with the result that this unit has developed a culture of failing to 
challenge these poorly performing consultants”.7 The interviews conducted by the 
RCOG assessors revealed significant concerns about the failure of these three to four 
consultants at QEQM to conduct daily labour ward rounds, review women, make plans 
of care and attend when requested out of hours.

 l Obstetric trainees on both sites reported problems with clinical supervision at 
weekends, while the absence of consultant input at QEQM during weekends caused 
increased pressure on trainees.

 l While there was some evidence of good multi-disciplinary working, there was no 
evidence of escalation by either doctors or midwives to the consultant in cases of 
conflicting emergencies, and there was little evidence of the “fresh eyes” approach to 
managing complex cases.

 l The assessors heard that consultant behaviour at meetings was perceived as 
disrespectful, but it was behaviour that was tolerated by the consultant workforce 
and not recognised as a problem. Consultants worked in silos and not between sites; 
consultants did not interact. The assessors felt that the consultant body should be 
more respectful and supportive of each other as individuals, and that consultants 
should aspire to work together between the two sites.

 l Assessors repeatedly heard that medical and midwifery staff at both sites considered 
there was no point in reporting safety issues as no action would be taken by the Trust. 
In addition, “whistle-blowers” were made to feel unsupported by managers and got 
minimal or no feedback on the concerns raised. The assessors expressed concerns 
that staff on both sites were no longer raising concerns about unsafe practices, 
conduct or performance of colleagues that was affecting patient safety or care, 
because this had been done in the past without satisfactory resolution and had involved 
the harassment of staff.

 l Other weaknesses identified by the RCOG assessors included a lack of engagement 
in national audits, poor labour ward facilities and environment on both sites, and high 
midwifery sickness rates across both sites.

5.80 In addition to a lack of consultant supervision, the RCOG report raised specific concerns 
about the use of locum registrars. Notably, even as early as around 2009, the Trust was said to 
be more reliant than it wanted to be on locums. At the time of the RCOG report:

 l QEQM was found to be reliant on middle grade locum cover.
 l The RCOG found inconsistency in consultant ward rounds on labour wards at both 

sites, though this was more apparent at QEQM. It also noted vulnerability of the 
QEQM unit out of hours due to non-attendance and/or reluctance to attend by on-call 
consultants when requested.

 l Obstetric trainees on both sites reported problems with clinical supervision at 
weekends, including in the daytime, as they covered both obstetrics and gynaecology.

 l Only consultants committed to teaching and supervision became educational trainee 
supervisors, and the RCOG assessors were concerned that this would result in 
consultants who were not committed to teaching and supervision being on call with 
middle grade locum doctors, potentially of unknown competence. This in turn would 
impact on the safety of care in the maternity unit.
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5.81 The Investigation heard that, following submission of the report, the Trust had no further 
involvement with the RCOG despite the RCOG’s attempted follow-ups. The Trust told the 
RCOG that it was unable to communicate how the recommendations were being taken 
forward because of an upcoming inspection by the CQC, and it did not respond to the RCOG’s 
subsequent request for follow-up information. The Trust also failed to share the RCOG’s report 
with the CQC.

5.82  Upon publication of the RCOG report, the Chief Nurse of the CCGs wrote to the Trust 
to express concern about the quality of the serious incident investigations. Ahead of a 
QSG intelligence-sharing call on 22 February 2016, it was made clear that the issues were 
longstanding and that there was a need for positive action. The CCG sent an email to the Acting 
Chief Nurse at the Trust.

5.83 A QSG intelligence-sharing call about maternity services took place on 22 February 2016. 
Following it, the Accountable Officer at South Kent Coast CCG emailed the Chief Nurse at the 
Trust, stating:

Having read the report my only non-clinical comment is that it is a really sad read. This 
is nothing that we didn’t already know and were raising through other routes. The issues 
around consultant behaviour were visible to me when I was commissioning Maternity 
services. Whatever the outcome, I think there needs to be an understanding that this is very 
long standing and therefore the necessary change needs to be beyond what has previously 
been achieved. Obviously this was a theme through CQC and is being tackled in terms of 
midwifery culture already – but we would need positive assurance that the changes in train 
are having an impact and further work to capture the issues around consultants.

5.84 On 31 March 2016, in internal emails sent between the Medical Director, the Head of 
Midwifery and the Clinical Lead for Obstetrics, it was suggested that consultant cover on 
the labour wards exceeded RCOG guidelines at that time. From the Trust’s perspective, 
“safety regarding the Consultant cover is not an issue”. Rather, the issue was “engagement of 
Consultants with ward rounds and also about them being proactive, in a woman’s management 
of care, rather than reactive – this was seen to be more of an issue on the QEQM labour ward 
site”. In what might be perceived as a lacklustre response, the Trust reminded consultants 
in writing of Trust policy regarding on-call duties on labour wards. The Trust also committed 
to a two-week audit of consultants on both labour wards; the results identified no significant 
concerns with regard to consultant attendance or behaviour at WHH, but several concerns at 
QEQM in relation to consultant non-attendance. The Trust committed to a re-audit within six 
months.

5.85 The Investigation heard that findings around a culture of consultants being unwilling to 
attend were challenged by Trust staff. On publication, the report was dismissed and described 
as “a load of rubbish” by some senior obstetricians. A number of staff were also unaware of the 
report altogether.

5.86 The RCOG report was discussed at a Women’s Health Business and Governance meeting 
on 5 April 2016. However, despite it having been commissioned by the Trust in the first instance, 
the report was met with resistance, as the following actions demonstrate:

 l The Trust informed the RCOG report reviewers of 20 areas of perceived factual 
inaccuracies, and submitted a narrative pointing out the lack of benchmarking around 
safety issues and a lack of comment about the workforce.
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 l Those attending the meeting considered the RCOG’s concerns regarding the length of 
the RCA process but felt the reviewers had not looked at all the medical notes and did 
not have a full picture.

 l One recommendation was dismissed and surprise was expressed that the RCOG had 
not identified another issue as a strength.

 l The draft action plan included circulation of the RCOG e-learning resources to be 
accessed by all consultants. However, it appears that these resources were only 
circulated in August 2016, approximately four months after the meeting.

5.87 On 6 April 2016, the Trust Quality Committee reported that initial information from the 
recent RCOG report showed that, in the Committee’s view, the Trust did not have an unsafe 
maternity service, but there was improvement work to do around how the service was run in 
some areas. The Closed part of the Board meeting heard that the Trust was developing an 
action plan in response to the RCOG recommendations.

5.88 The view that the unit was not unsafe was restated by the Head of Midwifery at a Quality 
Committee meeting on 4 May 2016. They advised that when they had joined the Trust there had 
been leadership concerns; many staff in post were acting rather than substantive; there were 
many vacant substantive posts; there was poor compliance with audit findings and guidelines; 
there was a lack of equipment; and there was no progression of maternity services in line with 
national standards. They set out a list of achievements in the previous year, and a non-executive 
director congratulated them on leading a transformation from poorly led to well-led midwifery 
services. The agenda item concluded with the Chair recalling that there had been questions 
raised at the last meeting about whether this was a safe unit. The Head of Midwifery advised 
that it was. The meeting was told that, compared with national figures, there were low mortality 
rates for babies at the Trust.

5.89 While the Trust challenged the RCOG report and deemed itself not unsafe, it was felt by 
Thanet CCG in April 2016 that concerns about maternity services met the threshold for NHSE to 
call a risk summit.

5.90 An action plan specific to the RCOG report was created in May 2016, with actions to be 
implemented by the end of October 2016. However, the Panel heard that the RCOG action plan 
was “more of a tick box” in comparison with the CQC investigation. Subsequently, the decision 
was taken to address the RCOG report within the Trust’s general improvement plan. The Panel 
was told that this meant the response to the RCOG report became diluted and there was 
insufficient focus on maternity issues.

5.91 The improvement plan was not implemented completely as there were difficulties in 
securing the full engagement of those at the Trust. The Panel heard that, had the plan been fully 
implemented on time, it would have “done the job”. The improvement plan was then subsumed 
into the Birthing Excellence: Success Through Teamwork (BESTT) Maternity Transformation 
Programme in 2017. While it was considered a response to the RCOG report, the BESTT 
programme was built around a national agenda and some themes from the RCOG review were 
not included, such as halving the rate of stillbirths.

5.92 The risk arising from regulatory non-compliance in maternity was recognised as presenting 
an “extreme” risk, with potential harm to both pregnant women and neonates, and was 
approved as a risk for the Corporate Risk Register (CRR 26) in June 2016. This risk assessment 
was based on the report from the RCOG and gaps identified by the LSA. The challenges in 
embedding a “mature and developed patient safety culture” were approved as a separate 
“moderate” risk for the Corporate Risk Register in February 2017 (CRR 48), for reasons 
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including that the RCOG improvement plan was not being delivered on time and there was 
difficulty in gaining engagement among some teams, resulting in delays in prioritising quality 
transformation and education workstreams. The minutes from the March 2019 Board meeting 
record that the maternity residual risk score (under CRR 48) had been modified to a lower value 
following a positive visit from the CQC, and by April 2019 the risks relating to maternity services 
had been removed completely from the Corporate Risk Register.

5.93 In 2019, a review of the actions in response to the 2016 RCOG report found that these 
were incomplete and that fewer than 25% of the actions were robust and signed off. It was not 
until 2020, following the coroner’s findings in respect of the death of baby Harry Richford, that 
every recommendation had a corresponding action. The RCOG recommendations were then 
incorporated into the next phase of the BESTT programme, which began in 2020. It was only in 
January 2020 that the RCOG report was shared with the General Medical Council (GMC).

5.94 Between publication of the RCOG report in February 2016 and July 2020, just 2 of the 23 
recommendations could be evidenced as having been fully met, and only 11 were partially met. 
The Trust failed to successfully address the issues identified by the report, and any changes that 
were made were not sufficiently embedded to have any significant impact.

5.95 In a report produced by the Thanet and South Kent Coast CCGs on 10 August 2016, it is 
stated that a Trust maternity integrated action plan had been agreed in response to quality and 
safety issues highlighted in RCOG, LSA, CQC and Public Health England external reports and 
through performance monitoring. The Trust had also recently reported three SUIs in relation 
to births of twins and had identified some initial learning. The CCGs were seeking assurance 
through the Heads of Quality and Maternity meeting that learning and mitigating actions were in 
place during the investigations into the three SUIs.

5.96 Staff continued to raise concerns with the CQC. One example is a letter dated 4 August 
2016 from a midwife who worked at the Trust from February 2010 until 2016. It is a long letter 
but highlighted concerns about the way the midwifery unit operated, including roster rules 
being broken, skill mix, staff not being consulted, requests for training being refused, a lack 
of equal opportunities in applying for jobs, high turnover of staff and some staff appearing 
to be uncaring. The writer acknowledged that these issues may appear trivial when viewed 
individually, but argued that one should take account of the bigger picture.

5.97 The CQC reinspected some of the Trust’s services in September 2016, including maternity 
services, which it rated as “Requires Improvement” in a report published on 21 December 2016.  

5.98 The Trust discussed the RCOG report at its meeting on 9 December 2016, when the 
Medical Director noted that the issues identified during that review were being addressed. 
The Chief Executive Officer (CEO) at the time acknowledged the work that was already under 
way to address the issues highlighted by the RCOG and proposed that concerns raised 
about engagement could be addressed outside of the Board meeting (via the Trust Quality 
Committee). NHSE reported in February 2017 that the Trust had stated that its RCOG action 
plan was being overseen by the clinical lead.

The death of baby Harry Richford
5.99 Harry Richford was born on 2 November 2017 at QEQM. He was the son of Sarah and Tom 
Richford.
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Harry’s delivery
5.100 Sarah had an uneventful pregnancy and was considered at low risk. She attended 
hospital two days before her due date when her contractions started but, following an 
examination, she was told that she could go home. She returned to the hospital later that 
evening as her contractions were becoming more painful, and she was admitted to the MLU 
at QEQM.

5.101 The following morning, 1 November, Sarah was moved to the labour ward for assessment 
due to lack of progress in labour. She was seen by a registrar, but she did not see a consultant 
obstetrician while on the labour ward. The CTG, which records fetal heartbeat and contractions, 
showed decelerations of the baby’s heart rate and very frequent contractions suggestive of 
hyperstimulation of the uterus with Syntocinon, used to accelerate labour. A disagreement took 
place between the registrar and midwives – in front of Sarah and her family – regarding the 
appropriate rate of administration of Syntocinon for Sarah.

5.102 Sarah’s care was handed over to a locum registrar who commenced a shift at 8pm on 
1 November. Sometime around 2.15am, the locum registrar called the on-call consultant to 
report on Sarah’s case – the cervix was fully dilated just before midnight, and she had started 
pushing just after 1am. The registrar’s intention was to bring Sarah to theatre to attempt 
instrumental delivery for failure to progress and an atypical CTG. The consultant had not met 
or examined Sarah and was at home as usual when on call. The consultant said that they had 
offered to come into the hospital, but the registrar declined; it should be noted, however, that 
a registrar is not in a position to accept or decline a consultant’s decision. The registrar was 
on their third night of providing locum cover at QEQM. The consultant had not worked with or 
supervised them previously.

5.103 Sarah was taken to theatre at about 3am, and the registrar attempted a forceps delivery, 
but was unable to lock the forceps blades. Sarah had signed a consent form for a caesarean 
section, and the locum registrar proceeded to a caesarean section. Up until this point, the 
atmosphere in theatre was “not calm but being managed”. The Panel heard that the tension in 
the room increased, and the atmosphere became panicked and uncomfortable. A more junior 
trainee doctor was instructed by the registrar to increase the size of the incision in Sarah’s 
uterus but, having never done this before, they were not confident in doing so. The midwife who 
had been with Sarah since 8.30 the previous evening was instructed to push Harry’s head back 
up the birth canal, something they had done only twice in their midwifery career.

5.104 Harry was delivered at 3.32am. The Panel heard that the scene in theatre was chaotic and 
had descended into people shouting at each other. At one stage there were between 20 and 25 
people in theatre, but the consultant obstetrician was not yet in attendance. Harry was taken 
immediately to be resuscitated. The paediatric registrar who attended Harry was a relatively 
junior doctor and was unable to secure an airway. Harry’s father, Tom, was escorted out of 
theatre, and Sarah asked to be anaesthetised, rather than stay conscious (“I would rather not be 
in that room … because I didn’t feel safe”). There was considerable delay in resuscitating Harry 
and intubation was not achieved for 28 minutes, when the anaesthetist, after administering 
a general anaesthetic to Sarah, left her side to assist with the resuscitation. The anaesthetist 
successfully intubated Harry and he was taken to the SCBU for cooling treatment.

The days following Harry’s birth
5.105 The consultant obstetrician and the consultant paediatrician on call both spoke to the 
family after the delivery and told them that Harry was very unwell, and it was likely that he 
would have cerebral palsy. The consultant obstetrician assured the family that there was going 
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to be an investigation and told them that they were unhappy with what had happened. The 
consultant paediatrician told the family that they had looked at the team who had carried out 
the resuscitation and they had followed protocol. The family recall being told that the paediatric 
team “did everything they could”.

5.106 Harry was transferred by specialist ambulance to the NICU at WHH. Sarah and Tom 
followed later that day. They told the Panel that the week that followed was the worst of their 
lives. It was unclear whether Harry would survive, and he had seizures over the days that 
followed. Following an MRI scan showing the extent of damage caused to Harry’s brain, Harry 
died seven days later on 9 November 2017, being held in his parents’ arms for the first time 
since his birth. The cause of death was recorded as HIE.

Investigations following Harry’s death
5.107 The weeks, months and years that followed Harry’s death involved sustained efforts by 
his family to seek understanding and truth about what happened during his delivery.

5.108 Harry’s death was recorded as a serious incident, and the Trust conducted an RCA. 
The family had a number of queries which they addressed to the Trust following Harry’s death, 
and they believed that the RCA report would answer all their questions. When, after some 
delays, the report was made available to the family on 8 March 2018, it raised more questions 
for them than it answered.

5.109 The Panel heard that the RCA was complex, and more and more issues emerged which 
required resolution. The magnitude of the investigation was not appreciated by the Trust at the 
outset, and extensions to the deadline were required.

5.110 The RCA identified problems relating to Sarah’s and Harry’s care which echoed issues 
highlighted in the Trust’s internal neonatal admissions review in 2010 and the RCOG report in 
2016. These included:

 l Delay in diagnosing the onset of labour
 l Failure to escalate issues to the obstetric team
 l Disagreement and communication issues among midwifery and medical staff
 l Escalation issues to obstetric consultant and paediatric consultant
 l Incorrect CTG interpretation and classification
 l Locum registrar on their third night at the Trust whose level of competency had not 

been assessed
 l Difficulties in resuscitation
 l Lack of consultant presence in theatre.

5.111 The sense from the family was that the RCA investigation and report were inadequate 
and did not tell the full truth about what happened to Harry or to Sarah. The family identified 
a number of errors within the RCA report, such as the level of qualification of the locum 
registrar, a statement that resuscitation had been carried out in accordance with national 
guidance, and the complete absence of any critical comment about the lack of consultant 
attendance. The placenta was not sent for pathological examination as it should have been, 
and it was acknowledged in the RCA report that it should have been sent for histology at 
delivery (“especially when there is a poor and unexpected outcome at delivery of a baby”).8 
Notwithstanding this failing, the RCA included a comment that “there is no suggestion that 
a detailed examination of the placenta would have provided any extra information”.9
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5.112 A meeting took place a few days later, on 14 March, between the family and the Trust 
to discuss the RCA’s findings. This meeting appears to have been challenging for all involved 
(it was described to the Investigation by one member of staff as “a complete car crash” for 
the Trust). The meeting room furniture was disorganised, requiring the family to rearrange it 
when they arrived; one of the consultants arrived ten minutes late; and another consultant 
had to be called to attend from Ashford. There were disagreements among the clinicians 
within the meeting, and inaccuracies and inconsistencies in the report emerged throughout 
the meeting (for example, whether there were problems relating to CTGs within the unit). The 
family’s impression was that they were treated poorly by the Trust, spoken to like children, and 
dismissed when they raised concerns.

5.113 A critical issue for the family was the Trust’s failure to refer Harry’s death to the coroner, a 
concern which was raised by Tom Richford shortly after Harry died. The RCA report addresses 
this question as follows:

The coroner was not informed as the cause of death was known to be hypoxia and death 
occurred later than 24 hours from birth. There was a clear sentinel event coupled with 
difficulty in resuscitation, this fits clearly with HIE. Again coupled with the MRI findings 
and the MRI report, there was no uncertainty with regards to causation and the death 
certificate.10

It should be clear that this is a wholly inadequate reason to evade referral to the coroner, when 
both mother and baby had been healthy at the onset of labour.

5.114 During the RCA meeting on 14 March 2018, the family raised their concerns again, and 
were told that Harry’s case did not need to be reported to the coroner because the Trust knew 
the cause of death was HIE and death was, therefore, considered “expected” because he had 
been admitted to hospital with severe HIE. The family’s natural concern was that the reason 
for the HIE, and the circumstances that caused it, were not fully understood and required 
close examination by a coroner. Indeed, the Trust’s own internal documents following Harry’s 
delivery identified the outcome as “unexpected”; however, his death was recorded on the death 
certificate as “expected”.

5.115 It was only following lengthy discussion at the RCA meeting, during which the Trust 
representatives finally accepted that Harry’s death had been avoidable, that the Trust agreed to 
speak to the coroner. This action was noted within the RCA report as a recommendation, but it 
nevertheless took over five weeks, and much contact and follow-up from the family, before the 
case was referred.

5.116 This practice of delay and avoiding external scrutiny presented itself again in connection 
with the Trust’s obligation to notify NHS Resolution (NHSR) about Harry’s death. Under the 
early notification scheme, the Trust was required to notify NHSR of the death within 30 days. 
Following enquiries by the Richford family in 2019, it transpired that the notification was only 
sent to NHSR on 22 March 2018, one week after the RCA meeting with the family and 123 days 
after Harry had died.

5.117 In June and July 2018, the Trust commissioned independent medical reports into the 
care received by Sarah Richford and the neonatal resuscitation of Harry Richford. Both reports 
were critical of the treatment provided by the Trust, yet neither report was shared with NHSE 
or NHSI at the time. Derek Richford, one of Harry’s grandfathers, made a complaint to NHSI in 
December 2018, raising concerns that the Trust was not learning from incidents. The response 
from the Medical Director was that lessons had been learned by the Trust, and that on receipt 
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of the report from the Healthcare Safety Investigation Branch (HSIB), which was due in January 
2019, the Trust would put in place a further action plan.

5.118 HSIB is an organisation which acts independently to investigate incidents and develop 
recommendations to improve patient safety. The Richford family had referred Harry’s case to 
HSIB in April 2018. When HSIB published its report into the care received by Harry and Sarah 
in January 2019, its findings included:

 l The lack of review by a consultant obstetrician during labour
 l The use of a CTG interpretation method that was not recommended by the National 

Institute for Health and Care Excellence
 l A failure to meet the requirements of Trust guidance
 l Use of a locum registrar without assessing competence or providing appropriate 

supervision
 l The failure of the consultant obstetrician to be present in theatre in accordance with 

RCOG guidelines and Trust guidelines
 l The failure to send the placenta for pathological examination in accordance with Trust 

policy
 l Communication failings between consultants and registrars
 l Issues around resuscitation.

5.119 The Richford family also contacted the CQC regarding Harry’s case. The CQC’s initial 
assessment was that the issues related to one doctor who had made a mistake, but there 
were no systemic issues to investigate. Again through the persistence of the Richford family, 
the issue was escalated to the CQC’s Chief Inspector of Hospitals, and in October 2020 the 
CQC announced that it was prosecuting the Trust in connection with the care provided to 
Harry and Sarah Richford. In March 2021, the Trust pleaded guilty to an offence of failing to 
provide safe care and treatment, resulting in avoidable harm to Harry and Sarah. The Trust 
was fined £761,170.

5.120 Overall, the Richford family felt that the information they received from the Trust was not 
always truthful, and they had to press and fight to be provided with the information they were 
looking for about what had happened to Harry. An example relates to the incorrect information 
submitted by the Trust to Mothers and Babies: Reducing Risk through Audits and Confidential 
Enquiries across the UK (MBRRACE-UK), which produces annual perinatal mortality surveillance 
reports. The MBRRACE-UK form for Harry dated February 2019 confirmed (among other 
inaccuracies) that the placenta had been sent for histology, that the case had been discussed 
with a coroner (although this was only done following pressure from the family) and that there 
was a final, agreed cause of death following the results of the inquest and all investigations. 
This was incorrect as the inquest did not take place until the following year.

The inquest
5.121 The inquest into the death of Harry Richford was held over three weeks in January 2020 
before an assistant coroner. In their conclusion, the coroner found that “Harry Richford’s death 
was contributed to by neglect”. The coroner’s report identified the following failures in Harry’s 
care:
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 l Harry was hyperstimulated by an excessive use of Syntocinon over a period of 
approximately ten hours.‡ 

 l The CTG reading became pathological by 2am and Harry should have been delivered 
within 30 minutes, not 92 minutes later.

 l The delivery itself was a difficult one. It should have been carried out by the consultant 
who should have attended considerably earlier than [they] did.

 l The locum on duty that night was relatively inexperienced. [They] were not properly 
assessed, if at all and should not have been put in the position of being in charge 
unsupervised.

 l There was a failure to secure an airway and achieve effective ventilation during the 
resuscitation attempts after birth leading to a prolonged period of postnatal hypoxia. 
The resuscitation afforded to Harry Richford failed to be of an appropriate standard.

 l There was a failure in not requesting consultant [paediatrician] support earlier enough 
during the resuscitation attempts.

 l There was a failure to keep proper account of the time elapsing during the resuscitation 
attempts with the result that control was lost.

5.122 The coroner also issued a regulation 28 report – a report requiring action to prevent 
future deaths. This detailed 19 concerns identified during the inquest and the coroner’s 
recommendations as to how they could be addressed to prevent future deaths. The 
recommendations included:

 l Action to ensure proper review and assessment of locums and a reminder that it is the 
supervising consultant’s responsibility to ensure the locum under their supervision is 
competent and experienced

 l A review of Trust processes to ensure clarity around the actions required in the event of 
an obstetric concern or emergency developing

 l A review of procedures to ensure staff understand the circumstances where consultant 
attendance is required

 l Training and learning, including simulation training, covering neonatal resuscitation 
 l Cross-site paediatric working between QEQM and WHH
 l Addressing confusion among staff regarding the guidelines and policies that apply to 

them, by reviewing staff awareness of governing clinical and operational guidance
 l An audit of the quality of record keeping and documentation, as the record keeping on 

the obstetric unit was substantially substandard
 l A review of Trust policies to ensure that the outcomes of independent reports 

are shared with Trust staff so that important learning takes place to prevent any 
future deaths.

The Trust’s response
5.123 The Investigation was told that Harry’s death “caught the Executive off-guard”. It was not 
raised in any detail with the Trust Board until late 2019, months before the inquest began and 
almost two years after Harry died. This was a significant failure of governance.

5.124 It was only in the aftermath of the coroner’s findings and the regulation 28 report that the 
Trust took meaningful action in response to the failings identified in the Richford case. The Trust 

‡ This was the terminology used, although it should be noted that the hyperstimulation is of the uterus not the baby, leading to hypoxia of the 
baby.
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established a Learning and Review Committee (LRC) with separate workstreams to look at the 
myriad issues emerging from the Harry Richford inquest, as well as previous investigations such 
as the RCOG report, the Richford RCA and the HSIB report. The LRC reported to the Board on 
its implementation of recommendations and actions, and all actions were completed by June 
2020, when the LRC became the Maternity Improvement Committee.

Subsequent internal and external scrutiny
5.125 At a QSG meeting on 13 December 2017, the CCG Governing Body’s Integrated Quality 
and Performance Report reported that concerns about maternity safety at the Trust in relation 
to reporting and escalating incidents had been escalated to the Maternity Performance meeting. 
The Trust had confirmed that it was providing training and support for staff to change the 
reporting culture. The Trust had also reported a Never Event within maternity services. This 
related to an obstetric registrar stitching a vaginal tear using a vaginal tampon, which was then 
unintentionally left in place after the procedure.

5.126 On 8 December 2017, the Board reported that, to celebrate the BESTT Maternity 
Transformation Programme, the Chair of the Maternity National Transformation Board had 
visited the Trust to discuss its transformation work and achievements. The Board recognised the 
significant progress made by the maternity team as part of BESTT. It noted key achievements 
so far: 100% of staff had signed up to attend essential life support in obstetrics training; the 
number of quality assured trainers had increased from 9 in 2016 to 76; and £33,000 had been 
put towards ultrasound training so that every woman could have a 36-week scan.

5.127 The 6 April 2018 Trust Board meeting discussed an item called “Patient Experience 
Story”. The Chief Nurse asked the Board to note that the learning from this experience had 
resulted in improvements in teamwork and communication. The patient reported a good 
experience during the birth of her daughter, but she had become unwell afterwards due to a 
retained placenta and postpartum haemorrhage. The patient observed a lack of communication 
between the team and herself. There was no leadership in the room and no clear decision 
making around the bed, with the main issue not being addressed quickly enough. The patient 
highlighted that her bed covered in her blood being wheeled into the room had been traumatic 
for her husband.

5.128 The Trust Chair noted that the story was of a classic postpartum haemorrhage that 
had been poorly managed. It had changed the way the team shared, learned and addressed 
mistakes. The learning from the case was that the patient had not felt safe, because the staff 
were not working together or communicating. It was important for the team to be aware of the 
finer details. The Head of Midwifery noted that “Human Factors” training (training in human 
interactions, such as communication and teamwork) was bringing together a cohesive and 
holistic training approach.

5.129 The BESTT Maternity Transformation Programme had started in 2017 and had brought 
about a cultural shift, which the Head of Midwifery hoped would continue as more simulation 
training took place. One of the non-executive directors asked whether any competency issues 
were being addressed with staff. The Head of Midwifery noted that individual competency 
elements were included in the action plan, as well as whole team learning.

5.130 The Trust Chair highlighted that the patient’s story had shown clearly that the clinical team 
had not worked well together. The Medical Director noted that perinatal blood loss was a key 
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measure in the National Maternity and Perinatal Audit, and it was an area on which the Trust 
now performed particularly well.

5.131 At the Board meeting on 10 August, it was reported that the MBRRACE-UK report on 
perinatal mortality indicated that the Trust’s stillbirth and neonatal mortality rate was above the 
national average. Investigation had revealed that most of this local variation related to congenital 
non-survivable conditions. 

5.132 In August 2018, the QSG report stated that, following nine serious incidents being 
reported in the maternity service, the CCG did not have assurance regarding the safety and 
quality of maternity services at the Trust.

5.133 On 6 September, the Board reported that the CQC had identified maternity as “Requires 
Improvement”. The Closed Board meeting noted that an improvement in maternity services had 
been recognised at WHH due to the transformational work that had taken place.

5.134 On 4 December 2018, Derek Richford submitted a complaint to the NHSI National 
Medical Director stating that the Trust was not learning from incidents. NHSI contacted the 
Trust’s Medical Director, who reported that, following the RCA, two independent reviews had 
been undertaken, by an obstetrician from the Maidstone and Tunbridge Wells Trust and by 
a paediatrician from the Dartford and Gravesham Trust. They stated that lessons had been 
learned by the Trust and changes had been made to practice. The HSIB report was due in 
January 2019 and would contain an assessment, conclusion and recommendations regarding 
the standard of care received by Sarah and Harry Richford. Following this, the Trust would put 
in place an action plan. The Trust reported to NHSI that they had told the CCG of this. However, 
the CCG reported that they only became aware when they declined closure of the RCA due to a 
number of queries.

5.135 At the Closed Board meeting on 6 December, it was reported that, further to an outbreak 
of pseudomonas infection in the NICU, no new cases had been reported but the incident 
remained open until the origin of the infection had been identified. Further to two maternal 
deaths, the Medical Director explained that there would be a meeting with HSIB in the coming 
week to compare the Trust’s investigation with the HSIB investigation.

5.136 In February 2019, NHSI received an email from the Trust’s Quality Improvement Director 
highlighting current key quality concerns. Maternity was not highlighted as a concern. In March, 
the CCG reported that maternity services were improving under the new leadership model. 
However, in May 2019, a letter sent to the Accountable Officer for East Kent CCGs by the NHS 
England and Improvement (NHSE&I) Director of Commissioning Operations following a formal 
assurance meeting stated:

There remain some significant and persistent quality failures at EKHUFT, which whilst 
raised appropriately by the CCGs, you have not managed to get action to achieve 
sustained improvements in the provider. The performance indicators are poor across 
EKHUFT across a range of areas including; Cancer Waits, Delayed Cancer Diagnosis, 
Maternity Services, Mixed Sex Accommodation, Never Events and A&E. The CCG will need 
to ensure that it is taking clear oversight and leadership in these areas.

5.137 The Divisional Director for Women’s and Children’s Services returned to this theme at 
the Closed Board meeting on 4 July 2019. They confirmed that, following their report at the last 
meeting, they would be reviewing all the current referrals to the NMC, currently a total of ten.
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5.138 The Chief Executive commented that, following the discussion at the Board meeting held 
that morning regarding staff who were under investigation, it was critical the Trust remained 
resilient as an organisation in supporting those staff and ensuring that the process was 
undertaken and completed promptly. The Trust needed to be robust in working with external 
agencies to ensure cases were investigated and closed as promptly as possible.

5.139 On 13 August 2019, the CEO of HSIB wrote to the CQC to say that HSIB had ongoing 
concerns around clinical safety for mothers and babies in the Trust and the Trust’s response to 
these concerns, which they felt the CQC needed to be aware of.

5.140 On 27 August 2019, NHSE&I wrote to the Trust asking for an update on “The impact of 
planned changes to improve labour ward senior medical cover”. The Chief Nurse responded 
on 9 September that the Trust was considering extended consultant presence on the labour 
ward and a second registrar on shift. It was also reviewing guidelines on consultant out of hours 
cover or presence, and was sharing guidelines from neighbouring trusts for the clinical team to 
consider, which included examples of rotas.

5.141 The CQC wrote to the Trust on 1 October 2019 stating that it was opening a criminal 
investigation. The Regional NHSE&I Director referred to the letter as “pretty unusual”. In the 
same month, in a quality report to the NHSE&I Executive Quality Group, HSIB expressed 
concerns about senior medical cover on the Trust’s labour wards.

5.142  At the Closed Board meeting on 10 October 2019, the Chief Nurse noted the current 
position with regard to the NMC and the 12 open cases for Trust staff, only two of whom 
remained employed with the Trust. There were five additional cases where the Trust was in 
liaison with the NMC. 

5.143 HSIB returned to its concerns on 12 November, when it reported that the Trust was an 
outlier for referrals. It raised specific concerns about senior out of hours obstetric cover for the 
labour wards, escalation and CTG interpretation.

5.144 This culminated in a round-table discussion on 28 November 2019 about the Trust, 
where it was noted that there continued to be significant concerns with the lack of evidence 
that the Trust was learning from incidents in order to improve care. Following this, a report was 
commissioned by the Clinical Regional Quality Manager at NHSE&I. This was completed on 
3 December 2019 and, in its introduction, the report said there was concern that there might 
be a risk to patient safety because the Trust’s maternity services had not provided evidence 
that they were learning from serious incidents. It said that this related to a number of cases 
investigated by HSIB.

5.145 On 28 November, the Secretary of State for Health’s Private Office contacted a Director in 
the Department of Health and Social Care (DHSC), to report that the Secretary of State: 

… has asked about an operational incident at a maternity ward at William Harvey hospital 
in East Kent and whether we have any background. I’m afraid I don’t have any further 
information but if this rings any bells and you are able to provide a factual briefing to share 
with the SoS I would be most grateful. We also have the option of putting this on the 
operational Quad agenda if you think it would be worth raising with Simon Stevens. 

A colleague of the Director replied to say that DHSC was unaware of the incident.

5.146 On 29 November, the Private Office official shared a briefing from NHSE&I on the issue. 
They said: 
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[T]he SE region have taken the decision this week (Thursday 28 Nov) to convene a single-
item QSG looking at maternity services at East Kent University Hospitals. This is because 
they were made aware by the HSIB that the trust’s referral rate of cases for investigation 
was notably higher per 1000 births than the national average.

5.147 NHSE&I also referred to other actions that had been taken. First, HSIB had written to 
the CQC expressing its concern, which was the first time it had taken this step. In line with the 
general trend observed at the Trust, HSIB had referenced a specific death in November 2017, 
which would be subject to an inquest in January 2020. Second, the NHSE&I regional nursing 
team had led an intelligence-sharing call with system partners (HSIB, the CQC, NHSR and the 
CCG) to discuss their respective experiences and concerns, which informed the decision to 
refer the Trust to the QSG. The DHSC Director responded that “NHS should do QSG asap”, and 
this was relayed by the Private Office to the Secretary of State, who asked whether the QSG 
meeting was private. A member of the DHSC Director’s team responded on 2 December: “The 
guidance is clear that the QSG meeting should be conducted in an environment of confidentiality 
and trust, where members feel able to speak frankly and openly about concerns.” They later 
confirmed that the meeting had taken place on 10 December.

5.148 On 7 December 2019, the Trust’s Chief Executive wrote to the Director of Nursing 
Professional and System Development at NHSE&I:

Having so many regulators involved is difficult re coordination and perspective. Particularly 
HSIB who as a new organisation (and not a regulator as such) are confusing regarding their 
role. They also work more slowly as they are building their staffing and competence. In 
similar circumstances in the past, one of the regulators taking the lead, setting the tone and 
coordinating the information requests, has been helpful. (NHSR have also been involved in 
this one too). I think with Shrewsbury going on and the tragic case of the Richford family, 
one of who is making contact with all regulators, MPs, the press etc, it would be easy 
for this current set of concerns, to be inappropriately calibrated. East Kent has recent 
history of a negative kind, of that there is no doubt. It is after all why I ended up here in 
the first place. However, I can see that the improvement programme is biting and the new 
leadership, particularly since [the new Head of Midwifery] arrived, has been having a great 
effect in maternity. The consultant leadership has also been changed too.

5.149 On 12 December 2019, for the “Patient Story” item at the Board meeting, the Chief Nurse 
introduced Mrs X, who presented her daughter’s experience in maternity services. Her daughter 
had been admitted for a planned induction and had also been diagnosed with pre-eclampsia, 
but did not receive the level of attention or pain relief she needed. Staff on the ward did not 
seem to have considered her additional needs and support requirements. 

5.150 Mrs X stated that she had contacted the Maternity Matron to raise her concerns. The 
Maternity Matron had taken the time to listen to what she had to say. The Chief Nurse presented 
feedback to the ward staff in relation to lessons to be learned from this case, while keeping the 
patient and her family updated on the actions put in place. Mrs X emphasised the importance 
of staff considering the patient’s perspective and taking into account any pre-existing mental 
health conditions when delivering care. The Chief Nurse also highlighted that it was vital that 
staff listened to patients, and drew attention to the importance of having robust handover 
procedures in place. Patients should have positive experiences while in hospital, and the Chief 
Nurse was always visible on the wards to allow poor experiences to be raised with them directly.

5.151 In December 2019, the Medical Director presented a report to the Closed Board meeting 
to inform the Board, following concerns raised by regulators, about trends in perinatal mortality, 
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external scrutiny and the actions being taken to mitigate risks to patient safety. Key specific 
issues included CTG interpretation, medical staffing cover and escalation. The Medical Director 
reported that actions to address these issues included adoption and rollout of physiology-based 
CTG interpretation, identification of gaps in medical staff cover and actions to address these, 
identification of additional support requirements, and provision of daily labour ward safety 
huddles during the day and out of hours.

5.152 The Medical Director referred to the RCOG report, which they said had resulted in the 
Trust adopting the BESTT improvement and transformation programme. The Chief Executive 
commented that it would be beneficial to review the BESTT programme and whether it had too 
large a focus and needed to be revised, defining a few specific key areas going forward. The 
Chief Executive emphasised the need to increase consultant presence on the labour wards, with 
a minimum requirement to recruit an additional two consultants. There was also a requirement 
for additional middle grade clinical support. This would, it was claimed, provide additional 
support for the oversight of locums.

5.153 On 17 December 2019, the Regional Chief Nurse of NHSE&I wrote to the Trust’s Chief 
Executive, the Medical Director and the Head of Midwifery to follow up the “Single Item” QSG 
meeting on 10 December. The meeting acknowledged good progress made by the Trust on 
maternity services but outlined the following areas of concern: medical staffing, leadership, 
management of care, and learning from a recent coroner’s case. NHSE&I listed the support it 
would like to offer.

5.154 An Extraordinary Trust Board meeting took place on 30 January 2020, with the single 
agenda item of maternity. The Trust has told us that it can locate no notes of this meeting, 
and that it was an informal meeting held to consider and discuss the next steps following the 
inquest into Harry Richford’s death and to consider the setting up of an oversight group, with an 
external Chair reporting to the Board. This oversight group was subsequently established as the 
Trust’s LRC.

5.155 The Board met again on 13 February 2020. The Chair reported that the format of this 
Board meeting would be amended, as the Board recognised and understood that recent media 
reports on the Trust’s maternity services would have raised concerns with East Kent families 
who were either currently expecting a baby or who had been under the Trust’s maternity care 
in the past. Acknowledging the importance of this issue, half of the Board meeting would be 
allocated to discussion and questions regarding maternity services. The Chair explained that the 
Chief Executive and Medical Director would present their respective reports, and time would be 
allocated to allow them to receive questions from members of the public. The remaining half of 
the Board meeting would be used to discuss the other agenda items.

5.156 The Chair extended apologies on behalf of the Board and the Trust to the family of baby 
Harry Richford for his tragic death and for their heartbreak. Recognising that the Trust had 
not always provided the right standard of care for every woman and baby in its hospitals, the 
Trust extended apologies wholeheartedly to those families for whom it could have done things 
differently. The Chair provided assurance that the Trust had made significant changes to its 
maternity services in recent years to improve the care of women and their families. The Trust 
would continue to work to improve its services, ensuring the provision of a high standard of 
care. It was working with the NHS Maternity Safety Support Programme, which was providing 
support to the Trust to make rapid and sustainable improvements to its services.

5.157 In the item “Chief Executive’s Report”, the Chief Executive expressed heartfelt 
condolences on behalf of the Trust, themself and their colleagues to the family of Harry 
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Richford and to every family that had not received the level of maternity care they deserved. 
The Chief Executive acknowledged that any death, and particularly that of a baby, was tragic 
and touched everyone. They assured the public and the Board of the Trust’s commitment to 
listening to feedback from patients and their families regarding any poor care received and their 
suggestions for improvement. As well as taking into consideration recommendations regarding 
areas of suggested improvements, the Chief Executive acknowledged the work required with 
regard to improving the Trust’s culture and listening to patients and their families. They would be 
extending an invitation to the families who had lost a baby to meet them.

5.158 The Chief Executive reported serious concerns raised in 2014 about inadequate staffing, 
poor teamwork and inadequate equipment in the Trust’s maternity services. This had resulted 
in the Trust being put into Quality Special Measures. They stated that, since they had been in 
post as the Trust’s Chief Executive, a new maternity senior team had been introduced, with the 
appointment of a Head of Midwifery and a new leadership team. These changes had resulted in 
successful improvements to maternity services, as detailed in the Chief Executive’s report. The 
Trust was recruiting six additional consultants as well as middle grade doctors to support the 
consultants and senior clinicians already in place.

5.159 The Chief Executive confirmed that the CQC was continuing to monitor and review the 
Trust’s maternity services. The Trust was working closely with NHSE&I to support these ongoing 
reviews. The Trust was also working closely with HSIB, with quarterly meetings taking place.

5.160 The Chief Executive stated that an internal review had been put in place. Its aim was to 
review and confirm the steps implemented to ensure that the Trust moved in the right direction 
to achieve the necessary improvements in providing excellent standards of care to every mother 
and baby who used its services.

5.161 The Medical Director reported that they would be working with external support and 
would be reviewing all perinatal deaths to identify those that were preventable. The Chief 
Executive commented that the Trust’s staff wished to be associated with a “Trust of excellence”, 
and that all staff were focused and energetic in supporting this improvement programme 
and would not rest until the Trust, the public and regulators were confident that an excellent 
standard of care was being provided. The Panel was surprised that the Trust had not been doing 
all of this before, given how long it had been since very similar problems were first identified.

5.162 The Medical Director highlighted areas of improvement, which included medical 
engagement, incident reporting, availability and presence of consultants on the labour wards 
and escalation. They reported the actions recommended by the family at the inquest into the 
tragic death of Harry Richford and indicated that there had not been sustained and embedded 
learning within maternity services. The Trust recognised the importance of embedding learning 
and the need to make changes. The Medical Director also stated that the independent HSIB 
review of the Trust’s maternity incidents reflected themes evident nationally.

5.163 Quarterly meetings were being held with HSIB and key recommendations included 
medical staff engagement, which, according to the Medical Director, had significantly improved. 
Other key elements included escalation and communication between staff and the two sites. 
The Medical Director confirmed that the coroner’s conclusion had been received; this included 
19 recommendations, of which 2 were national recommendations. The Richford family had also 
submitted 42 recommendations for the coroner to consider, covering six broad areas as detailed 
in the coroner’s report. They also submitted for consideration support for bereaved mothers 
with regard to accommodation, a dedicated support worker and counselling. The Medical 
Director highlighted the changes that had been implemented to date in addressing these 
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recommendations, and concluded by stating that a programme of improvement work had been 
put in place around learning and support in midwifery, paediatrics and obstetrics. This would be 
overseen by the internal overview panel, chaired by an external obstetrician.

5.164 At the Closed Board meeting on the same day, the Medical Director confirmed the 
completion of the review of all RCAs between 2012 and 2019 in relation to perinatal deaths 
and identification of any potential avoidable deaths. They reported that 11 deaths had been 
identified as preventable, with a further 4 potentially preventable. The Chief Executive confirmed 
that 25 cases had been referred to HSIB, including cases of baby deaths and babies who had 
recovered after receiving neonatal therapeutic cooling. The Medical Director reported that 
quarterly meetings continued to be held with HSIB and that update reports from these meetings 
would be presented to the Trust Quality Committee.

5.165 The Chief Executive confirmed that an independent review into East Kent maternity 
services would be undertaken by Dr Bill Kirkup. This would include a review of perinatal deaths 
to identify any potential avoidable deaths.

5.166 On 5 March 2020, East Kent maternity services were discussed at a Health Overview 
and Scrutiny Committee (HOSC) meeting. The Trust’s Deputy CEO introduced the item by 
saying that the Trust had recognised in 2015 that the position in maternity services needed to 
improve and had commissioned the RCOG to undertake a review. A HOSC member asked why 
things had gone so wrong despite the RCOG review taking place in 2015. The Medical Director 
explained that themes from that review had been repeated in subsequent reports, which 
suggested that any changes made had failed to be embedded.

5.167 Asked how East Kent residents could be assured that the Trust’s Board was adequately 
monitoring the implementation of best practice, when it had failed to do so in 2015, the Deputy 
CEO explained that, following the coroner’s report, the Trust had established an externally 
chaired Board (a sub-committee of the main Board) which in turn had seven “task and finish 
groups”, each with their own area of focus. The Chair of the new Board was independent, in 
order to provide external opinion as well as assurance. The seven workstreams were being 
overseen by clinicians, which the Trust felt demonstrated a real shift. The Deputy CEO also felt 
it was important that the Trust accepted the additional clinical support on offer. The Medical 
Director pointed out that each of those present at the meeting was an East Kent resident and 
therefore had a vested interest in making the services the best they could be. A consultant 
said that, as a relatively new employee of the Trust, they felt that the employer was recruiting 
people with different skillsets in order to build its workforce and that it was being open about the 
challenges it was facing.

5.168 A consultant acknowledged that there were lots of things to be done, and they were 
having to be prioritised. Examples of actions that had been, or were being, taken included:

 l Remote fetal monitoring (where consultants could monitor a fetus from any location)
 l Further investment in training and development for both technical and non-technical 

skills
 l Implementing controls to ensure increased consultant presence on the wards
 l Appointment of three specialist midwives (one specialising in the Better Births agenda 

and two in fetal wellbeing)
 l A piece of work to scope out continuing care and what that meant for women and 

families in East Kent
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 l Out of hours safety huddles to ensure ward leads had a strategic view of the service at 
that time

 l Investing in and expanding the Getting It Right First Time programme
 l The Chief Nurse holding “floor to Board” meetings to gather intelligence and ensure 

staff felt listened to.

5.169 Meanwhile, the RCOG had offered earlier in the year to provide support to the Trust. This 
culminated in a site visit to the Trust from 11 to 13 March 2020. The proposed output from this 
was a service development action plan, a governance action plan and a workforce action plan.

5.170 The Trust Board met again on 12 March 2020, when it received a report from the LRC. 
The Chief Executive asserted that this provided the Board and the regulators with assurance 
around transparency and openness, given that the internal review was being externally chaired 
and led by an independent community representative. The Chair of the LRC reported that they 
had met with the individual workstream leads and were confident that actions were being taken 
seriously and implemented. They explained the aim of the LRC in relation to reviewing the 
Trust’s response to the internal review and whether it had implemented the recommendations 
from previous historical reports. The LRC would also assess whether the BESTT improvement 
programme addressed these past and current action plans. The LRC would identify the 
information needed to assure the Board that the Trust’s maternity and neonatal services 
were safe, well led and sustainable. It was noted that the actions in relation to how the Trust 
employed locums were not yet complete, but the LRC was assured that these were being taken 
forward and were being appropriately prioritised.

5.171 A non-executive director asked whether there was sufficient engagement, openness, 
determination and commitment from the Trust’s clinicians to support and embed the 
improvement programme. The Chair of the LRC assured the Board of this commitment from the 
workstream clinical leads, who were fully engaged and appreciative of being given protected 
time to undertake this work.

5.172 There was further activity in DHSC relating to the publication of an HSIB report, including 
briefing to ministers on 24 March. The briefing stated that “the summary report was produced 
by HSIB at the request of DHSC. It is not a routine report that HSIB would produce or publish 
under their maternity investigation programme as maternity reports are only shared with the 
family and trust. The report has been shared with the Trust.” The briefing continued:

We have reviewed the contents of the report and do not think there is anything contentious 
in it or that it highlights issues that have not already been addressed with the Trust that 
would prevent it from publication. CQC have shared its report with the Trust and the Trust 
have published the letter from CQC on their website therefore publication of this report, 
would be consistent with their approach. The terms of reference for the independent 
review commissioned by NHS England are in the process of being agreed and this report 
is not dependent on the outcome of the review.

5.173 However, in light of the Covid-19 pandemic, DHSC officials advised that publication 
should be delayed, as it “may detract media and public scrutiny from the vital work the Trust is 
doing to respond to the pandemic”.
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5.174 Ministers were again briefed on 25 March, with a draft response to a Prevention of Future 
Deaths report from the coroner in relation to Harry Richford. The briefing advised that the 
ministers’ response: 

… highlights the NHSEI and RCOG work on guidelines in relation to locum doctors in 
maternity services. In addition, the suggested response acknowledges the work undertaken 
by regulators and other national bodies to scrutinise and support the safety of maternity 
services at the East Kent Trust; as well as the commissioning by NHSEI of the independent 
investigation of East Kent maternity services led by Dr Bill Kirkup.
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Chapter 6: Areas for action

Introduction
6.1 Chapter 1 of this Report sets out the findings of the Panel’s Investigation of maternity 
services at East Kent Hospitals University NHS Foundation Trust (the Trust). It describes 
how those responsible for the provision of maternity services failed to ensure the safety 
of women and babies, leading to repeated suboptimal care and poor outcomes – in many 
cases disastrous. It highlights an unacceptable lack of compassion and kindness, impacting 
heavily on women and families both as part of their care and afterwards, when they sought 
answers to understand what had gone wrong. It delineates grossly flawed teamworking among 
and between midwifery and medical staff, and an organisational response characterised 
by internal and external denial with many missed opportunities to investigate and correct 
devastating failings.

6.2 Chapters 2 to 5 provide the evidence to support these findings, gathered through family 
listening sessions, reviews of clinical records and interviews with managers, staff and others. 
We have reviewed the emerging findings against a large body of documentation provided to us 
by organisations with an interest in the Trust during the period under scrutiny.

6.3 As indicated in Chapter 1, this chapter puts forward an approach that is different from 
the norm: in particular, we have not sought to identify multiple detailed recommendations. 
NHS trusts already have many recommendations and action plans resulting from previous 
initiatives and investigations, and we have no desire to add to their burden with further detailed 
recommendations that would inevitably repeat those made previously, or conflict with them, or 
both. We take those previous recommendations and the resulting policy initiatives as a given.

6.4 Instead, we identify four broad areas for action based firmly on our findings but with much 
wider applicability. None is susceptible to easy analysis or a “quick fix”, but we believe that they 
must be addressed, because the simple fact is that the traditional approach has not worked: 
supposedly one-off catastrophic failures have continued to happen, despite assurances that 
each would be the last. The approach here aims to identify the fundamental problems that 
underlie these recurrences, however difficult.

Key Action Area 1: Monitoring safe performance – finding 
signals among noise

The problem
6.5 There is a dearth of useful information on the outcome of maternity services. This may 
be a surprising statement, because plenty of data are certainly collected; however, a large 
majority are process measures of dubious significance, such as caesarean section rates. The 
minority that are related to outcomes are high level and conceal events susceptible to clinical 
intervention among a larger, unrelated group, such as perinatal mortality.



Reading the signals

158

6.6 The unit-level information that is available tends to be presented in the form of “league 
tables”, based on rankings in some form. These merely serve to conceal the variation between 
different units, with no indication of whether one or more units at the top or bottom of the 
rankings are there because they are outliers, or merely through chance. If units are presented 
only as part of a group, such as the top or bottom ranked 5%, interpretation is even more 
problematic for an individual unit.

6.7 The Trust exemplifies all these difficulties. It has used high-level information inappropriately 
as reassurance, taking comfort from the grouping that at least there were other trusts in the 
same boat. At times, it has used this false reassurance as a bolster against the plethora of 
evidence from other sources that there were very significant problems in its maternity services.

The future
6.8 There are huge benefits to the effective monitoring of outcomes. Clinicians can see where 
there is scope to improve effectiveness and address problems of service safety, and evidence 
from other specialties shows that – perhaps after a little early reluctance – they embrace this 
enthusiastically, with demonstrable improvement in outcomes and patient safety. Trusts can 
identify warning signs and take action where necessary, before problems and behaviour become 
embedded and perhaps intractable. Regulators, including NHS England (NHSE) and the Care 
Quality Commission (CQC), can identify units that are outliers and investigate appropriately 
before a trust descends into catastrophic failure. All parties can have a conversation based 
on relevant shared information about safety performance, rather than what otherwise might 
become a stand-off based on prejudice and refutation.

6.9 There are two overall requirements. The first is the generation of measures that are 
meaningful (that is, related clearly and straightforwardly to outcomes); risk adjustable (that is, 
they take into account the complexity of work in a unit and its effect on outcomes); and available 
(that is, they can be garnered from among the array of data already routinely collected, as we 
have no desire to suggest any data returns additional to the large array currently required). They 
must also be timely.

6.10  The second requirement is that the measures are analysed and presented in a way that 
shows both the effects of the random variation inherent in all measures, and those occurrences 
and trends that are not attributable to random variation. The random variation is often referred 
to as “noise”, and the outlying event as the “signal”. There are sound, statistically based 
approaches to detecting the signal among the noise, and presenting this graphically to show 
not only the level of variation but also the significant trends and outliers in the form of statistical 
process control charts and funnel plots. Useful work on these techniques is already being 
carried out by NHSE, but it is important that this is extended to clinically relevant outcome 
measures.

6.11 Deriving valid measures that meet these requirements is a little more problematic in 
maternity care than in some specialties because pregnancy and childbirth are physiological 
in most cases, and poor outcomes are less common. Perhaps this has underlain the lack of 
progress so far. It is, however, perfectly possible to overcome these problems and generate 
a suite of outcome measures available for the use of clinicians, units, trusts, regulators and 
the public. We have resisted the temptation to describe this as a “toolkit” because it is not 
something optional from which to pick and choose: the approach must be national, and it must 
be mandatory.
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Recommendation 1

The prompt establishment of a Task Force with appropriate membership to drive 
the introduction of valid maternity and neonatal outcome measures capable of 
differentiating signals among noise to display significant trends and outliers, for 
mandatory national use.

Key Action Area 2: Standards of clinical behaviour – technical 
care is not enough

The problem
6.12 Caring for patients in any setting requires not only technical skills but also kindness and 
compassion. This is no less true for mothers and babies in maternity care. Yet we heard many 
graphic accounts, from staff as well as families, that showed just how far from the required 
standards behaviour had fallen at the Trust. Previous experience has shown the danger in 
assuming that such serious lapses of such a distressing nature are restricted to one trust alone.

6.13 Failing to meet basic standards of clinical behaviour has obvious effects on colleagues 
and those receiving care. Unprofessional conduct is disrespectful to colleagues and endangers 
effective and safe working; it undermines the trust of women. Lack of compassion significantly 
affects the wellbeing of women, often leading to unnecessary long-term harm. When families 
are treated unkindly in the aftermath of a safety incident, as is often evident, it compounds and 
prolongs the harm caused by the event itself. Failure to listen directly affects patient safety, as 
we found repeatedly in the Trust’s maternity services, because vital information is ignored.

6.14 Because compassion is such an integral part of belonging to any caring profession, it is 
particularly difficult to comprehend how such failures can come about. Whether or not traits 
of empathy and compassion form part of the selection or assessment of new entrants, the 
need to be professional and to listen will surely be emphasised as part of initial education and 
training. What we saw and heard was that it was when clinicians were exposed to the behaviour 
of senior colleagues that their standards began to slip. The influence of role models, those 
whose positions more junior staff would aspire to fill one day, can be significantly greater than 
classroom teaching. If those role models themselves display poor behaviours, the potential is 
there for a negative cycle of declining standards.

6.15 Once such a negative cycle is established, it can prove remarkably persistent because of 
another feature evident in the Trust’s maternity services: normalisation. Behaviour that would 
otherwise be challenged becomes tolerated, because “that’s the way we do things here”. In this 
way, inexorably, patterns of unprofessional behaviour, lack of compassion and failure to listen 
become accepted and embedded, to an extent that is genuinely shocking when seen through 
fresh eyes.

6.16 When such problems are brought to light, perhaps through whistleblowing or external 
review, they remain difficult to correct. We saw this exemplified in the Trust in the form of the 
grievance which stopped the investigation of bullying and harassment by midwives in its tracks, 
and in the failure to address grossly unprofessional conduct on the part of some consultant 
obstetricians who were refusing to fulfil labour ward responsibilities including attending when 
on call.
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6.17 The Trust is far from alone in finding great difficulty in addressing unprofessional consultant 
behaviour. Consultants have, or perceive themselves to have, considerable freedom to act on 
their own responsibility without taking direction from others. The majority, of course, use this 
freedom wisely in line with their senior and highly qualified status; but in the minority who act 
unprofessionally, it serves as a shield to deflect any attempt to correct aberrant behaviour. A 
trust or its medical director who attempts to intervene has few sanctions available other than 
dismissal, with the prospect of facing lengthy processes and a likely loss at an employment 
tribunal against a strong legal defence funded by a protection society. This is such an unequal 
battle that a consultant subject to challenge is often advised to resign and claim constructive 
dismissal.

6.18 This is not to deny that consultants have sometimes been victimised by trusts, or that their 
employment rights must be protected fairly; nor is this a question of clinical competence. But it 
remains the case that a stubborn, poorly behaved consultant can cause havoc in a clinical unit 
that imperils its performance, as well as the wellbeing of staff and patients over a prolonged 
period. This cannot be right.

The future
6.19 Compassionate care lies at the heart of clinical practice for all healthcare staff. If some 
are able to lose sight of that, then it needs to be re-established and re-emphasised. Every 
interaction with a patient, mother and family must be based on kindness and respect. This will 
not be achieved through well-meaning exhortation in classrooms or by professional leaders, 
but through the attitudes and daily behaviour of clinicians themselves, at every level but most 
particularly those in more senior positions who are role models for less experienced staff.

6.20 Professional behaviour and compassionate care must be embedded as part of continuous 
professional development, at all levels. It must not be something learned during the earlier 
academic stages of training, only to be forgotten later.

6.21 There is a need for all staff to acknowledge and accept the authority of those in clinical 
leadership roles. These are not sinecures to be done for a couple of years on a rotating basis: 
they are integral to the effective and safe functioning of services. While some clinicians accept 
this, it is clear that many do not. Those in clinical leadership roles need to have the skills and 
time to carry them out effectively.

6.22 Reasonable and proportionate sanctions are required for employers and professional 
regulators so that poor behaviour can be addressed before it becomes embedded and 
intractable. The existence of such sanctions would itself act as a deterrent to the defiant 
reactions to challenge exhibited by an unreasonable minority.

6.23 The importance of listening to patients must be re-established as a vital part of clinical 
practice. This will require it to be embedded not only in continuous professional development, 
but also in the academic components of early training. The rapid rise in technical and diagnostic 
possibilities understandably puts pressure on academic curricula, but this must not be to the 
detriment of skills such as listening.
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Recommendation 2

• Those responsible for undergraduate, postgraduate and continuing clinical 
education be commissioned to report on how compassionate care can best be 
embedded into practice and sustained through lifelong learning.

• Relevant bodies, including Royal Colleges, professional regulators and 
employers, be commissioned to report on how the oversight and direction of 
clinicians can be improved, with nationally agreed standards of professional 
behaviour and appropriate sanctions for non-compliance.

Key Action Area 3: Flawed teamworking – pulling in different 
directions

The problem
6.24 Clinical care increasingly depends on effective teamworking by groups of different 
professionals who bring their own skills and experience to bear in coordination. Nowhere is 
this more important than in maternity and neonatal services, but nowhere has it proved more 
problematic. Where it works well, care can be outstanding, but in almost every failed maternity 
service to date, flawed teamworking has been a significant finding, often at the heart of the 
problems.

6.25 Maternity services at the Trust were no exception. The Panel found that there was 
dysfunctional teamworking both within and across professional groups. The lack of trust and 
respect between midwives and obstetric staff, and between paediatric and obstetric staff, 
posed a significant threat to the safety of mothers and their babies. We found many examples 
of how this caused conflict, made staff feel vulnerable, prevented information from being 
shared, and encouraged complacency and a lack of accountability. After a safety incident, the 
most common response was to find somebody to blame for it – often the most junior midwife 
or doctor involved – preventing important lessons from being learned. The consequences for 
mothers and their babies were stark.

6.26 There is one feature of flawed teamworking that is particularly striking in maternity care: 
the divergence of objectives of different groups. A team that lacks a common purpose will 
struggle, working in an environment of competing interests which may rapidly descend into 
conflict, inappropriate hierarchies and power plays. It is evident that there was a struggle for 
“ownership” of maternity care in the Trust, and it is clear that this also applies elsewhere. Rather 
than contributing as equal partners, midwives may be encouraged to see themselves as being 
“there for women”, defending them from the “medicalisation” of maternity care. This polarisation 
of approach and objectives cannot help but put them in conflict with obstetricians.

6.27 In this context, the language used around “normal birth” may have significant unintended 
consequences, raising expectations among women and maternity staff that this is an ideal 
to be aspired to by all. But it is far from ideal for all, and promoting it unselectively can leave 
women feeling unfairly that they have failed in some way; in some cases it can expose them to 
additional risk.

6.28 Poor morale among obstetric trainees is a common feature and contributed significantly 
to the problems in the Trust’s maternity services. Trainees felt pressurised, unsupported and 
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obliged to carry out clinical tasks they were not ready for; unsurprisingly, there were recruitment 
difficulties and overuse of locum doctors who were not always properly assessed. Necessary 
changes to doctors’ hours and training have had unintended consequences, including 
fragmenting care and increasing handovers. They have also removed the “firm” system 
previously in widespread use, which saw teams of staff with one or several consultants who 
would work together both in routine practice and while providing on-call services, offering 
support and increasing knowledge of capabilities and ways of working.

The future
6.29 We need to find a stronger basis for teamworking in maternity and neonatal services, 
based on an integrated service and workforce with common goals, and a shared understanding 
of the individual and unique contribution of each team member in achieving them. Crucially, this 
must be based on an explicit understanding of the contribution of different care pathways and 
when and how they are best offered. National guidance on this must be the same for all staff 
involved, and not suggest that there are different objectives for obstetricians and midwives.

6.30 Teams who train together work better together. The most frequent claim of joint training 
is that it is used in emergency drill training. This is very valuable, but it is not enough. There are 
opportunities at every stage of training – from undergraduate education onwards – not only to 
increase understanding of others’ roles and responsibilities, but also to become used to working 
with other disciplines and the contributions they make.

6.31 We need to re-evaluate the changed patterns of working and training for junior doctors, 
and in particular how the unintended consequences of fragmentation of work and lack of 
support can be avoided or mitigated.

Recommendation 3

• Relevant bodies, including the Royal College of Obstetricians and 
Gynaecologists, the Royal College of Midwives and the Royal College of 
Paediatrics and Child Health, be charged with reporting on how teamworking 
in maternity and neonatal care can be improved, with particular reference to 
establishing common purpose, objectives and training from the outset.

• Relevant bodies, including Health Education England, Royal Colleges and 
employers, be commissioned to report on the employment and training of junior 
doctors to improve support, teamworking and development.

Key Action Area 4: Organisational behaviour – looking good 
while doing badly

The problem
6.32 The default response of almost every organisation subject to public scrutiny or criticism 
is to think first of managing its reputation, as is evident from a great many instances within the 
NHS and much more widely. Many risk registers will identify reputational damage in several 
contexts as something to be mitigated. If this were only a single part of a more complete 
response that was based on identifying failure and learning from it then it might be considered 
reasonable. But repeated experience says that it is not.
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6.33 On the contrary, the experience of many NHS organisational failures shows that it is the 
whole basis of the response in many cases. Further, it has clearly led to denial, deflection, 
concealment and aggressive responses to challenge, in the Trust as elsewhere. Not only does 
this prevent learning and improvement, it is no way to treat families, who are heartlessly denied 
the truth about what has happened when something has obviously gone wrong, compounding 
the harm that they have already suffered. Refusal of scrutiny may extend to the manipulation 
of information for the CQC, and misrepresenting deaths (for example, as “expected”) to avoid 
inquests.

6.34 In the case of NHSE, there is a particular issue evident when a trust is in difficulties with 
clinical services: naturally, NHSE wishes to take decisive action and to be seen to do so, but 
its scope for intervention is limited when problems relate to clinical dysfunction. One of the few 
levers available is the replacement of chief executives and chairs, and we have seen evidence 
of a pattern of reaching for this lever repeatedly, with questionable consequences. Of course, 
there are questions of accountability for failing to act, as we have pointed out, and perhaps of 
competence; however, much more often it seems that neither is the reason, as individuals were 
simply moved to equivalent posts elsewhere. The only reasonable conclusion is that NHSE is 
espousing the idea that a fresh face, or faces, will solve the problems that others could not, 
described to us as the “heroic leadership” model.

6.35 There are two consequences evident. First, any steps towards recovery will be halted, as 
staff have to adapt to new ideas and new ways of working. Second, the incentive to be less 
than frank about emerging problems is intensified, as individuals naturally prefer stability, and 
having choice over their circumstances of departure.

The future
6.36 The balance of incentives for organisations needs to be changed. The need for openness, 
honesty, disclosure and learning must outweigh any perceived benefit of denial, deflection and 
concealment. The current small risk to an organisation does not match the risk of loss of public 
confidence in one of its vital services.

6.37 It seems that previous attempts to encourage organisations to change this behaviour by 
identifying the pernicious, damaging consequences for those harmed have not worked – even 
when taking into account the duty of candour in relation to individual clinical incidents, typically 
regarded as satisfied by a single conversation. It is time to introduce legislation to oblige public 
bodies and officials to make all of their dealings, with families and with official bodies, honest 
and open. This has previously been outlined in a Public Authority (Accountability) Bill, known 
colloquially as the “Hillsborough Law”.

6.38 When families experience harm, the response must be based on compassion and kindness 
as well as openness and honesty. Healthcare organisations have a lasting duty of care to those 
affected.

6.39 A review of the regulatory approach to failing organisations by NHSE would identify 
alternatives to the “heroic leadership” model, including the provision of support to trusts in 
difficulties and incentives for organisations to ask for help rather than conceal problems. The 
identification of problems should not be seen as a sign of individual or collective failure, but as 
a sign of readiness to learn.
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Recommendation 4

• The Government reconsider bringing forward a bill placing a duty on public 
bodies not to deny, deflect and conceal information from families and other 
bodies. 

• Trusts be required to review their approach to reputation management and to 
ensuring there is proper representation of maternity care on their boards.

• NHSE reconsider its approach to poorly performing trusts, with particular 
reference to leadership.

East Kent Hospitals University NHS Foundation Trust
6.40 For essentially the same reasons, we have not sought to set out a detailed list of things 
that the Trust must do – and the Trust has had numerous previous action plans that have not 
worked. Its problems are not susceptible to top-down point by point guidance: they are at once 
straightforward and deep-rooted. The new leadership of the Trust will read this Report and can 
see exactly what has gone wrong and what needs to be put right.

6.41 They are already aware that there are deep-seated and longstanding problems of 
organisational culture in their maternity units, and they can see spelled out in the words of 
families and their own staff the nature of the disgraceful behaviour and flawed teamworking 
that were previously left to fester. They will know what assistance they can commission from 
external bodies, including NHSE, and must receive full support. They must work in partnership 
with families who wish to contribute, and report publicly on their approach and its progress. We 
expect that staff will want to give their full engagement and cooperation, having seen the harm 
that resulted from previous behaviour that had become normalised.

6.42 The first step in the process of restoration is for all those concerned to accept the reality 
of what has happened. The time is past to look for missing commas in a mistaken attempt 
to deflect from findings. The damage caused to families is incalculable, and their courage in 
coming forward to ensure this came to light is exemplary, but it should not have been necessary. 
This must be acknowledged without further delay. Only then can the Trust embark on trying to 
make amends.

Recommendation 5

The Trust accept the reality of these findings; acknowledge in full the unnecessary 
harm that has been caused; and embark on a restorative process addressing the 
problems identified, in partnership with families, publicly and with external input.
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Appendix A: Terms of Reference

Written Ministerial Statement

Written statement by Nadine Dorries, former Minister of State, Department of Health 
and Social Care, 11 March 2021

On the 13 February 2020 I confirmed in Parliament that, following concerns raised 
about the quality and outcomes of maternity and neonatal care, NHS England and NHS 
Improvement (NHSEI) have commissioned Dr Bill Kirkup CBE to undertake an independent 
review into maternity and neonatal services at East Kent Hospitals University NHS 
Foundation Trust (the Trust).

The Review will be known as the ‘Independent Investigation into East Kent Maternity 
Services’ (the Independent Investigation).

We take the patient safety concerns at East Kent maternity services very seriously. The 
Independent Investigation will provide an independent assessment of what has happened 
with East Kent Maternity and Neonatal Services and identify lessons and conclusions.

The Terms of Reference have been finalised now the views of the families affected have 
been taken into account and are published today on the Independent Investigation 
(Independent Investigation into East Kent Maternity Services: https://iiekms.org.uk/) and 
NHSE website (https://www.england.nhs.uk/publication/independent-investigation-into-
east-kent-maternity-services-terms-of-reference). The Terms of Reference include the 
scope and arrangements that are to be put in place to support its functions and confirm 
the Independent Investigation will examine maternity and neonatal services in East 
Kent, in the period since 2009, when the Trust came into being, until 2020. The terms of 
reference include the scope and arrangements that are to be put in place and confirm the 
independent investigation will examine maternity and neonatal services in East Kent, in the 
period since 2009, when the Trust came into being, until 2020.

The Independent Investigation will draw conclusions as to the adequacy of the actions 
taken at the time by the Trust and the wider system and will produce a report to 
be disclosed first to the affected families and then to NHSEI as the commissioning 
organisation and then to the Department of Health and Social Care prior to publication.

The work of the Independent Investigation is expected to complete by the Autumn of 2022 
and arrangements will be made for the final report to be presented to the Secretary of 
State; Ministers will subsequently publish the report to Parliament, and a response will be 
provided in due course.

A copy of the Terms of Reference will be deposited in the Libraries of both Houses.
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Independent Investigation into East Kent Maternity Services 
Terms of Reference

Introduction
1. Following concerns raised about the quality and outcomes of maternity and neonatal 
care, NHS England and NHS Improvement (NHS E/I) have commissioned Dr Bill Kirkup CBE to 
undertake an independent review into maternity and neonatal services at East Kent Hospitals 
University NHS Foundation Trust (the Trust). The Review will be known as the ‘Independent 
Investigation into East Kent Maternity Services’ (the Independent Investigation).

2. This is to set out the Terms of Reference for the Independent Investigation, including its 
scope and the arrangements that are to be put in place to support its functions, detailed in an 
accompanying Protocol.

3. Dr Bill Kirkup is appointed by NHS E/I to chair the Independent Investigation into the 
management, delivery and outcomes of care provided by the maternity and neonatal services 
at East Kent University Hospitals NHS Foundation Trust during the period since 2009 (when 
the Trust came into being) drawing upon the methodology followed in the Morecambe Bay 
investigation.

4. The Independent Investigation was also confirmed in Parliament on 13 February 2020 by 
Nadine Dorries, Minister of State for Patient Safety, Mental Health and Suicide Prevention. At 
the same time the Minister announced that the Chief Midwifery Officer, Jacqueline Dunkley-
Bent, had sent an independent clinical support team to the Trust to provide assurances that all 
possible measures were being taken.

Scope
5. The Independent Investigation will examine maternity and neonatal services in East Kent, 
in the period since 2009, by looking in particular at the following four layers:

i. What happened at the time, in individual cases, independently assessed by the 
investigation.

ii. In any medical setting, as elsewhere, from time to time, things do go wrong. How, in the 
individual cases, did the Trust respond and seek to learn lessons?

iii. How did the Trust respond to signals that there were problems with maternity services 
more generally, including in external reports?

iv. The Trust’s engagement with regulators including the CQC. How did the Trust engage 
with the bodies involved and seek to apply the relevant messages? And what were the 
actions and responses of the regulators and commissioners?

Purpose
6. The Independent Investigation will provide an independent assessment of what has 
happened with East Kent Maternity and Neonatal Services and identify lessons and conclusions. 
This includes:

A. Determining the systems and processes adopted by the Trust to monitor compliance 
and deliver quality improvement within the maternity and neonatal care pathway.

B. Evaluating the Trust’s approach to risk management and implementing lessons learnt.
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C. Assessing the governance arrangements to oversee the delivery of these services from 
ward to Board.

7. The Independent Investigation will draw conclusions as to the adequacy of the actions 
taken at the time by the Trust and the wider system. Taking account of improvements and 
changes made, the Independent Investigation will aim to provide lessons helpful to East Kent 
but also to share nationally to improve maternity services across the country.

8. The Independent Investigation will focus on the experience of the families affected and the 
actions, systems and processes of the Trust, (with reference to clinical standards for maternity 
and neonatal care during the period). The Independent Investigation will listen to the concerns 
of the affected families, use their experience to shape the key lines of enquiry and provide an 
opportunity for them to be heard. The Investigation should also consider the processes, actions 
and the responses of regulators, commissioners and the wider system as they are relevant to 
the provision of maternity and neonatal services at the Trust.

9. The Independent Investigation will produce a report to be disclosed first to the affected 
families and then to NHS E/I as the commissioning organisation and to the Department of 
Health and Social Care prior to publication. The Report will be published and presented to 
Parliament.

10. The Investigation will agree with NHS E/I steps it might take at the completion of its work 
to help ensure that the lessons identified are understood and acted upon. These steps might 
include presentations to NHS groups.

Timescale
11. The Independent Investigation will aim to complete its Terms of Reference by 
Autumn 2022.

Protocol

Access to documents
 l All relevant NHS organisations, regulators and the Department of Health and Social 

Care are required and expected to cooperate with the Independent Investigation as 
is normal, professional practice, including supplying documentation, as and when 
requested by the Investigation.

Contact with families and the public
 l The Independent Investigation team will be responsible for managing liaison with 

families whose cases are relevant to the Independent Investigation

Methodology and case review
 l The Independent Investigation will decide how best to deliver its Terms of Reference 

including by drawing upon:

a. the experiences of families affected by maternity services in East Kent and the 
impact on those families looking as widely as necessary to understand the whole 
of that experience and impact;

b. the medical records of patients;

c. the corporate records showing how the Trust discharged its responsibilities for 
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maternity services, how it communicated and engaged with patients, their families 
and representatives and with regulators and others over concerns with maternity 
services;

d. interviews with those whose work involved maternity services;

e. interviews with regulators, NHS England and Improvement, HSIB and others;

f. its assessment of what went wrong in individual cases and lessons aimed at 
ensuring improvements which should be made to maternity services in East Kent 
and elsewhere.

 l In applying its methodology, the Independent Investigation will consider individual 
cases where there was:
i. a preventable or avoidable death;

ii. concern that the death may have been preventable or avoidable;

iii. a damaging outcome for the baby or mother;

iv. reason to believe that the circumstances shed light on how maternity services were 
provided or managed or how the Trust responded when things went wrong.

 l The Independent Investigation will take account of other relevant work including 
the following but will be responsible for reaching its own assessment, findings and 
conclusions:

 — HSIB Reviews
 — The invited review by the RCOG in 2015/16
 — The invited RCPCH review in 2015
 — Perinatal Mortality Review Tool data and reports
 — Intelligence from the CQC/associated reports/recommendations
 — Letters and findings from HM Coroners
 — Each Baby Counts reviews (the Royal College of Obstetricians and Gynaecologists 

national quality improvement programme)

Resources and governance
 l Resources for the Independent Investigation will be provided by NHS England and NHS 

Improvement. The Independent Investigation will establish with these resources a team 
with sufficient expertise and capacity to carry out the work

 l The Chair will appoint those with appropriate experience in order to help deliver these 
terms of reference, including:

 — An expert panel and specialist advisers
 — Secretariat functions
 — Clinical input
 — Legal advice
 — Communication functions
 — Engagement with and support for families
 — Engagement with relevant staff from the Trust
 — Information governance and management
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 l The Independent Investigation team will keep in regular contact with NHS England 
and NHS Improvement via the SRO and their team but will not provide a running 
commentary on the Investigation’s findings. Through this contact, NHS England and 
NHS Improvement will keep in touch with progress of the Independent Investigation, 
ensure that sufficient resources are available and are being deployed appropriately.

 l If the Independent Investigation identifies areas of concern with current patient safety 
in East Kent Maternity Services, it will contact the Chief Midwifery Officer, Jacqueline 
Dunkley-Bent in her role described by the Minister in the House of Commons on 13 
February 2020.

Consent and information governance
 l Specific consent will be sought from the families for their information to be shared 

with the Independent Investigation team, if initial contact has been via NHS England/ 
Improvement, or the Trust. The Independent Investigation will secure suitable consent 
from families for their information to be used as part of the investigation.

 l The Independent Investigation will have an information handling and privacy policy that 
will set out the approach the Investigation takes to handling information appropriately 
and complying with information legislation.

Fact checking and opportunity to comment
 l The Independent Investigation will notify individuals and organisations who are referred 

to in the investigation’s conclusions and provide them with an opportunity to respond to 
any significant criticism proposed for inclusion in its Report.

Disclosure
 l The arrangements will include disclosure first to the families and to NHS England, NHS 

Improvement and the DHSC so that they are aware of the content of the Report to 
be published.

1 The trust was placed on the Maternity Safety Support Programme which involves 
improvement advisors supporting the trust with maternity improvement.
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Appendix B: How the Investigation 
conducted its work

The importance of independence
B.1 National Health Service England/National Health Service Improvement (NHSE&I) 
commissioned the Independent Investigation into East Kent Maternity Services in February 
2020, following concerns raised by families and others about the quality and outcome of 
maternity and neonatal care at East Kent Hospitals University NHS Foundation Trust (the Trust).

B.2 From the outset, the independence of the Chair and the Panel of experts was considered 
key to ensuring the credibility of the Investigation and the confidence of any families who would 
be involved. A guiding principle was that, in search of the truth, the Investigation should go in 
whichever direction the evidence took it, both to maximise the likelihood that families would 
be provided with the information they needed to address their questions and concerns, and to 
ensure that the knowledge and insights gained would be of benefit to the Trust and the wider 
NHS. In practice, this meant that we would determine the process we would follow to establish 
the facts, we would speak without fear or favour, and we would not shy away from difficult or 
contentious issues.

B.3 Our process was designed to listen to families, to understand their concerns and the 
reasons why they felt so aggrieved and let down. It was with the families that we first shared 
messages and updates during the course of the Investigation; and it was with the families that 
we first shared our findings and recommendations at the conclusion of the Investigation. 

B.4 We did this while maintaining independence and objectivity, which is what the families 
affected would have wanted and what the public would have expected. We endeavoured to 
maintain a balanced and proportionate approach, as well as a sustained and high-quality level 
of engagement with those directly affected, at all times showing sensitivity and understanding. 

How we worked with families

“Families first” principle
B.5 The Investigation adopted a “families first” approach. This principle is not defined in 
statute but forms the basis of many investigations and inquiries: for example, it was included 
in the Terms of Reference for the Hillsborough Independent Panel formed in 2010 in response 
to the Hillsborough disaster of 1989, and it was used by the Gosport Independent Panel, which 
reported in 2018.

B.6 Not only did the “families first” principle guide our approach to the gathering and 
scrutiny of evidence, it also informed how we shared our findings. In particular, our intention 
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from the start was to make sure that families would be the first to hear the conclusions of our 
Investigation and to have access to the written Report. 

B.7 For the purposes of investigating and reviewing the care families received, access to 
personal information was needed. To ensure that the Chair and the Panel had the operational 
independence to determine what lines of enquiry to follow and what evidence to gather and 
process, Data Controller status was conferred on the investigation team. 

Engagement with families
B.8 As set out in our Terms of Reference, the Investigation was tasked with looking at 
individual cases where there had been: a preventable or avoidable death; a concern that the 
death may have been preventable or avoidable; a damaging outcome for the baby or mother; or 
reason to believe that the circumstances shed light on how maternity services were provided or 
managed or how the Trust responded when things went wrong. Understanding the experiences 
of the families was a key part of the Investigation process.

B.9 Early on, informal conversations with families took place to answer any questions they 
had about the Investigation and to assure them of its independence and determination to get 
to the truth. We also hoped that this would help build a relationship of trust and confidence and 
alleviate any concerns the families might have had about participating.

B.10 On 23 April 2020, we launched the Investigation formally and invited families who wished 
to share their experience of the maternity and neonatal services at the Trust during the period 
2009 to the end of 2020 to contact us. Then, in October 2020, the Panel Chair appealed for 
other families to come forward if they wished to, mindful that there needed to be a cut-off date 
for families to be involved. One year later, on 23 April 2021, we stopped accepting new cases to 
the Investigation, except in exceptional circumstances where the Panel felt that the cases added 
significantly to the Investigation’s findings.

B.11 The Investigation received approaches from three families who wished their cases to 
be considered but who, on assessment, were found to be outside the scope of the Terms of 
Reference. In two other cases, the Panel was not able to review the woman’s care because their 
medical notes were not available. These five cases were therefore not included in the analysis 
undertaken for the purposes of Chapter 2 of this Report.

Consent
B.12 In every case, we obtained the written consent of each family to: 

 l Access their clinical records and other documentation relating to their case
 l Approach relevant organisations that may have held personal data relevant to 

the Investigation, and for those organisations to share that personal data with the 
Investigation team

 l Use the information we obtained about their case to develop questions or issues for 
other witnesses or organisations to answer or explore on an anonymised basis

 l Include in the Investigation Report personal information about the experiences 
they shared with us, on an anonymised basis or with their additional consent if the 
information may be identifiable.
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Family listening sessions
B.13 Our family listening sessions provided the opportunity for families to meet the Panel 
and talk about their experience of care at the Trust. We encouraged them to tell us what had 
happened in full, including the impact on themselves. The sessions took place between January 
and September 2021, and the majority were conducted via video. Where families preferred to 
meet the Panel in person, arrangements were made at their convenience. Each session was 
attended by at least two members of the Panel and one of the specialist advisers to the Panel. 
The Investigation’s family engagement lead also attended.

B.14 The family listening sessions were deliberately unstructured, with families given free 
rein to speak as they wished; the Panel asked questions as the need arose in order to clarify 
or seek further information. Each session was recorded and families were made aware that 
all recordings would be destroyed in line with the Investigation’s Data Handling and Privacy 
Information policy at the conclusion of the Investigation.

B.15 All the families who contributed to the Investigation through a family listening session were 
provided with a summary of their spoken account to ensure that it captured the key facts and 
essence of their experience. The Panel Chair agreed that any comments made by a woman 
or a family member during their family listening session would not be attributed to them in the 
Investigation’s final Report without their express permission.

B.16 Families who did not wish to meet with the Panel were given other options: to submit 
information in writing or to give consent for their records to be looked at without any active 
participation on their part. A small number took up these offers.

B.17 Importantly, the family listening sessions included mothers, fathers and in some cases 
other family members. In preparing our Report, we have referred variously to mothers, women, 
fathers, partners* and, on occasion, husbands. In our use of terminology, we hope that we 
have followed accurately the circumstances of each family and their wishes. We have kept the 
terms used simple in order to aid the flow of the Report, but we are mindful of the possibility of 
situations where the term “birthing partner” would be more apt. 

Trauma-informed counselling
B.18 Mindful of the additional anxiety and distress that might be caused to them by the 
necessity of having to recount and possibly relive their experiences and share personal details, 
we offered each family the opportunity to attend a session with an expert counsellor after they 
had met with the Panel. We selected a professional counsellor with extensive experience of 
working therapeutically with people who have been harmed during healthcare, with professional 
knowledge and experience as an academic, and with research expertise in trauma-informed 
counselling for healthcare harm. 

B.19 Trauma-informed counselling is based on principles intended to “promote healing and 
reduce the risk of retraumatisation for vulnerable individuals”.1 This approach takes account of 
the events or series of events that contribute to a traumatic reaction and includes the principle 
that self-referenced trauma is as valid as that which is diagnosed clinically. In other words, 
despite the narrow medical definition of trauma, if people believe that they have suffered from 
trauma, they should be accepted as having done so. Given that so many families referred to 
their experience or aspects of their experience as being traumatic, this approach turned out to 
be wholly appropriate. 

* The term ‘partners’ refers to married and unmarried partners, whether male or female.
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B.20 Our counsellor was able to signpost families to other support, when additional or ongoing 
support was needed.

Individual disclosure
B.21 Because so many of the families had unanswered questions about the care they received 
or the outcome they experienced, the Investigation Chair undertook to meet with any family who 
wished to do so after publication of the Investigation Report, to answer any questions that the 
relevant family may wish to put to the Panel about their individual circumstances. 

How we worked with the Trust

Clinical records review
B.22 With the consent of the families involved, as detailed above, and the full cooperation of the 
Trust, we carried out a thorough review of the clinical records of each woman’s and baby’s care. 
This included reviewing original hard copy clinical notes as well as accessing copies of them via 
a secure online portal.

B.23 The Panel members worked together to review individual records. They also had ongoing 
access to the online versions, to continue their work individually.

B.24 In addition to the clinical records, the Trust provided other documentation, such as 
complaints correspondence, investigation reports and exchanges with GPs, which helped the 
Panel build a picture of the woman’s or baby’s care and the events surrounding it. 

Interviews with Trust Board members, senior managers and staff 
B.25 Members of the Trust Board, the senior management team and staff were selected for 
interview with the Panel based on their period of employment with the Trust, their position (or 
positions) during that time, their involvement in governance and patient safety matters, and, 
in some cases, their involvement in particular cases reviewed by the Panel. Everyone invited 
was considered by the Panel to be in a position to provide information about the management, 
delivery and culture of the services under review, at both a service and a corporate level, during 
the period covered by the Investigation.

B.26 They were invited by letter to attend an interview with the Panel. The letter explained that 
the Investigation had conducted listening sessions with a number of affected families and now 
wanted to hear from past and present Trust staff, and others, who were involved in the delivery, 
management and/or regulation of maternity and neonatal services at the Trust during the period 
under scrutiny. 

B.27 We recognised that individuals may wish to be accompanied by a friend, colleague or 
trade union official, and we offered them the option of bringing one person to support them. 
However, we were clear that their support person would not be able to answer questions or act 
in a representative capacity.

B.28 The interviews were arranged at a time convenient to the interviewee and the option 
was provided to attend in person or via video. Each interview was attended by at least two 
Panel members. In order to facilitate an open dialogue and to meet the Investigation’s Terms 
of Reference, the Panel Chair agreed that any comments made by an individual during their 
interview would not be attributed to them in the Investigation’s final Report without their 
express permission.
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B.29 In advance of the interviews, individuals were provided with an outline agenda of the 
themes to be discussed. If they were being invited to discuss a particular case, they were 
provided with the details in order that they could prepare fully; they were also given access by 
the Trust to the relevant clinical records. 

B.30 The interviews were recorded and a written summary of the interview was provided to 
each individual. They were made aware that all recordings would be destroyed in line with 
the Investigation’s Data Handling and Privacy Information policy at the conclusion of the 
Investigation.

Review of Trust records and other material provided
B.31 Corporate records were reviewed to understand how the Trust discharged its 
responsibilities for maternity services and how it communicated and engaged with patients, with 
their families and representatives, and with regulators. 

How we worked with stakeholders
B.32 An early task was to identify organisations that might have material pertinent to the matters 
under investigation or that could inform the work of the Investigation more broadly. These 
organisations were then contacted in order that the work of the Investigation and its Terms of 
Reference could be explained; we requested that no documents that might have a bearing on 
the Investigation should be destroyed. 

B.33 Following on from this early contact, meetings were set up to establish with each 
organisation whether they had material of interest to the Investigation and to inform them 
that interviews might be needed with key staff to explore matters arising from our review of 
that material.

B.34 While documents were being provided to the Investigation for review, interviews with staff 
from stakeholder organisations were scheduled. 

B.35 The interview process was similar to that described above. Interviews were arranged at 
a time convenient to the interviewee and the option was provided to attend in person or via 
video. Outline agendas were provided and the Panel Chair agreed that any comments made by 
an individual during their interview would not be attributed to them in the Investigation’s final 
Report without their express permission.

B.36 The interviews were recorded and a written summary was provided to each individual. 
Participants were made aware that all recordings would be destroyed in line with the 
Investigation’s Data Handling and Privacy Information policy at the conclusion of the 
Investigation.

How we assessed individual cases
B.37 Having reviewed the evidence gathered from families and Trust staff, the Panel met as a 
group to consider each case in turn and determine where care was suboptimal when assessed 
against the standards expected nationally and its relationship with the subsequent outcome. 
This multi-disciplinary process of assessment was key to the Investigation. The findings 
were structured according to the validated classification of suboptimal care adopted by the 
Confidential Enquiry into Stillbirths and Deaths in Infancy (CESDI). Not only did this enable the 
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Panel to draw evidence-based conclusions about the overall quality and safety of care provided 
by the maternity and neonatal services at the Trust, but it also allowed us to ascertain the key 
facts in each case, in order that the Panel could report back to individual families about what 
had happened in their case.

B.38 The CESDI scoring system comprises four levels of suboptimal care based on the 
relationship to the outcome (see Table B1).

Table B1: CESDI scoring system

Level of 
suboptimal care

Relevance to the outcome

Level 0 No suboptimal care

Level 1 Suboptimal care, but different management would have made no difference 
to the outcome

Level 2 Suboptimal care, in which different management might have made a difference 
to the outcome

Level 3 Suboptimal care, in which different management would reasonably be expected 
to have made a difference to the outcome

B.39 In addition to grading the level of suboptimal care, the Panel determined the degree of 
harm in each case. For this purpose, we used a scoring system adapted from the NHS National 
Reporting and Learning System (NRLS) definitions of degrees of harm (see Table B2).†

Table B2: Degrees of harm

Degree of harm Outcomes Impact on woman and/or baby

None No harm There was no impact on the woman 
or her baby 

Minimum Maternal injury; baby birth injury The woman or her baby required extra 
observation or minor treatment

Moderate Maternal injury; baby birth injury There was short-term harm and the 
woman or her baby required further 
treatment or procedures

Severe Maternal injury; brain damage, 
including hypoxic ischaemic 
encephalopathy (HIE) and/or cerebral 
palsy attributable to perinatal hypoxia

The woman or her baby suffered 
permanent or long-term harm 

Death Stillbirth; neonatal death; late neonatal 
death; maternal death

The woman or her baby died 

B.40 The Panel’s conclusions drawn from its assessment of cases are set out in Chapter 2 of 
the Report. 

† Although there are plans to replace the NRLS with the Learn from Patient Safety Events (LFPSE) service, which does not define degrees 
of harm in the way the NRLS does, the Panel found it helpful to use a form of assessment of harm that is recognisable and understood when 
reviewing the cases subject to our Investigation.
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Organisations contacted by the Investigation
B.41 The organisations and stakeholders listed in Table B3 were contacted in order to provide 
evidence or other information in line with the Investigation’s Terms of Reference. A number of 
these organisations have contributed information and documents to the Investigation, but a 
proportion of these stakeholders did not have any relevant documents to contribute. 

Table B3: Organisations contacted by the Panel

Organisation name

Action against Medical Accidents (AvMA)

Birth Trauma Association

Bliss

British Medical Association

Care Quality Commission

Child Death Overview Panel

Department of Health and Social Care

Fairweather Solicitors

General Medical Council

Health and Safety Executive

Health Education England

Healthcare Safety Investigation Branch

Healthwatch

Her Majesty’s Senior Coroner (Mid Kent & Medway, North East Kent, Central & South East Kent)

Kent Community Health NHS Foundation Trust

Kent County Council

Kent Police

Local Maternity System

Maternity Voices Partnership

MBRRACE-UK (Mothers and Babies: Reducing Risk through Audits and Confidential Enquiries 
across the UK)

Medical Defence Union

Members of Parliament

National Childbirth Trust

National Guardian’s Office

NHS England and NHS Improvement

NHS Kent and Medway Clinical Commissioning Group

NHS Resolution 

Nursing and Midwifery Council

Parliamentary and Health Service Ombudsman 
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Public Health England 

Royal College of Anaesthetists

Royal College of Midwives

Royal College of Nursing

Royal College of Obstetricians and Gynaecologists

Royal College of Paediatrics and Child Health

Sands (Stillbirth and Neonatal Death Charity) 
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Appendix C: The Investigation team

Panel members
Dr Bill Kirkup CBE (Chair)

Heather Brown (Obstetrics)

Valerie Clare (Midwifery)

Alison Fuller (Clinical Governance)

Helen MacTier (Neonatology)

Denise McDonagh (Data/Information Management)

Specialist advisers
Nicky Lyon

James Titcombe

Legal advisers
Innovo Law

Counselling support
Linda Kenward

Secretariat
Members of the Secretariat have included:

 l Ken Sutton (Secretary to the Investigation)
 l Altin Smajli (Deputy Secretary)
 l Caroline Allen
 l Annette Beckham
 l Caroline Browne
 l Peter Burgin
 l Lynn Cabassi
 l John Cairncross
 l Ann Ridley
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This investigation was launched following concerns raised by families and regulators in respect of 

safety of maternity services within East Kent NHS Trust. 

 

Unlike previous similar reports, Kirkup has not stipulated a list of actions for Trusts but instead has 

made four broad recommendations for maternity services as a whole.  These are 

 

Key Action Area 1: Monitoring safe performance 

- The prompt establishment of a Task Force with appropriate membership to drive the 

introduction of valid maternity and neonatal outcome measures capable of differentiating 

signals among noise to display significant trends and outliers, for mandatory national use. 

 

ULHT Position   

Continue to monitor outcomes on the dashboard and the supplementary dashboard through 

clinical governance meetings.  

Any highlighted issues to be reviewed and a ‘deep dive’ submitted to the Maternity and 

Neonatal Oversight Group (MNOG) for discussion and oversight. 

Upward report to Quality Governance Committee (Board assurance sub-committee) to 

highlight trends and outliers and improvement actions to the Trust Board.  

 

Key Action Area 2: Standards of clinical behaviour 

- Those responsible for undergraduate, postgraduate and continuing clinical education to be 

commissioned to report on how compassionate care can best be embedded into practice and 

sustained through lifelong learning. 
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- Relevant bodies, including Royal Colleges, professional regulators and employers, be 

commissioned to report on how the oversight and direction of clinicians can be improved, with 

nationally agreed standards of professional behaviour and appropriate sanctions for non-

compliance. 

 

ULHT Position 

MDT training includes human factors training. 

There is ongoing OD work with the clinical teams including engagement with the Workforce 

Innovation project. 

 

Key Action 3: Flawed team working 

- Relevant bodies, including the Royal College of Obstetricians and Gynaecologists, the Royal 

College of Midwives and the Royal College of Paediatrics and Child Health, be charged with 

reporting on how team working in maternity and neonatal care can be improved, with 

particular reference to establishing common purpose, objectives and training from the outset.  

- • Relevant bodies, including Health Education England, Royal Colleges and employers, be 

commissioned to report on the employment and training of junior doctors to improve support, 

team working and development. 

 

ULHT Position 

MDT training in place. 

 

Key Action Area 4: Organisational behaviour 

- The Government to reconsider bringing forward a bill placing a duty on public bodies not to 

deny, deflect and conceal information from families and other bodies.  

- Trusts to be required to review their approach to reputation management and to ensuring 

there is proper representation of maternity care on their boards.  

- NHSE to reconsider its approach to poorly performing trusts, with particular reference to 

leadership. 

 

ULHT Position 

Senior leaders attendance at the mandated NHSE/I leadership programme.  

MNOG in place with upward reporting to the Quality Governance Committee and Trust Board. 

Action required: Trust, through MNOG in the first instance, to review representation of 

maternity care at board to ensure this is adequate. 

 

In addition to reviewing these key actions, as a service we have evaluated the whole report to identify 

any further opportunities for learning and improvement.. 

 

Broad themes include: 

Complaints and family voices:   
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- As with previous reports, women and families consistently reported poor experiences, not just 

in clinical care standards but also in behaviour and language.  Complaints processes were 

fractured, inconsistent and unreliable in their responses.   

 

ULHT Position  

There is an embedded complaints process. Details of complaints received, themes and 

learning are shared with MNOG through the monthly Maternity and Neonatal Assurance 

Report. 

Compassionate complaint responses are signed off by the division and lead executive. 

Face to face meetings are offered to families. 

There are a number of avenues in place for women to feedback experiences; through Trust 

processes and also through the Maternity Voices Partnership. 

Posters are displayed in all areas to highlight feedback opportunities. 

Action required: The opportunity to review these processes to ensure women find these 

useful and responsive would be beneficial to assure the Trust that complaints are dealt with 

appropriately and to womens expectations. 

 

Transparency 

- Families felt they were not always included in review processes and received incomplete 

information about their experience.  Some families were forced into legal proceedings in order 

to obtain a full picture of events.   

- In addition to family perceptions of transparency, staff at East Kent did not always feel that 

maternity services were on trust agendas and had limited knowledge of oversight and 

escalation.   

 

ULHT Position 

The Trust’s maternity & neonatal services work closely with HSIB and have a good 

relationship with this organisation.  Recent feedback highlighted that ULHT has good 

reporting levels and engagement and no concerns have been identified in the management of 

investigation processes. 

There is a robust process of assurance and oversight by the Director of Nursing and the Non-

Executive Director Safety Champion.  Issues are clearly escalated and appropriate challenge 

made through MNOG, where required.   

Action required: There is an opportunity to strengthen the flow of information with 

consideration to be given to  how the outcomes of Directorate and Board level matters 

relating to maternity services could be fed back to frontline staff to support a true floor-board-

floor process. 

Maternity Safety Team to develop an operational policy and governance/assurance map so 

that all staff within the service can clearly see how information flows and assurance are 
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provided.. This will also support new staff coming into senior roles to understand the 

processes that are in place. 

 

Culture 

- Culture was a significant problem at East Kent, both within and between obstetric and 

midwifery staff groups.  This could not be explained through staffing pressures or estate 

concerns and was considered an endemic problem within the Trust.  Behaviour and language 

were significantly below the standard expected for any professional, including verbal abuse, 

bullying, intimidation and threats.  Concerns were raised numerous times but any attempts to 

rectify this problem were unsuccessful. 

- Consultant attendance was a specific problem, consultants were not always called when they 

should have been and did not always attend when asked.   

 

ULHT Position 

Senior maternity team at ULHT have recently commenced a Workplace Innovation 

programme which aims to support improvements in both processes and culture. A significant 

number of Band 7 midwives have been through the programme with the second cohort due to 

start shortly, this cohort will include Band 8 midwives. 

There is a strong emphasis on human factors within our service; all midwives are supported 

to attend a 1 day human factors course and subjects such as civility and psychological safety 

are taught and discussed on mandatory training, on preceptorship training and at weekly case 

review meetings.   

New practice guidelines also emphasise the importance of human factors and aim to embed 

elements such as situational awareness, oversight roles and escalation processes in order to 

make consideration of human factors a cultural norm within ULHT maternity. 

Maternity Safety Champions are visible within the units and posters are displayed in staff and 

public areas in each department.  

Members of the Maternity Safety Team have recently trained as Freedom to Speak Up 

Champions to support staff in escalating concerns in a psychologically safe environment. 

There is ongoing OD working with medical colleagues. 

As part of CNST requirements and to ensure safety within our service, we are auditing 

consultant attendance and will report our position at MNOG for Trust Board awareness. 

 

Families affected by Incidents and bereavements 

- Women and families at East Kent reported a lack of support during and after Serious 

Incidents and the lack of follow up, debrief and counselling was a concern. 

- There was also criticism from Kirkup that women’s notes did not accurately reflect the 

conversations women had with their maternity team and that their thoughts and feelings were 

not documented.  
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ULHT Position 

There is an open honest culture embedded within the service. 

Clear communication pathways are in place for families following a serious incident as part of 

established governance processes.  

There is a clear identified poin of contact for families during investigation processes. 

Face to face meetings are offered to feedback outcomes from serious incidents.  

The Bereavement Lead Midwife is developing a pathway for bereavement follow-up, including 

review with a Consultant at around 8 weeks and another once any post-mortem / 

histopathology results have been received. A Standard Operating Procedure (SOP) is 

currently being finalised.  

Counselling support is limited, however, the Bereavement Lead is working with Petals to put 

support in place for those families who require it. 

A significant change programme around Personalised Care and Support Planning is ongoing 

as is work with the PMAs to review the education provision around use of language, 

documentation and informed decision-making. Expected launch early 2023. 

 

Actions from previous reports including Morecambe Bay and Shrewsbury & Telford are on the 

Maternity agenda at ULHT with a Safety Lead maintaining oversight of actions and supporting staff to 

implement and evidence change.  Progress is regularly reported at MNOG with Quality Governance 

Committee and Trust Board Oversight via the Director of Nursing.   

ULHT Maternity is proud to be a pro-active learning service, utilising safety intelligence to address 

emerging problems and is always alert for opportunities for improvement. 
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FAMILY HEALTH DIVISION 
 

Midwifery Safe Staffing Levels – Bi-Annual Midwifery Staffing Oversight Report 
November 2022 

 
 

1. Executive Summary  
 

The purpose of the report is to- 

 Provide an update on Safe Midwifery staffing including evidence to support calculations of 
staffing.  

 Update the committee on key midwifery staffing metrics  

 Provide update on the specialist midwifery staffing levels to support transformation and the 
national Maternity agenda.  

 Provide narrative around the plan to achieve Midwifery Continuity of carer as the default 
model of care   

 Propose actions for discussion 
 
The Maternity Service operates a traditional model with intrapartum service provision delivered on 
Pilgrim and Lincoln County sites. Despite the falling birth-rate both nationally and locally, the 
complexity of women and associated obstetric complications is rising for example the number of 
safeguarding cases, the number of women with high BMI, diabetes and smoking in pregnancy. This 
is supported in our NHS digital benchmarking data that shows we have higher smoking rates and 
social complexity than other peer services. The increase in ward attenders and clinic activity has 
remained at the increased level experienced and documented in the last staffing report.  
 
ULHT is currently staffed to the Birth rate Plus recommendations of 2021 and the local staffing 
review that was undertaken by the Director of Nursing in October 2022. Following a business case 
presented to Trust Board in 2021 there was a significant uplift agreed to our Specialist midwife 
group. This uplift is in line with the Ockenden recommendations that staffing levels should also 
reflect local need and so is a locally agreed uplift.  This also supports the fact that Birthrate Plus 
does not take into account the significant increase in workload brought about by the national 
maternity agenda to improve safety of maternity services.  
 
The Final Ockenden Report, published March 22, further highlights the need for significant investment in 
maternity staffing in order to deliver on the further 15 immediate and essential actions. Following 
publication of the East Kent report, we await further guidance on the implications of that on staffing 
levels. Once further guidance has been received from the National team the service will need to review 
and understand the increased ask in order that a staffing model can be designed to underpin the 
developments.  
 
ULHT is committed to meeting full compliance for Year 4 CNST. This is challenging due to the 
training element, however, there is ongoing work to support compliance. Submission date is 5th 
February 2022, and, whilst working towards full compliance, there is significant risk attached to 
several of the standards.    
 
Regular six monthly reviews of safe staffing are undertaken as part of the trust establishment 
reviews, as well as monitoring of actual versus planned staffing by the Matrons in each area.  There 
is a weekly ops meeting on a Monday which is attended by all matrons and reviews safe staffing 
across all sites and areas. Each site then holds twice daily staffing huddles to review this. Further 
huddles are undertaken when needed during the day.  Out of hours support is provided by the ‘on 
call manager’ as robust escalation policy is in place to support the areas in periods of increased 
activity or sudden sickness of midwives.  
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2. Background  
 

Midwifery staffing across the UK is a challenge in terms of recruitment and retention.  ULHT has been 
fortunate and has found that vacancy has been minimal across all areas. There has however been 
challenges with skill mix as more senior midwives retire and are replaced with newly qualified midwives. 
The Midwifery Education team have developed a detailed preceptorship programme to support these 
midwives during their first 12-18 months following qualification. The trust has also now got the retention 
midwives embedded in the team to support the preceptors in their first year.  

 
Due to the location of Lincolnshire the main source of recruitment of newly qualified midwives onto our 
preceptorship programme has historically been students that have been on placement with us from DMU. 
However, October 2022 saw the first recruitment of our NQM from Lincoln University. 
 
ULHT also has a significant number of midwives who are over retirement age or are able to retire in the 
next 5 years. Whilst we are unable to say which of these midwives will choose to retire the numbers that 
are eligible are significant and pose a risk to the organisation of increased vacancy.  
 
The detailed picture of the workforce has changed very little since the last board report and still 
demonstrates a risk of a potential loss to retirement of around 80 midwives in the next 5-10 years. It is 
still anticipated that the current students training at ULHT will support this risk and this has been 
confirmed with the 13 new starters in October 2022 as mentioned above. However, work is ongoing to 
ensure that our students have the best possible experience and our preceptors are well supported in 
order to ensure that we have a work force that want to stay in Lincolnshire.  
 

3. One to One care midwifery care in labour and Supernumerary Labour Ward Coordinator 
Status 
 

One to One midwifery care in labour is a key safety metric that is reported via Maternity Medway 

and monitored on the Maternity dashboard monthly at the Divisional Governance meeting, the 

LMNS and the Maternity and Neonatal Oversight group. The compliance rate is consistently 99-

100% on both acute sites. This has been at 100% on the Pilgrim site for 12 months and whilst this 

fell below 100% on 1 occasion on the Lincoln site this was just down to 99.16%.  

 

Acuity data is also recorded using the Birth Rate Plus tool. The Labour Ward Coordinator inputs 
workload and staffing information every four hours as a minimum. The report in Appendix 1 provides 
a detailed analysis of this data (January – June 2022) and demonstrates that although midwifery 
staffing did on occasion fall below the required number on the labour ward this was not highlighted as 
affecting one to one care in labour.  
 
The rosters for the Labour Wards are planned to allow one supernumerary Labour Ward Coordinator 
at all times. The Labour Ward Coordinator records Service acuity 4 hourly times over the 24 hour day 
via BirthRate + app.  Supernumerary status of the midwifery coordinator is recorded this way and 
reported monthly on the Maternity Quality Dashboard.  Compliance with this standard is challenging 
and varies across the sites.  As data is recorded by the individual team members this allows for 
variation and potential differences in the perception and data input.  Historically there have been 
identified trends in data accuracy and subsequent recorded rates.  In response to this ULHT have 
organised refreshed training at various intervals, following which the trends in reported rates of red 
flag incidents often adjusts.   
 
CNST yr 4 states that the Trust requires evidence from an acuity tool (may be locally developed), local 
audit, and/or local dashboard figures demonstrating 100% compliance with supernumerary labour 
ward co-ordinator. The standard then goes on to state that supernumerary status will be lost if the 
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coordinator is required to be solely responsible for any 1:1 care for a labouring women or relieve a 
midwife who is providing 1:1 care for a women who is requiring constant observation.  
 
For this period supernumerary status of the Labour Ward Coordinator was 93-100% (PHB) and 93-
100% (LCH).  Whilst 100% compliance at all times is unachievable as far as the acuity tool is utilised, 
the data has been scrutinised to ensure that when the areas are recording that they are no longer 
supernumerary they are not providing 1:1 care.  
 
The acuity tool also records actions taken to mitigate any red flag issues. The most common solution 
to the red flag issue was ‘redeployment of staff within the site’ and staff unable to take breaks. There 
were no risk investigations where midwifery staffing was identified as a contributory factor.  
 
Overall we are reassured by these metrics but continue to strive for 100% compliance.  
 

4. Actual Versus Planned  Midwifery Staffing  
 

All maternity In-Patient (Including Intrapartum) areas report the actual v’s planned midwifery and 
care staffing for day and night shifts alongside the other wards in the Trust. This is discussed twice 
daily at the Trust safe staffing meetings. Maternity services also have a robust escalation plan that 
supports the management of services in periods of increased activity and acuity.  
 

5. BR+ Safe Midwifery Staffing Ratio  
 
Birth Rate Plus® (BR+) is a framework for workforce planning and strategic decision-making and has 
been in use in UK maternity units for a significant number of years.  

 
The principles underpinning the BR+ methodology are consistent with the recommendations in the 
NICE safe staffing guideline for midwives in maternity settings, and have been endorsed by the RCM 
and RCOG. The interim NHS People Plan and the NHS Long Term Plans recommend services to be 
using evidence-based approaches to staffing by 2023. 
 
Birthrate Plus (BR+) works on the assumption that all women will receive one to one care during labour 
with additional establishment built in depending on the acuity of the population served. The review 
also assumes that the service works to NICE Antenatal Care guidance (number of antenatal contacts). 
In addition to this BR+ will attribute a skill mix to the required workforce; the percentage for this will 
depend on the acuity of the population.  
 
Case mix is categorised into five categories (1-V): 1 being a woman with a low risk pregnancy and 
straightforward birth with “V” being a woman with a complex pregnancy and/or birth. The acuity within 
the population denotes the WTE required to safely run a maternity service as it takes into consideration 
activity and acuity, as well as specialist midwifery services and managerial responsibilities. 
 
 
The most recent report for ULHT was received in March 2021 and this showed an increase in 
dependency of the women who access the services on both sites. Taking the increase in dependency 
into account the report recommends safe staffing ratios for the maternity service are- 
 
LCH 1:23 
PHB 1:23 
 
The details of the BR+ report were shared in previous bi-annual reports and remain unchanged. The 
variance in the birthrate plus report was 3.51 wte and the Trust has actively recruited to these hours. 
The report also identified the need for the trust to review the specialist midwife role and their clinical 
inclusion in the ratios.  Birthrate plus expects around 8-10% of the midwifery establishment to not be 
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included in the clinical numbers, this includes management roles and a proportion of specialist midwife 
roles.  This ensures dedicated time for safe management and leadership of the service. A business 
case was presented and agreed to fund the existing specialist and also to increase the WTE in order 
to meet the BR+ recommendations. These posts have now been approved and recruited to.  
 
Last year (21/22) saw a very slight reduction in the births since the BR+ report in 2021. However, this 
year the variance is only 5 births so the clinical element continues to provide a birth: midwife ratio of 
1:23.  
 
Whilst the Ockenden report questions the suitability of the Birthrate plus tool for calculating midwifery 
staffing, with the absence of any guidance of an alternate, this tool continues to be utilised. ULHT 
have also seen an uplift in specialists and the ward templates which supports a locally agreed needs 
assessment for staffing as per Ockenden.   
 

BIRTH RATE PLUS RECOMENDATION  

Description  Total  Skill Mix 

Clinical wte (Inc. Out of scope MSW) 205.71   

90% RMs    185.67 

10% MSWs in P/N Care 
90/10 ratio is recommended by BR+, 

although states this is a local decision   14.79 

MSW - Pilgrim (outside scope of 90/10)   5.26 

      

Non-clinical Midwifery  22.05   

      

TOTAL WTE per Unit 227.76   
 

ULHT CURRENT FUNDING  

Description  Total  Skill Mix 

Clinical wte (Inc. Out of scope MSW) 210.97   

RMs    199.71 

MSWs in P/N Care   6 

MSW - Pilgrim (outside scope of 90/10)   5.26 

      

Non-clinical Midwifery  25.12   

      

TOTAL WTE per Unit 236.09   
 
 
From the above ULHT has 5.26 WTE over the clinical birth rate plus recommendation and 3.07 WTE 
in the specialist team. This is due to:  
 

 the recent uplift on both postnatal wards as agreed by the establishment review 

 Uplift in specialists agreed by Board to support  driving forward the National agenda 

 Increase in Consultant Midwifes in line with Ockenden 

 Increase in establishment to support uplift in training requirements as per Ockenden 

 Established support for continuity of carer teams 
 
This is in line with national recommendation which state; to fund maternity and neonatal services 
appropriately requires a multi-year settlement to ensure the workforce is enabled to deliver 
consistently safe maternity and neonatal care across England.  
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Minimum staffing levels should be those agreed nationally, or where there are no agreed national 
levels, staffing levels should be locally agreed with the LMNS. This must encompass the increased 
acuity and complexity of women, vulnerable families, and additional mandatory training to ensure 
trusts are able to safely meet organisational CNST and CQC requirements.  
 
Minimum staffing levels must include a locally calculated uplift, representative of the three previous 
years’ data, for all absences including sickness, mandatory training, annual leave and maternity 
leave.  
 

6. Plan to achieve Midwifery Continuity of carer as the default model of care   
 
Midwifery Continuity of Carer has been proven to deliver safer and more personalised maternity 
care. Building on the recommendations of Better Births and the commitments of the NHS Long Term 
Plan, the ambition for the NHS in England is for Continuity of Carer to be the default model of care 
for maternity services, and available to all pregnant women in England.  
 
The role out of this has been paused, in line with Ockenden recommendations, whilst a business case 
is developed to uplift the staffing in order to achieve continuity as a default model. A report has been 
submitted to Trust board that details the plan for achieving continuity as default and describes the 
need for an uplift in work force to achieve. There will be a business case progressed in order to support 
this.  The Birthrate plus report stated that ULHT required an uplift of 25 WTE midwives to achieve 
100% continuity.  ULHT has managed to achieve 20% continuity within existing budget. 
 
The target of March 2023 has also been removed in order to support Trusts move forward with this in 
a safe and measured way.  
 
 
In conclusion- 
 

 The current midwifery staffing funded establishment is in line with the recommended BR+ 
midwifery ratios and in line with the National reports which suggest a locally agreed uplift.  
Currently there is no vacancy across the service which is a very positive position.   
 

 The number of specialist roles have been increased in order to meet the National Agenda and 
the ability to drive this forward.  

 

 A paper has been written and submitted describing the actions that need to be taken in order 
to achieve continuity as default.  

 
 

7. Propose actions for discussion 
 

 Note the successful recruitment to BR+ recommendations, specialist review and ULHT staffing 
review recommendations.  

 The committee are asked to escalate the findings of this report to Trust board. 

 
 
Author Libby Grooby - Divisional Head of Midwifery/Nursing 
   
 
Date November 2022 
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Appendix 1 

MATERNITY ACUITY AND RED FLAG REPORT 
Jan – June 2022 

 
Acuity data is recorded using the BirthRate Plus tool.  Workload and staffing information is inputted 

by the Labour Ward Coordinator every four hours as a minimum.  Additional entries can be 

submitted without  the set times (ad hoc entries).  Ad hoc entries allow the Labour Ward Coordinator 

to input information if they have missed the mandated time frame – every four hours, +/- 30 minutes 

either side – or to provide additional information between these times, if activity is high.  

Pragmatically, data is less likely to be provided at the set times when the ward is busy, as the 

coordinators are busy managing workload.  Therefore this tool is limited and findings are not overly 

generalisable, but do give a broad view of activity over a period.   

 

There are other limitations to the BirthRate Plus tool; it allows for subjective data input/bias and 

compliance (i.e. completion every four hours) can be low. The analysis should be interpreted with 

caution and considered alongside other sources of information. 

 

The following data shows acuity information for the period 1st January – 30th June 2022 and includes 

only scheduled data entries unless stated otherwise. 

 

Summary 

The data shows that staffing is adequate for activity more frequently at PHB than at LCH.  As a 

smaller unit providing care for approximately 2000 births per year (compared to around 3000 per 

year at LCH) this is expected.  The acuity tool for PHB recognises the impact of fewer births; Acuity 

triggers amber when up to 1.5 midwives short, compared to up to 2 midwives short.  Although 

workload may be less, there are fewer midwives on shift and available for redeployment and 

escalation during busy times. 

 

Comparing data per bi-annual acuity reports over the past six reporting periods (six monthly periods 

from July 2019: 
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LCH have seen an increase in instances of % meeting acuity (green) in the past month, but a 

downward trend overall. 

 

 

 
 

PHB have seen rates stay relatively static over time, particularly the % occasions meeting red 

acuity. 
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Lincoln County Hospital 
There were 950 data entries during the period, with compliance for data entry at mandated times at 

87.48% (up 2%). 

 

Acuity met on 59% of entries with a shortfall of up to 2 midwives on 34% of entries: 

 

 
Staffing factors were recorded for 66% of entries.  The most common factors were ‘unable to fill 

vacant shifts’ (28%) and ‘no ward clerk on duty (19%) or ‘CofC midwife not available’ (16%).   

 

Breakdown of recorded staffing factors  

Unable to fill vacant shifts  28% 

No ward clerk on duty 19% 

CoC Midwife not available 16% 

Unexpected staff absence  15% 

CoC Midwife present 11% 

Staff redeployed to another area 6% 

Staff absence due to illness/shielding/symptoms of 
COVID-19 

3% 

7%

34%

59%

LCH ACUITY DATA RAG STATUS

R A G
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No HCSW on duty 3% 

Staff on transfer 0% 

 
 

 

Clinical actions were recorded for 33% of data entries: 

 

Breakdown of recorded clinical actions 

Delay in ARM >4hrs 73% 

Delay in commencing IOL >2hrs 12% 

Shift leader non-supernumerary 7% 

Delay in transferring IOL SRM to labour ward >4hrs 3% 

Delay in transferring PROM to LW following Prostin 3% 

Refusal of in utero transfers due to acuity 1% 

Delay in scheduled CS >4hrs 1% 

 
Management actions were recorded for 26% of all data entries: 

 

Breakdown of management actions 

Redeploy staff internally 33% 

Staff unable to take allocated breaks 26% 

Escalation to community midwives 17% 

Staff stayed beyond rostered hours 12% 

Full service closure 5% 

Management/specialist midwives supporting 
clinically 

3% 

Patients transferred within Trust 3% 

Redeploy staff from non-clinical duties 2% 

 

Red flags were recorded on 2% of all data entries for the period – 29 occasions. 

These were: 

 

 Delay between admission and commencement of IOL (12 occasions) 

 Delay in suturing after birth >1 hour (4 occasions) 
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 Any occasion where midwife unable to provide one to one care during labour (4 
occasions) 

 Delayed or cancelled time critical activity (3 occasions) 

 Delay in providing pain relief (2 occasions) 

 Delay between presentation and triage (2 occasions) 

 Missed medication (1 occasion) 

 Full clinical examination not carried out when admitted in labour (1 occasion) 
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Pilgrim Hospital Boston 
There were 930 data entries during the period, with compliance for data entry at pre-set timed at 

85.6% (up 4%). 

 

Acuity met on 83% of data entries: 

 

 

 
 
Staffing factors were recorded for 42% of entries.   

 

Breakdown of recorded staffing factors 

Unexpected staff absence  31% 

No HCSW on duty  24% 

Unable to fill vacant shifts 23% 

No ward clerk on duty 6% 

Staff redeployed to another area  6% 

CoC Midwife present 5% 

CoC Midwife not available 3% 

Staff on transfer 2% 

 
 

2%

15%

83%

PHB ACUITY DATA RAG STATUS

R A G
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Clinical actions were recorded for 13% of data entries: 
 

Breakdown of recorded clinical actions 

Shift leader non supernumerary 36% 

Delay in ARM >4hrs 52% 

Delay in commencing IOL >2hrs 9% 

Delay in transferring IOL SRM to labour ward >4hrs 1% 

Delay in scheduled CS >4hrs 1% 

Delay in transferring PROM to LW following Prostin 0% 

Refusal of in utero transfers due to acuity 0% 

 
 
Management actions were recorded for 13% of all data entries:  
 

Breakdown of management actions 

Redeploy staff internally 27% 

Staff unable to take allocated breaks 35% 

Escalation to community midwives  19% 

Staff stayed beyond rostered hours 8% 

Management/specialist midwives supporting 
clinically 

8% 

Redeploy staff from non-clinical duties 3% 

Patients transferred within Trust 1% 

Full service closure 3% 

 
 

Red flags were recorded on 1% of all data entries for the period – 11 occasions in total. 

 

These were: 

 Delay between IOL admission and start of process (1 occasion) 

 Delayed or cancelled time critical activity (7 occasions) 

 Delay between presentation and triage (1 occasion) 

 Unable to provide one-to-one care in labour (1 occasion) 

 Delay in suturing 1 hour post-birth (1 occasion) 
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NED Maternity & Neonatal Safety Champion’s Report: October 2022 
 

Executive summary: 

 
The role of the Maternity & Neonatal Champions is to provide proactive Board level leadership to ensure 
that: 

 High quality clinical care 

 Maternity & neonatal service & facilities 

 Workforce numbers 

 Learning & training systems (includes ensuring authentic engagement with service users and 
ensuring the service acts upon their feedback) 

 Effective team working 
are all in place. 
 
This Maternity & Neonatal Safety NED Champion’s report aims to report and provide assurance in 
support of the above areas.  Where required, the report will include risks and concerns requiring 
escalation as well as good practice, improvement, and innovation. The report will evolve over time in 
response to the release of further national guidance on the role of the Maternity and Neonatal Safety 
NED Champion and feedback from relevant stakeholders. 
 
Activities undertaken this month: 

 
Since the last report, the MNSC NED attended: 
 

 28th September 1:1 with Head of Midwifery 

 14th October 1:1 with Deputy CEO and DN 

 18th October 1:1 with Head of Midwifery 

 18th October visit to Lincoln midwifery and neonatal units  
 

Learning Lessons this month: Service User Voice 
Feedback this month: 

Staff Experience & Feedback this 
month: 

 Building on continuity of 
care teams, targeting 
towards areas greatest 
need  

 Consolidated 
improvement plan and 
ensuring evidence 
objectively reviewed prior 
to sign off. 

 Wider Trust improvement 
projects motivating e.g. 
productive ward 

 Increased staff 
communications and 
dedicated organisational 
development support 
being provided 

Have not attended MVP 
meeting this month next 
meeting 24th Nov 

 Continued concerns about the 
Medway IT system/ 
environment including storage 
space. challenges especially 
on the Lincoln site – the need 
to keep staff informed of 
progress  

 Staff engagement and 
involvement in future IT system 
requirements (e.g., plug in v 
wireless laptops) 

 Very positive about 
substantive recruitment and 
recent staff appointments and 
additional specialist roles  

 Staff mentioned support from 
matrons -  visible leadership. 
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 Wider system work on 
health inequalities, 
including weight 
management, diabetes, 
and physical exercise  

 Ward accreditation and 
visit to antenatal care 
(action plan in place) 

 Learning audit events with 
Nottingham Maternity 
Hospital. 

 Staff visibly supporting each 
other in a very busy 
environment. 

 Staff talked about their ward or 
unit teams feeling like a family. 

 HOM received Trust-wide CEO 
award.  
 
 

Good practice, improvements & innovation to share: 

 12 new midwives commenced and will have in depth preceptorship programs 

 Piloting medicine management temperature monitoring program 

 Developing links with the FTSU guardian and service champions 

 Funding of dedicated support for management of twin pregnancies 

 System military care navigator (potential to adopt elsewhere) 

 System Equality Roadshow across all sites 
Areas for discussion (potential risk and concerns to escalate): 

Ongoing 

 Status and timing of capital plans at Lincoln site 

 Status, timing, and disruption of capital works at Pilgrim site 

 Status and implementation of new maternity IT system 

 Continued development and strengthening of governance arrangements following creation of ICS 
01 July 2022 

 Making every contact count across the wider Lincolnshire maternity and neonatal system (e.g., 
weight management, sexual health advice, dental support etc) and links with wider system 
strategies on equalities, health and well-being and early years 

 Thinking about ways to capture feedback/experience through whole perinatal pathway and across 
services 

 Understanding the impact of COVID on pathways (e.g., vaccination take-up; preterm deliveries 
etc). 

 
New this month 

 Recent National changes with CNST measurement timelines and the risk of not achieving 
Standard 8. 

Activities planned: 

 Planned visit with Community Midwifery team in Skegness 

 Develop relations with system/neighbouring Trust MNSC NEDs – Planned meeting with UHL NHS 
Trust MNSC NED 

 Meeting with the LMNS Chair 

 Initial meeting with maternity governance lead on MNSC NED role and documenting appropriate 
assurance  

 Attending MPV meeting  

 Attending Maternity and Neonatal Oversight Group. 
 
Rebecca Brown 
Non-Executive Director and Maternity & Neonatal Safety Champion 
October 2022 
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Report to: Trust Board
Title of report: People and OD Committee Assurance Report to Board
Date of meeting: 15 November 2022
Chairperson: Professor Philip Baker, Chair
Author: Karen Willey, Deputy Trust Secretary

Purpose This report summarises the assurances received and key decisions made 
by the People and OD Assurance Committee.  The report details the 
strategic risks considered by the Committee on behalf of the Board and any 
matters for escalation for the Board.

This assurance committee meets monthly and takes scheduled reports 
according to an established work programme. The Committee worked to 
the 2022/23 objectives following approval of the BAF by the Board. 

Assurances received by 
the Committee

Lack of Assurance is respect of SO 2a
Issue: A modern and progressive workforce

Workforce Strategy and Organisational Development (WSOD) Group 
Upward Report 
The Committee received the report noting the escalations from the group 
in relation to ongoing bank staff payment issues for mandatory training, 
rising agency costs and appraisals.

The Committee noted the current vaccination rates for both flu and Covid-
19 noting that work was underway with occupational health in order to 
increase the uptake of vaccines.

Committee Performance Dashboard
The Committee received the dashboard noting the position presented and 
discussed the work being undertaken by the People Promise Manager in 
order to improve retention rates within the Trust.

Safer Staffing 
The Committee received the report noting that limited assurance had 
been offered.  There had been a reduction in agency spend in month and 
a focus on recruitment.  The Committee noted the 5-year workforce plan 
for nursing with a blended approach being taken with both domestic and 
international recruitment.

The Committee noted that despite some medication incidents, falls and 
pressure ulcers increasing in month the levels of harm had decreased.  
This offered assurance that issues were being identified sooner.

Submission to NHSE/I – Workforce Plan and numbers
The Committee received the paper which offered the 6-month review of 
the position against plan.
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The Committee noted that medical workforce and recruitment activity 
was ahead of plan this had resulted in a 110% reduction in the vacancy 
position for medics.

Whilst there was a negative trend reported for nursing, AHP and clinical 
support staff the Committee noted the mitigations in place which would 
move this to a positive position by March 2023.

The Committee considered the process of place for workforce planning 
noting that a strategy group had been established which brought 
together workforce, finance, activity and performance to support the 
divisions in developing the workforce plans.

Guardian of Safe Working Quarterly Report
The Committee received the report from the Guardian of Safe Working 
noting that the Guardian would be stepping down from to role, which 
would be reappointed to.  The Committee offered thanks to Dr Chablani 
for the commitment to the role that had been shown.

The Committee the issues raised by the Guardian relating to support 
being available to locally employed doctors, education supervision, 
clinical guidelines being in date and the shortage of doctors within the 
surgical division.

The Committee noted the concerns raised and requested that the issue of 
clinical guidelines and safety concerns related to staffing levels be 
referred to the Audit Committee and Quality Governance Committee 
respectively.

Annual Nursing and Midwifery Establishments
The Committee received the annual establishment review for nursing and 
midwifery and noted the significant assurance offered in respect of 
staffing establishments being robust.

A full review would be completed next year, and the current review 
demonstrated that there was no need for change to the establishments.

Lack of Assurance in respect of SO 2b
Issue: Making ULHT the best place to work

Equality, Diversity and Inclusion Group upward report
The Committee received the report noting that there were no escalations 
following the most recent meeting of the group.

The Committee was advised that the EDI Team had limited resourcing and 
noted the intention to seek interim support to the team to ensure that the 
Trust was able to meet legal and strategic requirements. 
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Freedom to Speak Up Quarterly Report
The Committee welcomed the Freedom to Speak Up Guardian to the 
meeting and was pleased to receive the report offered which detailed 
activity levels and the recent Freedom to Speak up Month activities.

The Committee was pleased to note the impact of the Guardian and 
commended the work undertaken which meant that those speaking up 
were not doing so anonymously.  

Culture and Leadership Group Upward Report
The Committee received the report noting the progress being made by the 
group with the Committee encouraged by the activity that was now 
underway.

Industrial Action
The Committee was advised of the recent ballot of members of a single 
union and noted that the outcome had not been sufficient for strike action 
and noted an update would be offered to the Trust Board.

The Committee noted that whilst there was not a direct impact of the Trust 
as a result of the ballot there was the potential for an indirect impact due 
to other organisations being affected.

Lack of Assurance in respect of SO 4b
Issue: To become a University Hospitals Teaching Trust

Research and Innovation Governance Group Upward Report
The Committee received the reporting noting the proposal for the 
development of a new group in order to address the wider growth or 
research and innovation.

The Committee reflected that current activity levels needed to be 
improved and noted the establishment of the new group should support 
improvements being made.  There was a need to better link with the 
University Teaching Hospitals Steering Group as both elements were 
interlinked to the achievement of teaching hospital status.

The Committee supported the proposed development of the new group 
and also the aspirations for improvement which would include support to 
staff to ensure that the role of research was viewed as something that 
should be undertaken by all staff.  

University Teaching Hospital Group Upward Report
The Committee received the report noting the content and would discuss 
in detail at the December meeting.
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Assurance in respect of other areas:

Update on People Structure 
The Committee received and update on the structure of the People and 
Organisational Directorate noting that the consultation process had 
concluded, and work was now underway to follow process and 
implement the structure.

Integrated Improvement Plan
The Committee received the report noting the content and would discuss 
in detail at the December meeting.

CQC Action Plan
The Committee was pleased to note the progress being made in respect 
of the red actions and noted the common themes within the action plan 
related to the discussions being held by the Committee such as 
mandatory training and appraisal.

The Committee noted the need to ensure timely updates to risk registers 
and action plans to offer assurance to the CQC under the new regulatory 
regime that was being put in place.

Issues where assurance 
remains outstanding 
for escalation to the 
Board

None

Items referred to other 
Committees for 
Assurance 

The Committee wished to refer to the Audit Committee the issue of clinical 
guidelines and the concerns raised by the Junior Doctor forum of these 
being out of date.

The Committee wished to refer to the Quality Governance Committee the 
safety concerns relating to the doctor staffing shortages within the surgical 
division.

Committee Review of 
corporate risk register

The committee received the risk register noting the current risks 
presented.
 

Matters identified 
which Committee 
recommend are 
escalated to SRR/BAF

No areas identified

Committee position on 
assurance of strategic 
risk areas that align to 
committee

The Committee considered the reports which it had received which 
provided assurances against the strategic risks to strategic objectives.  

Areas identified to visit 
in ward walk rounds 

No areas identified
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Attendance Summary for rolling 12 month period

Voting Members D J F M A M J J A S O N

Geoff Hayward 
Philip Baker (Chair) X X X X X X X X X X
Sarah Dunnett X X
Gail Shadlock X X X A A
Karen Dunderdale X X X X D X X X X D
Paul Matthew X X X X X X X X X
Martin Rayson
Colin Farquharson X X X X A X X D D D
Chris Gibson X X X
Vicki Wells

M
eeting Cancelled

M
eeting not held

A A X

X in attendance 
A apologies given 
D deputy attended
C Director supporting response to Covid-19
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Purpose This report summarises the assurances received, and key decisions made 
by the Finance, Performance and Estates Committee (FPEC).  The report 
details the strategic risks considered by the Committee on behalf of the 
Board and any matters for escalation for the Board’s response.

This assurance committee meets monthly and takes scheduled reports 
from all Trust operational groups according to an established work 
programme.  The Committee worked to the 2022/23 objectives.

Assurances received 
by the Committee

Assurance in respect of SO 3a A modern, clean and fit for purpose 
environment

Estates Group Upward Report
The Committee received the report noting the ongoing NHSE 
requirement for all Trusts to test their ability to continue to function in 
the event of significant power outages.  It was noted that this was part of 
the annual cycle for the NHS.

The Committee noted the continued development of the dashboard and 
anticipated that this would be fully complete early into the new year.

The Committee was pleased to note the improvement in the 
performance against PPM KPIs following the appointment of the 
Compliance Manager showing positive improvement.  

The Committee noted the limited assurance offered and requested that 
the Director of Estates consider what would be required in order for this 
to move to moderate assurance.  

Fire Safety Update Report
The Committee received the Authorised Engineer report on fire safety 
and noted the limited assurance offered.  

This report was issued in February 2022 and following the outcome of 
the report work has been undertaken to develop an action plan which 
continues to be worked through.  The Trust had engaged with 
Lincolnshire Fire and Rescue (LFR) in order to be open and transparent 
which had been received well.

Substantial progress had been made in respect of governance within the 
Trust which had been noted by LFR and resulted in the removal of the 
legal enforcement actions.  

Report to: Trust Board
Title of report: Finance, Performance and Estates Committee Assurance Report to Board
Date of meeting: 24 November 2022
Chairperson: Dani Cecchini, Non-Executive Director 
Author: Karen Willey, Deputy Trust Secretary
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The Committee noted that there would be an ongoing financial 
requirement to address a number of the actions and reflected that this 
would need to be included in business planning processes for the estates 
department.  

The Authorised Engineer is working towards the next report which is due 
in February 2023.  

Health and Safety Committee Upward Report to inc H&S Annual Report
The Committee received the report noting the ambition of the Trust to 
achieve a 5-star British Safety Council rating and discussions held 
regarding fire safety.

The Committee requested that the upward reporting from the 
Committee appended the Fire Safety Group upward report to enable the 
Committee to be fully sighted on progress against actions detailed in the 
risk register.

Security issues were noted in respect of staff/patient incidents and the 
Committee recognised the increased level of security required by the 
Trust to support both staff and patients.  An increase in managing mental 
health patients was cited as a contributory factor.

The Committee received and approved the Health and Safety Annual 
Report for 2021/22 (appended).

Low Surface Temperature Report
The Committee received the report noting the position which remained 
as previously reported with the Trust continuing to progress actions for 
completion on those buildings not owned by the Trust.

It was recognised that further escalation would be required to NHS 
Property Services to highlight the health and safety issue that this 
presented. 

Assurance in respect of SO 3b Efficient Use of Resources

Finance Report inc Efficiency, Capital, Contracts and CRIG Upward 
Report
The Committee received the suite of finance reports noting the £12.7m 
deficit year to date that continued to be driven by non-delivery of cost 
improvement programmes, beds open above plan and Covid-19 costs 
including of housekeeping costs and ED segregation.

The Committee noted the £1m pay award pressure which had not been 
covered by the funding allocation and the general inflation rises above 
that funded.

The Committee noted the development through the risk and gain share 
in respect of care closer to home and noted that £5m would be paid 
back to the Trust in accordance with the agreement made.
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Discussion took place regarding the presented forecast position with 
the Committee noting that current conversations and developments 
would likely result in changes.

The Committee noted the development in regard to efficiency that was 
being seen since the appointment of the Head of Financial 
Improvement.

There had been an increase in cost improvement plans of £3.1m from 
month 6 to month 7 and a further £2.6m of opportunities identified.  
£27.6m of plans have now been identified with a forecast delivery of 
£17.2m for this financial year.  Work would continue to push forward on 
delivery and move this in to 2023/24.

The Committee noted the limited assurance offered in respect of 
efficiency and noted the items of importance being the ability to 
achieve the optimum levels of beds, compliance with the agency price 
cap, recognising the support required from other Trusts and the focus 
required on productivity.  

Moderate assurance was received in respect of capital with the 
Committee noting the continued overcommitment of £2m.  It was 
noted that the electronic patient record would be split in to two 
business cases with a case for infrastructure at circa £25m and a case 
for the EPR itself at circa £50m over the 10-year life. The latter would 
require Treasury level approval.

The Committee noted the reduction of circa £6m capital allocation in 
relation to the Community Diagnostic Centre due to the Trust not being 
able to spend the allocation by the year end.

The Capital, Revenue and Investment Group (CRIG) terms of reference 
were ratified by the Committee.  

Finance Forecast Protocol
The Committee received the report noting that the forecast position 
would be formally changed at month 9. This change would be 
submitted by the Integrated Care Board on behalf of the System.

The Committee noted the position reported and that this would be 
overseen through the Finance Committee of the Integrated Care Board.

 Assurance in respect of SO 3c Enhanced data and digital capability

Information Governance Group Upward Report deferred to December 
Committee.
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Assurance in respect of SO 3d Improving Cancer Services Performance

Operational Performance against National Standards
The Committee received the report noting the discussions held in 
respect of performance during the IIP item and received further 
assurance with regard to urgent and emergency care noting the impact 
of the breaking the cycle particularly on ambulance handover delays.

The Committee again noted the letter received from NHS England 
regarding the Elective Recovery Self Certification and noted that all 
elements of performance benchmarking required were considered 
through the operational report and IIP.

Substantial progress was noted in regarding to colorectal services 
including the reduction of patients being seen through the cancer 
pathway who did not require cancer services.  

The Committee recognised the limited assurance being offered 
however noted good progress being made in a number of performance 
areas.  Of particular note was the validation activity that whilst 
demonstrating a reduction in waiting lists but improved the quality of 
data available however was not a result of productivity gains.

Assurance in respect of SO 3e Reduce waits for patients who require 
planned care and diagnostics to constitutional standards 

As reported at SO 3d

Echocardiogram Deep Dive Report
The Committee received the report produced by NHS England into the 
echocardiography service and noted that this was the most challenged 
diagnostic service within the Trust.

Service recovery following Covid-19 had been impacted by the close 
proximity to patients for an extended period and the infection 
prevention and control requirements. 

The Committee noted the outcome of the report and associated actions 
to progress service delivery and requested a further update be offered 
to the Committee on progress in December.  

Community Diagnostic Centre Report
The Committee received the report for information noting the 
moderate assurance and content offered.  

Assurance in respect of SO 3f Urgent Care 

As reported at SO 3d
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Assurance in respect of SO 4a Establish new evidence based models of 
care

Item deferred to December Committee

Assurance in respect of SO 4c Successful delivery of the Acute Services 
Review

Item deferred to December Committee

Assurance in respect of other areas:

Committee Performance Dashboard 
The Committee received the report noting that this offered limited 
assurance.  Significant discussions regarding performance had taken 
place through the operational performance report and IIP.

Integrated Improvement Plan and Improvement Steering Group 
Upward Report
The Committee received the report noting that this offered moderate 
assurance and a 6-month review on the progress of the programmes 
underway.

Green shoots were starting to be seen as a result of the implementation 
of breaking the cycle.  In addition, it was noted that there was an 8-
week sprint with focused activity on 3 specific areas of outpatient 
recovery, these were reducing missing outcomes, reviewing all directory 
of services templates and improving clinic utilisation with the medicine 
and surgery divisions.  To date the Trust was tracking to achieve a 50% 
reduction in missing outcomes by the end of the 8-week sprint.

Meetings would take place with the Divisions during December in order 
to better understand the position of the Cost Improvement 
Programmes that are linked to the transformational work streams.

The Committee noted the Elective Recovery Self Certification letter 
received from NHS England and noted the requirement for the Chair 
and Chief Executive to confirm that the Board receives sufficient 
assurance on key areas of performance.

The Committee recognised that reporting within the Trust was split 
between the IIP and Operational Performance but noted that all aspect 
of performance was reported as detailed within the letter.

Internal Planning Approach 2023/24
The Committee received the report noting the intention to commence 
planning for the 2023/24 financial year which was be undertaken with 
divisions to ensure a clear understanding of requirements and 
expectations.
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The Committee noted the report offered moderate assurance on the 
plan in place noting specifically the framework, timelines (appended) 
and associated governance of this.   

Internal Audit Recommendations
The Committee received the internal audit recommendations noting 
that actions were considerably overdue and requested that these be 
reviewed to understand if actions had been superseded.

CQC Action Plan
The Committee received the report noting the position and requested 
that the red rated actions for estates be considered in detail and 
narrative offered ahead of the next report.

Issues where 
assurance remains 
outstanding for 
escalation to the 
Board

None

Items referred to other 
Committees for 
Assurance

None

Committee Review of 
corporate risk register 

The Committee received the risk register noting the risk as presented.

Matters identified 
which Committee 
recommend are 
escalated to SRR/BAF

No items identified

Committee position on 
assurance of strategic 
risk areas that align to 
committee

The Committee considered the reports which it had received which 
provided assurances against the strategic risks to strategic objectives.  

Areas identified to 
visit in dept walk 
rounds 

None
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Attendance Summary for rolling 12-month period

X in attendance 
A apologies given 
D deputy attended
C Director supporting response to Covid-19

Voting Members N D J F M A M J J A S O N
David Woodward, Non-Exec 
Director

X X

Dani Cecchini, Non-Exec Director X X X X X X X X X X X
Chris Gibson, Non-Exec Director X X X X
Gail Shadlock, Non-Exec Director X A X A A X
Director of Finance & Digital X X X X X X X X X X D X X
Chief Operating Officer X X X X D X D X X X X X X
Director of Improvement & 
Integration

X X X X X D X D X X X

Sarah Buik, Associate Non-
Executive Director

X X X X



1 Item 10.1 FPEC Upward Reprt appendix 1 - Health  Safety Annual Report 202122.docx 

Meeting FPEC 
Date of Meeting
Item Number

Annual Report– Health and Safety Performance 2021-22 update
Accountable Director Simon Evans Chief Operating Officer
Presented by
Author(s) Philippa Fitzmaurice Senior Health & Safety 

Manager
Report previously considered at Trust Health & Safety Committee

5 October 2022
Outcome approved by members present

How the report supports the delivery of the priorities within the Board Assurance 
Framework
1a Deliver high quality care which is safe, responsive and able to meet the needs of 
the population

x

1b Improve patient experience x
1c Improve clinical outcomes x
2a A modern and progressive workforce
2b Making ULHT the best place to work
2c Well Led Services
3a A modern, clean and fit for purpose environment x
3b Efficient use of our resources x
3c Enhanced data and digital capability
3d Improving cancer services access
3e Reduce waits for patients who require planned care and diagnostics to 
constitutional standards
3f Urgent Care
4a Establish collaborative models of care with our partners
4b Becoming a university hospitals teaching trust 
4c Successful delivery of the Acute Services Review

Risk Assessment Health & Safety Risk ID 4629, 4680 and 4681
Financial Impact Assessment Insert detail
Quality Impact Assessment Insert detail
Equality Impact Assessment Insert detail
Assurance Level Assessment Insert assurance level

• Moderate



Recommendations/ 
Decision Required 

• The Committee is asked to note the contents of the report 

Executive Summary

This purpose of this paper is to provide FPEC Committee members with the Health and Safety 
arrangements and performance for the period 1 April 2021- 5 October 2022 inclusive of an update 
on business activities undertaken. 

Senior Health & Safety Manager presented the report to the Trust Health & Safety Committee on 5 
October 2022. Members present were provided with an outline of the report at the meeting, and 
received the full report in advance  of the meeting date

The report set out the significant achievements made during the year and challenges presented 
including those resulting from the Covid-19 Pandemic, which brought a change of focus and required 
increased flexibility and responsiveness by everyone within the Trust. A COVID- 19 Assurance 
Assessment Plan developed for 2021-2023 linked to the Team Health and Safety objectives provided 
a key focus for the Trust during the pandemic/ endemic phase.

The report also focuses on the agreed objectives for the effective management of health and safety 
within the Trust for 2021-22 and the key deliverables as outlined in the Trust’s Health and Safety 
Strategy of which the performance summarized below is detailed in the body of the report.  



Main body of the report.

Management for Health and Safety within United Lincolnshire Hospitals NHS Trust (the Trust) 
adopted the British Safety Councils Five Star Occupational Health and Safety Audit process. This 
has been the vehicle to ensure compliance with health and safety legislations, reduce levels of 
harm to staff members and limit the Trusts exposure to further regulatory activity. Using the HSE’s 
model HSG65 ‘Managing for Health and Safety’ which incorporates ‘Plan, Do, Check, Act’ 
methodology this approach achieves a balance between the systems and behavioral aspects of 
management and treats health and safety management as an integral part of good management 
generally, rather than as a stand-alone system.

Health and Safety Governance reviewed in partnership with Staff side representatives included 
the management and reporting structures, escalations, revised Terms of Reference for the Health 
and Safety Committee (HSC) and engagement with clinical divisions.  Escalations from HSC now 
feed up to the Finance Performance Executive Committee (FPEC) and Director of Estates & 
Facilities attends this group. 

The Health and Safety Committee met on five occasions and achieved the responsibilities 
outlined in the Terms of Reference.  Face to face, attendance was impacted by the Covid-19 
pandemic restrictions and increase hospital activity particularly for the clinical divisions. Teams 
meetings were introduced to provide a continuity of business, 57% of members achieved the 
60% attendance target. As the Trust returned to operational services clinical representation was 
monitored and health and safety team members attended local site clinical meeting to ensure 
health and safety information was being shared. 

The specific subject matter groups, which feed into the HSC to provide assurances and issues 
for escalation, include the Fire Safety Group, Local Security Management Group and Radiation 
Protection Group.  The groups provided regular updates to HSC and reports on their performance 
has been provided to Committee members.  The plan for 2022-23 is that there will be more 
representation from clinical divisions and specific subgroups relating to Estates activities feeding 
into HSC.

Extensive support to the organisation was provided by the Health and Safety Team to minimize 
risks from the Covid-19 pandemic and support Organisational resilience.  In 2021 Health & Safety 
Executive (HSE) undertook a series of planned inspections of NHS Trusts in response to reported 
deaths of staff from COVID-19, local outbreaks and proactive visits to 18 acute Trusts. The Trust 
whilst not part of the HSE visits commissioned the British Safety Council (BSC) to undertake a 
COVID -19 Assurance review. This viewed as an independent assurance received full Board 
support to provide a profile that the Trusts’ COVID-19 workplace safety, health and environmental 
arrangements were in accordance with current guidance and best practice.
This process included a review of the Health & Safety Operational Risk Assessment templates 
and incorporating the requirement for COVID19-Safe environments in line with national 
guidelines into existing processes. Collaborative work from many key stakeholders to achieve 
operational arrangements for example in Procurement, Occupational Health and IPC provided 
strategic oversight to Gold Command. The Trust received its COVID-19 Assurance status in May 
2022, further information is contained within this report.

Ongoing monitoring of completed Health & Safety Audits showed 73.47% conducted based on 
accumulating percentage since April 2021. Access to ward/ departments through January / 
February 2022 has been restricted due to IPC guidelines introduced in relation to COVID positive 



patients. Teams meetings were arranged however, to provide managers the support remotely on 
matters of health & safety compliance. 
 
The Trust Health and Safety Policy and Statement was reviewed and approved by HSC 
members, Staff side representatives and Chief Operating Officer May 2021. The associated 
sixteen guidance documents reviewed due to removal of the RAG rating system have been 
updated and approved by the HSC and all remain fit for purpose.

Incidents trends monitored on a daily basis through the Datix Health & Safety dashboard are 
reported quarterly to site based Health & Safety Forums. The development of a spreadsheet and 
slide show presentation on incident type enables monthly data to be disseminated at Forum 
meetings and HSC meetings. There was an upward trend evident for inappropriate/aggressive 
behavior towards staff by patients and staff on staff reported in year 2021-2022 and in non-patient 
falls, with a downward trend evident in moving and handling and contact with sharps reported.

All incidents investigated by the Health & Safety Team and those requiring reporting under the 
Reporting of Injuries Diseases and Dangerous Occurrences Regulations 2013 (RIDDOR) were 
reported to the HSE within the guidance time frame. Actions to reduce the likelihood of recurrence 
documented within Datix and where required Health & Safety Investigation report undertaken 
and monitored until complete.

Monthly submissions were completed and presented within the Estates & Facilities report to 
FPEC in 2021-22 and the following matters identified:-

• Replacement post for Health & Safety Trainer approved and appointment subject to HR checks 
made, a replacement for Trust Manual Handling Advisor is being considered within this reporting 
period.

• Advanced Eco-Online Safety Management system approved and at the time of this report a 
training programme is being undertaken before the system goes live to its users.

• British Safety Council (BSC) – project update on COVID-19 Assurance Exercise revisit to 
assurance the Trust’s management systems in line with COVID.

• External Inspections recorded and information shared with key stakeholders/ parties involved.

Background 

Health and Safety Governance 

All organisations have a duty under the Health and Safety at Work etc. Act 1974 and associated 
regulations to ensure that they have suitable arrangements in place for the effective management 
of Health and Safety in compliance with regulatory requirements. United Lincolnshire Hospitals 
NHS Trust (the Trust) has within the Health & Safety Team a Chartered Member of the Institute 
of Occupational Safety and Health (IOSH) as their ‘Competent Person’ for health and safety. 
Trust Board are committed to the ongoing development of a positive health and safety culture for 
staff patients and visitors which is outlined Trust’s Health and Safety Policy which was updated 
and approved for release April 2020.  This document aligns to the Health and Safety Executive 
(HSE) guide HSG65 ‘Managing for Health and Safety’ that enables an integrated approach of 
developing health and safety into general good management and achieving a balance between 
systems and behavioural approaches.   
 



The Trust’s Health and Safety Policy and Statement is an overarching document underpinned by 
a full range of health and safety procedures that are reviewed and monitored by the Trust’s Health 
and Safety Committee and remain fit for purpose.  

Trust Health and Safety Team 

The reporting structure for the Health and Safety Team remain within the Estates and Facilities 
Division reporting to Director of Estates & Facilities.

The Senior Manager for Health and Safety attends Estates & Facilities Cabinet meetings that 
discuss and make decisions in relation to the ongoing development of a responsive health and 
safety culture. This process was particularly effective during the pandemic to support operational 
requirements as they arose including social distancing, IPC guidance, Vaccination sites, Fit 
Testing and surge plans.   

The Terms of Reference of the Health and Safety Committee were reviewed during 2021 due to 
the changing roles of key members and Staff side representation during various stages of the 
Covid-19 pandemic. Forming a Health & Safety Cell contributed to enhance engagement and 
strengthen links for the effective management of Health and Safety within the clinical divisions 
during this transitional period. This process of continuing engagement has been incorporated in 
to the Trusts’ Communication Share Point network discussed later in this report. 

The Fire Safety Group, Local Security Management Specialist Group and Radiation Protection 
Group are subject specific groups who provide related assurances via the Health and Safety 
Committee and any items for escalation.  Further subject specific groups to become a feature for 
2022-23 feeding into Health and Safety Committee include Estates & Facilities Risk Register 
items and a Moving and Handling/Patient Handling Steering Group. 

Health and Safety Committee (HSC)

The Health and Safety Committee provides assurances to the executive group (FPEC) 
concerning the performance of the Committee. This includes compliance with current legislation 
to facilitate a safe environment for staff, patients, visitors and all others affected by the activities 
of the Trust.  The Committee have agreed upon a Trust Health & Safety Committee (TH&SC) 
Forward Reporting Schedule 2021/22, which will be monitored, on a quarterly basis with any 
exceptions being reported to the executive groups as detailed above.  The Committee met on 
five occasions in 2021-22, 27/01/2021, 28/04/2021, 28/07/2021, 27/10/2021 and 17/01/2022 
via Microsoft Teams.

Reports monitored by the group included:-
a) Health and Safety Update on business activities  
b) British Safety Council Audit/ assessment update
c) Health and Safety Risk Register items 
d) Policies and Procedures 
e) RIDDOR incidents reported and Health & Safety investigations 
f) Eco-online Safety Manager Audit and COSHH Chemical Management
g) Quarterly Report and Incident Trends 

• Fire Safety Group Action Points summary and escalations
• Local Security Management Group Action Points summary and escalations
• Radiation Protection Group Action Points summary and escalations



• Dangerous Goods Safety Advisor Reports (consultant to the Trust).

The Committee has met via Teams on 6/04/22 and 6/07/22 and Chaired by Chief Operating 
Officer has shown improved engagement on health & safety matters with staff side and 
Committee members. FPEC have included within their monthly reports a requirement for 
feedback from the Trust Committee meetings presented by Director of Estates & Facilities.

Key messages

British Safety Council Five Star Audit Assurance Framework
The Five Star Audit is a best practice audit which fully incorporates and indeed exceeds the
requirements of the new ISO 45001 standard. The process involves an in-depth examination of 
the organization’s entire health and safety management system and associated arrangements. 
Focusing on key aspects of managing occupational health and safety in the workplace, the 
model offers a structured path for continual improvement towards best practice. The audit is 
reflective of the recognized PLAN-DO-CHECK-ACT management cycle.

2021-2022 the Trust began preparations to review our audit status of ‘3 Stars’ achieved in 2019 
as part of a three yearly cycle. Six best practice indicators require re-evaluation and British 
Safety Council Task and Finish Group monitor progress as to when the Trust is ready to submit 
a proposal for the Five Star Occupational Health and Safety Audit 2021 Specification.

• Leadership
• Stakeholder engagement
• Risk management
• Organisational health and safety culture
• Continual improvement
• Wellbeing

Health and Safety Risk Register
Health and Safety risks on the Trust’s risk system are a standing item at the Estates & Facilities 
Risk Steering Group and provided as a progress report at the Health and Safety Committee 
meeting. Health & Safety Risks monitored at Risk Steering Group provides assurances linked 
to the Risk Register Confirm and Challenge Group, which is a sub-group of the Trust 
Leadership Team.  

Health & Safety Risk ID 4919, 4937, 4679, 4681 and 4680 relating to:-  

• Health & Safety regulation and standards for delivery of patient handling training, 
workplace health surveillance programme for COSHH

• HM Government guidance on working safely during the COVDI-19 pandemic and 
working in partnership with British Safety Council Five Star Occupational Health Audit 
review.

• Department of Health & Social Care guidance – FFP3 Resilience in Healthcare setting.

A summary of key points presented at the Risk Register Confirm and Challenge Group were:

Risk ID 4919- Recruitment process for a secondment position of a manual handling trainer to 
deliver patient handling has been approved, with TRAC process commenced and an applicant 
accepting an offer to start w/c 19/9/22
Risk ID 4937- Scoping exercise complete with recommendations to provide a Trust wide 
Workplace Health surveillance-monitoring programme approved. Working in partnership with 



Procurement / contracts, processes are in place to complete a contract award for an external 
company to deliver on this programme.
Risk ID 4679- Trust working in partnership with British Safety Council have a commitment to 
the Five Star Occupational Health Audit. Commissioned in 2019 a Three Star Award was 
achieved, work will commence to review our status and recommendations from 2022 COVID 
Assurance Certification, to achieve compliance with statutory health & safety legislation.
Risk ID 4681- Trust has in place processes, systems of procurement and training for FFP3, 
has been recognised as exemplar. All such elements will continue to be monitored and 
evidence/ assurance provide to Trust Committees/ groups.
Risk ID 4680- Trust has received from British Safety Council Assurance Certificate that HM 
Government Working Safely Guidance has been implemented within the Trust. The report-
highlighted areas that would need continue monitoring and this will be achieved through the 
BSC 5 Star Award.

Operational Health & Safety Risk Assessments

All wards and departments on at least an annual basis are also required to review their 
Operational Health & Safety Risk Assessments. These document any general health and safety 
hazards and any actions required by local management to control any issues found relating to 
workplace compliance.  These assessments recorded and monitored on the Trusts’ Operational 
Health & Safety Management System the platform for Operational Health, Safety and Welfare 
Audit for all departments within ULHT. To achieve where reasonably practicable our monthly 
Audit KPI targets a spreadsheet designed to record a snap shot of compliance and breakdown 
by site and department. The health & safety team have continued to monitor and escalate to 
Divisional leads where repeat cancellations have occurred. Local managers are responsible for 
ensuring that any actions are monitored locally until complete.

At the time of writing this report, the Health and Safety Team are undertaking a review/ 
sanitization of documents in preparation for the launch of Safety Manager. Using the enhanced 
online platforms (Tiles) available the Team are reviewing and creating template documents that 
will form the methodological tool for completing risk assessments. Evidenced from feedback 
following the BSC COVID-19 Assurance Review the templates will incorporate elements 
recommended in their report.

a) Policies and Procedures

The following policies and guidance documents updated and approved by the HSC.

Policy and guidance documents
Health and Safety
Health & Safety Statement
Trust Health & Safety Committee Constitution and Terms of Reference
Control of Substances Hazardous to Health
Display Screen Guidance / eye test referral
First Aid Guidance
Respiratory Protection Guidance (RPE) Fit Testing  
Management of Health and Safety at Work
Manual Handling Policy



New and Expectant Mothers at Work Guidance
Personal Protective Equipment at Work Guidance
Reporting of Incidents, Diseases & Dangerous Occurrences (RIDDOR) Guidance
Slips and Trips in the Workplace Guidance
Work at Height Guidance
Working Safely COVID-19 Guidance
Safe Hot Water and Surface Temperature Standard Operating Procedure (SOP)

 
Post this report Health & Safety of Young Persons guidance and risk assessment was 
published on 9 June 2022 and available through Health & Safety Share Point Link.

Health & Safety Policy Subgroup meetings 

Policy subgroup meetings held via Teams scheduled prior to the Trust Committee meeting 
have reviewed the Terms of Reference for 2022. Included for consultation by members 
inclusive of Staff side are specific items on Estates subjects, such as Management of 
Contractors, Permit to work and Confined Spaces procedure. Guidelines for the 
Management of Radon drafted by specialist topic groups have been brought to the 
Committee for approval prior to final sign off at Trust level. 

The Policy subgroup presented as an Agenda item July’s meeting a spreadsheet to record 
documents consulted and approved for publishing by Corporate Policies. All new/ reviewed 
documents will include an Equality and Health Inequality Impact Assessment Tool sent to 
the Equality Team for approval prior to publishing. Review / creation of documents for 
2022/23 is monitored through this group as new/ revised health and safety legislation is 
identified.

b) RIDDOR Incidents Reported

There were 30 incidents reported up to January 2022 (zero for the month of February 2022) to 
the Health and Safety Executive (HSE) as required by the Reporting of Injuries and Dangerous 
Occurrences Regulations 2013 (RIDDOR) in 2021-22. This compares to 62 staff RIDDOR 
incidents reported in 2020-21. All RIDDOR incidents investigated in 2021-22 underwent a 
health & safety investigation to identify lessons learned and any actions required to reduce the 
likelihood of recurrence.   

Patient/ visitor incidents recorded for 2021-22 include:
• Patient fall resulting from contact with automatic sliding doors- Serious Investigation 

procedure undertaken, Health & Safety Investigation report completed.
• Visitor trip / fall main car park (next to Contractors compound). Health & Safety 

Investigation report completed, liaison, and communications with Contractors onsite 
commissioned for the A&E Redevelopment project.

Table 1 shows a comparison of the RIDDOR incidents reported to previous years.



Table 2 shows RIDDOR incidents reported to date.

Health & Safety Investigation – Datix incident ID 282596

Health & Safety Team requested to undertake an investigation (24/5/22) involving a patient 
safety incident. The patient collapsed in a toilet staff unable to achieve access to toilet area 
due to door being locked from the inside and resulted in having to call security team to access 
toilet to enable staff to treat patient. Significant delay in being able to commence resuscitation. 

Health & Safety Lead has examined the circumstances relating to the door, associated 
ironmongery, the lock, and reporting of faults. Recommendations shared from the information 
collated with Risk and Governance Manager, (01/06/22) the incident at this time is not 
reportable under RIDDOR. However, the incident will undergo a Serious Incident Investigation. 

c) Anonymous reporting 

Safety Manager one of the software platforms used to manage Health & Safety within the trust 
designed to allow staff to Anonymous Report using the reporter mobile phone and a QR code. 
This will alert the Health & Safety team who will then assign the Anonymous Report to the 
relevant department within the trust. Introduced in December 2021 early indications from 
monitoring entries on daily basis show an appetite to report incidents and trends demonstrate 
issues of an environmental nature. 
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Update entry to this report the Health and Safety Team continue to monitor the incidents 
reported and whilst this tool is not currently, being used to its full potential the enhanced Safety 
Manager System will allow this form of data to support Datix incidents, investigation reports 
and provide qualitative data for evidential information.

d) Quarterly Report – Incident Trends

Incidents monitored by HSC on a quarterly basis, identify any trends that enable actions to be 
identified and implemented to reduce the likelihood of recurrence.  The following methodological 
approach has been introduced in April 2022:

A QSIR approach to the analysis of Datix data.

In line with the NHSE/I Quality, Service Improvement and Redesign (QSIR) framework, this 
methodology introduced with support of the Trust’s Principal Delivery Analyst Improvement & 
Integration utilises (1) to (3) below, in order to better identify and quantify improvement 
opportunities, and verify sustainable change.

1. A focus on measurement for improvement rather than measurement for accountability; 
understanding the variation (patterns and trends) in incidents over time, rather than 
comparing aggregated volumes for arbitrary periods (e.g. total volumes for financial periods).

2. The use of Pareto anaylsis in order to: identify and quantify the significant (80% of the) 
causes / improvement opportunities; and maximise our return (reduction in incidents) on 
investment (mitigation time and cost).

3. The use of statistical process control (SPC) charts in order to: explore the variation (patterns 
and trends) in incidents over time; and observe and differentiate between common cause 
variation (random noise) and special cause variation (non-random signals that indicate that 
volumes have changed / are changing; either unintentionally or as the result of an intentional 
mitigation).

The types of incidents selected to report on provides an opportunity to view the data to assist in 
highlighting the areas of risk, controls measures in place and or actions required to reduce the 
risks. Examples presented as charts below illustrate for data up to month of August 2022. The 
next steps for development will be the design of an “Intelligence report” encompassing an 
anaylsis of the following;

• Datix incidents

• RIDDOR reportable incidents 

• Anonymous reporting data

• Health & Safety Audit themes.

Chart 1- 

The Pareto chart below illustrates the number of incident by category over the last 12 rolling 
months (including the reporting month).



Chart 2 – All incidents – Trust wide
Although the last point in the chart is increasing we would need to see 6 consecutive points 
increasing for us to conclude that we are seeing an upward trend in the number of incidents 

Working Safely during COVID-19 in Offices and Communal Areas

In line with the government guidelines for working safely during Covid-19 in offices, laboratories 
etc. the Trust Operational Health & Safety Risk Assessment document was revised and updated 
to reflect Covid-19. Specific assessments populated to enable compliance against the guidelines 



and entered as part of the strategic arrangements onto Trust’s Risk Register. Supported by the 
Trust Health and Safety Team, Managers within their respective divisions implemented the 
Covid-19 requirements. 

BSC COVID- Assurance statement received awarded certificate following review of 
evidence submitted by Dr Keith Whitehead.

Trust Health & Safety Committee Chair thanked members for the work to put this together, it is 
a real achievement and we should be very proud particularly so given the physical assets of our 
estate.
Post meeting Message received from BSC CEO Mike Robinson – 8/7/22
“The British Safety Council in partnership with United Lincolnshire Hospitals NHS Trust have 
since the start of 2022 embarked on a journey to achieve the British Safety Council COVID-19 
Guidance. 
It is with sincere congratulations that following a review in May the Trust was awarded the 
COVID-19 Assurance Certificate. 
Implementing a range of good practice examples and managerial methods the Trust have 
continually improved their COVID arrangements.
It should be highlighted that the HS team members, and all other non-clinical and clinical staff 
interviewed and who participated in the whole assurance journey, were very engaging, 
transparent, and reflected a culture of continual improvement”.

Audits
Safety Manager is the platform for Operational Health, Safety and Welfare Audit for all 
departments within ULHT. A digital management tool developed by Eco Online, a tendering 
process has been completed for the provision of a COSHH and Safety Management System on 
behalf of United Lincolnshire Hospitals NHS Trust, for the provision of Chemical Manager and 
Safety Manager. 
The Trust has an ongoing requirement for a system that covers safety management, allowing 
staff to monitor and report on incidents and observations related to safety risk and to create 
bespoke risk assessments, audit and incident investigation proformas. The current 
arrangements will continue with a transition of advance packages already available for the health 
and safety team, to utilize from 1 October 2022.
Trust Health & Safety Committee meeting for October 2022 members will be provided with a 
presentation of the online platform and a briefing paper on the advanced system. 

Table 3 – provides a snap of data designed to monitor the audits undertaken by the health & 
safety team in consultation with ward/ department leads. HSC receive an update quarterly and 
2022/23 will include themes/ trend on compliance results from the audits undertaken. Data input 
as of 12/9/2022.



Control of Substances Hazardous to Health

The Trust has a responsibility to manage safely hazardous substances used at work. A software 
system facilitated by Eco Online/Chemdoc provides management and documentation of 
chemicals. It also allows users to search for products and create COSHH assessments. The 
Health & Safety department, with the help of department managers, has identified appropriate 
staff from each department to take on this role. 

Current arrangements for Workplace Exposure Monitoring.
Monitoring of substances hazardous to health are arranged through department areas managing 
their workplace environmental monitoring. A desktop exercise undertaken by health and safety 
team has shown that trust wide monitoring falls short of recommended practice. For most trusts 
of this size, it is recommended minimum 3-year period and current records evidence that 
although Theatres and Endoscopy departments have carried out monitoring for staff exposure to 
nitrous oxide and peracetic acid it is not consistent both in type and in amount of monitoring 
undertaken. Furthermore, other areas may require a bench line audit where limited or no previous 
sampling has been undertaken such as Fracture Clinic/Maxillofacial. Furthermore, monitoring 
carried out for staff exposure to dust and Anaesthetic Workshops, where machines are repaired 
and tested have the potential for exposure to nitrous oxide and anaesthetic agents and as such 
will be included within the monitoring programme.
Recommendations to mitigate the risk from regulatory breaches of health and safety legislation 
have been approved through Trust Health & Safety Committee to award a contract to an external 
provider for environmental monitoring who will perform both personal sampling and continuous 
monitoring and analyse the data. This consistent process ensures a baseline benchmark is 
achieved and in line with other NHS Trusts provides a 3-5 year programme of health surveillance.

Dangerous Goods Safety Advisors Annual Report January 2021-2022 update

ISSL has been appointed by the Trust to act as Dangerous Goods Safety Advisor as per its 
statutory duty. Following the appointment of David Fehler, Waste Management Consultant and 
DGSA, a programme of site visits have been scheduled during the month of October 2022. It has 
been agreed that County Hospital Louth will be included and the main focus will be to prioritize 
any outstanding risks from the 2022 Annual Report.

Notification of external agency visits (including regulatory agencies e.g. CQC and HSE)

To support improved awareness and oversight of external agency visits the Trust’s Compliance 
Team are in the process of reviewing and strengthening the arrangements and policy relating to 
external agency visits (to include Health and Safety linked visits). At the time of completing this 
report, a new policy for the Management of External Agency Visits, Inspections and 
Accreditations (Including VIP Visits) has been approved for use by ELT and TLT. All External 
Agency Visits (to include those for accreditation, assurance, internal audit, inspection and peer 
review and including VIP visitors) should now be registered on the Trust’s central External Visits 
Register External Visits Register - Home (sharepoint.com).
The Health and Safety Committee will receive a regular report from the Compliance Team 
outlining any H&S linked visits undertaken or expected/planned. For July’s meeting this included 

Total & % conducted pan trust Accumulating
98

39.68%
Total conducted Accumulating
% conducted Accumulating



reference to a face-to-face transport inspection by the Office for Nuclear Regulation on 7 July 
2022.  

Patient Handling Training 

The need for Patient Handling training in 2021-22 was increased to provide new staff, redeployed 
and Armed Forces medic’s skills to carry out patient handling techniques. The capacity for 
training groups reduced to six per session was reviewed post COVID-19 and where reasonably 
practicable has increased numbers with a ratio of 1:8 and or 2:16. Furthermore, requests for 
additional training in patient handling via classroom attendance as seen large numbers of new 
starters requiring training before allowed on the wards/ departments to practice. Continuity plans 
have been put in place to facilitate the numbers and is reviewed according to the risk register 
scoring system.

Core Compliance ESR Patient Handling
The data represented indicates the recognition of Patient Handling to the Core Skill Plus 
Programme. This allows the Health & Safety Team to monitor attendance.
The target set from November 2017 Trust Core Plus Topic Targets- 90%.

         

           

The Health & Safety Manual Handling Team for 2022-23 are working to ensure the following 
activities are achieved:



• An increase in our training room capacity to increase numbers attending. Alternative 
venues are being sourced to facilitate extra requests for training including access to the 
Trust Clinical Skills suites. As a representative on the Mandatory Training Panel, the 
Senior Health & Safety Manager is raising the profile of training venues that are in short 
supply fit for purpose to deliver practical training.

• Increase our Ergo coach programmes to put more ergo coach staff on wards/dept. This 
action has now commenced with Train the Trainer courses completed and the launch of 
our 4-day Ergo Coach programme. Attendance figures is being monitored and where 
required feedback to managers on non-attendance.  

• Increase Flow jack training to promote safer lifting. This session facilitated by Matron 
Deeks, supports the delivery of practical equipment training, manual handling trainers 
accommodating nurses unable to attend during the day have delivered evening sessions.

• Collaborative training with Occupational Therapists and Physiotherapists to support 
training specific for Allied Professional has commenced particularly by representation at 
the Ergo Coach programmes.

• Exact support from senior clinical staff to have more protected learning time for Ergo 
coaches’ remains on going through support and shared information/ advice at weekly 
ward sisters/ matron’s team meetings.

• Audit Ergo coaches to make training and safe patient handling is adhered to at all on 
wards/dept. The creation of a Team’s channel for ergo coaches has been set up to act 
as an internal audit of good practice. Advance system of Safety Manager is to be 
explored, to design an audit tool for indicators of patient handling practice / equipment.

• The Trust engaged in April 2022 an equipment manufacturer Arjo to undertake a Trust 
wide audit of mechanical hoist systems to ensure post pandemic the presence of physical 
stock reflects data on the Medical Equipment Management System. An anaylsis of the 
report/ recommendations is being undertaken in consultation with Clinical Engineering/ 
Medical Devices Capital Group.

Other Training

Training continued throughout 2021-22 with face-to-face sessions adapted for safety during the 
Covid-19 pandemic, these sessions has been reviewed and classes created on ESR for 2022/23.
Continuous Professional Development – Health & Safety
One-day course tailored for working in ULHT. The course has been approved and certified by 
CPD. CPD is the holistic commitment of professionals towards the enhancement of personal 
skills and proficiency throughout your career. The course is a classroom-based period of training 
to enable learners to gain an understanding of the fundamentals of Health and Safety and the 
responsibilities of both employers and employees. It highlights the general hazards extent within 
the hospital environment to employees, patients and visitors etc.
Patient Handling- bespoke requests for wards/ departments
Moving and Handling- bespoke requests for departments
Fit Testing – upskill of staff to wear RPE
Fit Testers within the Health & Safety Team have established a rolling programme of fit testing 
sessions and given scheduled time to fit test all staff identified who require testing at least every 
3 years. An application to CPD by the Health and Safety Team for authority and recognition of 
the delivery of Train the Fit Tester includes a review of the competency of fit testers within the 
Trust. Funding for the CPD License was approved for financial year 2022/23.



Conclusions
 
It was a challenging year during 2021-22 for the Trust due to Covid-19 and there was a balance 
between compliance and supporting staff working on the frontline to provide the much-needed 
support and adapting to the changing requirements throughout the various stages. This balance 
whilst continues as now progressed forward to incorporate many new operational service 
activities and projects whilst reaffirming relationships with staff at Louth, Skegness and Spalding 
Hospitals.

Key Objectives for 2022-23 include:

• Review the Terms of Reference for Health and Safety Site based Forums to reflect changes 
in membership from the clinical divisions.

• Review resources for Health and Safety to ensure that provision can meet Trust requirements 
particularly with regards to support for the clinical divisions, ongoing Moving and Handling.

• Fully implementation of the Eco-online Advanced Safety Management System.
• Review/ submit a proposal for the Five Star Occupational Health and Safety Audit (2021 

Specification).
• Support the Trust plan to review Trust compliance against the NHS Health and Safety 

Workplace Standards (NHS Staff Council, 2013) which includes Asbestos Management, 
Water Safety (Legionella) and Management of Contractors.

• Maintain systems and processes in place for general Health and Safety compliance.

Recommendations

This report is submitted to the Trust FPEC Committee for consideration.
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Jan-Mar 2023: Detailed Delivery Plans 

TBC: Final Planning 

Submission

25/11: Demand & 

Capacity/Bed Modelling 
05/12 – 19/12: 

Workforce Planning 

29/11: Financial 

Assumption Modelling 

Jan 23: Finalise 

contracting information 

(income)

Jan-Feb 2023: 2 Year Operating Plan – Corporate/Divisions

12/01: TLT for 

Planning Intentions 

sign off

07/03: Trust 

Board Sign Off

24/01: Board 

Development 
09/02: ELT  

Communications & Engagement

20/12: Final Planning 

Assumptions 

Dec 22 – Jan 23: Financial Assumption 

Modelling 

Rolling Specialty Clinical Specialty Reviews 
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17/11: Pilot Specialty 

Review (Cardiology)

End of Apr 23: 

ULHT Clinical 

Strategy 

Nov 22: Divisional Business 

Planning Workshops
Early Dec 22: Determine emergent 

improvement themes for 23/24 

Jan 23: Executive Check & Challenge 

(IIP, BAF, CIP, Transformational 

Programmes)

TBC: Pilot Specialty 

Review (Stroke)

09/12: 17 x Specialty Review 

Packs 

05/12: 

Ophthalmology SR 
06/01: T&O and 

Urology SR 

06/02: General 

Surgery and ENT 

SR 

Clinical Strategy Development 

23/12: TLT for High 

Level Outputs from SR

09/12 – 18/12: High Level Thematic of SR 

data and evidence (for TLT on 23/12)
24/01: Board 

Development 
09/02: ELT  04/04: Trust 

Board Sign Off

Feb 23: Divisional Check & Challenge 

(Divisional IIP, CIP, Activity, Transformational 

Programmes) 

04/04: Trust 

Board Sign Off

Corporate Engagement 

Communications, Engagement & Socialisation of IIP Year 4 (2023/24)

Dec 22-Jan 23: 

Additional Divisional 

Workshops
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Meeting Trust Board
Date of Meeting 6th December 2022
Item Number Item 11.1

Successful Delivery of the ASR
Accountable Director Dr Sameedha Rich-Mahadkar, Director 

of Improvement and Integration
Presented by Dr Sameedha Rich-Mahadkar, Director 

of Improvement and Integration 
Author(s) Tom Diamond, Associate Director of 

Strategy, ICB
Sarah Ferguson, Deputy Director 
Strategy, Planning and PMO
Georgina Grace, Head of Strategy & 
Planning

Report previously considered at N/A

How the report supports the delivery of the priorities within the Board Assurance 
Framework
1a Deliver harm free care X
1b Improve patient experience X
1c Improve clinical outcomes X
2a A modern and progressive workforce
2b Making ULHT the best place to work
2c Well Led Services X
3a A modern, clean and fit for purpose environment X
3b Efficient use of resources X
3c Enhanced data and digital capability
4a Establish collaborative models of care with our partners X
4b Becoming a university hospitals teaching trust
4c Successful delivery of the Acute Services Review

Risk Assessment N/A
Financial Impact Assessment N/A
Quality Impact Assessment N/A
Equality Impact Assessment N/A
Assurance Level Assessment N/A

Recommendatio
ns/ Decision 
Required 

Board are asked to note the progress of Acute Services 
Reconfiguration programmes. 

The Board are asked to note the strong Orthopaedic national 
performance data showing the outstanding progress and 



performance against peers. A full performance report is being 
sent to HoSC on the 14th December 2022.

Progress has been made with the joint working on stroke and 
drives to reduce the LOS with support from LCHS and work has 
commenced to ensure strong engagement with the staff at 
Pilgrim Hospital. 
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1. Background
• In August 2017 the leaders of the Lincolnshire health system agreed the need 

for a review of the current configuration of acute health services in the county, 
known locally as the Acute Services Review (ASR).

• The aim of the ASR Programme was defined as a programme to develop a 
set of recommendations on the optimal configuration of acute hospital 
services across Lincolnshire to maximize clinical, operational and financial 
sustainability. 

• A Pre Consultation Business Case (PCBC) was completed by the Acute 
Services Review (ASR) Programme which detailed the work completed and 
set out the recommendations on the proposed options for service change in 
four areas; Orthopaedics; Urgent & Emergency Care; Acute Medicine; Stroke.

• The PCBC was approved by the NHS Lincolnshire CCG Governing Body on 
29 September 2021, and it was agreed to proceed to a period of public 
consultation on the proposals as set out in the document.

• The public consultation ran from 30 September to 23 December 2021, and an 
independent organization was commissioned to provide an independent 
analysis and report of the feedback received. 

• This feedback and the further consideration and evidence compiled following 
the public consultation in response to it, together with the evidence contained 
within the PCBC, were brought together into a Decision Making Business 
Case (DMBC) which was put before the NHS Lincolnshire CCG Board for 
decision.

On 25 May 2022, as the Consulting Authority, the NHS Lincolnshire CCG 
approved the key changes to the configuration of the NHS services consulted on 
with the public, which were:

Orthopaedics
• Consolidate planned orthopaedic surgery at Grantham and District Hospital, to 

establish a ‘centre of excellence’ in Lincolnshire.
• Establish a dedicated day-case centre at County Hospital Louth for planned 

orthopaedic surgery.

Urgent and Emergency Care
• Grantham and District Hospital A&E department to become a 24/7 Urgent 

Treatment Centre (UTC).

Acute Medicine
• Develop integrated community/acute medical beds at Grantham and District 

Hospital, in place of the current acute medical beds.

Stroke Services 
• Consolidate hyper-acute and acute stroke services on the Lincoln County 

Hospital site, supported by an enhanced community stroke rehabilitation 
service.
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2. Implementation Oversight Group (IOG)

• Following approval by the NHS Lincolnshire CCG of the changes to the configuration of the four NHS services consulted on 
with the public, an Acute Services Review (ASR) Implementation Oversight Group (IOG) was established.

• The ASR IOG is a time limited group that has been established to provide day to day health system leadership and 
oversight of the implementation of the service changes set out in the Pre Consultation Decision Making Business Case 
(PCBC) and Decision Making Business Case (DMBC) relating to four Lincolnshire NHS Services (UEC, Acute Medicine, 
Stroke and Orthopaedics).

• It comprises of a core membership of a senior clinician and officers from across the health care commissioners and 
providers. As required by the matters under consideration, relevant service implementation group leads are invited to attend 
the IOG to discuss progress.

• For each of the four service change proposals there are dedicated implementation groups to  ensure the changes are 
embedded and delivered, these report into the IOG. 
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3.1 Orthopaedics
• Prior to the NHS Lincolnshire CCG approving the proposed changes to Orthopaedics services, they had been in place under ‘pilot’ arrangements initiated by 

Getting It Right First Time (GIRFT), a national clinical improvement programme working with NHS Trusts to improve patient outcomes and experience.

• Following the approval by the NHS Lincolnshire CCG Board in May 2022, work has been underway to embed the ‘pilot’ arrangements on a permanent basis. 
This is now complete. 

Performance
• A key consideration of the NHS Lincolnshire CCG Board when considering the proposed changes to Orthopaedic services was the performance of the ‘pilot’ 

arrangements.

• The positive benefits of these in terms of patient outcomes and experience were set out in the Pre Consultation Business Case and considered further through 
the Decision Making Business Case.

• As part of making the changes permanent a set of indicators have been agreed to monitor performance, including patient satisfaction. Since the approval of 
the Orthopaedic changes the service has continued to perform extremely well against these indicators. For example:
o Quarter 1 of 2022/23 – length of stay (2.5 days) for primary hip replacement provided by ULHT was over a day less compared to the average at peer 

hospital trusts and slightly below the benchmark value (2.7 days). This in part is due to the day case hip replacement service provided from Grantham and 
District Hospital. Prior to the Orthopaedic pilot commencing the length of stay at ULHT was around a day higher than the benchmark value (3.5-3.9 days).

o June 2022 – ULHT became one of only a select few of hospital trusts in the country able to carry out the specialist SuperPath keyhole procedure. This 
surgery takes place at Grantham and District Hospital and means patients in need of hip replacements can have both hips replaced at the same time. This 
results in a significantly quicker recovery and shorter hospital stay. 

o September 2022 – Referral time to treatment (RTT) performance for United Lincolnshire Hospitals NHS Trust (ULHT) was ranked as number 1 compared to 
all Peer Acute Trusts in England. This position has been maintained for the last six months.
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Orthopaedics Public View – All provider/RTT for Trauma 
and Orthopaedics for September 2022
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Orthopaedics Public View – All acute orthopaedic only 
providers/RTT for Trauma

September 2022 performance is first out of 79 provider
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3.2 Orthopaedics- Access
• As part of developing the change proposals for Orthopaedic services it 

was agreed outpatient clinics would remain across all sites they are 
currently provided from, and eConsultation and video consultation 
would be used to support improved access. Following approval to 
proceed with the changes Orthopaedic outpatient clinics have 
remained across all sites and whilst all new patients need to be seen 
face to face to assess treatment options, consistently 7% of all follow-
up appointments were undertaken virtually between April and October 
2022, which is following the forecast trajectory. 

• To support a reduction in the number of face-to-face pre-operative 
assessments occurring on hospital sites, since the approval of the 
Orthopaedic changes ULHT have implemented a traffic light pre 
assessment process.

• Between October 2021 and October 2022 Grantham and District 
Hospital delivered 595 elective Orthopaedic procedures to patients 
with a LN postcode, i.e. those who live to the northeast of Grantham. 
Of these patients 107 came from the areas around Louth, 
Mablethorpe and Alford which equates to 18%. Demonstrating 
patients are prepared to travel to the high quality Orthopaedic services 
provided at Grantham and District Hospital. 

• Patients continue to be able to access and use transport support services 
in line with the pan Lincolnshire criteria. Between January and October 
2022 no Orthopaedic surgery at Grantham and District Hospital was 
cancelled due to transport issues.

• Since the Orthopaedic pilot started in 2018 only three patients have 
required a post-operative transfer from Grantham and District Hospital to 
Lincoln Hospital. All of the transfers were clinically appropriate as they 
required specialist care, however the complexity post surgery requiring 
intervention from other specialties was not as a direct result of their 
Orthopaedic Surgery (e.g. cardiac input was required).

• Patients from the Grantham area, typically with limb fractures, continue to 
be booked onto the elective lists at Grantham and District Hospital so 
Orthopaedic trauma patient transfers are kept to a minimum.

• The flexibility of outpatient slots at Grantham and District Hospital allows for 
availability of daily fracture appointments whilst minimizing potential 
inefficiencies of wasted slots in the absence of fracture patients requiring 
appointments. However, some Orthopaedic specialisms remain solely on 
one site to ensure the best clinical care for patients.
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3.3. Orthopaedics –Facilities

• In November 2022 two new theatres opened at Grantham 
and District Hospital at a cost of £5.4m. This 
demonstrates a significant investment into the hospital 
and for it to be a centre of excellence for Orthopaedic 
surgery.

• This is in addition to around £1m of investment in 
Grantham and District Hospital between 2020 – 2022 for 
ward and department enhancements.

• There is a clear plan for continued improvement works at 
the hospital including outpatient, inpatient and day-
surgery areas as well as diagnostic services. There is also 
an ambition to support the Net Zero Carbon NHS priority 
at the site with supporting initiatives being identified.
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4. Urgent & Emergency Care and Acute Medicine
• Following approval of the proposals for Urgent & Emergency Care and Acute Medicine 

services by the NHS Lincolnshire CCG implementation for these changes is taking 
place over three phases:
o Phase 1: Development of service specifications for the Grantham and District 

Hospital Urgent Treatment Centre (UTC) and Integrated Community/Acute Medicine 
service.

o Phase 2: Confirm procurement requirements and enact as necessary
o Phase 3: Implementation of new services

All these are being led by the Lincolnshire ICB.

• This phased approach reflects an initial consideration by the NHS Lincolnshire 
Integrated Care Board to the procurement approach to the four services that will 
change following approval by the NHS Lincolnshire CCG Board.

• In summary, this consideration identified that it is only the service change to establish a 
24/7 Urgent Treatment Centre at Grantham and District Hospital that may require a 
procurement process.

Phase 1 

• Due to the clinical interdependencies between the Grantham and District Hospital 
Urgent Treatment Centre and Integrated Community/Acute Medicine Service a single 
working group is leading on the development of the two service specifications.

• The purpose of the working group is to:
o Define the scope of the service specifications
o Provide information to support development of the draft service specifications
o Ensure interdependencies across the two specifications are considered and 

reflected as appropriate

• It is fully understood by the working group that the service specifications must 
reflect and align with the service change proposals agreed by the NHS 
Lincolnshire Clinical Commissioning Group (CCG) Board in May 2022 following 
a period of public consultation and subsequent consideration and analysis, and 
take into account any revised national guidelines.

• Therefore to inform the discussions and considerations of the working group two 
draft specifications, one for the Grantham and District Hospital UTC and one for 
the Integrated Community/Acute Service, have been drafted based on the 
proposals consulted on with the public and agreed by the NHS Lincolnshire 
CCG Board.

• It is anticipated that the two service specifications will be fully defined by 
February 2023 at the latest. The final sign-off of the draft service specifications 
developed through the working group will be conducted solely by the NHS 
Lincolnshire ICB. 

Phase 2 and 3
• Following sign off of the two service specifications consideration will be given to 

any procurement requirements for the 24/7 UTC, and the decision relating to 
this will shape how Phase 2 and 3 progress. 

• If following consideration it is agreed that a full procurement process is followed 
for the 24/7 UTC this could take up to six months to complete and identify a 
service provider. Once a service provider is confirmed Phase 3 (Implementation) 
can begin.

• If a procurement process isn’t followed for the 24/7 UTC then Phase 3 could 
begin almost immediately after the specification is agreed once the service 
provider is confirmed. This is the case for the Integrated Community/Acute 
medical service.
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5. Stroke Services
• Following approval of the proposals for Stroke Services by the NHS Lincolnshire CCG there are two elements to the 

implementation of these changes:
o Single Lincolnshire Stroke Service.
o Estates development at Lincoln County Hospital

• Regular fortnightly project meetings are in place taking at ULHT to take these two elements forward, and a 
performance dashboard is in development to support the tracking of progress.

• To date these elements have been progressed by separate groups, however, recently there has been a suggestion to 
merge them with the aim of developing a stronger integration. This is being actively considered.

Single Lincolnshire Stroke Service
• A joint group is in place between United Lincolnshire Hospitals NHS Trust and Lincolnshire Community Health 

Services NHS Trust.
• A second workshop was held in November 2022 with key clinicians and nurses to continue the development of the 

single stroke service Standard Operating Model (SOP), which covers the entire stroke pathway. This identified a set 
of short, medium and long term requirements to progress ahead of the estates development at Lincoln County 
hospital to support the consolidation of hyper-acute and acute stroke services on that site (which isn’t anticipated to 
be in place until 2026).

• During the clinical operating model workshop many areas in the pathway were identified that could be improved, 
including scanning pathways, ward reconfigurations and discharge processes & escalations. Holding a ‘perfect week’ 
was discussed as a way to further test and implement a sustainable and efficient clinical operating model.

• It is anticipated the SOP for a single Lincolnshire stroke service will be complete by the end of December 2022. 
• Meetings with Human Resources (HR) have taken place to develop the consultation process regarding staff, 

specifically those working at Pilgrim Hospital. It is anticipated this will be completed by March 2023.
• Estates development at Lincoln County Hospital

• All of the work described here will feed into the 
estates development plans which are expected to 
follow the following schedule:
o March 2023 - Strategic Outline Case (SOC) 

approval
o May 2025 - Outline Business Case (OBC) 

approval
o January 2025 – Full Business Case (FBC) 

approval
o January 2026 – Construction completes
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5.1 . A Perfect week - single Lincolnshire Stroke Service

As part of our conversations at our Clinical Operating Model Workshop earlier this month there were many areas in the pathway
that could be improved, we discussed holding a ‘Perfect week’ to ensure we can further test and implement a sustainable and 
efficient Clinical Operating Model. Key areas discussed surrounded scanning pathways, ward reconfigurations and discharge 
processes and escalations, involving early conversations with ASC and the Enhanced Community Rehabilitation Service. 

The Perfect Week key 
ambitions:

1. Improve patient 
outcomes

2. Improve LOS from 16  
to 6.5 days Improve 

medical outliers
3.Support ‘Home for 

Christmas’
4.Enable stronger 
partnership working

5.Enable key learnings re 
discharge, rehab and 

care outcomes
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Meeting Trust Board
Date of Meeting 6th December 2022
Item Number

Integrated Performance Report for October 2022
Accountable Director Paul Matthew, Director of Finance & Digital

Presented by Paul Matthew, Director of Finance & Digital
Author(s) Sharon Parker, Performance Manager 

Report previously considered at N/A

How the report supports the delivery of the priorities within the Board Assurance 
Framework
1a Deliver high quality care which is safe, responsive and able to meet the needs of 
the population

X

1b Improve patient experience X
1c Improve clinical outcomes X
2a A modern and progressive workforce
2b Making ULHT the best place to work
2c Well Led Services X
3a A modern, clean and fit for purpose environment X
3b Efficient use of our resources
3c Enhanced data and digital capability
3d Improving cancer services access X
3e Reduce waits for patients who require planned care and diagnostics to 
constitutional standards

X

3f Urgent Care X
4a Establish collaborative models of care with our partners
4b Becoming a university hospitals teaching trust 
4c Successful delivery of the Acute Services Review

Risk Assessment N/A
Financial Impact Assessment N/A
Quality Impact Assessment N/A
Equality Impact Assessment N/A
Assurance Level Assessment Insert assurance level

• Limited

Recommendations/ 
Decision Required 

• The Board is asked to note the current performance. The 
Board is asked to approve action to be taken where 
performance is below the expected target.





1 Item 12 IPR Trust Board November 2022.docx 

FinanceWorkforceOperational 
PerformanceQuality

Executive Summary

Quality

Pressure Ulcers

There has been 1 category 4 PU reported for the month of October alongside 57 category 2 PU and 6 unstageable PU. The incidents are 
currently being validated through the incident management process and the appropriate level of investigation will be instigated. The highest 
number of incidents continue to be reported across the Emergency Care pathway, this may be due to the ongoing operational pressures 
resulting in long waits. The Tissue Viability nurses and Quality Matron team are working with the ED’s to develop dedicated grab packs for 
each category of skin damage. These will provide visual aids to support accurate categorisation and appropriate dressings to make it easier 
for staff to implement care in a timely way.

Venous Thromboembolism Risk Assessment

Compliance against this metric has seen a slight decrease at 93.84% for the month of October. 

Never Event

There has been a further Never Event declared in October pertaining to retained forceps within the abdominal cavity following a laparotomy 
procedure. This is the fourth Never Event for this financial year. The Division have undertaken a preliminary review of the incident and all 
immediate actions have been taken. The Division are holding a Never Event summit in December to review all four incidents.  

Medications

For the month of October, the number or incidents reported in relation to omitted or delayed medications has seen a slight increase at 35%. 
A number of work programmes through the IIP continue and are currently being monitored through the Medicines Quality Group.

SHMI

The Trust SHMI has reduced again for October and is currently at 103.97. The Trust remains in Band 2 with ‘As expected’. The Trust are 
currently in the process with their system partners in rolling out the Medical Examiner (ME) service for community deaths. This will enable 
greater learning on deaths in 30 days post discharge. 
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Trust participation National Clinical Audits

Compliance remains static for October at 98% due to the none participation in the National Diabetic Foot Audit. This is currently under review 
through CEG however agreement has been made by the Diabetes team to commence data collection prospectively. 

eDD

The Trust achieved 89.7% with sending eDDs within 24 hours for October 2022 against a target of 95%. A dashboard is in place to 
highlight compliance at both ward and consultant level with each Division now reviewing this metric at their monthly Performance Review 
Meeting.  

Sepsis compliance – based on September data

IVAB ED child - The administration of IVAB for paediatrics in ED is at 50%. 

IVAB Inpatient child – The administration of IVAB for inpatient paediatrics is at 63.6%.

Screening Inpatient/ED child– Screening compliance for inpatient child was at 84.6% and ED 85.4%.

Screening compliance ED adult - Screening compliance for ED adult was at 88%.

Actions to recover for all sepsis metrics can be reviewed below. 

Duty of Candour (DoC) – September Data

Verbal compliance for September was 84% against a 100% target and 76% for written against a target of 100%. The Clinical Governance 
team continue to notify clinical teams when a moderate harm or above incident is reported and supporting Duty of Candour completion
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Operational Performance 

At the time of writing this executive summary (13th November 2022), the Trust has 21 positive inpatients. There is 1 patient requiring Intensive 
Care intervention. 

This report covers October’s performance, and it should be noted the demands of Wave 6 have decreased. The teams across the 
organisation continue to transition to 2022/23 and the recovery of waiting times and return towards pre-Covid access.   

A Critical Incident was declared on Monday 3rd October at 19.24hrs and command and control remained in place until 09.18hrs on Friday 
7th October.

A & E and Ambulance Performance

Whilst the summary below pertains to October’s data and performance, the proposed revised Urgent Care Constitutional Standards continue 
to be adopted. There is no timeframe currently for the revised standards to reach formal agreement. Performance against these will be 
described in the supplementary combined operational performance FPEC paper.

4-hour performance deteriorated slightly against September performance of 59.94% being reported at 59.76% in October.

There were 1114 12-hr trolley waits, reported via the agreed process in October. This represents an increase of 245 from September. 
Sub-optimal discharges to meet emergency demand remains the root cause. However, due to extended waits in our Emergency 
Departments for admission, the decision was made to support patients in total time in the department and not Decision to Admit 
application. The discharge profile in October was significantly impacted in the ‘Half Term holiday’ week.

Performance against the 15 min triage target demonstrated a deterioration of 5.51%.  76.77% in October verses 82.28% in September. 
This is the worst performance in the last 15 months. 

Overall Ambulance conveyances for October were 3,859, an increase of 1 conveyance from September. There were 1020 >59minute 
handover delays recorded in October, an increase of 135 from September, representing a 13.24% increase. Delays experienced at LCH 
and PHB have seen significant increased levels of overcrowding in EDs made more difficult whilst continuing to manage pathways with
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differing levels of infection risk. October also experienced an increase in >120mins handover delays compared with October, 620 in October 
verses 426 in September, representing a 31.30% deterioration. >4hrs handover delays also increased. A total of 207 in October compared 
with 100 in September. This represents a 51.70% increase.

October experience an 18% higher Urgent Care demand in the presentations to our Emergency Departments, Ambulance conveyances 
categorised at Cat 1 and Cat 2 increased and the acuity of the number of patients self-presenting requiring immediate attention also 
increased.  

Length of Stay

Non-Elective Length of Stay against the agreed target is not being achieved. Current performance is 5.09 days against an agreed target of 
4.5 days The average bed occupancy for October was in excess of 98%. System Partners are challenged with identifying timely support to 
facilitate discharge from the acute care setting, Pathway 1 capacity (Domiciliary care) continues to be unable to meet the demand and is a 
large contributor to increased LoS. All delays of greater than 24 hours are escalated within the System. 

Referral to Treatment 

It is important to view Referral to Treatment standard in the context of the current National Recovery Agenda, and the move away from a 
focus on constitutional standards to the expectation of clinical urgency; a clinical risk-based patient selection process as opposed to selection 
based upon the longest waits. Within this context it is unlikely that there will be complete improvement to statutory RTT performance for 
some time. 

September demonstrated a decrease in performance of 1.87%. September outturn was 47.64%. The Trust reported 7,729 patients waiting 
over 52 weeks 7,168 which is an increase on the reported August position. An increase of 561. The position requires close monitoring and 
scrutiny.
 
The Cancer/Elective Cell continue to meet weekly, with a weekly confirm and challenge meeting with surgical specialities led by senior 
clinical review and prioritisation cell to ensure capacity across all sites are maximised for the most critical patients. Cancer patients and 
clinically urgent remain a priority with a continued focus on 62+ day, 104+ days cancer patients and 52+ and 78+ week patients on the 18-
week monitoring lists.
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At the end of September, the Trust reported 2 patients waiting longer than 104 weeks but none of these waits were associated with a lack 
of capacity to treat but related to patient choice and complexity. All were ULHT patients. Focus has now turned to clearing the remaining 
104 week waiters by the end of October with an early look at November position. Discussions are taking place with NHSE weekly in regard 
to 104 and 78 week waiters.

Waiting Lists

Overall waiting list size has increased since August. September reported 71,867 compared to August’s position of 71,271 an increase of 
596. Work continues between Outpatient department and the Clinical Business Units regarding returning better access to our bookable 
services for primary care and patients’ choice.

The recovery plan for ASIs has been developed, including a recovery trajectory. October demonstrated an increase (778 verses 645 in 
September) which is above the agreed trajectory of 550. Additional resource has been directed to resolving missing outcomes which is 
having an adverse effect on the bookings team being able to move the ASIs to open referrals.

DM01

DM01 for October reported a 49.15% 52.46% compliance against the national target of 99%. A negative variation of 49.85% against the 
national target and a 3.31% deterioration on the September outturn. Whilst the main area of concern remains Echocardiography, DEXA has 
developed a backlog due to a 50% reduction in capacity associated with the fire at LCH and Endoscopy backlog due to outpatient recovery, 
in particular, colorectal. A deep dive has been undertaken within Echocardiography and will be featured in the combined operational FPEC 
paper

Cancelled Ops

The compliance target for this indicator is 0.8%. September demonstrated a 2.17% 3.5% compliance. This is an improvement of 1.33% on 
September and a negative variance of 1.37% against the agreed target.

The target for not treated within 28 days of cancellation is zero. October experienced 36 breaches against this standard verses 38 in 
September.
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A review of the effectiveness of the 6:4:2 theatre scheduling meetings continues and ICU capacity as a response to internal and external 
pressures is improving so it is likely that performance will continue to improve. 

Cancer

Trust compliance against the 62day classic treatment standard is 50.78% (against 85.4% target.) This demonstrates a deterioration 
improvement of 4.29% in performance since the last reporting period and is 34.62% below the nationally agreed compliance target.

Residual impacts of COVID-19 on the delivery of the cancer pathways remains evident for 31 day and 62-day standards although as per 
previous statements Cancer pathways remain the highest priority in the recovery of services and the ring-fencing of capacity. 

104+ day waiters have increased in line with the trajectory. There are currently 168 patients waiting >104 days against a target of <10. 
The current figure is an increase of 10 patients since the last reporting period. The highest risk speciality is colorectal with 107 greater 
than 104 weeks.
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Workforce

Mandatory Training – Mandatory training rates have remained constant over the past 3 months yet after a slight increase in August,  the 
rate has started to decrease in September and October but remains stable at around 89%. Issues in recording learning due to IT software 
have had an impact on courses completion rates. A solution has been identified by the Digital team and will be progressed within the next 
quarter. Further work is on-going in terms of reviewing the ‘core’ and ‘role specific’ modules required to be undertaken by our staff moving 
forward and also a review of the target to make it realistic and attainable.  Capacity within the team is a concern due to high number of 
vacancies, an action plan is currently being completed in terms priority review of workloads and solutions to capacity issues.

Sickness Absence – The trend continues to increase by 0.07% to 5.39% which is still above the target of 4.5%. We have experienced a 
slight increase in the number of Covid absences which continues to be monitored daily but this is now beginning to show a downward 
trend.  The increase may also be attributable to the continuation of the extensive work to gain full engagement of using Absence 
Management System (AMS) Trust wide. Research does highlight that the absence rate will show an increase before we begin to see the 
full benefits of the impact of managing absence through the AMS system.  The additional resource within HR continues to support 
absence management across the organisation to provide the assurance that all absence is being managed as per policy. 

Staff Appraisals –. Ongoing service pressures and staffing challenges in the Trust have impacted appraisal completion rate over the past 
6 months. This month we see a slight increase from 60.46% to 62.5%.  Further work is in progress in terms of reviewing the ‘annual cycle’ 
timings, targets and appropriate systems whilst work continues with Senior HRBP’s and completion rates being monitored at the monthly 
FPAM meetings.  Again this piece of work is being addressed as part of the action plan and need for urgent review and recommendations.

Staff Turnover – Turnover has fluctuated between 15.6 to 15.9% over the last 3 months (Trust Target 14.5%), with a 0.5% decline in 
October against August. Operational pressures, staffing and culture challenges mean that an increasing proportion of staff are looking for 
other avenues outside the Trust. The OD team offers face to face / Teams exit interviews to gather deeper insights on the reasons for 
leaving (in addition to ESR / EF3 form results). People Promise Manager continues to work with the Trust and ICB to explore retention and 
bring best practice into the organisation to address the challenges. The recent analysis illustrates that 17% of resignations could be 
avoided through better management, relationships and career opportunities if offered in the Trust. It is anticipated that increased 
recruitment activity will in time reduce workforce challenges and offer support to challenged clinical areas in reducing turnover. 
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Vacancies – We saw a 0.7% decrease in vacancy factor in October, this was due to us having a significant number of starters joining the 
Trust.  We need to keep an ongoing focus on HCSWs and Nurses over the coming months, with a particular focus on International  
Nurses, as this supply route expands.  Plans are in place for an expansion in our International Nursing Recruitment activities in 23/24 and 
we also have received support from NHSEI to recruit a further 80 International Nurses in Q4.

Finance

The Trust submitted a revised financial plan for 2022/23 of a break-even position; the plan is inclusive of a £29m cost improvement 
programme.

The Trust delivered a deficit of £1.4m in October (£1.4m adverse to plan) and the Trust YTD delivered a deficit of £12.5m deficit (£12.5m 
adverse to plan).

After removing gains from disposals of £0.1m, the Trust YTD delivered a deficit of £12.7m in relation to system achievement.

CIP savings of £7.3m have been delivered YTD (£6.1m adverse to planned savings of £13.4m).

Capital funding levels for 2022/23, agreed through Trust Board & FPEC, show a plan of c£38.4m; capital expenditure incurred YTD 
equated to £10.4m.

The October 2022 cash balance is £45.4m, which is a decrease of £42.9m against the March year-end cash balance of £88.3m.

Paul Matthew
Director of Finance & Digital
November 2022
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Statistical Process Control (SPC) charts are an analytical tool that plot data over time. They help us understand variation which guides us 
to make appropriate decisions. 

SPC charts look like a traditional run chart but consist of:
• A line graph showing the data across a time series. The data can be in months, weeks, or days- but it is always best to ensure 

there are at least 15 data points in order to ensure the accurate identification of patterns, trends, anomalies (causes for concern) 
and random variations.

• A horizontal line showing the Mean. This is the sum of the outcomes, divided by the amount of values. This is used in determining 
if there is a statistically significant trend or pattern.

• Two horizontal lines either side of the Mean- called the upper and lower control limits. Any data points on the line graph outside 
these limits, are ‘extreme values’ and is not within the expected ‘normal variation’.

• A horizontal line showing the Target. In order for this target to be achievable, it should sit within the control limits. Any target set 
that is not within the control limits will not be reached without dramatic changes to the process involved in reaching the outcomes.

An example chart is below:

Statistical Process Control Charts
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Normal variations in performance across time can occur randomly- without a direct cause, and should not be treated as a concern, or a 
sign of improvement, and is unlikely to require investigation unless one of the patterns defined below applies.

Within an SPC chart there are three different patterns to identify:
• Normal variation – (common cause) fluctuations in data points that sit between the upper and lower control limits
• Extreme values – (special cause) any value on the line graph that falls outside of the control limits. These are very unlikely to 

occur and where they do, it is likely a reason or handful of reasons outside the control of the process behind the extreme value
• A trend – may be identified where there are 7 consecutive points in either a patter that could be; a downward trend, an upward 

trend, or a string of data points that are all above, or all below the mean. A trend would indicate that there has been a change in 
process resulting in a change in outcome

Icons are used throughout this report either complementing or as a substitute for SPC charts. The guidance below describes each 
icon:

Normal Variation 

Extreme Values
There is no Icon for 
this scenario.

Statistical Process Control Charts
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A Trend
(upward or
downward) 

A Trend
(a run above
or below the 
mean)

Where a target
has been met
consistently

Where a target
has been missed
consistently

Where the target has been met or exceeded 
for at least 3 of the most recent data points 
in a row, or sitting is a string of 7 of the most 
recent data points, at least 5 out of the 7 
data points have met or exceeded the 
target.
Where the target has been missed for at 
least 3 of the most recent data points in a 
row, or in a string of 7 of the most recent data 
points, at least 5 out of the 7 data points have 
missed.

Statistical Process Control Charts
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EXECUTIVE SCORECARD
Measure 

ID Domain Measure Measure Definition SRO 2022/23 
Ambition Tolerance Aug-22 Sep-22 Oct-22

Latest month 
pass/fail to 
ambition

Trend 
variation

1

Patients Implementation of the SAFER bundle Non-elective stranded patients with LoS over 7 days 
as a percentage of total non-elective LoS, just for 
pathway 0 patients.

COO 10.00% 1.00% 14.23% 13.27% 12.31%

2

Patients SHMI performance Summary Hospital-level Mortality Indicator. National 
data published by NHS Digital is for rolling 36 month 
period ending 5 months prior to current month MD 100 5 points

3rd Quartile
(106.68)

(89th of 121)

3rd Quartile
(105.77)

(87th of 121)

3rd Quartile
(103.97)

(76th of 121)

3

Patients Reduction in moderate and severe harm and death 
incidents

Serious incidents (including Never Events) of harm - 
Moderate, severe and death - per 1000 OBD DoN 0 0.17 0.53 0.17 0.54

5

Patients Reduction in medication incidents leading to 
moderate & severe harm or death

Total number of Medication incidents reported as 
causing harm (moderate /severe / death) - per 1000 
OBD

DoN 0 0.07 0.10 0.14 0.06

6

Patients Reduction in DKA incidents resulting in moderate & 
severe harm or death

Total number of DKA incidents reported as causing 
harm (moderate /severe / death) - per 1000 OBD MD TBD TBD 0.03 0.03 0.00

7

Patients Achievement of the IPC BAF % of green/compliant items from the IPC COVID BAF 
C1501 v1.8 (quarterly) DoN 95.00% 1.00% 96.80%

8

Services Financial Plan
Variance aganst plan (£'000) DoF £0 £0 (2,688) (2,153) (1,371)

9

Services Percentage of patients spending more than 12 
hours in department

Number of Patient ED attendances waiting more than 
12 hours from arrival to transfer, admission or 
discharge as a percentage of ED attendances.

COO 1.00% 5.00% 20.04% 17.72% 20.44%

10

Services Patients waiting 52 weeks or more Number of patients waiting 52 weeks or more (RTT 
pathways) COO 503 100 7,168 7,729

11

Services 28 days faster diagnosis Number of patients diagnosed within 28 days or less 
of referral as a percentage of total Cancer pathways. COO 75.00% 5.00% 54.30% 56.64%

12

People Improved vacancy rates Total vacancy rates including all staff groups.
DoPOD 9.00% 1.00% 10.73% 10.02% 9.31%

13a

People Appraisal rates and training development 
(Appraisal Rates)

Total appraisal rates including all staff groups.
DoPOD 90.00% 2.00% 60.76% 60.46% 62.05%

13b

People Appraisal rates and training development (Core 
Learning)

Overall Core learning including all staff groups
DoPOD 95.00% 2.00% 89.86% 89.62% 89.09%

14

People Improved Pulse Survey results (Quarterly staff 
survey)

Improvement in the % of people rating their likelihood 
of referring the Trust to Friends and Family (Agree & 
Strongly Agree)

DoPOD 55.00% 5.00%

16

Partners Increased recruitment/academic posts (across the 
ICS)

Number of posts appointed
DII 10 2 0

18

Partners Early Warning Discharge Indicators Non-elective stranded patients with LoS over 7 days 
as a percentage of total non-elective LoS, for pathway 
1-3 patients.

COO 50% 10.00% 80.45% 78.89% 81.27%
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Oct-22

12.31%

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

2022/23 
Ambition/Tolerance 

10% with 1% tolerance

Achievement

Metric is consistently failing 
to ambition

Executive Lead

Chief Operating Officer

Background:
Non-elective stranded 
patients with LoS over 7 
days as a percentage of 
total non-elective LoS, 
just for pathway 0 
patients.

What the chart tells 
us:
Whilst not achieving the 
ambition of 10%, 
improvements are being 
realised.

Mitigations:
Divisional Bronze Lead continues to 
support the escalation of exit delays to the 
relevant Divisions and Clinical Business 
Units.
Continued reduction in corporate and 
divisional meetings to allow a more 
proactive focus on increasing daily 
discharges. However, this is not 
sustainable.
A daily site update message is sent at 6am 
alerting Key Leaders to ED position, flow 
and site OPEL position by Site.
The move to working 5 days over the 7 a
Day period is in train. 

Issues:
Numbers of stranded and super stranded patients have 
increased in number.
Higher acuity of patients requiring a longer period of 
recovery.
Increased medical outliers and reduced medical staffing 
leading to delays in senior reviews.
Increased number of positive covid cases requiring a longer 
length of stay and increased ‘contact’ patients leading to 
delayed discharge but this has reduced over the month of 
October and continues to reduce.
Weekend discharges are 50% then week days.
Pathway 0 patient discharging remains slow to show 
improvement even with focused input from ECIST and 
dedicated System Support.

Actions:
Line by line review of all pathway 0 patients 
who do not meeting the reason to reside.
System and regional support to re-
embedding SAFER via the appointment of 
System Discharge and Flow specialists.
Daily escalation meetings led by the Flow 
Improvement Lead in place to add 
challenge, confirm and onward escalation to 
secure increase P0 discharges.
Proactive use of expected date of discharge 
to allow a forward look at potential 
discharges over the 7 day period.
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Oct-21

0.54

Variance Type

Metric is currently 
experiencing Common Cause 

Variation

2022/23 
Ambition/Tolerance

0 with a 0.17 tolerance

Achievement

Metric is consistently failing 
to ambition

Executive Lead

Director of Nursing

Background:
Serious incidents (including 
Never Events) of harm - 
Moderate, severe and death - 
per 1000 OBD.

What the chart tells us:
The chart shows that there is 
common cause variation in 
relation to the number of 
incidents causing moderate, 
severe harm or death.

Mitigations:
The Trust continues to book 
patients based on clinical need.

Issues:
The Trust continues to 
experience high volumes of 
attendances and is currently 
working to recover outpatient and 
elective activity.  This has led to 
potential incidents where harm 
has been identified.

Actions:
Incidents where there is a 
recurring theme have been 
identified and task and finish 
groups set up to identify actions 
to be taken to improve patient 
care.
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Oct-22

Variance to plan 
(£1,370.93k)

Variance Type

Metric is currently 
experiencing Common Cause 

Variation

2022/23 
Ambition/Tolerance

£0

Achievement

Metric is consistently failing 
to ambition

Executive Lead

Director of Finance

Background:
The Trust has a financial plan in 
2022/23 to deliver a break even 
position.

What the chart tells us:
The chart shows that the Trust is 
consistently failing in the delivery 
of this ambition.

Mitigations:
Continued focus upon the 
delivery of cost improvement, 
monitoring of the TLT action 
plan, and discussion with system 
partners re the Risk and Gain 
Share in relation to Care Closer 
to Home.

Issues:
The main drivers of the deficit are 
as follows: the under delivery of 
the cost improvement plan, the 
cost of the unplanned opening of 
additional beds, and the 
continuation of the additional 
costs of Covid (which were 
assumed to cease from the end of 
May 2022). 

Actions:
The Trust has strengthened the 
support to cost improvement and 
developed a series of actions 
being monitored via TLT, is in 
discussion with the System re the 
Risk and Gain Share in relation to 
Care Closer to Home, and has 
undertaken a QIA review of the 
additional costs of Covid.
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Oct-22

20.44%

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

2022/23 
Ambition/Tolerance 

1% with 5% tolerance

Achievement

Metric is consistently failing 
to ambition

Executive Lead

Chief Operating Officer

Background:
Number of Patient ED attendances 
waiting more than 12 hours from 
arrival to transfer, admission or 
discharge as a percentage of ED 
attendances.
What the chart tells us:
October experienced an increase in the 
numbers of patients with an aggregated 
time of arrival greater than 12 hours. 
2470 in October compared to 1989 in 
September. An increase of 481.
The target for this metric has not been 
met.

Mitigations:
EMAS have enacted a targeted admission 
avoidance process. 
The Discharge Lounge at LCH and PHB 
continue to operate a 24/7 service provision to 
release the burden placed on the Emergency 
Department at in terms of patients awaiting 
AIR/CIR and transport home.  Although 
planned closures of the Discharges Lounges 
have been in place in October
Increased CAS and 111 support especially 
out of hours have been further enhanced. 
Clinical Operational Flow Policy adherence 
and compliance and Full Capacity Protocol 
activation against a revised protocol.

Issues:
The main factor continues to be because of exit 
block due to inadequate discharges to meet the 
demand. A deterioration in the discharge profile 
was seen in October, especially during the half 
term holidays.
Escalation of SDEC areas (although less 
frequent) impacting on flow.
Increased number of patients experiencing an 
elongated LOS due to requiring non acute 
admission but requiring access to an alternative 
health care setting such as domiciliary care, 
transitional care, community hospital and Adult 
Social Care. The establishment of a joint health 
and social care off for domiciliary care is in 
place and capacity to access this is increasing.
Delays in time to first assessment contribute to 
the clear formulation of a treatment plan, 
especially out of hours.

Actions:
Reduce the burden on the Emergency 
Department through maximising discharges in 
the morning to create flow and reduce exit 
block.
Use of alternative pathways such as the UTC, 
CAS, SDEC, FAU and SAU.
Direct access via EMAS to Community and 
transitional care facilities established and now 
in place to SDEC, FAU and SAU.
All acute sites participated in MADE in January
As re-invigorated Full Capacity Protocol which 
allow each ward to support the care of an extra 
patient above their current bed base is being 
piloted for 60days from 7th November and the 
impact will be monitored through the Capacity 
Meetings and Executive oversight.
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Sep-22

7,729

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

2022/23 
Ambition/Tolerance 

503 with 100 tolerance

Achievement

Metric is consistently failing 
to ambition

Executive Lead

Chief Operating Officer

Background:
Number of patients waiting more 
than 52 weeks for treatment.

What the chart tells us:
The Trust reported 7729 incomplete 
52-week breaches for September, 
an increase of 561 from August.

Mitigations:
Admitted patients are individually 
graded and allocated a priority 
code utilising C2AI. This is then 
monitored through the clinical 
prioritisation group. 
Theatre productivity and HVLC 
compliance are worked through by 
the theatres group to support 
admitted pathways.
ORIG supports delivery of 
Outpatient improvements for the 
non-admitted pathways.

Issues:
Whilst ULHT’s position is strong with 
78 & 104 week wait patients, 
performance is less assured with 52 
week waiters. Both admitted and 
non-admitted patients sit within this 
backlog, however, the most 
significant pressure sits in the non-
admitted pathways.

Actions:
Incomplete patient pathways are 
discussed with individual specialities 
weekly, through the PTL meeting 
with emphasis on longest waiters. 
The intention is to drive down the 
wait bands discussed. 
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Sep-22
56.64%

Variance Type
Metric is currently 

experiencing Common 
Cause Variation

2022/23 
Ambition/Tolerance 

75% with 5% tolerance

Achievement

Metric is consistently failing 
to ambition

Executive Lead
Chief Operating Officer

Background:
Number of patients diagnosed 
within 28 days or less of referral as 
a percentage of total Cancer 
pathways.

What the chart tells us:
We are currently at 56.64% against 
a 75% 2022/23 ambition with a 5% 
tolerance.

Mitigations:
A new electronic and streamlined admin process 
is in place in respiratory and being embedded. A 
review of the Lung MDT process is underway 
with the Cancer Lead.
All 2ww Head and Neck clinics are now F2F, not 
VC which reduces the likelihood of patients being 
brought back to clinic further down the pathway 
unnecessarily.
A process is now in place to ensure the Pre-
Diagnosis CNS is made aware of patients who 
are likely to be non-compliant or in need of 
support at the time of receipt of referral to allow 
for early intervention/support. However, the Pre-
Diagnosis Team workload remains overwhelmed 
by an increasing backlog.

Issues:
The impact of ongoing pathway, 
staffing and capacity challenges.
Patients not willing to travel to 
where our service and / or 
capacity is. 
2ww OPA capacity in high 
volume tumour sites such as skin, 
breast and colorectal (see 2ww 
Suspect).
Diagnostic capacity challenges 
and clinical review capacity

Actions:
In colorectal, recruitment to vacant CNP 
post is underway to increase CNP focus 
on clinical reviews below 28 days. 90 
minute standard to be further supported 
by secretarial teams.
90 minute standard to be introduced to 
Gynaecology specialty once approved 
through the governance process.
Recruitment is underway in Respiratory, 
ENT and Haematology specialties to 
improve Consultant availability and 
clinical review capacity.
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Oct-22

62.05%

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

2022/23 
Ambition/Tolerance

90% with 2% tolerance

Achievement

Metric is consistently failing 
to target

Executive Lead

Director of HR & OD

Background:
% completion is currently 60.46%.

What the chart tells us:
Operational pressures and staffing 
challenges continue to impact 
appraisal completion rates. The 
completion rate slightly increased in 
October 22.

Issues:
• Operational pressures are causing 

an impact on completion.
• Appraisal discussions stood down 

in previous months still felt in 
October 22 due to back log

• Staffing issues and increased 
turnover impact availability of staff 
to attend appraisals with manager 
working clinically.

• Capacity within the OD team is 
having a negative impact on 
delivery.

Actions:
• Appraisal completion to be focussed through 

the divisions regardless of operational 
pressures  Od and HRBPs to continue to 
prioritise message to divisions

• Appraisal clinics continue to be run by OD to 
all who require support

• Appraisal Training remains available.
• Priority work review in place to ensure 

capacity in place to support the review and 
next steps required.

Mitigations:
See actions 
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Oct-22

89.09%

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

2022/23 
Ambition/Tolerance

95% with 2% tolerance

Achievement

Metric is consistently failing 
to target

Executive Lead
Director of HR & OD

Background:
Overall percentage of completed 
mandatory training.

What the chart tells us:
Mandatory training remains stable 
over the past month with very slight 
decrease.

Issues:
• Protected time for learning 

continues to be a challenge for 
staff – especially front line staff.

• Anecdotal feedback reports lack 
of time to access core learning 
while on shift and difficulties to 
access from home devices.

• Issues of recording of learning 
by ESR cited as having an 
impact on rates

• Core learning suite too large 
and under review.

Actions:
• The lack of a central learning and 

development team has been added on 
the risk register.  The restructure is now 
on track and it is hoped that a new 
Education team will be established before 
the end of January 2023. 

• Discussion around protected time for 
training has not progressed. 

• SHRBP’s continue to work with their 
Areas and support compliance.

• Work continues with regards to single 
contract Bank staff and mandatory 
training/payment for training.

• Priority review taking place for capacity of 
the critical pieces of work currently being 
undertaken linked to large vacancies with 
the OD team and absence of an 
Education team.

Actions continued:
• Priority review taking place 

for capacity of the critical 
pieces of work currently 
being undertaken linked to 
large vacancies with the 
OD team and absence of 
an Education team.

Mitigations:
Issues of access and recording 
of learning to be addressed by 
digital team.
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Oct-22
81.27%

Variance Type

Metric is currently 
experiencing Special Cause 
Variation – Above the mean

2022/23 
Ambition/Tolerance 

50% with 10% tolerance

Achievement

Metric is consistently failing 
to ambition

Executive Lead
Chief Operating Officer

Background:
Non-elective stranded patients with 
LoS over 7 days as a percentage of 
total non-elective LoS, for pathway 
1-3 patients.

What the chart tells us:
The Trust is currently at 81.27% 
against a 50% 2022/23 ambition 
with a 10% tolerance.

Mitigations:
A new rolling programme of MADE has 
been agreed and the frequency has 
been agreed as an 8-week rolling 
programme.

Increased Transfer of Care Hub 
workforce approved through Winter 
Monies to apply a continued focus 
across the 7 day period.

Issues:
Numbers of stranded and super 
stranded patients have increased in 
number.
Increasing length of stay of all pathways 
1-3. The most significant increase in 
volume of bed days is Pathway 1 
Domiciliary care but since the advent of 
the joint D2A process and additional 
funding benefits are being realised 
slowly but there remains insufficient 
capacity to meet the increasing demand.
The Transfer of Care Hub continue to 
gain more traction on moving discharges 
forward at an improved pace.

Actions:
Medically optimised patients discussed 
twice daily 7 days a week with system 
partners to ensure plans in place and a zero 
tolerance of >24hrs delay
The move to Lateral Flow Testing  as 
opposed to PCR testing for access to 
onward nonacute care  is proving beneficial 
once Community and social care is secured.
Maximise use of all community and 
transitional care beds when onward care 
provision cannot be secured in a timely 
manner.
Transfer of Care Hub escalation of barriers 
to discharge are monitored though the 
Capacity Meetings and Hub meetings.
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PERFORMANCE OVERVIEW - QUALITY

5 Year 
Priority KPI CQC Domain Strategic 

Objective
Responsible 

Director
Target per 

month Aug-22 Sep-22 Oct-22 YTD Pass/Fail Trend 
Variation

Clostridioides difficile position Safe Patients Director of Nursing 9 8 11 6 47

MRSA bacteraemia Safe Patients Director of Nursing 0 0 1 0 1

MSSA bacteraemia cases counts and 12-
month rolling rates of hospital-onset, by 
reporting acute trust and month using trust 
per 1000 bed days formula

Safe Patients Director of Nursing TBC 0.01 0.00 0.01 0.04

E. coli bacteraemia cases counts and 12-
month rolling rates, by reporting acute trust 
and month using trust per 1000 bed days 
formula

Safe Patients Director of Nursing TBC 0.02 0.02 0.02 0.07

Catheter Associated Urinary Tract Infection Safe Patients Director of Nursing 1

Falls per 1000 bed days resulting in 
moderate, severe  harm & death Safe Patients Director of Nursing 0.19 0.17 0.24 0.00 0.15

Pressure Ulcers category 3 Safe Patients Director of Nursing 4.3 0 1 0 4

Pressure Ulcers category 4 Safe Patients Director of Nursing 1.3 0 0 1 4

Pressure Ulcers - unstageable Safe Patients Director of Nursing 4.4 6 7 6 36

Venous Thromboembolism (VTE) Risk 
Assessment Safe Patients Medical Director 95% 93.57% 94.88% 93.84% 94.53%

Never Events Safe Patients Director of Nursing 0 0 0 1 4

Reported medication incidents per 1000 
occupied bed days Safe Patients Medical Director 4.3 6.11 6.89 6.74 5.93

Medication incidents reported as causing 
harm (low /moderate /severe / death) Safe Patients Medical Director 10.7% 8.1% 13.3% 10.4% 12.30%
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PERFORMANCE OVERVIEW - QUALITY
5 Year 

Priority KPI CQC Domain Strategic 
Objective

Responsible 
Director Target Aug-22 Sep-22 Oct-22 YTD Pass/Fail Trend 

Variation

Patient Safety Alerts responded to by agreed 
deadline Safe Patients Medical Director 100% 0% None due 33.00%

Hospital Standardised Mortality Ratio - 
HSMR (basket of 56 diagnosis groups) 
(rolling year data 3 month time lag)

Effective Patients Medical Director 100 95.30 95.34 94.93 94.54

Summary Hospital Mortality Indicator (SHMI)  
(rolling year data 6 month time lag) Effective Patients Medical Director 100 106.68 105.77 103.97 106.71

The Trust participates in all relevant National 
clinical audits Effective Patients Medical Director 100% 100.00% 98.00% 98.00% 99.43%

eDD issued within 24 hours Effective Patients Medical Director 95% 89.60% 91.40% 89.70% 90.06%

Sepsis screening (bundle) compliance for 
inpatients (adult) Safe Patients Director of Nursing 90% 85.0% 93.1% 91.19%

Sepsis screening (bundle) compliance for 
inpatients (child) Safe Patients Director of Nursing 90% 95.3% 84.6% 87.33%

IVAB within 1 hour for sepsis for inpatients 
(adult) Safe Patients Director of Nursing 90% 86.0% 98.0% 94.17%

IVAB within 1 hour for sepsis for inpatients 
(child) Safe Patients Director of Nursing 90% 85.7% 63.6% 71.21%

Sepsis screening (bundle) compliance in A&E  
(adult) Safe Patients Director of Nursing 90% 93.0% 88.0% 90.25%

Sepsis screening (bundle) compliance in A&E 
(child) Safe Patients Director of Nursing 90% 90.7% 85.4% 85.30%

IVAB within 1 hour for sepsis in A&E  (adult) Safe Patients Director of Nursing 90% 92.0% 98.0% 93.67%

IVAB within 1 hour for sepsis in A&E  (child) Safe Patients Director of Nursing 90% 77.8% 50.0% 58.92%

Rate of stillbirth per 1000 births Safe Patients Director of Nursing 3.80 3.08 2.44 2.67 3.02

Mixed Sex Accommodation breaches Caring Patients Director of Nursing 0

Duty of Candour compliance - Verbal Safe Patients Medical Director 100% 70.00% 84.00% 87.50%

Duty of Candour compliance - Written Responsive Patients Medical Director 100% 63.00% 76.00% 82.50%

Submission suspended during Covid
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Oct-22

6

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

Target

4.4

Target Achievement

Metric is consistently failing 
the target

Executive Lead

Director of Nursing

Background:
Unstageable 
Pressure Ulcers.

What the 
chart tells 
us:
We are currently 
at 6 incidents 
against a 
threshold of 4 
per month. 

Mitigations:
Skin Integrity care is reviewed in the weekly 
ward/dept. leader’s assurance and monthly 
Matrons audits.
The monthly Quality Metrics review meeting 
chaired by the Director of Nursing monitors ward 
and departments’ performance relating to skin 
integrity.
Quality Matron and Tissue Viability team provide 
support to areas with increased number of 
incidents.
The Patient Pressure Ulcer Incident Panel also 
have sight of any other areas of concern that are 
not raised through the serious incident process. 
Learning outcomes continue to be added to the 
overarching action plan, which is reviewed each 
month by the Quality Matron and Tissue Viability 
team, themes are discussed at the SIG meeting

Issues:  
The number of incidents have 
decreased by 1 in 
comparison to September 
2022. 
Device related unstageable 
pressure ulcers has remained 
unchanged from last month.
Through validation, it was 
found that all incidents except 
the device related damage 
evolved predominately from 
Deep Tissue Injuries as 
anticipated would happen at 
initial assessment.

Actions: 
Unstageable pressure ulcers will continue to be investigated and reviewed through the 
pressure ulcer incident process. Themes identified will provide further areas of focus to 
improve. A lessons learned communication is being developed to support the cascade 
of learning identified at Pressure Ulcer Panel.
Learning from incidents is a regular agenda item at SIG to support wider 
organisational learning of the themes and trends. 
The Adult in Patient Risk Assessment booklet has been updated and will be 
accompanied by a new Pressure Ulcer Prevention Daily Assessment document which 
will support staff to undertake a more detailed skin assessment and identify patients at 
risk of developing pressure ulcers and guide the correct interventions to be instigated.  

A schedule of training during November/December will support the roll out of the new 
documentation and will provide an additional opportunity to raise the profile of pressure 
ulcer prevention and management including the importance of device related care 
amongst the multidisciplinary team. 
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Oct-22

93.84%

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

Target

95%

Target 
Achievement

Metric is failing the target

Executive Lead

Medical Director

Background:
VTE risk assessment to assess 
need for thromboprophylaxis to 
reduce risk of DVT / PE should be 
undertaken in 95% or more of 
patients.

What the chart tells us:
VTE risk assessment continues 
under perform.

Actions:
A paper was taken to Trust Leadership Team in November 2022 proposing the reinstatement of the VTE Specialist 
Nurse.  This was agreed and work will now take place to identify a funding stream.
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Oct-22

1

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

Target

0

Target Achievement

Metric is
failing the target

Executive Lead

Director of Nursing

Background: 
Never Events are deemed to be 
externally reportable incidents that 
have been defined by the NHS as 
‘wholly preventable where nationally 
available systemic barriers have 
been locally implemented.

What the chart tells us:
There was 1 Never Event declared 
in April 2022, 1 declared in May, 1 
declared in July and 1 declared in 
October.

Mitigations:
Following the initial review of each 
incident, immediate actions are 
implemented to provide mitigation 
where possible. At the conclusion 
of the investigation, recommended 
action plans are agreed with the 
Serious Incident Panel and 
monitored through to completion as 
part of divisional clinical 
governance arrangements.

Issues:
The Never Event declared in April 
2022 relates to an anaesthetic block 
performed on the incorrect side. The 
Never Event declared in May 2022 
relates to a gynaecology surgical 
procedure. The Never Event 
declared in July 2022 involved the 
wrong site insertion of a JJ stent. 
The Never Event declared in 
October 2022 involved the retention 
of forceps within abdominal cavity 
following laparotomy.

Actions:
All confirmed Never Events are 
declared as Serious Incidents and 
have comprehensive investigations, 
supported by the Risk & 
Governance team and overseen by 
the Serious Incident Panel.
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Oct-22

103.97

Variance Type

Metric is currently 
experiencing Special Cause 

Variation – low trend

Target

To remain in “as 
expected” range

Target Achievement

The metric has consistently 
failed to target

Executive Lead

Medical Director

Background:
SHMI reports on mortality at trust level 
across the NHS in England using a 
standard methodology. SHMI also 
includes deaths within 30 days of 
discharge.

What the chart tells us:
ULHT SHMI is 103.97; a decrease from 
the last reporting period. The Trust has 
remained in Band 2 with an ‘As 
expected’

Mitigations:
The MEs have commenced 
reviewing deaths in the community 
which will enable oversight of 
deaths in 30 days post discharge of 
which learning can be identified. 

Learning is shared at the 
Lincolnshire Mortality Collaborative 
Group which is attended by all 
system partners. 
HSMR is 94.93 - lower than 
expected. 

Issues:
The COVID-19 pandemic has 
impacted on the Trusts SHMI. The 
data period is reflective from May 21 
– April 22

Actions:
Any diagnosis group alerting is 
subject to a case note review.

The Trust are currently in the 
process with their system partners 
in rolling out the Medical Examiner 
(ME) service for community deaths 
and are currently in the pilot phase. 
This will enable greater learning on 
deaths in 30 days post discharge. 
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Oct-22

98.00%

Variance Type

Metric is currently 
experiencing a trend above 

the mean

Target

100%

Target Achievement

Metric is consistently
failing the target

Executive Lead

Medical Director

Background:
% participation in relevant National 
Clinical Audits.

What the chart tells us:
Participation no change since last 
month 98%.

Mitigations:
Diabetes team have now agreed to 
collect the data prospectively.

Issues:
None participation in the National 
Diabetic Foot Audit.

Actions:
Monitored by the Clinical 
Effectiveness Group.
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Oct-22

89.70%

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

Target

95%

Target Achievement

Metric is consistently
failing the target

Executive Lead

Medical Director

Background:
eDDs to be sent within 24 hours of a 
patients discharge.

What the chart tells us:
eDD Performance continues to be 
below the 95% target, currently at 
89.7%.

Mitigations:
Discussion will continue to take 
place at PRM in order to identify 
further actions to improve.

Issues:
Ownership of completion of the EDD 
remains an issue, including the 
timely completion. 

Actions:
A dashboard is in place to highlight 
compliance at both ward and 
consultant level with each Division 
now reviewing this metric at their 
monthly Performance Review 
Meeting.  
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Sep-22

84.6%

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

Target

90%

Target Achievement

The metric is consistently
failing the target

Executive Lead

Director of Nursing

Background:
Sepsis screening (bundle) 
compliance for inpatients (Child).

What the chart tells us:
The metric for inpatient child screening 
has failed to achieve the metric at 
84.6%
This represents 33 of 39 patients or 6 
patients who were not screened within 
60 minutes of a raised PEWS.

Mitigations:
The ward educators are continuing 
to undertake harm reviews that are 
relevant to their area so that they 
can give direct support as cases 
arise. Some of the issues are 
associated with medical staff and 
teaching continues for this staff 
group 

Issues:
In common with previous months 
the majority of the patients with 
delayed or missed screens have 
a viral cause for the raised 
PEWS.

Actions:
The paediatric sepsis practitioner is 
continuing to work closely with the ward 
leads to identify themes and provide 
support to any staff that are in need of 
additional training.
Sepsis scenarios are featured in PILs 
training and the availability of this course 
has increased so will allow more staff to 
attend.
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Sep-22

63.6%

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

Target

90%

Target Achievement

The metric is consistently
failing the target

Executive Lead

Director of Nursing

Background:
IVAB within 1 hour for sepsis for 
inpatients (child).

What the chart tells us:
The treatment figures for inpatient 
Sepsis have deteriorated this month 
with only 63.6% of the patients 
receiving the treatments within the 
60 minutes. This represents 7 of 11 
patients.

Mitigations:
Sepsis training has now been 
implemented early in the new Drs 
rotation. They have all had Sepsis 
training within their first week as well 
as a Sepsis Simulation for training. 
Screening is being audited throughout 
the month and any issues are 
escalated early. There are regular 
discussions being held between 
Clinical Lead, Ward Managers and 
Clinical Educators to address any 
concerns. Sepsis compliance is also 
discussed at Speciality governance.

Issues:
Harm reviews are still ongoing for 
the 4 patients but early analysis 
has not revealed any harm as a 
result.
Previous months have 
demonstrated that medical staff 
would prefer to wait for a clearer 
clinical picture.

Actions:
The teaching for medical staff will focus 
on how to incorporate a watch and wait 
strategy whilst ensuring that 
prescribing decisions are promptly 
made and the clinical rationale is 
clearly documented.
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Sep-22

88.0%

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

Target

90%

Target 
Achievement

The metric is consistently 
failing the target

Executive Lead

Director of Nursing

Background:
Sepsis screening (bundle) 
compliance in A & E (adult)

What the chart tells us:
The compliance for sepsis 
screening in A+E has fallen below 
90%. This is the first time since May 
at 88%. This represents 623 of 708 
patients.

Mitigations:
Detailed harm reviews are undertaken 
for all missed screens to rule out 
severe harm and there is one case that 
is subject to an SI review currently.
Simulation training is due to 
recommence in November and the 
monthly focus groups are now a forum 
to share good practice and lessons 
learnt.

Issues:
The reduced compliance is mainly a 
reflection of Lincoln and Grantham 
sites as Pilgrim ED has maintained 
above 90% for over 18 months. The 
majority of the cases were non -
infective and it was noted that a lot 
of the missed screens are 
attributable to Agency nurses.

Actions:
The improvements that have been 
made within Pilgrim ED have now 
been acknowledged and are being 
rolled out to other sites.
Monthly focus groups are being held 
to improve scrutiny and share 
lessons learned. A renewed focus 
on teaching for Agency nurses is 
required and the e-learning package 
is to be renewed.
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Sep-22

85.4%

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

Target

90%

Target 
Achievement

The metric is consistently 
failing the target

Executive Lead

Director of Nursing

Background:
Sepsis screening (bundle) 
compliance in A & E (child)

What the chart tells us:
The compliance for the current 
month has dropped to 85.4% which 
represents 147 of 172 patients.

Mitigations:
A Consultant colleague has been 
identified at Lincoln to drive the 
various improvement initiatives and 
this will improve engagement.
Cross site working has begun 
between consultant staff and this 
will allow for best practice to be 
shared between sites.

Issues:
A worsening picture in Lincoln ED 
has mainly driven the drop in 
compliance. There was an 
interruption in the monthly focus 
group meetings whilst new 
leadership of this group was 
established.

Actions:
A relaunch of the sepsis focus 
group has now taken place and this 
will improve scrutiny and allow for 
improved thematic analysis. 
Simulation training will provide the 
best route for improving 
understanding and knowledge and 
these have now commence after a 
lengthy pause.
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Sep-22

50.0%

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

Target

90%

Target 
Achievement

The metric is consistently 
failing the target

Executive Lead

Director of Nursing

Background:
IVAB within 1 hour for sepsis for in 
A & E (child).

What the chart tells us:
The data this month shows that the 
IVAB compliance was 50%, which is 
3 of 6 patients, and is below the 
90% target. There is a marked 
increase compared to last month.

Mitigations:
There are ongoing meetings 
between the Sepsis team and ED 
which happen every once a month. 
There appears to be more 
engagement from ED staff, 
especially those with a Paediatric 
interest, which is a positive.
Each area has an identified lead 
who are undertaking harm reviews 
so that they can feedback lessons 
learnt directly to the staff involved.

Issues:
There were 3 patients in ED this 
month that were delayed in receiving 
antibiotics. Early reviews have 
shown that in each case treatment 
was delayed whilst further 
investigations were awaited. Further 
information is being sought but no 
harms have been identified at this 
stage.

Actions:
Sepsis training has been delivered 
for new Doctors starting in August.
Simulation training is to be 
reintroduced in ED areas as soon 
as possible.
There will be more training with ED 
staff about how to fill in/ use the 
unsure option appropriately.
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Sep-22

84.00%

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

Target

100%

Target Achievement

Metric is consistently
failing the target

Executive Lead

Director of Nursing

Background:
Compliance with the NHS 
requirement for verbal Duty of 
Candour, which applies to all patient 
safety incidents where harm is 
moderate or above.

What the chart tells us:
The Trust does not consistently 
achieve 100% compliance within a 
given month.

Mitigations:
Risk & Governance Coordinators 
are sighted on each day’s 
incidents, including Duty of 
Candour requirements and are 
working closely with the Divisional 
teams to improve compliance.

Issues:
Duty of Candour is frequently 
completed after month-end data is 
produced and reported on, therefore 
these figures may not represent the 
current level of compliance for 
earlier months.

Actions:
Duty of Candour for a number of 
COVID cases from 2021 can now 
be carried out following completion 
of the thematic review.

Weekly Duty of Candour 
compliance reports are sent to 
Divisional Triumvirate and CBU’s 
and performance is included in 
monthly divisional governance 
reports.
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Sep-22

76.00%

Variance Type

Metric is currently 
experiencing Special Cause 
Variation – above the mean

Target

100%

Target Achievement

Metric is consistently
failing the target

Executive Lead

Director of Nursing

Background:
Compliance with the NHS 
requirement for written Duty of 
Candour, which applies to all patient 
safety incidents where harm is 
moderate or above.

What the chart tells us:
The Trust does not consistently 
achieve 100% compliance within a 
given month.

Mitigations:
Risk & Governance Coordinators 
are sighted on each day’s 
incidents, including Duty of 
Candour requirements and are 
working closely with the Divisional 
teams to improve compliance.

Issues:
Duty of Candour is frequently 
completed after month-end data is 
produced and reported on, therefore 
these figures may not represent the 
current level of compliance for 
earlier months.

Actions:
Duty of Candour for a number of 
COVID cases from 2021 can now 
be carried out following completion 
of the thematic review.

Weekly Duty of Candour 
compliance reports are sent to 
Divisional Triumvirate and CBU’s 
and performance is included in 
monthly divisional governance 
reports.
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PERFORMANCE OVERVIEW – OPERATIONAL PERFORMANCE
5 Year 

Priority KPI CQC 
Domain

Strategic 
Objective

Responsible 
Director

In month 
Target Aug-22 Sep-22 Oct-22 YTD YTD 

Trajectory
Latest Month 

Pass/Fail
Trend 

Variation Kitemark

% Triage Data Not Recorded Effective Patients Chief Operating 
Officer 0% 0.43% 0.38% 0.50% 0.27%

4hrs or less in A&E Dept Responsive Services Chief Operating 
Officer 83.12% 59.48% 59.94% 59.76% 61.15% 83.12%

12+ Trolley waits Responsive Services Chief Operating 
Officer 0 1088 869 1114 5940 0

%Triage Achieved under 15 mins Responsive Services Chief Operating 
Officer 88.5% 80.30% 82.26% 76.77% 81.19% 88.50%

52 Week Waiters Responsive Services Chief Operating 
Officer 0 7168 7729 38,345 0

18 week incompletes Responsive Services Chief Operating 
Officer 84.1% 49.50% 47.64% 50.00% 84.10%

Waiting List Size Responsive Services Chief Operating 
Officer 37,762 71,271 71,867 n/a n/a

62 day classic Responsive Services Chief Operating 
Officer 85.4% 55.07% 50.78% 50.58% 85.39%

2 week wait suspect Responsive Services Chief Operating 
Officer 93.0% 42.30% 61.10% 58.07% 93.00%

2 week wait breast symptomatic Responsive Services Chief Operating 
Officer 93.0% 18.52% 25.69% 23.56% 93.00%

31 day first treatment Responsive Services Chief Operating 
Officer 96.0% 92.12% 88.79% 90.80% 96.00%

31 day subsequent drug treatments Responsive Services Chief Operating 
Officer 98.0% 95.41% 98.71% 97.78% 98.00%

31 day subsequent surgery treatments Responsive Services Chief Operating 
Officer 94.0% 75.00% 61.54% 69.24% 94.00%

31 day subsequent radiotherapy treatments Responsive Services Chief Operating 
Officer 94.0% 96.70% 93.62% 96.30% 94.00%

62 day screening Responsive Services Chief Operating 
Officer 90.0% 69.57% 76.19% 68.05% 90.00%
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PERFORMANCE OVERVIEW – OPERATIONAL PERFORMANCE
5 Year 

Priority KPI CQC 
Domain

Strategic 
Objective

Responsible 
Director

In month 
Target Aug-22 Sep-22 Oct-22 YTD YTD 

Trajectory
Latest Month 

Pass/Fail
Trend 

Variation Kitemark

62 day consultant upgrade Responsive Services Chief Operating 
Officer 85.0% 64.00% 67.05% 68.49% 85.00%

Diagnostics achieved Responsive Services Chief Operating 
Officer 99.0% 50.85% 52.46% 49.15% 53.10% 99.00%

Cancelled Operations on the day (non clinical) Responsive Services Chief Operating 
Officer 0.8% 2.36% 3.05% 2.17% 2.33% 0.80%

Not treated within 28 days. (Breach) Responsive Services Chief Operating 
Officer 0 37 38 36 208 0

#NOF 48 hrs Responsive Services Chief Operating 
Officer 90% 68.60% 63.64% 79.73% 71.90% 90%

#NOF 36 hrs Responsive Services Chief Operating 
Officer TBC 46.51% 43.94% 58.11% 52.22%

EMAS Conveyances to ULHT Responsive Services Chief Operating 
Officer 4,657 3,758 3,858 3,859 3,841 4,657

EMAS Conveyances Delayed >59 mins Responsive Services Chief Operating 
Officer 0 930 885 1020 846 0

104+ Day Waiters Responsive Services Chief Operating 
Officer 10 135 158 168 973 70

Average LoS - Elective (not including 
Daycase) Effective Services Chief Operating 

Officer 2.80 3.19 2.64 2.59 2.98 2.80

Average LoS - Non Elective Effective Services Chief Operating 
Officer 4.50 5.12 4.95 5.06 5.04 4.5

Delayed Transfers of Care Effective Services Chief Operating 
Officer 3.5% 3.5%

Partial Booking Waiting List Effective Services Chief Operating 
Officer 4,524 22,951 23,128 22,530 23,021 4,524

Outpatients seen within 15 minutes of 
appointment Effective Services Chief Operating 

Officer 70.0% 33.18% 29.71% 32.80% 36.91% 70.00%

% discharged within 24hrs of PDD Effective Services Chief Operating 
Officer 45.0% 37.69% 36.71% 40.08% 37.41% 45.00%
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Oct-22

0.50%

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

Target

0%

Target Achievement

Metric is consistently failing 
the target

Executive Lead

Chief Operating Officer

Background:
Percentage of triage data not 
recorded.

What the chart tells us:
The recording of triage compliance 
percentage is 0%.
October reported 0.50% data not 
recorded verses 0.36% in 
September.
October demonstrated a 0.14% 
negative variation compared with 
September.
This metric is below target.

Mitigations:
• Earlier identification of recording delays via 3 

x daily Capacity and performance meetings 
and confirmation via a bespoke UEC daily 
updates.

• Increased nursing workforce following a 
targeted recruitment campaign has been 
successful and supernumerary period, has, in 
the main come to an end.

• Twice daily staffing reviews to ensure 
appropriate allocation of the ED workforce to 
meet this indicator.

• The Urgent and Emergency Care Clinical 
Business Unit continue to undertake daily 
interventions regarding compliance (recording 
and undertaking).

Issues:
• Timely inputting of data.
• Manchester Triage trained staff (MTS) to 

consistently operate two triage streams, 
especially out of hours but has been less 
problematic at all three sites.

• Adhoc gaps in the provision of Pre-
Hospital Practitioners (PHP) and an 
increased incidence of only 1 triage 
stream against the standard of 2 
streams.

• Staffing gaps, sickness and skill mix 
issues

• Increased demand is still cited as a 
causation factor.

Actions:
• Increased access to MTS 

training and time to input 
data is in place through a 
rolling teaching programme.

• Increased registrant 
workforce to support 2 triage 
streams in place.

• The move to a workforce 
model with Triage dedicated 
registrants and remove the 
dual role component has 
been more successful and 
consistent.
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Oct-22

76.77%

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

Target

88.5%

Target Achievement

Metric is consistently failing 
the target

Executive Lead

Chief Operating OfficerBackground:
Percentage of triage achieved under 15 
minutes.
What the chart tells us:
The compliance against this target is 
88.50%. 
October outturn was 76.77% compared to 
82.26 % in September. 
This demonstrated a deterioration in 
performance of 5.49% compared with 
September and an 11.73% negative 
variance against the agreed target. 
This is lowest compliance experienced in 
the last 15 months
This target has not been met.

Mitigations:
The Senior Nurse Leads maintain oversight 
and support in periods of either high 
attendance demand or when the second 
triage stream is compromised due to duality 
of role issues.
The confirmation of 2 triage streams is 
ascertained at the 4 x daily Capacity 
meetings.
Early escalation and rectification are also 
managed through the Emergency 
Department Teams Chat and Staffing Cell.
A twice daily staffing meeting staffing 
meeting in in operations 7 days a week and 
a daily staffing forecast is also in place.

Issues:
• Consistent availability of MTS2 trained staff 

available per shift to ensure 2 triage streams 
in place 24/7 has deteriorated.

• There is a recording issue for UTC transfers 
of care to ED that skews that data on 
occasion.

• Dual department roles. For example, the 
second triage nurse is also the allocated 
paediatric trained nurse, whilst reduced is still 
on occasion, problematic.

• Inability to maintain agreed staffing template, 
particularly registrants, due high to sickness 
and agency cancellations at short notice.

• The ability to effectively maintain two triage 
streams continues to be mainly out of hours 
but improvement is noted.

• Increased demand in the Emergency Depts 
and overcrowding.

Actions: 
Most actions are repetitive but remain 
relevant.
Increased access to MTS2 training.
Increased registrant workforce to support 2 
triage streams to be in place via Emergency 
Department recruitment campaign. 
To move to a workforce model with Triage 
dedicated registrants and remove the dual 
role component.
The metric forms part of the Emergency 
Department safety indicators and is 
monitored/scrutinised at 4 x daily Capacity 
and Performance Meetings.
The 60-day trail of the revised Full Capacity 
Protocol will either see improvement of 
expose departmental planning issues.
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Oct-22

59.76%

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

Target

83.12%

Target Achievement
Metric is consistently failing 

the target

Executive Lead

Chief Operating Officer

Background:
The national 4-hour standard 
is set at 95%. The agreed 
trajectory for compliance for 
ULHT is set at 83.12%. This 
target has not been reset 
since April 2021.
What the chart tells 
us:
The 4-hour transit target 
performance for October was 
59.76% compared to 59.94% 
in September which is a slight 
deterioration of 0.18%.
The target compliance is 
83.12% and is an historic 
target that has been 
unchanged in 2 years.

Issues:
The Emergency Departments experienced an increase in 
attendances in October of 852 patients compared to 
September. 17,790 combined attendances (ED and UTC) 
in October compared to 16,938 combined attendances in 
September. This represents an increase of 4.79%
Of the 17,790 recorded attendances for type 1 and type 3 
across the Trust, type 1 attendances accounted for 12,003 
and type 3 accounted for 5,787. This is an increase of type 
1 (5.50%) and a decrease of type 3 (3.34%).
Inadequate daily discharges to meet the admission 
demand remains the main issue leading to extended ED 
LOS.
Increased acuity in presentation in the Emergency 
Departments was observed.
Ongoing medical and nursing gaps that were not 
Emergency Department specific.
Inability to secure consistent 24/7 Discharge Lounge 
provision due increased registrant staffing gaps.
Escalation of some SDEC areas into Inpatient areas has 
now been removed.

Actions:
Reducing the burden placed upon the 
Emergency Departments further will be 
though the continued expansion of Same 
Day Emergency Care (SDEC) Services, 
maximising the Right to Reside (R2R) 
information to ensure timely and effective 
discharges for all pathway zero patients, the 
System flow and discharge improvements to 
increase access pathway 1 (D2A) capacity 
and the ‘Care Closer to Home’ programme.
In addition, we are yet to experience the full 
benefit of the internal pathway zero 
discharge improvement programme and the 
pace of this intervention has been increased 
through the ‘Breaking the Cycle initiative due 
to launch on 7th November.

Mitigations:
EMAS continue to enact a targeted admission 
avoidance process, including no Cat 4 
conveyances should arrive at the Emergency 
Department.
The Discharge Lounge at LCH and PHB continues 
operating, where possible, a 24/7 service provision 
to release the burden placed on the Emergency 
Departments in terms of patients awaiting AIR/CIR 
and transport home. The closure of the Discharge 
Lounges due to inadequate staffing sits solely with 
the Chief Operating Officer and the Director of 
Nursing but can be delegated to Dep Chief 
Operating Officer/ Gold Commander Out of Hours 
Increased CAS and 111 support especially out of 
hours. 
EPIC to Specialty Consultant reviews to ensure 
DTA applied appropriately.
Clinical Operational Flow Policy adherence and 
compliance and Full Capacity Protocol activation 
when OPEL 3 reached.
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 Oct-22

1114

Variance Type

Metric is currently 
experiencing Special Cause 
Variation – Above the mean

Target

0

Target Achievement

Metric is consistently
failing the target

Executive Lead

Chief Operating Officer

Background:
There is a zero tolerance for 
greater than 12-hour trolley 
waits. These events are 
reported locally, regionally, and 
nationally.
What the chart tells us:
October experienced 1,114 12-
hr trolley wait breaches. This is 
the unvalidated position. This is 
an increase of 245 12-hr trolley 
wait breaches compared to 
September. This represents an 
increase of 22.00%. This 
equates to 9.28% of all type 1 
attendances for October.
What the chart does not explain 
is the internal decision to move 
from 12hr DTA to total time in 
ED to minimise exposure risk. 

Issues:
Sub-optimal discharges to meet the known emergency 
demand.
All reportable 12hr trolleys were either associated with 
no available beds, patient deterioration or delays in 
transfer to other care settings. The actual number of 
12hr trolleys wait breaches, whilst anticipated against 
flow predictions, exceeded actual expectations. 
October has experienced an increase in incidental 
positive covid cases and nosocomial transmission, 
which as restricted the use of several inpatients’ beds, 
impacting further on flow.
To prevent nosocomial transmission, the use of 
boarding areas as per the Full Capacity Protocol areas 
had been problematic but has been reconsidered with 
the revised protocol and ‘The Living with COVID’ 
guidance.
The Trust has made the safety and risk-based 
assessment to move to total time in ED as opposed to 
the 12hr DTA standard. 

Actions:
The Trust continues to work closely with national 
regulators in reviewing and reporting these breaches. 
Due to the number of 12hrs trolley waits breaches 
currently, harm reviews are completed by the UEC team, 
DATIX are completed and escalations to the CCG and 
NHSE/I are in place.
A daily review of all potential 12hr trolley waits is in place 
and escalated to all key strategic tactical and operational 
leads and divisional triumvirates. 
System Partners and Regulators remain actively engaged 
and offer practical support in situational escalations.
A substantial programme of work out of hospital is in 
place with system partners to reduce delayed discharges 
which are upwards of 15% of all beds at times.
Internal actions on admission avoidance are focussed on 
Same Day emergency Care and recent developments 
have shown a 100% increase in some areas.
The revised FCP to be launched and piloted in November 
is expected to make a significant impact.

Mitigations:
All potential DTA risks are escalated at 8hrs to the 
Daytime Tactical Lead, out of hours Tactical Lead On 
Call Manager and CCG Tactical Lead – in and out of 
hours. Rectification plans are agreed with all CBU 
teams in hours.
A System agreement remains in place to staff the 
Discharge Lounges 24/7 to reduce the number of 
patients in the Emergency Departments that are 
deemed ‘Medically Optimised’ that need onward non 
acute placement/support. This demonstrates a 
positive impact but due to staffing gaps, there is an 
increased request to close this facility. Permission to 
close these areas now sits solely with the Chief 
Operating Officer and Director of Nursing or 
delegated officer
A Criteria to Admit Lead has been established 
ensuring all decisions to admit must be approved by 
the EPIC (Emergency Physician in Charge) with the 
relevant On Call Team.
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Oct-22

1020

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

Target

0

Target Achievement

Metric is consistently
failing the target

Executive Lead

Chief Operating Officer

Background:
Delays in offloading patients following a conveyance 
has a known impact on the ability of EMAS to respond 
to outstanding calls. Any delays greater than 59 
minutes is reportable to the ICB. There is local and 
national Ambulance handover delay escalation 
protocol.
What the chart tells us:
October demonstrated an increase in greater than 59 
minutes’ handover delays 1020 in October compared to 
885 in September. This represents a 13.24% increase.
What the chart does not tell us is the total increase of 
>2hrs in October 2022 which is recorded as 620 for 
October. >2hrs but <4hrs accounts for 413 and >4hrs 
accounts for 207.
Overall conveyances in October were the same as 
September.

Mitigations:
Early intelligence of increasing 
EMAS demand has allowed for 
planning and preparedness to 
receive and escalate.
Contact points throughout the day 
and night with the Clinical Site 
Manager and Tactical Lead (in and 
out of hours) to appreciate EMAS 
on scene (active calls) and calls 
waiting by district and potential 
conveyance by site.

Issues:
The pattern of conveyance and prioritisation 
of clinical need contributes to the delays.
Increased conveyances continue to profile 
into the late afternoon and evening 
coincides with increased ‘walk in’ 
attendances causing a reduce footprint to 
respond to timely handover.
An increasing number of category 1 and 2 
patients being conveyed.
Inadequate flow and sub-optimal discharges 
continue to result in the emergency 
departments being unable to de-escalate 
due to an increased number of patients 
waiting for admission.
October experienced >24hr DTA breaches 
which previously had been unheard of.

Actions:
All ambulances approaching 30 minutes without a plan 
to off load is escalated to the Clinical Site Manager and 
then in hours Tactical Lead to secure a resolution and 
plans to resolve are feedback to the DOM. Out of hours, 
the responsibility lies with the Tactical on Call Manager.
Daily messages to EMAS crews to sign post to 
alternative pathways and reduce conveyances to the 
acute setting.
Active monitoring of the EMAS inbound screen to 
ensure the departments are ready to respond.
The rapid handover protocol has now been revisited 
and agreed. Designated escalation areas have been 
identified/confirmed to assist in reducing delays in 
handover.
October experienced the enactment of the Rapid 
Handover Protocol consistently throughout the day, 
evening and overnight. 
The revised FCP and 60 pilot planned for November is 
expected to make a significant impact. 
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Oct-22

5.06

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

Target

4.5

Target Achievement

Metric is consistently
failing the target

Executive Lead
Chief Operating OfficerBackground:

Average length of stay 
for non-Elective 
inpatients.

What the chart 
tells us:
The agreed target is 4.5 
days verses the actual of 
5.06 days in October vs 
4.95 in September.
This is an increase of 
0.11 days
compared with 
September.
This is a 0.56-day 
variance against the 
agreed target.

Mitigations:
Divisional Bronze Lead continues to 
support the escalation of exit delays to the 
relevant Divisions and Clinical Business 
Units.
Continued reduction in corporate and 
divisional meetings to allow a more 
proactive focus on increasing daily 
discharges. However, this is not 
sustainable.
A daily site update message is now sent at 
6am alerting Key Leaders to ED position, 
flow and site OPEL position by Site.
The move to working 5 days over the 7 a
Day period is in train. 
A new rolling programme of MADE has 
been agreed and the frequency has been 
agreed as an 8-week rolling programme

Issues:
Numbers of stranded and super stranded patients have increased in 
number.
Increasing length of stay of all pathways 1-3. The most significant 
increase in volume of bed days is Pathway 1 Domiciliary care but 
since the advent of the joint D2A process and additional funding 
benefits are being realised slowly but there remains insufficient 
capacity to meet the increasing demand.
The Transfer of Care Hub continue to gain more traction on moving 
discharges forward at an improved pace.
Higher acuity of patients requiring a longer period of recovery.
Increased medical outliers and reduced medical staffing leading to 
delays in senior reviews.
Increased number of positive covid cases requiring a longer length 
of stay and increased ‘contact’ patients leading to delayed discharge 
but this has reduced over the month of October and continues to 
reduce.
Pathway 0 patient discharging remains slow to show improvement 
even with focused input from ECIST and dedicated System Support. 

Actions:
These actions are repetitive but still appropriate
Focused discharge profile through daily 
escalations.
Medically optimised patients discussed twice daily 
7 days a week with system partners to ensure 
plans in place and a zero tolerance of >24hrs 
delay
The move to Lateral Flow Testing  as opposed to 
PCR testing for access to onward non acute care  
is proving beneficial once Community and social 
care is secured.
Maximise use of all community and transitional 
care beds when onward care provision cannot be 
secured in a timely manner.
Line by line review of all pathway fully 0 patients 
who do not meeting the reason to reside.
System and regional support to re-embedding 
SAFER via the appointment of System Discharge 
and Flow specialists.



FinanceWorkforceOperational 
PerformanceQuality

Sep-22

47.64%

Variance Type

Metric is currently 
experiencing Special Cause 
Variation – below the mean

Target

84.1%

Target Achievement

Metric is consistently
failing the target

Executive Lead

Chief Operating Officer

Background
Percentage of patients on an 
incomplete pathway waiting less 
than 18 weeks.

What the chart tells us: 
There is significant backlog of 
patients on incomplete pathways.
September saw RTT performance 
of 47.64% against a 92% target, 
which is 1.87% down on August.

Issues:
Performance is currently below 
trajectory and standard. The five 
specialties with the highest number 
of 18 week breaches at the end of 
the month were:
• ENT – 6029 (increased by 5)
• Gastroenterology – 4259 

(increased by 128)
• Dermatology – 3151 (increased 

by 213)
• Gynaecology – 2599 (increased 

by 32)
• General Surgery – 2597 

(increased by 187).
Issues:
Performance is currently below 
trajectory and standard. The five 
specialties with the highest number 
of 18 week breaches at the end of 
the month were:
• ENT – 6029 (increased by 5)
• Gastroenterology – 4259 

(increased by 128)
• Dermatology – 3151 (increased 

by 213)
• Gynaecology – 2599 (increased 

by 32)
• General Surgery – 2597 

(increased by 187).

Actions:
Priority remains focussed on clinically 
urgent and Cancer patients. National 
focus has now turned to patients that 
are over 78 weeks with the target to be 
at zero by March 2023. Resource is 
now targeted at patients >48 weeks as 
these have the potential to be >78 
weeks in March 2023. Recent schemes 
to address backlog include;
• Validation programme (November)
• Outpatient utilisation
• Tertiary capacity
• Outsourcing
• Use of ISPs
• Missing Outcomes

Mitigations:
Improvement programmes 
established to support delivery of 
actions and maintain focus on 
recovery.
HVLC/Theatre Productivity – To 
ensure best use of theatres and 
compliance with HVLC procedures
ORIG – To ensure Outpatients are 
fully utilised and efficiency schemes 
are implemented and well used. 
Focus on capturing all activity
Clinical prioritisation – Focusing on 
clinical priority of patients using 
theatres.
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Sep-22

7729

Variance Type

Metric is currently 
experiencing Special Cause 

Variation – high trend

Target

0

Target Achievement

Metric is consistently
failing the target

Executive Lead

Chief Operating Officer

Background:
Number of patients waiting more 
than 52 weeks for treatment.

What the chart tells us:
The Trust reported 7729 incomplete 
52-week breaches for September, 
an increase of 561 from August.

Mitigations:
Admitted patients are individually 
graded and allocated a priority 
code utilising C2AI. This is then 
monitored through the clinical 
prioritisation group. 
Theatre productivity and HVLC 
compliance are worked through by 
the theatres group to support 
admitted pathways.
ORIG supports delivery of 
Outpatient improvements for the 
non-admitted pathways.

Issues:
Whilst ULHT’s position is strong with 
78 & 104 week wait patients, 
performance is less assured with 52 
week waiters. Both admitted and 
non-admitted patients sit within this 
backlog, however, the most 
significant pressure sits in the non-
admitted pathways.

Actions:
Incomplete patient pathways are 
discussed with individual specialities 
weekly, through the PTL meeting 
with emphasis on longest waiters. 
The intention is to drive down the 
wait bands discussed. 
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Sep-22

71,867

Variance Type

Metric is currently 
experiencing Special Cause 

Variation – high trend

Target

37,762

Target Achievement

Metric is consistently
failing the target

Executive Lead

Chief Operating Officer

Background:
The number of patients 
currently on a waiting list.

What the chart tells us:
Overall waiting list size has 
increased from August, with 
September showing an increase 
of 596 to 71,867.
This is more than double the 
pre-pandemic level reported in 
January 2020.

Mitigations:
>52 week patients are monitored 
and discussed at a weekly PTL 
meeting and also with system 
partners at a weekly ICB meeting. 
Transferring of appropriate 
admitted patients to ISP’s 
continues. Non admitted patients in 
the most pressured specialities 
continue to be transferred out with 
an established process now in 
Dermatology, ENT and 
Gastroenterology.

Issues:
Following the backlog increase from the 
pandemic, there have been additional 
pressures that have affected capacity, 
including; fire, COVID sickness, 
heatwave and urgent care pressures
The five specialties with the largest 
waiting lists are;
• ENT – 8901
• Gastro – 5960
• Dermatology – 5759
• Ophthalmology – 5701
• General Surgery - 5391

Actions
Improvement programmes as 
described above for RTT 
performance. In addition, all patients 
>52 weeks are monitored weekly by 
the Trusts RTT team. Validation 
programme due to start in 
November with technical validation 
of pathways; followed by 
administrative review by contacting 
patients to review need for 
treatment.



FinanceWorkforceOperational 
PerformanceQuality

Oct-22

49.15%

Variance Type

Metric is currently 
experiencing Special Cause 

Variation – low trend

Target

99.00%

Target Achievement

Metric is consistently
failing the target

Executive Lead

Chief Operating Officer

Background:
Diagnostics 
achieved in under 
6 weeks. 

What the chart 
tells us:
We are currently at 
49.15% against 
the 99.00% target. 

Mitigations:
All waiting lists are being monitored and 
where 50% of the waiting list is over 6 
weeks, we are being asked to complete 
a clinical validation for each patient, and 
assign a D code to that patient. Going 
forward every new referral will have a D 
code assigned to each patient.  This will 
make sure all patients are seen in 
clinical urgency. Additional list for 
ultrasound and echo.  

Issues:
CT Has a backlog 179 but most of these are cardiac 
patients. MRI has a lack of capacity due to an 11% year 
on year growth although there are breaches in US we 
are seeing a decline in breaches month on month.  
Cardiac Echoes have a considerable backlog. 
Dexa has grown a backlog due to a 50% reduction in 
capacity due to the fire. We are now seeing a backlog 
growing In endoscopy due to the recovery In outpatient 
backlogs Such as colorectal pathway.

Actions:
Where demand out strips capacity 
additional resource is being sort, but this is 
proving difficult to obtain in cardiology 
echoes. Additional US lists are happening. 
Additional support is being sought from 
cardiology to reduce the CT cardiacs All 
areas have completed a recovery trajectory 
to NHSE.
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Oct-22

2.17%

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

Target

0.8%

Target Achievement

Metric is consistently
failing the target

Executive Lead

Chief Operating Officer

Background: 
This shows the number of patients 
cancelled on the day due to non-
clinical reasons during the month of 
October. 

What the chart tells us
There is a significant decrease of 
patients cancelled on the day in 
October to 2.17% however, this 
remains above the agreed trajectory 
of 0.8%.

Mitigations: 
The critical incident in mid-October 
accounted for all of the 
cancellations due to no beds.  
Planning was undertaken to reduce 
the number of on the day 
cancellations by reviewing the lists 
in advance.

Issues: 
The top 3 reasons for same day 
non-clinical theatre cancellations for 
October are identified as:

1. No general beds
2. Lack of time
3. No theatre staff

Actions: 
The nursing team in our theatres 
have implemented an audit to 
produce actions through our NINE 
Task and Finish Group.  This 
focuses on ensuring the first 
patients on each morning list have 
their anaesthetic started at 9am.
In the background, SAL are also 
undertaking an audit of pertinent 
points during the patients admission 
and journey to theatre to identify the 
delays.
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Oct-22

36

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

Target

0

Target Achievement

Metric is consistently
failing the target

Executive Lead

Chief Operating Officer

Background: 
This chart shows the number of 
breaches during September where 
patients have not been treated 
within 28 days of a last-minute 
cancellation. This is a requirement 
for same day cancellations.
What the chart tells us:
The number of breaches for 
September is 36, which is a 
decrease of 2 from September 
however, the agreed target of zero 
has not been achieved.

Mitigations:
Significant work is ongoing 
following the Four Eyes teams 
departure. 

642 is running well with 
professional challenge in place 
which supports improved utilisation 
of lists.

Issues:
Availability of lists with surgeons has 
been reported as the main reason 
for reduced ability to rebook patients 
within 28 days.

This has been further exacerbated 
by the critical incident during the 
month of October and subsequent 
bed shortages.

Actions: 
The waiting list team within the 
Surgical Division continue to work 
alongside the CBUs to reschedule 
patients who have experienced any 
on the day non-clinical 
cancellations.
The opening of Theatres 5 & 6 at 
Grantham will increase the 
availability of lists to those patients 
who do not require surgery on the 
larger sites and therefore reduce the 
pressures on these sites.
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Oct-22

79.73%

Variance Type

Metric is currently 
experiencing Special Cause 

Variation – low trend

Target

90%

Target Achievement

Metric is consistently
failing the target

Executive Lead

Chief Operating OfficerBackground: 
Percentage of fracture neck 
of femur patient’s time to 
theatre within 48 hours.

What the chart tells 
us:
October performance out 
turned at 79.73 % against the 
agreed target of 90%.

Both sites underperformed 
with PHB at 77.14% and LCH 
82.05%, which has led to 
deterioration in performance. 
However this is the highest % 
achieved by both sites since 
June 2022.  

Mitigations:
Ensure trauma lists are fully optimised.
Reduce ‘on the day’ change in order of the 
trauma list where clinically appropriate.
Daily attendance at the trauma meeting by 
the clinical business unit to improve 
communication, visibility of current 
position and increased support for theatre 
utilisation and extra capacity needed.
Alternative #NOF pathways created on 
Digby Ward.
Once daily additional CBU review of 
trauma and plans to ensure capacity 
maximised for clinical priority. 
 

Issues:
Increase in trauma demand over recent months.
High vacancy rate in theatres and anaesthetic sickness 
has limited capacity for additional theatres. 
Due to increase in trauma demand and the types of 
injuries seen, certain procedures have been clinically 
prioritised ahead of NOF patients.
Delays for NOF’s included reduced theatre capacity, 
patients medically unfit to proceed and the need for 
specialist surgeon availability due to complexities.  
UTAH hub not in place, which will support quicker 
turnaround of diagnostic needs for NOF patients. This 
will also help create ring fenced NOF beds.
Loss of Radiology support for additional lists creating 
trauma backlogs.
Temporarily occupied the escalation ward at PHB to 
support increased orthopaedic demand not available 
from 12th September. No further access to access to 7A 
due to medicine demand and occupation of the ward.

Actions: 
NOF pathway project ongoing to ensure pathway from 
EMAS response through to patient discharge post-surgery 
being fully optimised and responsibilities/protocols are 
clear.
Forward planning of theatre lists required based on peaks 
in activity seen (adding trauma to elective lists)
‘Golden patient’ initiative to be fully implemented.
Ensure robust processes in place to utilise Trust wide 
trauma capacity and beds.
Additional Specialty Trauma lists identified to Theatre to 
ensure prioritisation of cases. 
Additional trauma lists continue to be identified in periods of 
high trauma with escalation to Surgical MD when staffing 
proves challenging.  
Cancellations of electives to ensure robust flow of patients 
through ED. 
Current involvement with LCHS in T&F Group for improving 
outcomes, particularly neck of femur length of stay.
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Oct-22

22,530

Variance Type

Metric is currently 
experiencing Special Cause 
Variation – Above the trend

Target

4,524

Target Achievement

Metric is consistently
failing the target

Executive Lead

Chief Operating Officer

Background:
The number of patients more than 6 
weeks overdue for a follow up 
appointment.
What the chart tells us:
We are currently at 22,530 against a 
target of 4,524.
Due to Covid the number of patients 
overdue significantly increased and has 
continuously increased until April 2022. 
Since then the PBWL has remained 
reasonably stable with minimal 
increases and decreases per month.

Mitigations:
Outpatients support organisational 
priorities in ED and urgent care 
cancelling outpatient clinics if required. 
 

Issues:
The organisation is continually 
pressured in a number of areas 
especially in urgent / emergency care, 
requiring patient flow to be prioritised. 
This has meant ED, ward and theatre 
cover has taken priority over outpatient 
cover. Matching clinic space and 
resources limits the amount of extra 
capacity available. 

Actions:
Specialities had agreed plans to increase 
activity for 2022/23 which will improve 
their PBWL position and reduce patient 
waits. The specialties have struggled to 
fully enact the plans. Personalised 
Outpatient Plan being worked on to 
maximise validation, clinical triage, 
technological solutions and PIFU. 
Discussions ongoing with external 
validators to start reviewing the 
outpatients patients and the booking 
prioritisation of patients.
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Sep-22

50.78%

Variance Type

Metric is currently 
experiencing Common Cause 

Variation

Target

85.4%

Target Achievement
Metric is consistently

failing the target

Executive Lead
Chief Operating Officer

Background:
Percentage of 
patients to start a 
first treatment 
within 62 days of a 
2ww GP referral.

What the chart 
tells us:
We are currently at 
50.78% against an 
85.4% target.

Mitigations:
Grantham Theatres have now 
returned to undertaking suitable 
Level 1 colorectal work. Work 
has commenced on building the 
new theatres at Grantham and 
will alleviate capacity issues 
once up and running. 
A process is now in place to 
ensure the Pre-Diagnosis CNS is 
made aware of patients who are 
likely to be non-compliant or in 
need of support at the time of 
receipt of referral to allow for 
early intervention and a more 
efficient journey on the cancer 
pathway.

Please also see Mitigations on 
following pages.
.

Issues:
The impact of ongoing pathway, staffing 
and capacity challenges.
Patients not willing to travel to where our 
service and / or capacity is. 
Managing backlogs significantly in excess 
of pre-COVID levels for Colorectal, Upper 
GI, Urology, Head & Neck, Gynaecology 
and Lung. 
Limited theatre capacity continues to 
impact cancer pathways across the Trust. 
Anaesthetic assessment and Pre-op 
capacity is also limited and impacts the 
ability to be able to populate lists at short 
notice.

Actions:
28 Day standard identified as Trust’s cancer performance work 
stream in the Integrated Improvement Program. Recruitment in 
Oncology is ongoing to secure locums. There is a significant lack 
of consultants nationally and very few available from agency.
Theatre capacity is improving and will be further alleviated once 
the new theatres open at GK. Robotic Lists are progressing well, 
though proving difficult to populate at short notice if there are 
cancellations due to the lack of trained staff within theatres, pre-
op and anaesthetics. Tumour site specialties are working with 
TACC to ensure the best possible utilisation of lists.

Please also see Actions on following pages.
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Sep-22

76.19%

Variance Type

Metric is currently 
experiencing Common Cause 

Variation

Target

90%

Target Achievement

Metric is consistently
failing the target

Executive Lead

Chief Operating Officer

Background:
Percentage of patients to start a first 
treatment within 62 days of referral 
from an NHS cancer screening 
service.

What the chart tells us:
We are currently at 76.19% against 
a 90% target.

Mitigations:
See mitigations on previous page – 
62 day classic.

Issues:
See issues on previous page – 62 
day classic.

Actions:
See actions on previous page – 62 
day classic.
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Sep-22

67.05%

Variance Type

Metric is currently 
experiencing Common Cause 

Variation

Target

85%

Target Achievement

Metric is consistently
failing the target

Executive Lead

Chief Operating Officer

Background:
Percentage of patients to start a first 
treatment within 62 days of a 
consultant’s decision to upgrade 
their priority.

What the chart tells us:
We are currently at 67.05% against 
an 85% target.

Mitigations:
See mitigations on previous page – 
62 day classic.

Issues:
See issues on previous page – 62 
day classic.

Actions:
See actions on previous page – 62 
day classic.
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Sep-22

61.10%

Variance Type

Metric is currently 
experiencing Common Cause 

Variation

Target

93%

Target Achievement

Metric is consistently
failing the target

Executive Lead
Chief Operating Officer

Background:
Percentage of patients 
seen by a specialist 
within two weeks of 2ww 
referral for suspected 
cancer.

What the chart tells 
us:
We are currently at 
61.10% against a 93% 
target.

Mitigations:
Within the respiratory specialty, CT triage of 
normal scans being reviewed by Radiology 
commenced from 1st November ’22.Work is 
ongoing to move Spirometry into Community 
Diagnostic Centres.
A new Gynaecology CNS Referral Triage process 
is now in place to improve clinic utilisation.
PHB UIS work has been completed and signed off 
and actions being undertaken with a view to 
holding clinics from December ‘22.
3 Respiratory consultant posts have been recruited 
to across LCH and PHB with start dates TBC. An 
ongoing BC for increase in consultant workforce to 
10-15 consultants is underway.

Issues:
Patients not willing to travel to where 
our service and/or capacity is 
available.
Nurse Triage / CNP capacity issues in 
colorectal specialty - 16% of the 
Trust’s 14 Day breaches in September 
were within this tumour site.
The Trust’s 14 Day performance 
continues to be impacted by the 
current Breast Service One-Stop 
appointment alignment issues, with 
24% of the Trust’s 14 Day breaches 
within that tumour site. 
Of greater concern in September was 
skin performance which accounted for 
33% of the Trust’s 14 day breaches.  
Capacity has been limited due to 
clinical, nursing and administrative 
staff sickness.

Actions:
The Trust is actively seeking to implement RDC pathways for 
brain, haematuria and Upper GI at the earliest opportunity. A 
pathway review for gynaecology and a direct access ultrasound 
pathway has also been identified as a priority. 
A Gynae review of specialist nurse workforce, referral redesign 
work and oncology strategy follow up meeting is to be scheduled 
following the successful initial meeting in the summer.
For colorectal, short and long term measures are being put in place 
to address the volume of referrals and 1st OPA backlog including 
the new Rapid Access Colorectal Cancer Pathway which went live 
on 07/11/2022.
UGI Referral and Triage processes are being reviewed and a Gap 
Analysis was supported by the ICB on 1st November ‘22.
Haematology is in fragile services due to vacancy/capacity.  EMAP 
work has started
These and other key action progress are tracked through the 
Urgent Care Cancer group chaired by the Medical Director and run 
with full system partner involvement.
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Sep-22

25.69%

Variance Type

Metric is currently 
experiencing Common Cause 

Variation

Target

93%

Target Achievement

Metric is consistently
failing the target

Executive Lead

Chief Operating Officer

Background:
Percentage of patients urgently 
referred for breast symptoms 
(where cancer was not initially 
suspected) seen within two weeks 
of referral.

What the chart tells us:
We are currently at 25.69% against 
a 93% target.

Mitigations:
A mastalgia pathway is now up and 
running with primary care and 
system partners which has the 
potential to reduce inbound 
referrals by circa 15%.

Issues:
The 14 Day Breast Symptomatic has 
been affected by the same impact of 
the Breast Service One-Stop 
appointment alignment issues. 

Actions:
A comprehensive review of Breast 
Services and consultant workload is 
ongoing.
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Sep-22

88.79%

Variance Type

Metric is currently 
experiencing Common Cause 

Variation

Target

96%

Target Achievement

Metric is consistently
failing the target

Executive Lead

Chief Operating Officer

Background:
Percentage of patients treated who 
began first definitive treatment 
within 31 days of a Decision to 
Treat.

What the chart tells us:
We are currently at 88.79% against 
a 96% target.

Mitigations:
Theatre capacity is improving and 
will be further alleviated once the 
new theatres open at GK. Robotic 
Lists are progressing well, though 
proving difficult to populate at short 
notice if there are cancellations due 
to pre-op and anaesthetic 
assessment capacity. Tumour site 
specialties are working with TACC 
to ensure the best possible 
utilisation of lists.

Issues:
The failure of the 31 Day 
standards was primarily 
attributed to lack of Pre-op, 
AA and theatre capacity. 
Patient compliance including 
willingness to travel to where 
our service and / or capacity 
is.

Actions:
Recruitment in Oncology is ongoing to secure 
locums, NHS locum or substantive posts.  
Work has commenced on building the new 
theatres at Grantham.
In Dermatology, a Minor Op Clinic process 
review, alongside SpDr training, is underway to 
increase capacity.  
For Colorectal, a Deep Dive and pathway 
analysis is underway, supported by ICB 
colleagues. The subsequent work streams 
emerging from this are ongoing.
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Sep-22

61.54%

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

Target

94%

Target Achievement

Metric is consistently
failing the target

Executive Lead

Chief Operating Officer

Background:
Percentage of patients who began 
treatment within 31 days where the 
subsequent treatment was surgery.

What the chart tells us:
We are currently at 61.54% against 
a 94% target.

Mitigations:
See mitigations on previous page – 
31 day first treatment.

Issues:
The failure of the 31 Day standards 
was primarily attributed to lack of 
Pre-op, AA and theatre capacity. 
In September, for the subsequent 
standards the Trust was successful 
in the Drug standard, narrowly 
missed the Radiotherapy standard, 
and failed in the Surgery standard.

Actions:
See actions on previous page – 31 
day first treatment.
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Sep-22

93.62%

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

Target

94%

Target Achievement

Metric is consistently
failing the target

Executive Lead

Chief Operating Officer

Background:
Percentage of patients who began 
treatment within 31 days where the 
subsequent treatment was 
radiotherapy.

What the chart tells us:
We are currently at 93.62% against 
a 94% target.

Mitigations:
See mitigations on previous page – 
31 day first treatment.

Issues:
The failure of the 31 Day standards 
was primarily attributed to lack of 
Pre-op, AA and theatre capacity. 
In September, for the subsequent 
standards the Trust was successful 
in the Drug standard, narrowly 
missed the Radiotherapy standard, 
and failed in the Surgery standard.

Actions:
See actions on previous page – 31 
day first treatment.
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Oct-22

168

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

Target

10

Target Achievement
Metric is consistently

failing the target

Executive Lead
Chief Operating Officer

Background:
Number of cancer patients 
waiting over 104 days.

What the chart tells us:
As of 8th October the 104 
Day backlog is at 168 
patients. The agreed target is 
<10.
There are four tumour sites 
of concern
Colorectal 107 (majority 
awaiting diagnostics, 
outpatients and clinical 
review)
Urology 16
Upper GI 15
Lung 11

Mitigations:
See Mitigations on previous pages

Issues:
The impact of ongoing pathway, staffing and 
capacity challenges.
Patients not willing to travel to where our 
service and / or capacity is available. 
Reduced theatre capacity across the Trust, 
all Specialties vying for additional sessions. 
Managing backlogs significantly in excess of 
pre-COVID levels for Colorectal, Upper GI, 
Urology, Gynaecology, Head and Neck and 
Lung. 
Approximately 18% of these patients require 
support from the Pre-Diagnosis CNS as 
they have mental or social care needs that 
have the potential to significantly impact on 
the length of their pathway.

Actions:
See Actions on previous pages
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See Executive Scorecard section for relevant failing metrics narrative.

PERFORMANCE OVERVIEW - WORKFORCE

5 Year 
Priority KPI CQC 

Domain
Strategic 
Objective

Responsible 
Director

In month 
Target Aug-22 Sep-22 Oct-22 YTD YTD 

Trajectory
Latest Month 

Pass/Fail
Trend 

Variation Kitemark

Overall percentage of completed mandatory 
training Safe People Director of HR & 

OD 95% 89.86% 89.62% 89.09% 89.65%

Number of Vacancies Well-Led People Director of HR & 
OD 12% 10.73% 10.02% 9.31% 10.62%

Sickness Absence Well-Led People Director of HR & 
OD 4.5% 5.29% 5.32% 5.39% 5.29%

Staff Turnover Well-Led People Director of HR & 
OD 12% 15.09% 14.82% 14.48% 14.79%

Staff Appraisals Well-Led People Director of HR & 
OD 90% 60.76% 60.46% 62.05% 59.20%
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Oct-22

5.39%

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

Target

4.5%

Target Achievement

Metric is consistently failing 
to target

Executive Lead

Director of HR & OD

Background:
% of sickness absence 
rolling year.

What the chart tells 
us:
The rate has increased 
by 0.07% to 5.39% 
which is still above the 
target of 4.5%. 

Issues:
• We have experienced 

an increase in the 
number of Covid 
absences but this now 
shows a downward 
trend. This continues 
to be monitored daily.

• Stress & Anxiety 
remains the top 
reason for absence, 
followed by other MSK 
problems.

•

Actions:
• Extensive work continues to gain full engagement of using AMS Trust 

wide. The AMS Refresher training sessions continue to be run across 
all Divisions to be completed by the 31st December 2022.

• A new Interim HR Advisor has been appointed to concentrate solely 
on absence management across the organisation to provide the 
assurance that all absence is being managed as per policy. This piece 
of work will support the full data cleanse and forward movement of all 
absence management.  

Mitigations:
Please note that by 
gaining full 
engagement in the 
use of AMS, we will 
see an increase in the 
absence rate before 
we see an 
improvement due to 
accurate, full 
reporting.
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Oct-22

14.48%

Variance Type

Metric is currently 
experiencing Special Cause 
Variation – above the trend

Target

12%

Target Achievement

Metric is consistently failing 
to target

Executive Lead

Director of HR & OD

Background:
% of turnover over a rolling 12-
month period.

What the chart tells us:
Turnover rates have stabilised over 
the past 3 months but are still higher 
than expected as per other partners 
in the system and Trusts regionally.
However rates have decreased by 
nearly 1%pt.

Issues:
Recent Analysis of exit survey data 
shows reasons as follows
• 20% retirement age 
• 16% lack of work life balance
• 13.5% relocation
• 10% lack of development 

opportunities
• 7% incompatible work 

relationships
• 6.5% promotion
• 5% ill health

Actions:
• A Culture and leadership  

ambassador recruitment 
programme started October 22

• A People Promise Manager  
dedicated to  ULHT

• Leadership and management 
training programmes specific to 
divisions started in July 22.

Mitigations:
See actions 
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13.1 Risk Management Report

1 Item 13.1 Trust Board - Strategic Risk Report - December 2022.docx 

Meeting Trust Board
Date of Meeting 6 December 2022
Item Number Item 13.1

Strategic Risk Report
Accountable Director Dr Karen Dunderdale, Director of Nursing & 

Deputy Chief Executive
Presented by Dr Karen Dunderdale, Director of Nursing & 

Deputy Chief Executive
Author(s) Paul White, Head of Risk & Governance
Report previously considered at Trust Leadership Team (TLT)

Lead assurance committees for each 
strategic objective

How the report supports the delivery of the priorities within the Board Assurance 
Framework
1a Deliver high quality care which is safe, responsive and able to meet the needs of 
the population

X

1b Improve patient experience X
1c Improve clinical outcomes X
2a A modern and progressive workforce X
2b Making ULHT the best place to work X
2c Well Led Services X
3a A modern, clean and fit for purpose environment X
3b Efficient use of our resources X
3c Enhanced data and digital capability X
3d Improving cancer services access X
3e Reduce waits for patients who require planned care and diagnostics to 
constitutional standards

X

3f Urgent Care X
4a Establish new evidence based models of care X
4b Becoming a university hospitals teaching trust X
4c Successful delivery of the Acute Services Review X

Risk Assessment Multiple – Please see report
Financial Impact Assessment None
Quality Impact Assessment None
Equality Impact Assessment None
Assurance Level Assessment Moderate

Recommendations/ 
Decision Required 

• The Trust Board is invited to review the content of the 
report, no further escalations at this time.



Executive Summary
• This Strategic Risk Report focuses on the highest priority risks to the Trust’s strategic 

objectives (those with a current rating of High or Very high risk, 15-25); only risks that 
have been validated by the Risk Register Confirm & Challenge Group and reported to 
the appropriate lead committee are included in this report.

• The highest priority risks reported to the Quality Governance Committee this month 
relate to:

o the recovery of planned care pathways; 
o reliance upon paper records for patient and medicines information; 
o the potential for serious patient harm due to a fall; 
o the processing of echocardiograms; 
o the ability to learn lessons from previous patient safety incidents
o the ability to provide a fully funded paediatric epilepsy service.

• The highest priority risks reported to the Finance, Performance & Estates Committee 
this month relate to:

o the potential for a major fire;
o compliance with fire safety standards, assessed by Lincolnshire Fire and Rescue 

Service; 
o the cost of reliance upon a high number of temporary clinical staff

• The highest priority risks reported to the People & Organisational Development 
Committee this month relate to:

o recruitment and retention of sufficient staff to maintain services
o the impact of poor organisational culture on behaviours; staff turnover; 

recruitment; and sickness absence

• There are several new or increased Very high and High rated risks due to be presented 
to the Risk Register Confirm & Challenge Group for validation this month



Purpose
The purpose of this report is to enable the Trust Board to review the management of significant 
risks to its strategic objectives.

1. Introduction
1.1 The Trust’s risk registers are recorded on the Datix Risk Management System. This 

report is focussed on significant risks to each objective, those with a current rating of 
Very high risk (a score of 20-25). 

1.2 Full details of all active Very High and High risks (those with a current risk score of 15-
25) are included in Appendix A, and a summary of Very High risks is provided below. 
Moderate and Low risks (those with a score of 12 and below) are managed at 
divisional level. 

1.3 The Risk Register Confirm and Challenge Group continues to meet on a monthly basis, 
reviewing all High and Very high risks as well as receiving presentations from clinical 
and corporate business areas on a rotational basis to enable constructive feedback to 
be provided.

1.4 The risk register has now been updated to incorporate the Trust’s revised 2022/23 
strategic objectives.

2. Trust Risk Profile
2.1 There were 254 active and approved risks reported to lead committees this month. 

This did not include all active risks that were recorded on the risk register, due to a 
data quality issue which meant that more than 100 risks were not aligned to a lead 
committee. This issue has now been resolved and correct data will be included in all 
lead committee reports from December.

2.2 There were 14 risks with a current rating of Very high risk (20-25) and 23 rated High 
risk (15-16) reported to lead committees this month. Table 1 below shows the number 
of active risks by current risk rating and proportion of the overall Trust risk profile: 

Very low
(1-3)

Low
(4-6)

Moderate
(8-12)

High
(15-16)

Very high
(20-25)

4
(1%)

42
(17%)

171
(67%)

23
(9%)

14
(6%)

Strategic objective 1a: Deliver harm free care
2.3 There were 6 approved Very high risks and 8 High risks to this objective. A summary of 

the Very high risks is provided below:



Risk 
ID

What is the risk? Risk 
rating

Risk reduction plan Date of 
latest 
review

4877 If there are significant delays 
within the planned care admitted 
pathway then patients may 
experience extended waits for 
surgery, resulting in failure to meet 
national standards and potentially 
reducing the likelihood of a 
positive clinical outcome for many 
patients

Very high 
risk
(20)

Planned care recovery plan (non-
admitted / outpatients)
Specialties to identify and assess 
any areas of specific risk not 
addressed through the recovery 
plan, putting in place necessary 
mitigating actions

21/10/2022

4878 If there are significant delays 
within the planned care non-
admitted pathway (outpatients) 
then patients may experience 
extended waits for diagnosis and 
treatment,   resulting in failure to 
meet national standards and 
potentially reducing the likelihood 
of a positive clinical outcome for 
many patients

Very high 
risk
(20)

 - Planned care recovery plan (non-
admitted / outpatients)
 - Specialties to identify and assess 
any areas of specific risk not 
addressed through the recovery 
plan, putting in place necessary 
mitigating actions

21/10/2022

4879 If there are significant delays 
within the planned care cancer 
pathway then patients may 
experience extended waits for 
surgery, resulting in failure to meet 
national standards and potentially 
reducing the likelihood of a 
positive clinical outcome for many 
patients

Very high 
risk
(20)

 - Planned care recovery plan 
(cancer)
 - Specialties to identify and assess 
any areas of specific risk not 
addressed through the recovery 
plan, putting in place necessary 
mitigating actions

21/09/2022

4622 If the Trust fails to learn lessons 
when things go wrong with a 
patient's care, so that changes can 
be made to policies and 
procedures, there is an increased 
likelihood of similar issues arising 
in future which could result in 
serious harm, a poor experience or 
a poor clinical outcome affecting a 
large number of patients.

Very high 
risk
(20)

- Establishment of Patient Safety 
Improvement Team
 - Prepare for replacement of NRLS 
and StEIS systems with new Learn 
From Patient Safety Events (LFPSE) 
service (previoulsy called PSIMS)
 - Upgrade current DatixWeb risk 
management system to Datix 
CloudIQ
 - Prepare for implementation of 
new Patient safety Incident 
Response Framework (PSIRF) in 
2022 (replacement for Serious 
Incident Framework)

10/10/2022



Risk 
ID

What is the risk? Risk 
rating

Risk reduction plan Date of 
latest 
review

4624 If patients in the care of the Trust 
who are at increased risk of falling 
are not accurately risk assessed 
and, where necessary appropriate 
preventative measures put in 
place, they may fall and could 
suffer severe harm as a result.

Very high 
risk
(20)

• Improvement plan implemented 
by all Divisions, led by QM, 
monitored through Patient Falls 
Prevention Steering Group (FPSG).
• Introduction and rollout of ‘Think 
Yellow ' falls awareness visual 
indicators.
• Patient story included within 
FPSG workplan.
• Introduction of new falls 
prevention risk assessment and 
care plan documentation 
• Falls prevention training and 
education framework developed, 
delivery to commence 2022.
• Analyse trends and themes in 
falls data to inform the need for 
targeted support and interventions.
• Utilisation of Focus on 
Fundamentals programme
• Enhanced care policy and 
associated processes review. 
• Revised falls investigation process 
and documentation. 
• Overarching action plan for 
divisional and serious incidents, 
monitored through FPSG
• Business case for dedicated falls 
team being developed
• Collaborative work between 
Quality and Improvement teams to 
bring all existing falls prevention 
work together.

10/10/2022

4789 If there is a significant delay in 
processing of Echocardiograms, 
which is impacted by staff 
shortages and inefficient 
processes, then it could lead to 
delayed assessment and treatment 
for patients, resulting in potential 
for serious harm and a poor clinical 
outcome

Very high 
risk
(20)

Review and realignment of systems 
and processes to ensure that the 
team efficiency has been 
optimised.
External company (Meridian) 
engaged for 10 week period to 
enable a deep dive and 
improvement plan to be 
implemented for the service 

04/11/2022

2.4 The risk of serious patient harm due to delayed ambulance handovers to A&E was 
previously rated as Very high (20) and has recently been reviewed and re-assessed by 
the Urgent & Emergency Care CBU team. This risk will be scheduled for presentation 
to the Risk Register Confirm & Challenge Group along with several other new A&E 
risks.



Strategic objective 1b: Improve patient experience
2.5 There were no Very high risks and 2 High risks reported in relation to this objective. 

Strategic objective 1c: Improve clinical outcomes
2.6 There were 3 Very high risks and 2 High risks reported in relation to this objective. A 

summary of the Very high risks is provided below:

Risk 
ID

What is the risk? Risk 
rating

Risk reduction plan Date of 
latest 
review

4828 The trust currently uses a manual 
prescribing process across all 
sites, which is inefficient and 
restricts the timely availability of 
patient information when 
required by Pharmacists. 
Where information about patient 
medication is not accurate, up to 
date and available when required 
by Pharmacists then it could lead 
to delays or errors in prescribing 
and administration, resulting in a 
widespread impact on quality of 
care, potentially reducing the 
likelihood of a positive clinical 
outcome and/or causing serious 
patient harm

Very high 
risk
(20)

Planned introduction of an 
auditable electronic prescribing 
system across the Trust.
Update 4th July 22- 26th July, 
ePMA functionality version 10.21 
will be upgraded. ePMA pilot from 
13/09/22, full Trust wide roll out- 
mid Oct.

14/10/2022

4731 If patient records are not 
complete, accurate, up to date 
and available when needed by 
clinicians then it could lead to 
delayed diagnosis and treatment, 
reducing the likelihood of a 
positive clinical outcome and 
possibly causing serious harm

Very high 
risk
(20)

Design and delivery of the 
Electronic Document Management 
System (EDMS) project, 
incorporating Electronic Patient 
records (EPR). Interim strategy 
required to reduce the risk whilst 
hard copy records remain in use.

20/10/2022

4972 Safety risk from an inability to 
provide a fully funded epilepsy 
service that complies with 
relevant NICE guidance.

Very high 
risk
(20)

1. Development of business case to 
enable establishment of fully 
funded epilepsy service.

10/10/2022

Strategic objective 2a. A modern and progressive workforce
2.7 There is 1 Very high risk and 2 High risks reported in relation to this objective. A 

summary of the Very high risk is provided below:



Risk ID What is the risk? Risk 
rating

Risk reduction plan Date of 
latest 
review

4991 If the Trust is unable to 
recruit and retain sufficient 
numbers of staff with the 
required skills and 
experience then it may not 
be possible to provide a full 
range of services, resulting in 
widespread disruption with 
potential delays to diagnosis 
and treatment and a 
negative impact on patient 
experience

Very 
high risk
(20)

1. Focus staff engagement & structuring 
development pathways. 
2. Use of apprenticeship framework to 
provide a way in to a career in NHS 
careers. 
3. Exploration of new staffing models, 
including nursing associates and Medical 
Support Workers. 
4. Increase Agency providers across key 
recruitment areas.  
5. Increase capacity in recruitment team 
to move the service from reactive to 
proactive.  
6. Develop internal agency aspect to 
recruitment.  
7. Reintroduce medical recruitment 
expertise within Recruitment Team.
8. Build strong relationship with Refugee 
Doctor project to support MSW 
recruitment and GMC registered Doctors.  
9. Source a third party supplier for 
Philippines recruitment for hard to recruit 
AHP roles.      

12/07/2022

Strategic objective 2b. Making ULHT the best place to work
2.8 There was 1 Very high risk and 2 High risks reported in relation to this objective. A 

summary of the Very high risk is provided below:

Risk ID What is the risk? Risk 
rating

Risk reduction plan Date of 
latest 
review

4990 Poor culture within the Trust resulting 
in poor behaviours, increased ER 
cases, turnover, retention issues and 
ability to recruit and increased 
sickness absence.  ULHT 'Pulse' Survey 
(quarterly): poor/low uptake; staff 
survey fatigue; lack of motivation and 
confidence amongst staff that results 
are anonymised and are meaningful to 
ULHT  
Results affects ULHT standing as an 
employer of choice and employer 
brand within NHS - may therefore 
result in reputational risk and create 
difficulties when recruiting/attracting 
talent and retention of workforce 
locally, regionally and nationally

Very 
high risk
(20)

1. National mandate for NHS 
organisations to run Pulse 
Survey every quarter (1,2&4)
2. Comprehensive and robust 
positioning to complement NHS 
Staff Survey and part of a wider 
staff listening and engagement 
plan
3. You said campaign to drip 
feed/communicate how staff 
intelligence is improving 
working environment and 
services - now live

12/07/2022



Strategic objective 3a: A modern, clean and fit for purpose environment
2.9 There were 2 approved Very high risks (20-25) and 1 High risk (15-16) reported in 

relation to this objective. A summary of the Very high risks is provided below:

Risk 
ID

What is the risk? Risk 
rating

Risk reduction plan Date of 
latest 
review

4648 If a fire occurs on one of the 
Trust's hospital sites and is not 
contained (due to issues with 
fire / smoke detection / alarm 
systems; compartmentation / 
containment) it may develop 
into a major fire resulting in 
multiple casualties and 
extensive property damage 
with subsequent long term 
consequences for the 
continuity of services.

Very 
high 
risk
(20)

- Statutory Fire Safety Improvement 
Programme based upon risk.
 - Fire safety protocols development 
and publication.
 - Fire drills and evacuation training.
 - Fire Risk assessments being 
undertaken on basis of inherent risk 
priority; areas of increased residual risk 
to be added to the risk register for 
specific action required
 - Local weekly fire safety checks 
undertaken with reporting for FEG and 
FSG. Areas not providing assurance 
receive Fire safety snapshot audit.
 - Planned preventative maintenance 
programme by Estates

02/11/2022

4647 If Lincolnshire Fire & Rescue 
Service (LFRS) carries out an 
inspection and finds the Trust 
to be systemically non-
compliant with fire safety 
regulations and standards it 
could result in regulatory 
action and sanctions, with the 
potential for financial 
penalties and disruption to 
services if sites are required to 
close.

Very 
high 
risk
(20)

- Statutory Fire Safety Improvement 
Programme based upon risk
 - LFR involvement and oversight 
through the FSG
 - Fire safety audits being conducted by 
Fire Safety team
 - Fire wardens in place to monitor local 
arrangements with Fire Safety
 - Weekly Fire Safety Checks being 
undertaken
 - PPM reporting for FEG and FSG By 
Estates Teams
 - All areas of Trust allocated RAG rating 
for fire using occupancy profile, escape 
provision, height above ground and 
sleeping risk

02/11/2022

Strategic objective 3b: Efficient use of our resources 
2.10 There was 1 approved Very high risk (20-25) and 4 High risks (15-16) reported in 

relation to this objective. A summary of the Very high risk is provided below:



Risk ID What is the risk? Risk 
rating

Risk reduction plan Date of 
latest 
review

4664 The Trust has an agency cap of 
c£21m. The Trust is overly 
reliant upon a large number of 
temporary agency and locum 
staff to maintain the safety 
and continuity of clinical 
services that will lead to the 
Trust breaching the agency 
cap.

Very 
high risk
(20)

Financial Recovery Plan schemes: 
 - recruitment improvement; 
 - medical job planning; 
 - agency cost reduction; 
 - workforce alignment

01/11/2022

Strategic objective 3c: Enhanced data and digital capability
2.11 There were no approved Very high risks (20-25) and 2 High risks (15-16) reported in 

relation to this objective. 

Strategic objective 3d: Improving cancer services access
2.12 There were no approved Very high risks (20-25) or High risks (15-16) reported in 

relation to this objective.

Strategic objective 3e: Reduce waits for patients who require planned care and 
diagnostics to constitutional standards

2.13 There were no approved Very high risks (20-25) or High risks (15-16) reported in 
relation to this objective.

Strategic objective 3f: Urgent Care
2.14 There were no approved Very high risks (20-25) or High risks (15-16) reported in 

relation to this objective.

Strategic objective 4a: Establish new evidence based models of care
2.15 There were no approved Very high risks (20-25) or High risks (15-16) reported in 

relation to this objective. 

Strategic objective 4b. To become a University Hospitals Teaching Trust
2.16 There were no approved Very high risks (20-25) or High risks (15-16) reported in 

relation to this objective.

Strategic objective 4c: Successful delivery of the Acute Services Review
2.17 There were no approved Very high risks (20-25) or High risks (15-16) reported in 

relation to this objective.



3. Conclusions & recommendations
3.1 The highest priority strategic risks reported within the Trust this month relate to:

• the recovery of planned care pathways; 
• reliance upon paper records for patient and medicines information; 
• the potential for serious patient harm due to a fall; 
• the processing of echocardiograms; 
• the ability to learn lessons from previous patient safety incidents
• the ability to provide a fully funded paediatric epilepsy service.
• staff recruitment and retention
• organisational culture
• fire safety and compliance with regulations;
• the cost of reliance upon temporary clinical staff.

3.2 There several new or amended risks that are provisionally rated as High or Very high 
and are awaiting discussion at the Risk Register Confirm & Challenge Group before 
being included in regular reports to the appropriate lead committee.

3.3 Trust Board is invited to review the content of the report, no further escalations at this 
time.
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Appendix A - All active risks rated 15 - 25
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planned care admitted pathway then 

patients may experience extended waits 

for surgery, resulting in failure to meet 

national standards and and potentially 

reducing the likelihood of a positive 

clinical outcome for many patients

National policy:

 - NHS standards for planned care

ULHT policy:

 - Planned care admitted pathway & booking systems / processes

 - Clinical Harm Review (CHR) processes

ULHT governance:

 - Lincolnshire System Elective Recovery meeting – Monthly

 - Integrated Performance Report (IPR) to Trust Board - Monthly

 - Divisional Performance Review Meeting (PRM) process

 - Clinical Harm Oversight Group

P2 - surgery within 31 days - currently around 6-7 

weeks.

Very long waiters
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20 Planned care recovery plan (non-admitted / outpatients)

Specialties to identify and assess any areas of specific risk 

not addressed through the recovery plan, putting in place 

necessary mitigating actions

[21/10/2022 09:40:36 Rachel Thackray] Work continues on three main improvement programmes to 

address capacity for Surgery

1.	HVLC/GIRFT – Looking at best use of theatres by ensuring HVLC procedures are completed as 

daycases rather than Electives. This maximises productivity of lists and reduces length of stay to 

ensure bed availability for surgery. Compliance with HVLC has started to increase over recent weeks

2.	Theatre efficiency/productivity – The trust deployed a company called Foureyes insight to work 

with the surgical division and implement a 16 week improvement programme around best use of 

theatres to drive efficiency and productivity. This piece of work has now concluded and yielded 

improvement in utilisation and internal processes. This now needs to be embedded as business as 

usual

3.	Clinical prioritisation – Looking at the prioritisation of patients for surgery based on their clinical 

need to ensure limited theatre resource is used for the patients that most need it. The output of 

this work has seen good list usage for our most urgent patients and an appropriate mix of lower 

priority patient in order to maximise list utilisation

Risk lead updated to Head of Operations. 

M
o

d
er

at
e 

ri
sk

31
/0

3/
20

23

31
/0

3/
20

23

30
/1

1/
20

22

48
78

P
h

ys
ic

al
 o

r 
p

sy
ch

o
lo

gi
ca

l h
ar

m

Ev
an

s,
  S

im
o

n

C
ar

te
r,

 M
r 

D
am

ia
n

P
at

ie
n

t 
Sa

fe
ty

 G
ro

u
p

28
/0

3/
20

22 20

R
is

k 
as

se
ss

m
en

ts

C
lin

ic
al

 S
u

p
p

o
rt

 S
er

vi
ce

s

O
u

tp
at

ie
n

ts
 C

B
U

Tr
u

st
-w

id
e If there are significant delays within the 

planned care non-admitted pathway 

(outpatients) then patients may 

experience extended waits for diagnosis 

and treatment,   resulting in failure to 

meet national standards and and 

potentially reducing the likelihood of a 

positive clinical outcome for many 

patients

National policy:

 - NHS standards for planned care

ULHT policy:

 - Planned care non-admitted pathway & booking systems / processes (outpatients)

 - Clinical Harm Review (CHR) processes

ULHT governance:

 - Lincolnshire System Elective Recovery meeting – Monthly

 - Integrated Performance Report (IPR) to Trust Board - Monthly

 - Outpatient Recovery Group; Reports through

Divisional PRMs (for performance), and

FPEC and System Planned Care Group

 - Clinical Harm Oversight Group

2ww first O/Ps back within national target

Urgent 1sts 90% <13 weeks by 31.03.23

Time critical follow ups (452/2657 overdue) – target to 

eliminate (mainly neurology, cardiology, 

rheumatology) by 31.03.23

RTT non-admitted:

Clear >104wws by 31.03.22

Clear >78wws by 31.03.22 (with few remaining by 

30.06.22)

Clear >65wws by 30.09.22

Clear >52wws by 31.12.22 
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20  - Planned care recovery plan (non-admitted / outpatients)

 - Specialties to identify and assess any areas of specific risk 

not addressed through the recovery plan, putting in place 

necessary mitigating actions

[21/10/2022 09:42:00 Rachel Thackray] Work continues on the Outpatient Improvement 

Programme (ORIG) to improve clinic utilisation, reduce demand and increase activity back to 19/20 

levels and above. Key progress since last update includes;

1.	Contract awarded for Validation contract – Start date November 2022

2.	Commencement of personalised Outpatient plan – Start date December 2022

3.	Super September completed and yielded 40% reduction in non-admitted pathways that were 

validated

4.	Plan to reinstate tertiary clinics to increase capacity

5.	Dedicated support to reduce missing outcomes

210622 No change due to major pressure on the system due to covid backlog. 

230922  An externally procured validation team have been identified and they are due to start end 

of October.

Risk transferred to Operations from Outpatients following discussion re ownership.

M
o

d
er

at
e 

ri
sk

31
/0

3/
20

23

31
/0

3/
20

23

30
/1

1/
20

22

48
79

P
h

ys
ic

al
 o

r 
p

sy
ch

o
lo

gi
ca

l h
ar

m

Ev
an

s,
  S

im
o

n

R
im

m
er

,  
Lu

cy

P
at

ie
n

t 
Sa

fe
ty

 G
ro

u
p

2
8

/0
3

/2
0

2
2

20

R
is

k 
as

se
ss

m
en

ts

C
lin

ic
al

 S
u

p
p

o
rt

 S
er

vi
ce

s

C
an

ce
r 

Se
rv

ic
es

 C
B

U If there are significant delays within the 

planned care cancer pathway then 

patients may experience extended waits 

for diagnosis and surgery, resulting in 

failure to meet national standards and 

and potentially reducing the likelihood of 

a positive clinical outcome for many 

patients

National policy:

 - NHS standards for planned care (cancer)

ULHT policy:

 - Cancer care pathway & booking systems / processes

 - Clinical Harm Review (CHR) processes

ULHT governance:

 - Lincolnshire System Elective Recovery meeting – Monthly

 - Lincolnshire system RTT Cancer and Diagnostic- Weekly 

 - ULHT Cancer Recovery and Delivery – Weekly 

 - ULHT Clinical Business unit meetings – Weekly 

 - Integrated Performance Report (IPR) to Trust Board - Monthly

 - Divisional Performance Review Meeting (PRM) process

 - Clinical Harm Oversight Group

Cancer patients awaiting surgery - all within 31 days

New standards: 28 days for first diagnosis; 62 day max 

wait
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20  - Planned care recovery plan (cancer)

 - Specialties to identify and assess any areas of specific risk 

not addressed through the recovery plan, putting in place 

necessary mitigating actions

4/8/22 Confirmed it is an ongoing corporate risk being managed at divisional level.

Ongoing.
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id
e If patients in the care of the Trust who 

are at increased risk of falling are not 

accurately risk assessed and, where 

necessary appropriate preventative 

measures put in place, they may fall and 

could suffer severe harm as a result.

National policy:

 - NICE Clinical Guideline CG161: Assessment and prevention of falls in older people 

(2013)

 - PHE Falls and fracture consensus statement: Resource pack (2017)

ULHT policy:

 - Falls Prevention and Management Policy (approved April 2021, due for review 

March 2023)

ULHT governance:

 - Lead Quality Matron

 - Weekly Falls Investigation Panel / Training package tiered approach / Weekly spot 

check audits / Monthly Quality Metrics Dashboard meetings /ward review visits

 - Patient falls steering group / Nursing, Midwifery & AHP Forum / Quality Governance 

Committee

Frequency, location and severity of patient falls 

incidents reported: 

 - The numbers of reported falls incidents are 

demonstrating an increasing upward trend therefore 

will not achieve the strategic objective to achieve 

harm free care.

 - Operational pressures have resulted in patients 

having prolonged periods sitting in Emergency 

Departments whilst waiting assessment and for 

inpatient beds to become available. This may 

contribute to an increase in some patients overall 

frailty level and subsequent deconditioning which 

increases the vulnerability to an individual falling. 

 - Longer length of stays have demonstrated a 

correlation to risk of a patient falling whilst in the care 

of the Trust.

Patient falls reported April 2021-March 2022 

Total -1916

Moderate harm -22

Severe -12

Death -4

Patient falls reported April 2022-May 2022

Total -344

Moderate harm -7

Severe-4 

Death-1
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20 • Improvement plan implemented by all Divisions, led by 

QM, monitored through Patient Falls Prevention Steering 

Group (FPSG).

• Introduction and rollout of ‘Think Yellow ' falls awareness 

visual indicators.

• Patient story included within FPSG workplan.

• Introduction of new falls prevention risk assessment and 

care plan documentation 

• Falls prevention training and education framework 

developed, delivery to commence 2022.

• Analyse trends and themes in falls data to inform the 

need for targeted support and interventions.

• Utilisation of Focus on Fundamentals programme

• Enhanced care policy and associated processes review. 

• Revised falls investigation process and documentation. 

• Overarching action plan for divisional and serious 

incidents ,monitored through FPSG

• Business case for dedicated falls team being developed

• Collaborative work between Quality and Improvement 

teams to bring all existing falls prevention work together. 

[14/10/2022 10:29:24 Rachael Turner] Risk reviewed-no change.

• Weekly Falls Investigation Panel embedded /  Falls Prevention Steering Group meets monthly / 

Falls improvement work ongoing across the Trust and focused pieces of work identified through the 

steering group / training package approved at NMAAF in Jan 22.

• A Falls QI Project Development and Implementation Group has been established which has 

multidisciplinary representation from divisional and corporate teams. Dedicated support is being 

provided by the Improvement Academy. Oversight and monitoring will be provided by FPSG who will 

receive monthly updates on actions being taken and progress made by the QI group.

• A schedule of face to face falls prevention and Flojac training commenced in April 2022 delivered 

within clinical areas by the Quality Matron and Health & Safety teams. Wards identified as having 

higher falls occurrences are being prioritised. 

• The Chief Nursing Information Officer (CNIO) has been working with the Quality Matron team to 

identify how the identification and handover of patients vulnerable to falling can be improved 

through the support of digital applications.

• Update 17/08/22 Case of Need for a Falls Prevention Service was presented at CRIG meeting on 

22nd July 2022.CRIG supported the ask of the Case of Need and to proceed to the next stage. A 

Standard Business Justification Case will be completed with an aim to be submitted to CRIG in 

September 2022.

• A Communication plan for delivery of regular falls prevention messages for both staff and patients 

has been developed. This will support the Focus on Fundamentals programme of work. Falls 

Awareness Week 19-25th September 2022 will be used as an opportunity to communicate widely 

about falls prevention linking in with the national campaign.

• Quality Matron and Communication teams have designed new pictorial information for patients to 

help increase awareness of the risk of falling whilst in hospital and the preventative actions that can 

be taken.  It is planned to share these and request feedback at Patient Panel in August 2022. 

• An evening/night time review visit with a focus on falls is to be undertaken to identify any 

additional actions that could be taken to reduce falls that happen overnight. Outcomes from the 

visit will be presented to Falls Prevention Steering Group (FPSG)
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Appendix A - All active risks rated 15 - 25
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gy If there is a significant delay in processing 

of Echocardiograms, which is impacted by 

staff shortages and inefficient processes, 

then it could lead to delayed assessment 

and treatment for patients, resulting in 

potential for serious harm, a poor patient 

experience and a poor clinical outcome

Weekly review and monitoring of OP activity /utilisation data 

Monthly meeting with CSS to review performance; secure any additional available 

capacity 

Escalation through CBU and Divisional governance processes / Planned Care Cancer 

and Diagnostic System Recovery Cell

DMO1 activity - monthly review

Backlog consistently increasing

C&A Team remain short-staffed due to vacancies

-referrals being late added onto Medway leaving CBU 

with no visibility of the referrals for the first part of 

their pathway.

- Issues with CBU not having visibility of demand to 

allow adequate proactive planning of additional clinic 

sessions.  

- CBU being unable to accurately forecast activity 

performance against standards e.g. DM01

-wasted clinic slots 
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20 Review and realignment of systems and processes to 

ensure that the team efficiency has been optimised.

External company (Meridian) engaged for 10 week period 

to enable a deep dive and improvement plan to be 

implemented for the service 

[04/11/2022 12:28:16 Carl Ratcliff] Approval now in place to use CDC at Grantham to cover 300 pts 

in back log. Process being agreed with procurement / operations to start. Plan for other half of 

waiting list being

 worked up for agreement.  Booking team now transferred to Cardiology team to manage.  Deep 

dive review completed by NHSE/I with actions in place - monitored with weekly meeting in Division 

to complete actions.  

Echo backlog remains high. Meridian re-engaged to support service. Number of measures being 

undertaken to increase capacity. Progress being reported into planned care board. 

Discussed at Risk Register Confirm & Challenge Group on 25 May 2022. Agreed that this is a broader 

quality of care and experience risk potentially impacting on a large number of patients, rather than a 

specific risk of serious harm.

23.08.22 Proposals been completed for internal improvement and also use of CDC - both will start in 

October. Funding and approvals being sought- will update once completed 

10.08.2022- Meridian deep dive completed.  Recommendations being reviewed by General 

Manager. Further options for recovery include R&R package, weekend working, extra rooms being 

explored by General Manager. ECG Monitoring proposal approved and potentially will have impact 

on echo waiting list.

23 AUG 22 CR Update: CCG / CDC plan approved in principal. ULHT (parallel) plan approved in 

principal - plan(s) to reduce backlog c. 12ms from commencement. Commencement target 01 Oct 

29 Sep 2022- Clare Spendlove confirmed no updates as present.

4

31
/0

3/
20

22

31
/0

3/
20

23

09
/1

2/
20

22

46
22

P
at

ie
n

t 
sa

fe
ty

 (
p

h
ys

ic
al

 o
r 

p
sy

ch
o

lo
gi

ca
l h

ar
m

)

D
u

n
d

er
d

al
e,

  K
ar

en

H
e

lle
y,

  K
at

h
ry

n

P
at

ie
n

t 
Sa

fe
ty

 G
ro

u
p

09
/0

4/
20

18 20

R
is

k 
as

se
ss

m
en

ts

C
o

rp
o

ra
te

N
u

rs
in

g 
D

ir
ec

to
ra

te

C
lin

ic
al

 G
o

ve
rn

an
ce

Tr
u

st
-w

id
e If the Trust fails to learn lessons when 

things go wrong with patient care, so that 

changes can be made to improve policies 

and procedures, there is an increased 

likelihood of similar occurrences in the 

future which could have a significant 

adverse effect on a large number of 

patients.

National Policy:

 - NHS National Patient Safety Strategy

 - NHS National Reporting and Learning System (NRLS)

ULHT Policy:

 - Analysing and Learning from Patient Safety Incidents, Complaints, Claims and 

Coroners Inquests Policy (approved April 2019, due for review April 2022)

ULHT governance:

 - Trust Board assurance through Quality Governance Committee (QGC) and sub-

groups"

- Recurring themes in patient safety incidents, 

complaints, PALS & claims (e.g. patient falls SIs; 

pressure ulcer incidents; DKA incidents)

 - Recurring themes in audits / reviews of risk / 

incident / complaints / claims management"
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20  - Establishment of Patient Safety Improvement Team

 - Prepare for replacement of NRLS and StEIS systems with 

new Learn From Patient Safety Events (LFPSE) service 

(previoulsy called PSIMS)

 - Upgrade current DatixWeb risk management system to 

Datix CloudIQ

 - Prepare for implementation of new Patient safety 

Incident Response Framework (PSIRF) in 2022 

(replacement for Serious Incident Framework)

[14/10/2022 10:30:38 Rachael Turner] Risk reviewed-no change. 

 - Patient Safety Improvement Team now established within Clinical Governance

 - Datix CloudIQ has been approved for connection to the new national learning system 

 - Business case for Datix CloudIQ approved and final sign off undertaken September; plan will be to 

roll out over the next 6 months

Directorate review (May 2022) - agreed that this would remain Very high (20) subject to learning 

lessons work being completed and evidence that repeated incidents are reducing

-Reviewed at SMT 13/06/22-no change. 

-Reviewed at SMT 22/08/22 - Business case for DatixIQ approved and implementation to commence 

shortly over the next six months. Patient Safety Incident Response Framework (PSIRF) now 

released; Clinical Governance team to develop an implementation plan over the next 12 months 

including all key stakeholders.
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id
e If the Trust is not consistently compliant 

with with NICE Guidelines and BTS / 

GIRFT standards to support the 

recognition of type 2 respiratory failure 

then there may be delays to the provision 

of treatment using Non-Invasive 

Ventilation (NIV), resulting in serious and 

potentially life-threatening patient harm.

National policy:

 - NICE Guideline NG115 - COPD in Over-16s: diagnosis and management

 - NICE Quality Standard QS10 - COPD in Adults

 - British Thoracic Society (BTS) / Get It Right First Time (GIRFT) standards for NIV 

ULHT policy:

 - Guidelines and Care Pathway for commencing Non-invasive Ventilation (NIV) in the 

non-ITU setting

 - NIV-trained clinical staff

 - Dedicated NIV beds (Respiratory wards)

ULHT governance:

 - Medicine Division clinical governance arrangements / Specialty Medicine CBU / 

Respiratory Medicine

 - Trust Board assurance through Quality Governance Committee (QGC) / lead Patient 

Safety Group (PSG) / NIV Group and Integrated Improvement Plan (IIP) / Improving 

Respiratory Services Programme

 - Frequency and severity of patient safety incidents 

involving delayed NIV - recent history of rare but 

serious harm incidents

 - Total elapsed time from Type 2 Respiratory Failure 

(T2RF) suspicion to commencement of NIV <120mins - 

not being met at LCH or PHB as of Dec 21

 - Start time for NIV <60mins from Arterial Blood Gas 

(ABG) - not being met at LCH or PHB as of Dec 21

 - NIV progress for all patients to be reviewed (once 

NIV commenced) < 4hours - not being met at LCH as 

of Dec 21

update: There is a NIV audit captured monthly which 

determines both trust wide compliance and site 

specific- this is shared through PRM and available for 

cabinet and CBU governance meetings
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16 Delivery of the NIV Pathway project as part of the 

Improving Respiratory Service Programme within the 

Integrated Improvement Plan (IIP):

 1. Understand the Trust-wide demand and capacity for 

Acute and Non Acute NIV.

 2. Provision of ring-fenced beds for NIV.

 3. Develop Trust-wide Model and Pathway for Acute and 

Non Acute NIV To meet BTS/GIRFT Standards.

 4. Provision of NIV service (ED) which meets the BTS 

Quality Standards.

 5. To have a trained workforce with the skills required to 

meet the needs of the patients and BTS standards.

 6. Governance Process for NIV Demonstrating a Safe 

Service where Lessons are Learnt.

New Specialist Respiratory Unit with adjoining Respiratory ward now open at LCH. Plans for 

development of the facility at PHB are on hold with provisions in place to allow NIV to be delivered 

in the bay where there are x 4 monitored beds (IPC agreed) 

Risk discussed at Risk Register Confirm & Challenge Group in May 2022. Still inconsistencies with 

timeliness against BTS standards, particularly at Lincoln, and inability to ring-fence beds but an 

improving position. Agreed that risk remains high but has reduced. Recommendation for rating to 

change from 20 to 16.Overall compliance monitored with a monthly NIV report.

Case of need for funding of ward nurses in new environment agreed to ensure BTS standards are 

delivered, SFBC now required- commenced and in process, ew costings awaiting due to agreed pay 

rise on agenda for change
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Operational patient safety practices within Theatres.
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07
/0

9/
20

2
2

Q
u

it
e 

lik
el

y

H
ig

h

H
ig

h
 r

is
k

1
6 Estates to review current provision, identify  and 

implement solutions for both sites to eliminate risk 

Use of personal alarms / manual call system to be 

implemented as interim measure

[02/11/2022 12:34:25 Caroline Donaldson] 01/11/22 - S Daniels confirms that work is due to 

upgrade the system but a start date is to be confirmed by Estates. Pilgrim Hospital will be 

commenced first.

7.9.22 - Additional update to confirm this is for ALL theatres as per email trails. Emails chasing 

estates re importance.  Asked by Divisional Clinical Lead to upgrade to high risk taking into account 

two recent incidents within Theatres at Pilgrim. Lead Nurse for TACC working with Matron to 

implement increased safety precautions - awaiting update.
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16 defined plans to address backlog  for at risk areas   Plans in place to address backlogs across all areas. Significant area of risk for TIA.

  

23.08.22 Remains an issues although noting covid cases have dropped. Will be resolved once the 

improvement work on wards in completed to remove outliers and pts are in the correct place with 

appropriate bed numbers 
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Appendix A - All active risks rated 15 - 25
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1. Medicines at risk of tampering as 

prepared in advance and left unattended. 

2. Risk of microbiological contamination 

of the preparations.

3. Risk of wrong dose/drug/patient 

errors. 

No current processes in place to minimise risk

Policies do not support this practice 

Incidents involving advance preparation of 

intravenous medication in clinical areas.

Audits of compliance with standards / policy - The 

current labelling does not comply with national 

recommendation. Not all labels include the 

recommend identity (no dose/strength as per 

pictures). Also, no preparation date/time always 

included. There is no documented procedure stating 

the process to follow to ensure that the medicines 

prepared are discarded. 
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16 1. Use of tamper proof boxes/trays being purchased.

2. The only control to prevent the risk is to prepare the 

injections prior to administration (within 30 minutes) as 

per guidance (National and Trust).

3. If the practice is to continue, the prepared products 

should be labelled to include the recommended 

information. A procedure should be developed indicating 

the process to follow to ensure the medicines drawn up 

are discarded at the end of the day.

Following a Datix (ref no: 255637), it has been identified that intravenous medication required for a 

Lower Segment Caesarean Section (LSCS) is being prepared in advance of the procedure in case of 

an emergency. The Lead Obstetric Anaesthetist has discussed the practice with the team and the 

consensus is that for safety the drugs need to be prepared in advance for potential emergencies. 

The team has sourced tamper proof drug trays to store the drugs once prepared. This risk 

assessment has been done for Pilgrim Hospital, Boston. However, the practice seems to replicate at 

Lincoln County Hospital. 

Full risk assessment is attached to Datix.

17/5/22 No change

150622 Ongoing awaiting confirmation on drugs that can be bought in. Risk is in the medical quality 

drugs agenda to agree and finalise.
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e Insufficient medical staffing in Intensive 

Care Units at Lincoln and Boston. 

Uncovered shifts may result in Unit being 

decompressed. Medical staff asked to 

work extra hours compromising 

workforce directive.  Unsafe cover in Unit 

when doctors are called to attend 

patients in A&E. Could result in harm to 

both patients and staff (in terms of 

wellbeing/morale).

Locums to recruit. Recruitment adverts out. 

Staff are being paid in TOIL in order to mitigate the financial risk to staff. 

Rotas are set and monitored -a Consultant formulates the rota and identifies gaps 

which cannot be covered in advance. 

Agency requests. Escalation to Divisional Triumvirate when gaps cannot be filled. 

Escalations are made to the medical director re payment agreements in accordance 

with NHSE/I policy.

Business Continuity Plans are in place for both sites.

Rotas (gaps). 

Agency spend - financial risk.

Number of Datix incidents recorded.
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16 Recruit to vacant posts. [19/10/2022 15:22:43 Caroline Donaldson] 19/10/2022 CBU are looking to request an escalated rate 

for recruitment. Paper is currently in progress to request. Confirmed by S Daniels.

Quality Impact Assessment undertaken and LCH ITU reduced to 8 x L3 bed equivalents on a 

temporary basis.  For review

Update 25.7.22 - substantive advert closes 8th August 2022.  Locum advert is closed but awaiting 

shortlisting.  Awaiting confirmation of interview date but looking like 27.9.22.  Escalated to Medical 

Director and COO re decision to continue L3 equivalent reduction at current time.
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e The Trust may not be able to fully and 

effectively implement the requirements 

of the National Patient Safety Strategy, 

resulting in potential missed 

opportunities to significantly improve 

patient safety and possible non-

compliance with national standards

National policy:

 - NHS Pateint Safety Strategy: Safer culture, safer systems, safer patients

ULHT policy:

 - Patient Safety Improvement Team (Clinical Governance)

 - Patient Safety Specialists

ULHT governance:

 - Patient Safety Group (lead) / Quality Governance Committee (assurance)

Frequency and severity of patient safety incidents 

reported.

Monitoring implementation of the National Patient 
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16 Patient Safety Strategy implementation plans, including:

 - Preparations for introduction of the new national Patient 

Safety Incident Response Framework (PSIRF) 

 - Upgrade to Datix CloudIQ to enable information upload 

to the new national Learning from Patient Safety Events 

(LFPSE) system

 - Recruitment and induction of Patient Safety Partners 

(PSPs)

[14/10/2022 10:32:27 Rachael Turner] Risk reviwed-no change

As a result of delays to the procurement of Datix Cloud IQ, along with an estimated implementation 

timeline of 6 months to upgrade the system, there is now an increased likelihood of not being ready 

to integrate with the LFPSE system by the April 2023 due date. Rating increased from 12 to 16.

Update 08/09/2022 - communication received this week from RL Datix to say that DatixWeb (the 

Trust's current version) has now been approved for connection to the LFPSE system). This 

development will mitigate the system integration aspects of the risk.
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al MRI GRANTHAM. Tranference of cardiac 

or bariatric patients to GDH from PHB and 

LCH, for imaging on the scanner. There is 

no holding bay, and patients can be 

brought very early or picked up very late 

before and after scan. Limited MRI staff 

are unable to care for these patients as 

they are also caring for current patients 

on the scanner. Patients have to be held 

in the corridor as there is no holding bay. 

with limited staff, and the fact their 

duties are split between patient on 

scanner and patient in corridor, is inviting 

risk.  

Patients on trolleys will always arrive with an escort. cardiac patients will only be 

scanned when there is a cardiologist present. 

Patient safety incidents related to transfer to MRI 
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15 to have a ward to ward transfer, so patients have 

somewhere safe to wait until called for scan. 

[19/10/2022 13:42:38 Ian Fulloway] Lisa Pim has met with key stakeholders - it has been agreed 

from a surgical perspective that patients can receive temporary care on GSU whilst awaiting 

ambulance transfer back to base site – we are still waiting to hear from medicine colleagues the 

arrangements from their perspective. Lisa Pim has chased up once and will chase again today 

17.10.2022

Conversations have taken place with senior management but no change.

No change, same issues. Trying to engage through forums the other divisions.
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y Quality and safety risk from inadequate 

capacity within the children's community 

diabetes nursing team

1. Team leader currently supporting provision of clinical duties;

2. Prioritisation of workload to help match against available nursing capacity;

3. Support from OD team to help optimise team working and dynamics;

4. Business case in development to support expansion of diabetes services.

1. Complaints;

2. Compliance with National guidance;

3. Feedback from Peer Review audits;

4. Ability to provide Best Practice Tariff services;

5. Health and wellbeing of nursing workforce. Ex
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15 1. Prioritisation of which services can be provided with 

focus on those that are essential to maintaining safety;

2. Liaison with ICB CYP Programme Manager (one priority 

of this role is to support delivery of national priorities, 

which includes CYP diabetes).
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e If the quality and condition of the hospital 

environment and facilities used within 

Maternity services are poor then it may 

have a negative impact on patient 

experience and staff morale resulting in 

loss of confidence in the Trust and 

damage to reputation; there is also an 

increased infection risk

 - Trust procedures for capital investment and Estates project management

 - Corporate oversight through Estates Investment & Environment Group / Finance, 

Performance & Estates Committee (FPEC)

Patient & staff feedback on the environment in 

Maternity services.

Audits of infection prevention & control compliance.

Reported health & safety and IPC incidents. 26
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15 Plans for refurbishment of Maternity units on both sites, 

estimated timescales 3-5 years for LCH, PHB to be 

confirmed. Full Business Case required.

Maternity shared decision council looking at simple 

solutions for  improving working lives of staff.

Staff engagement sessions to communicate refurb plans. Issues dealt with by Estates & Facilities as 

they occur.

13/04/2022: Mitigation plan - full board approval to progress the business case.  Require monitoring 

of staff surveys.  CQC report demonstrates unsuitable for use - amended to 3 impact and 5 

occurrence = 15

26/09/2022 - Unchanged
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Appendix A - All active risks rated 15 - 25
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e If Therapies and Rehabilitation service 

provision is not sufficient to deliver 7 day 

service provision,  it leaves services 

without cover at a weekend or with 

inadequate cover during the week, 

leading to delayed patient flow; delayed 

discharge; extended length of stay; 

impacting on patient experience with 

potential for serious harm. This includes 

the neuropsychology cover on Ashby, SLT 

cover for inpatients, and therapy cover on 

ITU.

ULH policy:

 - Service planning & budget setting processes

 - Business case decision making processes

ULH governance:

 - Capital & Revenue Investment Group (CRIG) management of business case process

 - CSS Division, CBU / speciality governance arrangements

Level of cover at weekends. Length of stay, patient 

flow, delayed discharges. 

Level of funding - Some 7 day funding, but limited to 

orthopaedics at LCH, minimal service. Inadequate for 

level of service demand.
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review due to complexity of patients.

Business cases completed for all areas.

130622 Neuropsychology bid is going to CRIG this mth.  All others to be confirmed.  Work in 

progress.
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e The trust currently uses a manual 

prescribing process across all sites, which 

is inefficient and restricts the timely 

availability of patient information when 

required by Pharmacists. 

Where information about patient 

medication is not accurate, up to date 

and available when required by 

Pharmacists then it could lead to delays 

or errors in prescribing and 

administration, resulting in a widespread 

impact on quality of care, potentially 

reducing the likelihood of a positive 

clinical outcome and/or causing serious 

patient harm

National policy:

 - NICE Guideline NG5: Medicines optimisation, etc.

ULHT policy:

 - Policy for Medicines Management:  Sections 1-8 (various approval / review dates)

ULHT governance:

 - Trust Board assurance via Quality Governance Committee (QGC) / Medicines 

Quality Group (MQG)

Medication incident analysis

Audit / review of medicines management processes - 

the Trust currently uses a manual prescribing process 

across all sites, which is inefficient and restricts the 

timely availability of patient information when 

required by Pharmacists.

14
/1

0/
20

22

Ex
tr

em
el

y 
lik

el
y

H
ig

h

V
er

y 
h

ig
h

 r
is

k

20 Planned introduction of an auditable electronic prescribing 

system across the Trust.

update 4th July 22- 26th july, empa functionality version 

10.21 will be upgraded. Epma pilot from 13/09/22, full 

trust wide roll out- mid oct

[14/10/2022 16:05:51 Rachel Thackray] Pilot being undertaken in cardiology w/c 10 October 2022 

which will take place over the next month. This will then be reviewed following completion. 

Funding approved for Electronic Prescribing and Medicines Administration (EPMA). Project plan has 

been developed,  implementation from Oct / Nov 21.

Reviewed at Risk Register Confirm & Challenge Group 26 Jan 22. Rating increased to 20.

17/5/22 No change

150622 Discussed that a further risk is to be added concerning accurate medicines reconciliation as 

defined in NICE medicine and optimisation guidance NG5. And connection to staffing.

update 4th July 22- 26th july, empa functionality version 10.21 will be upgraded. Epma pilot from 

13/09/22, full trust wide roll out- mid oct. 
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e If patient records are not complete, 

accurate, up to date and available when 

needed by clinicians then it could have a 

widespread impact on clinical services 

throughout the Trust, potentially 

resulting in delayed diagnosis and 

treatment, adversely affecting patient 

experience and reducing the likelihood of 

a positive clinical outcome.

 - Clinical Records Management Policy (approved June 2021, due for review June 

2022)

- Draft policy produced further discussion with changes required with Divisional 

Clinical Lead

 - Trust Board assurance via Finance, Performance & Estates Committee (FPEC); lead 

Information Governance Group / Medical Records Group - CSS Division

Internal audit of medical records management 

processes - reliance upon hard copy patient records; 

patients may have multiple sets of records.

Reported incidents involving availability of patient 

records issues.
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20 Design and delivery of the Electronic Document 

Management System (EDMS) project, incorporating 

Electronic Patient records (EPR). Interim strategy required 

to reduce the risk whilst hard copy records remain in use.

[27/10/2022 12:08:42 Rose Roberts] Ongoing

OBC for EPR is being produced in line with NHSE/I guidance. Hoping to have Board sign off and 

funding in early 2022, with project start 2nd quarter 2022. To discuss / agree interim approach. 

Reviewed by Risk Register Confirm & Challenge Group, 26 Jan 22. Rating increased to 20, risk lead 

changed to Prof lead for Outpatients. Oversight to be via Digital Hospital Group.

120522 - Review of policy is underway – sent to h/recs managers for amendments before being sent 

for sign off to Lee and via the CRG

210622 Now further update until Nov. In Nov expect to get preferred bidder for it. Updates will 

come from Electronic records system project.

23/09/2022 - No further updates
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e Safety risk from an inability to provide a 

fully funded epilepsy service that 

complies with relevant NICE guidance.

1. Single Consultant Paediatrician (DH) is currently managing all children with 

Epilepsy; 

2. Wider consultant body supporting the care of children who are prescribed 2 

antiepileptics in the absence of a consultant paediatrician with expertise in epilepsy; 

3.Single Consultant Paediatrician is developing individualized care plans for each 

patient to optimise management of condition.

Audit of compliance with NICE guideline NG217 - 

Epilepsies in Children, Young People and Adults and 

NICE quality standard QS27 - Epilepsy in Children and 

Young People. 1
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20 1. Development of business case to enable establishment 

of fully funded epilepsy service.

[11/10/2022 13:22:37 Alison Barnes] Adverts out for b6 and b7 epilepsy nurses, with interest, cost 

pressure whilst sorting funding.

09/08/22 - KR

1. Risk discussed at acute paediatrics governance meeting - agreed that risk should be added to the 

risk register and initial rating agreed via discussion.

24/08/22 - KR

1. Risk discussed at Risk Register Confirm and Challenge meeting - risk and grading agreed as 

appropriate.

12/09/2022 - Risk Register Review. Risk remains the same, now have permission to recruit. In 

process of sorting funding.
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e If we have insufficient staffing, or 

required level of experience and skill, the 

risk is patients will not receive 

assessment and rehabilitation leading to 

poor clinical outcome. Reduced flow on 

acute wards, delayed discharges, delayed 

referral to response times.  Patient 

reviews delayed for botox treatment.

Recruitment and retention strategies to fill vacancies.  Bank staff.  Requests to Locum 

Agencies.  Skill mix Roster management. SQD data. Daily review of ward systems eg 

WebV.  Prioritisation guidelines help to inform workloads and impact on patient flow 

and bed situation.   

Patient complaints. Fewer discharges at the weekend.  

Site escalation. Vacancy rates. Roster fill rates. Waiting 

lists for spasticity service.
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15 Getting locums and bank staff in place. Good use of 

relocation allowance. Actively managing the waiting lists 

and dealing with urgent cases to avoid harm eg telephone 

contact with patients.  Case of need for GDH orthopaedic 

staffing. Case of need for rehabilitation consultant post.  

Case of need for upper GI dietician. Case of need for Neuro 

Psychology staff on Ashby.  Case of need for OT staff at 

PHB and LCH in ITU. Over recruitment of band 5s in 

dietetics. Competency frameworks and preceptorship.

130622  Looking at staffing vacancies and looking at line by line post analysis.

OT IR 8 posts

KPI's for Integration include reduce vacancies

Promotional Commms for AHP week and Trac being produced to attract staff

Improved recruitment strategies.
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gy Lack of radiology support for the 

symptomatic and breast screening 

services. unable to cover the required 

clinics needed to deal with the 

symptomatic demand and screening 

demand. Backlog of 220 2ww and 5000 

breast screening. just able to support 

current 2WW demand difficult to reduce 

the backlog.

Diagnostics clinical governance arrangements / CSS Division

Exploring overseas recruitment

Secured additional breast screening support for 12 months-mobile van and agency 

staffing.

Providing overtime shifts 7 days to help provide additional capacity.

Monitoring radiology 2ww performance/ screening 

round length 
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15 continued recruitment of radiologists, mammographers, 

consultant mammographer and the use of locums when 

available,  working closely with family health to maximise 

capacity via weekly capacity meeting.  Working with 

outsourcing companies and additional Locums to provide 

extra screening capacity to try and shorten the current 

screening round length.   

NHSE have raised concerns around the screening round length and have asked for a plan to reduce 

back to 36 months,

Looking for locums, NHS England raised concerns about backlog.

290622 Have additional international and UK mamographers. Now 21 days backlog. due to staff 

leaving due to retirement and moving jobs this has caused the risk score to be increased to 15 as 

there has been a drop in capacity.
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Appendix A - All active risks rated 15 - 25
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e If the Trust is unable to recruit and retain 

sufficient numbers of staff with the 

required skills and experience then it may 

not be possible to provide a full range of 

services, resulting in widespread 

disruption with potential delays to 

diagnosis and treatment and a negative 

impact on patient experience.

ULHT policy:

 - Workforce planning processes 

 - Recruitment & Selection Policy & Procedure

 - Rota management systems & processes

 - Locum temporary staffing arrangements

 - Workforce management information

 - Core learning / Core+ programmes?

ULHT governance:

 - Trust Board assurance through People & OD Committee / lead Workforce Strategy 

Group

 - Divisional workforce governance arrangements

Vacancies & turnover rate.

 Staff survey results relating to job satisfaction / 

retention.

Core learning compliance rates? 09
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20 1. Focus staff engagement & structuring development 

pathways. 

2. Use of apprenticeship framework to provide a way in to 

a career in NHS careers. 

3. Exploration of new staffing models, including nursing 

associates and Medical Support Workers. 

4. Increase Agency providers across key recruitment areas.  

5. Increase capacity in recruitment team to move the 

service from reactive to proactive.  

6. Develop internal agency aspect to recruitment.  

7. Reintroduce medical recruitment expertise within 

Recruitment Team.

8. Build strong relationship with Refugee Doctor project to 

support MSW recruitment and GMC registered Doctors.  

9. Source a third party supplier for Philippines recruitment 

for hard to recruit AHP roles.      

Risk reduction plan - Presentation to ELT on 10/11/22 to update international recruitment plan, 

revised projection on increasing nurse recruitment to get to zero vacancy position by March 2023

Currently 250 nurse vacancies - task and finish group created by Head of Recruitment to work in 

conjunction with divisional leads to pull together a recruitment activity plan for the remainder of 

2022/23 and 2023/24. Plan for recruitment of 285 nurses by the end of the financial year.

1. New to care recruitment being extensively used for HCSW role with 14 appointed & a further 40 

offered.  

2. Nursing associate recruitment embedded                                        3. Medical Support Worker role 

now looking to be embedded as business as usual.  

4. Agency providers increased to a minimum of three for key roles, rather than 1 previously.  

5. Restructure process started within wider HR team will result in significant greater capacity for 

recruitment activities and overall oversight  and proactivity. 

6. Restructure process started, to introduce internal agency aspect to ULHT recruitment.  

7. Medical recruitment expertise aspect being reintroduced via restructure, support already in place 

via agency staff.   

8. Relationship with LRDP now embedded, GMC registered Drs and MSWs recruited.   

9. Agreement reached with third party supplier to support Philippines recruitment for difficult to 

recruit AHP roles. 3 recruits in progress
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e Oncology is considered to be a fragile 

service due to consultant oncologist gaps. 

Tumour sites at risk (Medical oncology) - 

renal, breast, upper and lower GI, CUP, 

ovary/gynae, skin, testicular, lung

Clinical oncology - head and neck, skin, 

upper GI (RT only). Lack of cover for 

leadership roles (Chemotherapy lead)

Cancer services operational management processes & clinical governance 

arrangements

Medical staff recruitment processes

Agency / locum arrangements

Monitoring tumour site performance data
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16 Need to undertake a workforce review, oncology still a 

fragile service, continuing to work with HR to source 

consultants 

Raised at Cancer delivery and performance (CCG present).

CSM spoken with Advanta re requirements.

220622 Agency Clinical oncologists recruited. So improved cover for Head and neck and melanoma.

Ongoing
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al Issues with maintaining nurse staffing 

levels/skill to establishment in ICU at 

Lincoln.

Nursing workforce planning arrangements.

Nurse recruitment / retention processes.

Clinical Governance arrangements in Critical Care / Surgery Division.

Staffing vacancy rate within ICU nursing
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15 Review of current recruitment strategy. Advertisement for 

vacant posts.

[20/10/2022 14:04:40 Caroline Donaldson] 20/10/2022 Discussed with Lead Nurse. Still ongoing 

workforce issues. Interviews are in progress for additional clinical educator post and approach has 

been made to the Clinical Education team to support with that. Individualised action plans are being 

drawn up and put in place for new members of nursing staff in order to support them.

16/09/2022 Skill continues to be an issue. Additional clinical educator to be appointed to support 

training needs of team. Level 3 beds still capped at 8.

Risk continues and includes skill mix as well as numbers of staff. Mitigation - ongoing recruitment, 

block booking of Agency staff, daily review of staffing undertaken, liaison with University of Lincoln 

to support new starters.

13/06/22- Beds are currently capped at 8 level 3 due to insufficient medical staffing.

We are able to meet numbers but skill mix remains a concern.
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e Poor culture within the Trust resulting in 

poor behaviours, increased ER cases, 

turnover, retention issues and ability to 

recruit and increased sickness absence.  

ULHT 'Pulse' Survey (quarterly): poor/low 

uptake; staff survey fatigue; lack of 

motivation and confidence amongst staff 

that results are anonymised and are 

meaningful to ULHT  

Results affects ULHT standing as an 

employer of choice and employer brand 

within NHS - may therefore result in 

reputational risk and create difficulties 

when recruiting/attracting talent and 

retention of workforce locally, regionally 

and nationally.

1. National and local lessons learnt for engaging staff effectively with surveys

2. Dedicated 'staff experience/engagement' role proposed to lead programme of 

work (including corporate and local action planning) 

1. Pulse Staff Survey response rate (quarterly) 

2. NHS Staff Survey response rate (annual) 
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20 1. National mandate for NHS organisations to run Pulse 

Survey every quarter (1,2&4)

2. Comprehensive and robust positioning to complement 

NHS Staff Survey and part of a wider staff listening and 

engagement plan

3. You said campaign to drip feed/communicate how staff 

intelligence is improving working environment and services 

- now live

[09/11/2022 14:55:58 Rachel Thackray] Staff survey currently live with a good uptake and comms on 

a daily basis. HRBPs working with divisional leads to promote areas with low uptake. 

Promise Manager now in post from September 2022 working on staff retention. 

1. Pulse Staff Survey - Q2 (July'22) 

2. Reset approach (communication, engagement of and management) for sign off - ELT (June'22)

3. Local action planning process - now live 

4. 7 Big Ticket Priorities proposed following NHS Staff Survey 
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e WRES (Workforce Race Equality 

Standard): low compliance/ limited 

improvement and action to address 

indicators i.e. increase senior 

representation and better lived 

experience of BAME staff working in 

ULHT.  Risk is this results in low number 

of applications for vacancies which then 

remain unfilled (difficulty attracting 

talent); poor turnover rates (difficulty in 

retaining talent) and a poor employer 

brand locally, regionally, nationally and 

overseas.  This will impact on the culture 

of the organisation and the ability to 

recruit with increased turnover.  Wider 

risk with regards to broader protected 

characteristics linked to the delivery of 

the EDI objectives.

1. Lincolnshire Belonging Strategy (improving equity of lived experience and 

representation across Lincolnshire system)  

2. Appointment of People Promise Manager (12 month fixed term)

3. Robust monitoring of EDI incidents/concerns

4. Equitable and EQIA 'tested' HR processes (for recruitment, reward and 

performance)

1. NHS Staff Survey 

2. 'Pulse Check' Staff Survey

3. No. EDI/Race incidents reported

4. No. of EDI/Race related concerns reported 

5. BAME staff retention % (leave within first 3, 6 and 

12 months)

6. BAME senior representation
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6 1. Robust governance and assurance for ULHT direction of 

travel for EDI

2. Reset ULHT strategic direction for EDI (EDI objectives 

2022-25)  

3. Active WRES Action Plan

4. Anti-Racism strategy and delivery plan 

5. Zero tolerance stance - for racist behaviour including 

banter

6. Improved senior level BAME representation 

7. Reset Trust values (highlighting civility@work and ULHT 

commitment to inclusion)  

1. EDI Group and regular reporting established (for assurance)

2. Anti racism strategy and delivery plan socialised with stakeholders and live 

3. NHS Staff Survey results - deep dive and analysis of lived experience of staff with protected 

characteristics 

4. Draft EDI objectives 2022-25 - socialised and ready for sign off (end June) 

5. ULHT workstream lead - addressing BAME disciplinary gap (Lincs Belonging Strategy) 

6. People Promise Manager successfully appointed from end May'22
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Appendix A - All active risks rated 15 - 25
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e WDES: (Workforce Disability Equality 

Standard): limited awareness and 

implementation of reasonable 

adjustments and other forms of support 

which results in limited equality and 

equity of opportunity for staff classified 

as having a 'disability'; impedes Trust's 

ambitions to create an inclusive culture 

and foster belonging; difficulties in 

attracting as well as retaining talent      

1. Appointment of People Promise Manager (12 month fixed term)

2. Robust monitoring of EDI incidents/concerns

3. Equitable and EQIA 'tested' HR processes (for recruitment, reward and 

performance)

4. Dedicated OH service

1. Measurement of lived experience of disabled staff 

at ULHT via 

 - NHS Staff Survey 

2. No. EDI/disabilty related incidents reported

3. No. of EDI/disability related concerns reported 
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16 1. Governance and assurance for delivery of WDES action 

plan

2. Review of appropriate datasets to measure risk

3. Introduction of WDES annual report

1. WDES action plan prioritised for engagement, development and delivery 

2. July 2022: ULHT review  datasets, declaration rates (from 1/7/22 ULHT required to submit metrics 

and narrative data via the DCF online platform by Aug'22).

3. End October 2022: deadline for ULHT to publish WDES 2022 annual report (include metrics report 

and WDES action plan)

4

31
/0

3/
20

23

31
/0

3/
20

23

31
/1

0/
20

22

46
47

R
ep

u
ta

ti
o

n

Ev
an

s,
  S

im
o

n

D
av

ey
,  

K
ei

ro
n

Fi
re

 S
af

et
y 

G
ro

u
p

14
/1

2/
20

21 20

Ex
te

rn
al

 In
sp

ec
ti

o
n

s

C
o

rp
o

ra
te

Es
ta

te
s 

an
d

 F
ac

ili
ti

es

Fi
re

 a
n

d
 S

ec
u

ri
ty

Tr
u

st
-w

id
e If Lincolnshire Fire & Rescue Service 

(LFRS) carries out an inspection and finds 

the Trust to be systemically non-

compliant with fire safety regulations and 

standards it could result in regulatory 

action and sanctions, with the potential 

for financial penalties and disruption to 

services if sites are required to close.

National policy:

 - Regulatory Reform (Fire Safety) Order 2005

 - NHS Fire safety Health Technical Memoranda (HTM 05-01 / 05-02 / 05-03)

ULH policy:

 - Fire Policy (approved April 2019, due for review April 2022) & related procedures / 

protocols / records

 - Fire & Security Team / Fire Safety Advisors

ULH governance:

 - Fire Safety Group / Fire Engineering Group, accountable to Trust Board through 

Finance, Performance & Estates Committee (FPEC)

 - Health & Safety Committee & site-based H&S committees

 - Compliance audits against fire safety standards

 - Progress with fire safety improvement plans

 - PPM compliance assurance (current lack of required 

detail for internal and regulator assurance) 02
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20  - Statutory Fire Safety Improvement Programme based 

upon risk

 - Policy and protocols framework and improvement plan 

reported into weekly Estates teams meeting

 - Progress reviewed by FEG and FSG monthly, to mitigate 

against the risk of sanctions

 - LFR involvement and oversight through the FSG

 - Regular updates with LFR provided indicating challenges 

during winter pressure and Covid

 - Fire safety audits being conducted by Fire Safety team

 - Fire wardens in place to monitor local arrangements with 

Fire Safety

 - Weekly Fire Safety Checks being undertaken

 - Improve PPM reporting for FEG and FSG By Estates 

Teams

 - Fire safety team weekly Risk assessment confirm and 

challenge reviews by Fire safety team

 - All areas of Trust allocated RAG rating for fire using 

occupancy profile, escape provision, height above ground 

and sleeping risk

 - Higher rated residual risks from risk assessments being 

incorporated into risk register

[02/11/2022 12:40:28 Rachel Thackray] No change, risk grading remains the same

LFR previously served ULH with an Enforcement notice and action plan (since removed) in which the 

storage of items within corridors was highlighted:

"Article 14(2) Emergency Routes and Exits

There are combustible materials and items that pose an ignition risk are located on escape routes 

within the hospital. It required that Corridors and stairways that form part of an escape route should 

be kept clear of obstruction and hazard free at all times. Items that maybe a source of fuel or pose 

an ignition risk should not normally be located on any corridor or stairway that will be used as an 

escape route."

In light of identified storage issues and subsequent non-compliance with these requirements, there 

is now a high potential for immediate enforcement notice with a view to prosecution in accordance 

with the regulator's compliance code.

Task & finish group set up to address storage issues at local and at senior levels. Fire Safety Advisors 

working with local managers; IR1s reported when storage issues are identified, with escalation to 

divisional leads where necessary.

Lack of PPM assurance identified - escalated to Estates management team for action, including 

improvements to the Micad system.
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id
e If a fire occurs on one of the Trust's 

hospital sites and is not contained (due to 

issues with fire / smoke detection / alarm 

systems; compartmentation / 

containment) it may develop into a major 

fire resulting in multiple casualties and 

extensive property damage with 

subsequent long term consequences for 

the continuity of services.

National policy:

 - Regulatory Reform (Fire Safety) Order 2005

 - NHS Fire safety Health Technical Memoranda (HTM 05-01 / 05-02 / 05-03)

ULH policy:

 - Fire Policy (approved by FEG / FSG Sept 2022 - awaiting final approval / signature to 

be HTM compliant):

   #  Personal Emergency Evacuation Plans (PEEPs), approved April 2017

 - Fire safety training (Core Learning, annual) / Fire Warden training / Fire specialist 

training - review / protocol in draft, TNA in draft for Fire Safety Team review

 - Major Incident Plan

 - Estates Planned Preventative Maintenance (PPM) programme

ULH governance:

 - Trust Board assurance through Finance, Performance & Estates Committee (FPEC) / 

lead Fire Safety Group (including divisional clinical representation & regulator 

attendance) / Fire Engineering Group

 - All areas within the Trust estate are individually risk rated for fire safety (based on 

occupancy, dependency, height, means of escape), which informs audit / monitoring 

activity

 - Local fire safety issues register (generated from local fire risk assessments) - tasks 

allocated to Estates / local managers, etc. as appropriate; tracked and monitored by 

Fire Safety Team, validation  by Fire & Rescue Service

 - Weekly fire safety team meetings concerning risk assessments and risk register

 - Capital risk programme for fire

 - Reporting of local fire safety incidents (Datix) generated through audit programme

 - Authorising Engineer for Fire

 - Health & Safety Committee & site-based H&S committees

Results of fire safety audits & risk assessments, 

currently indicate: 

 - Fire Risk assessments within Maternity Tower block 

Lincoln indicating substantial breaches of 

compartmentation requirements

 - Fire risk assessments indicate lack of 

compartmentation within some sleeping risk areas

 - Age of fire alarm systems at all 3 sites (beyond 

industry recommendations)

 - No compartmentation reviews undertaken to 

provide assurance of existing compliance (all 3 sites)

 - Concerns with networking of fire alarm system at 

Pilgrim (to notify Site Duty Manager / Switchboard of 

alarm activation)

Reported fire safety incidents (including unwanted 

fire signals / false alarms).

Fire safety mandatory training compliance rates.
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20  - Statutory Fire Safety Improvement Programme based 

upon risk.

 - Trust-wide replacement programme for fire detectors.

 - Fire Doors, Fire/Smoke Dampers and Fire Compartment 

Barriers above ceilings in Pilgrim, Lincoln and Grantham 

require improvements to ensure compliant fire protection.

 - Capital investment programme for Fire Safety being 

implemented on the basis of risk - costed budget plan for 

FEG submission Sept 2022

 - Fire safety protocols development and publication.

 - Fire drills and evacuation training for staff.

 - Fire Risk assessments being undertaken on basis of 

inherent risk priority; areas of increased residual risk to be 

added to the risk register for specific action required

 - Local weekly fire safety checks undertaken with 

reporting for FEG and FSG. Areas not providing assurance 

receive Fire safety snapshot audit.

 - Staff training including bespoke training for higher risk 

areas

 - Planned preventative maintenance programme by 

Estates

[02/11/2022 12:39:13 Rachel Thackray] Regular audits conducted by fire safety team by Fire Safety 

team within corridors, and IR1s being submitted to line managers for action.

Escalation to matrons has now begun via IR1s. 

Rating increased on review to 20 - combustible storage in common areas frequently found 

(including life lobbys); emerging lessons learned from recent arson incident at LCH (including spread 

of smoke beyond the room of origin). 

Actions undertaken recently - IR1s issued to local managers and owners of storage risk, including 

escalation to senior managers. Setting up task & finish group to look at storage issues. Reviewed all 

fire risk assessments in Diagnostics across all 3 sites; other FRAs for public areas have also been 

reviewed. Reviewed all external security patrols and implemented alterations to routes to ensure 

possible higher risk areas are also patrolled. New tagging points added to patrol routes. 

Implementation of further required actions continues to progress. 
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n If there is a critical failure of the water 

supply to one of the Trust's hospital sites 

then it could lead to unplanned closure of 

all or part of the hospital, resulting in 

significant disruption to multiple services 

affecting a large number of patients, 

visitors and staff

Estates Infrastructure and Environment Committee (EIEC).

Estates risk governance & compliance monitoring process.

Emergency Planning Group / Major Incident Plan and departmental business 

continuity plans.

Surveys of water supply infrastructure - Pilgrim 

Hospital is served by only one incoming water main. 

This is in very poor condition and has burst on several 

occasions causing loss of supply to the site. 21
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5 Regular inspection, automatic meter reading and 

telemetry for the incoming water main at Pilgrim Hospital.

Install additional supply to provide resilience.

[21/10/2022 09:06:00 Walter Thompson] Scheme for replacement of critical water tanks - Pilgrim 

HB- is being developed for the capital plan 22/23

Scheme of work and design currently being produced.
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Appendix A - All active risks rated 15 - 25

ID

R
is

k 
Ty

p
e

M
an

ag
er

H
an

d
le

r

Le
ad

 O
ve

rs
ig

h
t 

G
ro

u
p

O
p

en
ed

R
at

in
g 

(i
n

h
er

en
t)

So
u

rc
e 

o
f 

R
is

k 

D
iv

is
io

n

C
lin

ic
al

 B
u

si
n

es
s 

U
n

it

Sp
ec

ia
lt

y

H
o

sp
it

al What is the risk? Controls in place How is the risk measured?

D
at

e 
o

f 
la

te
st

 r
is

k 
re

vi
ew

Li
ke

lih
o

o
d

 (
cu

rr
en

t)

Se
ve

ri
ty

 (
cu

rr
en

tl
y)

R
is

k 
le

ve
l (

cu
rr

en
t)

R
at

in
g 

(c
u

rr
en

t) Risk reduction plan Progress update

R
is

k 
le

ve
l (

ac
ce

p
ta

b
le

)

In
it

ia
l e

xp
ec

te
d

 

co
m

p
le

ti
o

n
 d

at
e

Ex
p

ec
te

d
 c

o
m

p
le

ti
o

n
 d

at
e

R
ev

ie
w

 d
at

e

46
64

Fi
n

an
ce

s

M
at

th
ew

, M
r 

P
au

l

Yo
u

n
g,

  J
o

n
at

h
an

11
/0

1/
20

22 20

R
is

k 
as

se
ss

m
en

ts

C
o

rp
o

ra
te

Fi
n

an
ce

 a
n

d
 D

ig
it

al

Fi
n

an
ce

Tr
u

st
-w

id
e The Trust has an agency cap of c£21m. 

The Trust is overly reliant upon a large 

number of temporary agency and locum 

staff to maintain the safety and continuity 

of clinical services that will lead to the 

Trust breaching the agency cap. 

National policy:

 - Agency spending cap set by Government

ULHT policy:

 - Financial plan set out the Trust limits in respect of temporary staffing spend

 - Annual budget setting process cascades and apportions the Trust temporary 

staffing spend limits to the Divisions and Directorates.

 - Monthly financial management & monitoring arrangements are in place to identify 

variation temporary staffing financial plans at all levels of expenditure from 

department up to Trust.

 - Key financial controls for the use of the break glass agency usage are in place.

 - Specific staff group temporary staff spend is provided to dedicated Medical and 

Nursing workforce oversight groups.

 - Financial review meetings held monthly with each Division to understand and 

challenge usage of temporary staffing. 

 - Plan for every post information has been embedded to support temporary staff 

usage forecasts

ULHT governance:

 - The establishment of the Improvement Steering Group will provide general 

oversight of Trust wide agency reduction schemes

 - Board assurance through Finance, Performance and Estates Committee (FPEC)

The Trust is monitored externally against an agency 

cap through the monthly finance return to NHSE/I

The Trust monitors internally against its financial plan 

inclusive of specific targets for agency and bank spend 

by staff group

The cross Trust workstreams are reported to the 

Improvement Steering Group

The Divisional workstreams are reported to the 

relevant Financial Review Meeting (FRM)
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20 Financial Recovery Plan schemes: 

 - recruitment improvement; 

 - medical job planning; 

 - agency cost reduction; 

 - workforce alignment

[02/11/2022 11:06:31 Rachel Thackray] The Trust agency spend continues on a similar trajectory 

driven by significant and increased demand for patient services – primarily in the NEL pathway and 

pressures in ED. This has resulted in additional beds being required above those planned and 

subsequently a need to staff the beds with temporary and high cost nursing and medical staff to 

remain safe. 

The Trust has introduced a financial improvement plan that is heavily focused on increased agency 

oversight across all staff groups with a number of Exec lead schemes.

The Trust has exited the 21/22 financial year with an agency spend of c£44m. This has in part been 

driven by COVID pressures and a large number of escalation beds open increasing the requirement 

for temporary staff. The Trust has agreed an ambitious CIP programme that is heavily focused on 

agency reductions through the recruitment of staff and reducing the number of NEL beds required. 

This will take time to embed.

Reviewed at RRC&CG - score increased from 16 to 20.
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id
e The Trust has a £25m CIP target for 

22/23. If the Trust fails to deliver The CIP 

Plan it will have a significant adverse 

impact on the ability of the Trust and the 

Lincolnshire ICS to achieve their financial 

plans.

National policy:

 - NHS annual budget setting and monitoring processes

ULHT policy:

 - Detailed Financial plan inclusive of the establishments and embedding of the 3 T's; 

Transactional, Targeted and Transformational.

 - Alignment of the Trust financial improvement opportunities with system partners 

to develop an integrated financial plan inclusive of CIP. (Transformational)

 - Establishment of the service framework to prioritise Speciality improvement 

reviews. (Transformational)

 - Establishment of a suite of cross cutting schemes aligned to the Trust Improvement 

Strategy. (Targeted)

 - Divisional CIP targets  allocated as part of the budget setting process from 1st April. 

(Transactional)

ULHT governance:

 - Detailed CIP reporting via the CIP tracker supported by QIA process

 - Programme Management Office (PMO) & dedicated Programme Manager.

 - Introduction of the Improvement Steering Group to monitor, challenge and hold 

accountable for the Targeted and Transformational Schemes

 - Refresh of the FRMs to monitor, challenge and hold accountable for the 

Transactional Schemes

The Trust is monitored externally against the Trust CIP 

target through the monthly finance return to NHSE/I

The Trust monitors internally against its CIP targets 

inclusive of specific Divisional and Scheme targets

Divisional focus against Transactional schemes is 

reviewed at the relevant FRM

Trust focus against Targeted and Transformational 

schemes is reviewed at the Improvement Steering 

Group
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16  - Refresh of the CIP framework and training to all 

stakeholders.

 - Increased CIP governance & monitoring arrangements 

introduced.

 - Alignment with the Trust IIP and System objectives

 - CIP is embedded as part of the Trust Improvement 

Strategy not seen as a separate workstream.

The Trust has delivered its CIP plan for the past 3 years, albeit a reduced requirement during the 2 

financial years that cover COVID. The Trust is embedding a new Improvement framework with CIP 

included within it and is also working with system partners to make financial improvements due to 

pathway changes. This will take time to embed and alongside the operational pressures, specifically; 

sickness, excess beds open, rising acuity of patients and continuing rising demand at the front door 

of the acute Trust is putting at risk in year delivery of the CIP target.

Reviewed at RRC&CG - agreed score of 16.
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id
e The lack of ability of the Trust to 

eradicate / reduce the costs that were 

introduced as a consequence of COVID. 

The national planning assumption is that 

all COVID costs incurred in Acute settings 

in relation to COVID will cease from 1st 

June 2022 aligned to the anticipated 

reduction in COVID patients to extremely 

low levels.

National policy:

 - Government financial planning assumptions due to COVID

ULHT policy:

 - Financial plan set out the Trust Budget allocations in respect of COVID spend

 - Annual budget setting process cascades and apportions the Trust COVID budgets to 

the Divisions and Directorates (phased April - May 2022 / 2 months only).

ULHT governance:

 - Monthly financial management & monitoring arrangements are in place to identify 

variation of COVID spend to financial plans at all levels of expenditure from 

department up to Trust.

 - Financial review meetings held monthly with each Division to understand and 

challenge of COVID services impacts on the cost base. 

 - The Planning and Recovery Steering group will provide oversight of the COVID costs.

The Trust is monitored externally against the COVID 

impacts through the monthly finance return to NHSE/I

The Trust monitors internally against its financial plan 

inclusive of specific COVID costs into FPEC and onto 

Trust Board

Divisional focus against specific COVID costs is 

reviewed at the relevant FRM.
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16 Alignment of the Directorate and Divisional budgets to the 

national strategy for the removal of COVID costs from 1st 

June 20222.

By exception reporting of all COVID costs not removed 

from financial positions.

The Trust incurred c£13m of direct costs in relation to COVID with a further indirect cost e.g. staff 

sickness. 

The national expectation is that the costs of COVID cease from 1st June 2022. This is a significant 

risk to the delivery of the Trust financial position as the costs have become embedded in the Trust 

way of working in number of services. E.g. Housekeeping services to improve IPC.
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id
e If there is a substantial unplanned 

reduction in the Trust's income, or 

missed opportunities to generate income, 

it could have a significant adverse impact 

on the Trust ability to achieve the annual 

financial plan. Failure to deliver the 

nationally activity targets of 104% of 

19/20 planned activity will result in a 

clawback of an element of the ERF 

allocation made to Lincolnshire.

National policy:

 - NHS financial planning and monitoring processes

ULHT policy:

 - Trust and System Financial Plans built from the bottom up Trust Divisional Demand 

and Capacity Plans.

 - The Trust national activity submission was aligned to the delivery of 104% activity 

targets for planned care PODs

ULHT governance:

 - Internal weekly internal Planning and Restoration meetings to review progress

 - Improved counting and coding, including data capture and missing outcome 

reductions.

 - Shared risk and gain share agreements for the Lincolnshire ICS.

The Trust is monitored externally against the Trust 

activity target through the monthly activity returns.

The Trust monitors internally against its activity 

targets inclusive of specific Divisional and Specialty 

plans and targets.

The Lincolnshire ICS is monitored externally against 

the system activity target through the monthly activity 

returns.
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1
6 Collective ownership across the Lincolnshire ICS of the 

restoration and recovery of the planned care pathways 

leading to improved activity delivery.

Trust focus to restore services to pre-COVID levels and 

then stretch to 104%.

The Trust and the Lincolnshire ICS ability to achieve the 104% activity target is a concern. The 

operational pressures, specifically; sickness, excess beds open, rising acuity of patients and 

continuing rising demand at the front door of the acute Trust is putting at risk in year delivery of the 

104% activity target.

Reviewed at RRC&CG - agreed current score as 16.
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e Financial risk due to reliance upon 

temporary staff (nursing and medical) to 

cover vacancies.

1. Scrutiny of rosters to ensure optimal use of existing staffing resources;

2. Review of all shifts that are placed with either Nursing or Medical Bank to ensure 

these are required;

3. Use of bank staff in preference to agency staff in view of potential cost savings;

4. Utilisation of tier 1 and 2 agencies in view of potential cost savings;

5. Use of long line agency in view of potential cost savings and increased assurance 

that shifts are safely staffed.

1. Reviewed via temporary staffing expenditure and 

safe staffing metrics;

2. Agency spend reviewed via at FPAM
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15 1. Robust recruitment and retention plan for nursing and 

medical staff across Children and Young People Clinical 

Business Unit.  

09/08/22 - KR

1. Risk discussed at acute paediatrics governance meeting - agreed that risk should be added to the 

risk register and initial rating agreed via discussion.

24/08/22 - KR

Discussed at Risk Register Confirm and Challenge meeting. Confirmed that risk is solely financial as 

there is mitigation in place to ensure quality and safety are maintained (eg long line booking of 

regular agency staff). Some discussion about whether this risk should sit on the divisional risk 

register or whether it is captured in the corporate risk that focuses on the impacts of vacancies. To 

discuss at forthcoming risk meeting.
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Strategic Objective 3c. Enhanced data and digital capability
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Appendix A - All active risks rated 15 - 25
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e If the Trust's digital infrastructure or 

systems experience an unplanned outage 

then the availability of essential 

information for multiple clinical and 

corporate services may be disrupted for a 

prolonged period of time, resulting in a 

significant impact on patient care, 

productivity and costs 

National policy:

 - NHS Digital Data Security Protection Toolkit (DSPT) and Guidance 

ULHT policy:

 - Telecoms infrastructure maintenance arrangements

 - ICT hardware & software upgrade programme

 - Corporate and local business continuity plans for loss of access to ICT systems & 

system recovery

ULHT governance:

 - Digital Hospital Group / Information Governance Group (IGG), accountable to the 

Finance, Performance & Estates Committee (FPEC)

- 5 year capital plan

- 

 - Network performance monitoring

 - Digital Services reported issues / incidents

 - Monitoring delivery of digital capital programme

 - Horizon scanning across the global digital market / 

supply chain to identify availability issues
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16  - Prioritisation of available capital and revenue resources 

to essential projects through the business case approval 

process.

 - Working with suppliers and application vendors to 

understand upgrade and support roadmaps.

 - Assurance mechanisms in place with key suppliers for 

business continuity purposes 

 - Comprehensive risk assessments to be completed for 

local service / site specific vulnerabilities so that 

appropriate action can be taken to manage those risks.

 - Contingency plans - data centres protected from 

overheating, fire and flood / water damage risks: Portable 

air con units kept on site for when needed. Estates work 

has addressed some leakage issues at Pilgrim. Fire 

retardant systems in all data centre rooms, routinely 

serviced by Estates.

Risk reviewed, description amended to reflect broader range of threats to the digital infrastructure. 

Current score increased to 16. 

Have purchased a significant number of Radios, to allow communication in the event of failure.

We've completed a Network Core Switch replacement at Pilgrim 

new Data (DC3) at Pilgrim to provide resilience at site

backup across site has been improved.

Recovery Vault is in the process of implementation

The Metro-Cluster is in the process of  implementation.
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ry If the required data protection / privacy 

impact assessment process is not 

followed consistently at the start of a 

system change project, then results may 

not be available to inform decision-

making and system development 

resulting in an increased likelihood of a 

future data breach that could expose the 

Trust to regulatory action by the 

Information Commissioner's Office (ICO)

National policy:

 - Data Protection Act 2018

 - NHS Digital Data Security & Protection Toolkit

ULHT policy:

 - Information Governance Policy (approved May 2018, due for review May 2021) & 

supporting appendices

ULHT governance:

 - Trust Board assurance via Finance, Performance & Estates Committee (FPEC); lead 

Information Governance Group

 - Senior Information Risk Owner (SIRO) / Caldicott Guardian / Data Protection Officer 

(DPO) / Chief Information Officer (CIO) roles

Internal audit review of data protection / PIA 

processes
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16 Review of the data protection / privacy impact assessment 

process and governance, to include education and 

communication to raise staff awareness of the required 

process.

Process and documentation reviewed and updated; these are now GDPR compliant. Further action 

required to address governance issues.

Reference to DPIAs in Data Security and Awareness mandatory training. 

Long standing issue of IG not being made aware of new systems or changes in processes that 

require assessment under Data Protection legislation. Educating staff across the Trust is required. 

Changes to legislation due to Brexit means that any data leaving the UK has greater risks associated. 

If a DPIA is not conducted then this could have an impact on availability of that data.
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13.2 Board Assurance Framework

1 Item 13.2 BAF 2022-23 Front Cover December 2022.docx 

Meeting Public Trust Board
Date of Meeting 6 December 2022
Item Number Item number 13.2

Board Assurance Framework (BAF) 2022/23
Accountable Director Andrew Morgan, Chief Executive
Presented by Jayne Warner, Trust Secretary
Author(s) Karen Willey, Deputy Trust Secretary
Report previously considered at N/A

How the report supports the delivery of the priorities within the Board Assurance 
Framework
1a Deliver high quality care which is safe, responsive and able to meet the needs of 
the population

X

1b Improve patient experience X
1c Improve clinical outcomes X
2a A modern and progressive workforce X
2b Making ULHT the best place to work X
2c Well Led Services X
3a A modern, clean and fit for purpose environment X
3b Efficient use of our resources X
3c Enhanced data and digital capability X
3d Improving cancer services access X
3e Reduce waits for patients who require planned care and diagnostics to 
constitutional standards

X

3f Urgent Care X
4a Establish collaborative models of care with our partners X
4b Becoming a university hospitals teaching trust X
4c Successful delivery of the Acute Services Review X

Risk Assessment Objectives within BAF referenced to Risk Register
Financial Impact Assessment N/A
Quality Impact Assessment N/A
Equality Impact Assessment N/A
Assurance Level Assessment • Moderate

Recommendations/ 
Decision Required 

• Board to consider assurances provided in respect of Trust 
objectives noting that framework has been reviewed through 
committee structure

Executive Summary



The relevant objectives of the 2022/23 BAF were presented to all Committees during 
November and the Board are asked to note the updates provided within the BAF.

Updates provided to the Committees and offered to the Board are identified by green text.

The following assurance ratings have been identified:

Objective Rating 
at start 
of 
2022/23

Previous 
month
(October)

Assurance 
Rating 
(November)

1a Deliver harm free care Green Green Green
1b Improve patient 

experience Amber Amber Amber

1c Improve clinical 
outcomes Amber Green Green

2a A modern and 
progressive workforce Red Amber Amber

2b Making ULHT the best 
place to work Red Red Red

2c Well led services Amber Amber Amber
3a A modern, clean and fit 

for purpose 
environment Amber Amber Amber

3b Efficient use of 
resources Amber Red Red

3c Enhanced data and 
digital capability Amber Amber Amber

3d Improving cancer 
services access N/A Red Red

3e Reduce waits for 
patients who require 
planned care and 
diagnostics to 
constitutional 
standards

N/A Amber Amber

3f Urgent Care N/A Red Red
4a Establish collaborative 

models of care with our 
partners

Amber Amber Amber



4b Becoming a University 
Hospitals Teaching 
Trust

Red Red Red

4c Successful delivery of 
the Acute Services 
Review

N/A Amber Amber



1 Item 13.2 BAF 2022-2023 29.11.2022.xlsx 

United Lincolnshire Hospitals NHS Trust
Board Assurance Framework (BAF) 2022/23 - November 2022
Strategic Objective Board Committee Assurance Rating Key:
Patients: To deliver high quality, safe and responsive patient services, shaped
by best practice and our communities Quality Governance Committee Red Effective controls may not be in place and/or appropriate assurances are not available to the Board

People: To enable our people to lead, work differently and to feel valued,
motivated and proud to work at ULHT People and Organisational Development Committee Amber Effective controls are thought to be in place but assurances are uncertain and/or possibly insufficient

Services: To ensure that services are sustainable, supported by technology
and delivered from an improved estate Finance, Performance and Estates Committee Green Effective controls are definitely in place and Board are satisfied that appropriate assurances are available

Partners: To implement new integrated models of care with our partners to
improve Lincolnshire's health and well-being Trust Board

Ref Objective Exec Lead How we may be prevented
from meeting objective

Link to Risk
Register

Link to
Standards

Identified Controls (Primary,
secondary and tertiary) Control Gaps How identified control gaps

are being managed Source of assurance

Assurance Gaps -
where are we not
getting effective
evidence

How identified gaps are
being managed

Committee providing
assurance to TB

Assurance
rating

SO1 To deliver high quality, safe and responsive patient services, shaped by best practice and our communities

1a

Deliver high quality care
which is safe, responsive
and able to meet the needs
of the population

Director of
Nursing/Medical
Director

Failure to manage demand
safely

Failure to provide safe care

Failure to provide timely care

Failure to use medical devices
and equipment safely

Failure to use medicines safely

Failure to control the spread of
infections

Failure to safeguard vulnerable
adults and children

Failure to manage blood and
blood products safely

Failure to manage radiation
safely

Failure to deliver planned
improvements to quality and
safety of care

Failure to provide a safe
hospital environment

Failure to maintain the integrity
and availability of patient
information

Failure to prevent Nosocomial
spread of Covid-19

4558
4480
4142
4353
4146
4556
4481

CQC Safe

Developing a Safety Culture -
Programme of work in place to
implement the requirements of
the National Patient Safety
Strategy (culture and systems)

Human Factors faculty in place
and face to face training
restarted.

Commencing next steps of
cultural work with external
agency.

Pascale survey work continues
to be undertaken.

Safe to Say Campaign
launched.

(PSG)

Further work required in
conjunction with People and OD
to develop the Just Culture
framework.

Issues linking National Patient
Safety Training to ESR are
impacting on our ability to meet
National training requirement.

To be considered as part of the
Trust Culture and Leadership
Programme

Safety Culture Surveys

Action plans from focus
groups and Pascal
survey findings.

Regular update reports
to the Patient Safety
Group and upwardly
reported to QGC and
through TLT.

Theatre Safety Group
reporting progress
against a Quality
Improvement plan to
PSG.

Regular upward reports
received from
Divisions.

None identified Not applicable

Quality Governance
Committee Green

Robust Quality Governance
Committee, which is a sub-
group of the Trust Board, in
operation with appropriate
reporting from sub-groups.

(CG)

None identified. Not applicable Upward reports from
QGC sub-groups

6 month review of sub-
group function

Annual review of QGC
takes place.

None identified Not applicable

Effective sub-group structure
and reporting to QGC in place
(CG)

None identified. Not applicable Sub-Group upward
reports to QGC

None identified. Not applicable



IPC policies and procedures are
in place in line with the
requirements of The Health and
Social Care Act (2008).  Code
of Practice on the prevention
and control of infections and
related guidance "Hygiene
Code"

IPCG will retain oversight of the
relevant IIP programme of work.

(IPCG)

Policies not in line with the
requirements of the Hygiene
Code and some have not been
reviewed and updated.

Planned programme of IPC
policy development and update
in line with Hygiene Code
requirements.

IPC programmes of
surveillance and audit
are in place to monitor
policy requirements.

Divisional audit
processes with
progress and exception
reporting to IPCG, IPC
Site meetings and IPC
related Divisional
forums. Associated
action and
development plan
documentation.

Very good progress
with monthly IPC
ratification. Work on
decontamination and
other estates- related
policies. This will lead
to compliance of policy
aspects of the Hygiene
Code

Some aspects of
reporting require further
development.

Reporting to and monitoring by
IPCG and other related forums,
e.g. Site meetings.

Process in place to monitor
delivery of and compliance with
The Health and Social Care Act
(2008). Code of Practice on the
prevention and control of
infections and related guidance
(IPCG).

Infection Prevention and
Control BAF in place and
reviewed monthly

IPCG will retain oversight of the
relevant IIP programme of work.

(IPCG)

Non-compliance with some
aspects of the Hygiene Code.

Premises and facilities
Premises Assurance Model
(PAM) - 21/22 - take forward as
a sub project led by (E&F). Gap
Analysis to be compiled and
presented quarterly to the IPCG
and QGC.
IPC policies have been updated
/ developed / written in line with
the timetable.
•Estates and
Facilities/Decontamination Lead
has made good progress with
estates and facilities work and
is awaiting a place on a
specialist decontamination
course.
• Good progress with achieving
and sustaining standards of
environmental cleanliness.
Potential to remain at amber
due to infrastructure concerns &
requirement to achieve  Very
good progress with work to
achieve compliance with new
National Standards of
Cleanliness directive and this
continues to be taken forward
via a Task and Finish Group
with monthly monitoring by the
IPCG
• Provision of suitable hand
hygiene facilities work under the
remit of ward enhancement,
capital and tap replacement
programmes.

IPC programmes of
surveillance and audit
are in place to monitor
policy requirements.
Divisional audit
processes with
progress and exception
reporting to IPCG, IPC
Site meetings and IPC
related Divisional
forums. Associated
action and
development  plan
documentation

Some aspects of
reporting require further
development.

Reporting to and monitoring by
IPCG and other related forums,
e.g. Site meetings.

1a

Deliver high quality care
which is safe, responsive
and able to meet the needs
of the population

Director of
Nursing/Medical
Director

Failure to manage demand
safely

Failure to provide safe care

Failure to provide timely care

Failure to use medical devices
and equipment safely

Failure to use medicines safely

Failure to control the spread of
infections

Failure to safeguard vulnerable
adults and children

Failure to manage blood and
blood products safely

Failure to manage radiation
safely

Failure to deliver planned
improvements to quality and
safety of care

Failure to provide a safe
hospital environment

Failure to maintain the integrity
and availability of patient
information

Failure to prevent Nosocomial
spread of Covid-19

4558
4480
4142
4353
4146
4556
4481

CQC Safe Quality Governance
Committee Green

Ref Objective Exec Lead How we may be prevented
from meeting objective

Link to Risk
Register

Link to
Standards

Identified Controls (Primary,
secondary and tertiary) Control Gaps How identified control gaps

are being managed Source of assurance

Assurance Gaps -
where are we not
getting effective
evidence

How identified gaps are
being managed

Committee providing
assurance to TB

Assurance
rating



Monthly mortality report in place
to track achievement of
SHMI/Mortality targets
(Maintaining our HSMR and
improving our SHMI) reporting
in to monthly mortality group
and upwardly to PSG.

Training has been delivered to
approximately 40 members of
staff to undertake SJR's.
Bespoke training and support
offered from the Mortality team
to the Divisions.

(PSG)

Gaps in the number of
structured judgement reviews
undertaken  - this is not across
all Divisions, good practice
exists and is demonstrated
through the mortality group.

Impact of Covid-19 on coding
triangles

Following the success in UTOO
for ACP's contributing to the
SJR reviews, further training is
going to be rolled out to the
MDT.

National Clinical Audits

Dr Foster alerts
HSMR and SHMI data
Medical Examiner
screening compliance
and feedback

Dr Foster data on
depth of coding.

Dr Foster data is now
available.

Gap identified in the
ability to draw learning
from SJR's due to
ongoing delays with
completion

Inconsistent approach
to Mortality and
Morbidity meetings
across specialties.

Local data sources are used
where possible.

Gaps in learning mitigated by
ME process and escalation of
concerns via incident
management processes.

New Deputy MD reviewing
MORaLs and M&M meetings
with a view to making
recommendations.

Robust policies and procedures
for incident investigations, harm
reviews and assurance of
learning

(PSG)

Clinical harm review processes
not all documented & aligned
with incident reporting

Recognition of a skills gap for
investigations at different levels
of the organisation

Implementation of a Clinical
Harm Delivery Group reporting
into the Clinical Harm Oversight
Group which is a sub-group of
QGC.

Appointment of a Clinical Harm
and Mortality Manager

Investigation training will be
addressed as part of the
implementation of the PSIRF
and National Patient Safety
Strategy.

Plan to refocus PRM with a
specific focus on quality and
safety.

Incident Management
Report
Quarterly harm report
to PSG
Bi-weekly executive
level Serious Incident
meeting
Learning to Improve
Newsletters
Patient Safety Briefings
Divisional Integrated
Governance reports
Strong divisional
reporting to MORALs

None identified. Not applicable

Process in place to ensure safe
use of surgical procedures
(NatSIPs/LocSIPs)

(PSG)

Improvement seen across all
divisions in terms of
development of
NatSIPs/LocSIPs, however
audit is required in order to
provide assurance of
implementation.

Individual Divisional meetings
now in place; quarterly reporting
to PSG

Additional support provided to
medicine from the Patient
Safety Improvement Team

Audit of compliance Pilot audit tool
developed and
currently being trialled
prior to full rollout.

Review occurring through the
Divisional meetings with
quarterly reporting to PSG.

1a

Deliver high quality care
which is safe, responsive
and able to meet the needs
of the population

Director of
Nursing/Medical
Director

Failure to manage demand
safely

Failure to provide safe care

Failure to provide timely care

Failure to use medical devices
and equipment safely

Failure to use medicines safely

Failure to control the spread of
infections

Failure to safeguard vulnerable
adults and children

Failure to manage blood and
blood products safely

Failure to manage radiation
safely

Failure to deliver planned
improvements to quality and
safety of care

Failure to provide a safe
hospital environment

Failure to maintain the integrity
and availability of patient
information

Failure to prevent Nosocomial
spread of Covid-19

4558
4480
4142
4353
4146
4556
4481

CQC Safe Quality Governance
Committee Green

Ref Objective Exec Lead How we may be prevented
from meeting objective

Link to Risk
Register

Link to
Standards

Identified Controls (Primary,
secondary and tertiary) Control Gaps How identified control gaps

are being managed Source of assurance

Assurance Gaps -
where are we not
getting effective
evidence

How identified gaps are
being managed

Committee providing
assurance to TB

Assurance
rating



Medicines Quality Group in
place with a focus on improving
medication safety / appropriate
prescribing / appropriate
management of drugs and
controlled drugs Robust
medicines management policies
and procedures in place 
Improving the safety of
medicines management /
review of Pharmacy model and
service are key projects within
the IIP. Improvement actions
reflect the challenges identified
from a number of sources e.g.
CQC, internal audit.
The Medicines Management
Action group in place to
oversee the programme of
works from the IIP programme.

MQG will retain oversight of the
relevant IIP programme of work

(MQG)

Lack of e-prescribing leading to
increase in patient safety
incidents due to medication
errors

Gaps identified within the recent
internal audit undertaken by
Grant Thornton
Lack of adherence to Medicines
management policy and
procedures
Lack of 7 day clinical pharmacy
service

Replacement of manual
prescribing processes with an
electronic prescribing system;
improvements to medication
storage facilities; strengthening
of Pharmacy involvement in
discharge processes.

Deputy Medical Director led
Action / Delivery Group in place
and meeting fortnightly to
progress actions and reporting
to the MQG.

Upward Report from
the Medicines Quality
Group to QGC

Routine analysis and
reporting of medication
incidents and outcomes
from medicines audits
in to Medicines Quality
Group
Omitted doses audit
Prescribing Quality
reports
Robust Divisional
reporting and
attendance into MQG
monthly
IIP upward report into
MQG monthly
Internal Audit report

Medicines Quality
Group have not been
receiving reports
regarding progress with
the medicines
management IIP
however this is planned
to commence from
November;
Lack of upward
reporting from the DTC
and the Medical Gas
Audit
Pharmacy audits only
occurring in areas they
are providing a clinical
service to.

Divisional representation at
Medicines Quality Group
reinforced by Medical Director
and Director of Nursing and
template for divisional reporting
of BAU medication safety
activities in to Medicines
Quality Group developed and in
place

Maternity & Neonatal Oversight
Group (MNOG) in place to have
oversight of the quality of
maternity & neonatal services
and to provide assurance that
these services are safe and in
line with the National Safety
Ambition / Transformation
programme.

MNOG will retain oversight of
the implementation of the
relevant IIP programme of work.
(MNOG)

Issues with the environment.

Ongoing difficulties with the
Maternity Medway system
which has the potential to
impact on compliance with the
CNST Year 4 Safety Actions.

External independent input in to
SI process.

Thematic review of SIs and
complaints undertaken -
recommendations being
progressed as part of the
Maternity & Neonatal
Improvement Plan.

Improvements to the
environment to be completed as
part of planned ward
refurbishment. Team to
continue to liaise with E&F to
resolve and immediate issues
as they arise ensuring
escalation where delays are
encountered.

Issues with the Medway system
being progressed at local and
system level.

Monthly Maternity &
Neonatal Assurance
Report.

Maternity & Neonatal
Improvement Plan.

Executive & NED
Safety Champions in
place and work closely
with local Safety
Champions.

NHSE/I appointed MIA
in place and supporting
the Trust - monthly
reports of progress to
MNOG.

Validation of the
implementation &
embedding of the
Ockenden IEAs has
been provided by the
regional maternity
team. There is a
process in place for
ongoing testing through
supported site visits.

Additional assurance
required in respect of
training compliance
(recovery of women
following GA) -
trajectory agreed.

Monitoring of compliance
against trajectory for recovery
training occurs through MNOG.

1a

Deliver high quality care
which is safe, responsive
and able to meet the needs
of the population

Director of
Nursing/Medical
Director

Failure to manage demand
safely

Failure to provide safe care

Failure to provide timely care

Failure to use medical devices
and equipment safely

Failure to use medicines safely

Failure to control the spread of
infections

Failure to safeguard vulnerable
adults and children

Failure to manage blood and
blood products safely

Failure to manage radiation
safely

Failure to deliver planned
improvements to quality and
safety of care

Failure to provide a safe
hospital environment

Failure to maintain the integrity
and availability of patient
information

Failure to prevent Nosocomial
spread of Covid-19

4558
4480
4142
4353
4146
4556
4481

CQC Safe Quality Governance
Committee Green

Ref Objective Exec Lead How we may be prevented
from meeting objective

Link to Risk
Register

Link to
Standards

Identified Controls (Primary,
secondary and tertiary) Control Gaps How identified control gaps

are being managed Source of assurance

Assurance Gaps -
where are we not
getting effective
evidence

How identified gaps are
being managed

Committee providing
assurance to TB

Assurance
rating



Appropriate policies and
procedures in place to
recognise and treat the
deteriorating patient, reported to
deteriorating patient group and
upwardly to PSG and QGC.

Deteriorating Patient Group set
up as a sub group of the Patient
Safety Group to identify actions
taken to improve; has its own
sub-groups covering NIV; AKI;
sepsis; VTE;DKA

(Ensuring early detection and
treatment of deteriorating
patients) (PSG)

Work required to develop the
maturity of the group.  New
Chair identified and full review
of membership and remit
required.

Maturity of some of the sub-
groups of DPG not yet realised.
This will be considered as part
of the review of DPG.

Observation policy ready to go
to next NMAAF

Fluid management policy
approved by DPG/PSG and
awaiting approval at NMAAF

Deteriorating Patient Group set
up as a sub group of the Patient
Safety Group to identify actions
taken to improve; has its own
sub-groups covering NIV; AKI;
sepsis; VTE; DKA

Audit of response to
triage, NEWS, MEWS
and PEWS

Sepsis Six compliance
data

Audit of compliance for
all cardiac arrests

Upward reports into
DPG from all areas

Number of incidents
occurring regarding
lack of recognition of
the deteriorating patient

DPG meeting not
meeting as frequently
due to loss of Chair.
New Chair identified
and commenced in
post October 2022.

Ensuring a robust safeguarding
framework is in place to protect
vulnerable patients and staff
(Ensuring a robust safeguarding
framework is in a place to
protect vulnerable patients and
staff) (SVOG)

New funding needed to
continue restraint training
delivery.
Business case being developed
in conjunction with conflict
resolution team and will be
presented to QGC within next 2
months. Further work has taken
place with LPFT to consider a
joint approach to training -
awaiting options paper from
LPFT

Updated policy & training in use
of chemical restraint / sedation;
strengthening of pathways &
training to support patients with
mental health issues

Upward reporting to
Mental Health, Neuro
Diversity and Autism
group

DMI training to
commence delivery in
November 2022

Small business case paper
being submitted for funding
decision at the end of March
2022 -  if successful plan to
start training delivering in July
2022. Adhoc session being
delivered to Security providers
to ensure appropriately trained
Datix being monitored by
safeguarding team to ensure
review of any restraint incidents
Funding agreed by CRIG. new
roles to be managed within
Estates and Facilities. Job
descriptions currently being
reviewed for trainer posts

Appropriate policies in place to
ensure CAS alerts and Field
Safety Notices are implemented
as appropriate. (PSG)

One central monitoring process
now in place.

Review of compliance metrics
required.

New group meeting to address
CAS/FSN policy implementation
with key stakeholders.

Any relevant alerts are also
discussed at gold as
appropriate.

Quarterly report to PSG
with escalation to QGC
as necessary.

Compliance included in
the integrated
governance report for
Divisions.

Appropriate policies and
procedures in place to reduce
the prevalence of pressure
ulcers, including a Skin Integrity
Group (NMAAF)

Formal governance processes
in place within divisions,
including regular meetings and
reporting, supported by a
central governance team

Formal role description and
network in place for Clinical
Governance Leads(CG)

Training provision for Divisional
Clinical Governance Leads

Role based TNA being devised
for Clinical Governance leads

Minutes of Divisional
Clinical Governance
meetings with upward
reporting within the
Division
Divisional Integrated
Governance Report
Support Offer in place
from the central CG
team for the Divisions

Minutes demonstrate
some Divisional Clinical
Governance meetings
need strengthening

Implementation of standard
ToR, agendas and reporting

1a

Deliver high quality care
which is safe, responsive
and able to meet the needs
of the population

Director of
Nursing/Medical
Director

Failure to manage demand
safely

Failure to provide safe care

Failure to provide timely care

Failure to use medical devices
and equipment safely

Failure to use medicines safely

Failure to control the spread of
infections

Failure to safeguard vulnerable
adults and children

Failure to manage blood and
blood products safely

Failure to manage radiation
safely

Failure to deliver planned
improvements to quality and
safety of care

Failure to provide a safe
hospital environment

Failure to maintain the integrity
and availability of patient
information

Failure to prevent Nosocomial
spread of Covid-19

4558
4480
4142
4353
4146
4556
4481

CQC Safe Quality Governance
Committee Green

Ref Objective Exec Lead How we may be prevented
from meeting objective

Link to Risk
Register

Link to
Standards

Identified Controls (Primary,
secondary and tertiary) Control Gaps How identified control gaps

are being managed Source of assurance

Assurance Gaps -
where are we not
getting effective
evidence

How identified gaps are
being managed

Committee providing
assurance to TB

Assurance
rating



Robust process in place to
monitor delivery against the
CQC Must Do and Should Do
actions and regulatory notices
(Delivering on all CQC Must Do
actions and regulatory notices)
(CG)

Monthly report to QGC
and Trust Board on
Must and Should dos

1b Improve patient experience Director of
Nursing

Failure to provide a caring,
compassionate service to
patients and their families

Failure to provide a suitable
quality of hospital environment

3688
4081 CQC Caring

Patient Experience Group,
which is a sub-group of the
Quality Governance Committee,
in place meeting monthly
Robust Complaints and PALS
process in place (PEG)

Patient Experience Group  - the
group continues to develop its
maturity

Meeting may be stood down
due to operational pressures at
time of operational extremis.

The Group meets monthly and
has a work plan and schedule.
If the meeting is stood down,
then the papers are reviewed
and Chairs report provided.

Upward reports to QGC
monthly and responds
to feedback

Review of ToR in May
2022 and annually as
part of the work
schedule.
Quarterly Complaints
reports identifying
themes and trends
presented at the
Patient Experience
Group
Patient Experience
Group upward report

Divisional Reports have
developed in reporting
maturity and include a
patient story / risks and
issues / actions. This is
a well embedded part
of the PEG meeting.

Themes from the
Divisional assurance
reports  and the
Complaints reports and
others sources of
information are being
triangulated, so
oversight across the
themes is clear, this is
work in progress.

Overall report being developed
and monitored through PEG.

Quality Governance
Committee Amber

Patient and Carer Experience
(PACE)  plan 2022 - 2025
(PEG)

The PACE Delivery Plan to be
actioned and embedded over
the life of the delivery plan.

Patient Experience &
Carer Plan progress
report to Patient
Experience Group as
per schedule.

Ongoing assurances
provided to PEG re:
actions. Assurance is
variable due to the
number of actions
being delivered. But
overall oversight of the
plan  =  moderate
assurance

The delivery plan will be
monitored through PEG

Quality Accreditation and
assurance programme which
includes weekly and monthly
audits which include feedback
on patient experience from
patients in the clinical
areas.(PEG)

Further development of
alignment of findings in audit
data to patient experience
surveys overarching plan and
other sources of patient
experience information.

Annual Ward / Dept quality
review visits may be paused
due to operational pressures in
times of extremis.

Head of pt experience can
access the audit date.
Deep dives into areas of
concern as identified in quality
metrics dashboard meetings

Update reports to PEG and
QGC as required.

Weekly and monthly audits
continue to take place including
during times of extremis.

Reports to PEG and
upwardly to QGC

Ward / Dept review
Visits are cancelled
when the organisation
is in surge.  However,
weekly spot checks
and matron audits
continue.

Scheduled review visits for the
year, which include the patient
experience team as part of the
visit team.    Pt Experience
team to have sight of hotspots /
concerns and can in-reach to
provide support.

1a

Deliver high quality care
which is safe, responsive
and able to meet the needs
of the population

Director of
Nursing/Medical
Director

Failure to manage demand
safely

Failure to provide safe care

Failure to provide timely care

Failure to use medical devices
and equipment safely

Failure to use medicines safely

Failure to control the spread of
infections

Failure to safeguard vulnerable
adults and children

Failure to manage blood and
blood products safely

Failure to manage radiation
safely

Failure to deliver planned
improvements to quality and
safety of care

Failure to provide a safe
hospital environment

Failure to maintain the integrity
and availability of patient
information

Failure to prevent Nosocomial
spread of Covid-19

4558
4480
4142
4353
4146
4556
4481

CQC Safe Quality Governance
Committee Green

Ref Objective Exec Lead How we may be prevented
from meeting objective

Link to Risk
Register

Link to
Standards

Identified Controls (Primary,
secondary and tertiary) Control Gaps How identified control gaps

are being managed Source of assurance

Assurance Gaps -
where are we not
getting effective
evidence

How identified gaps are
being managed

Committee providing
assurance to TB

Assurance
rating



Redesign our communication
and engagement approaches to
broaden and maximise
involvement with patients and
carers (PEG)

Reaching out project (Hard to
Reach groups) still in
development; diversity of
current patient representatives
and panel members is narrow;
15 new panel members
recruited; contact still to be
made with some community
groups. Experts by Experience
group slow to gain traction and
engagement.

Patient Panel has agenda and
representatives that attend
Patient Experience group to
feedback and ensure continuity
of messaging.   Recruitment for
new panel members will
happen through Nov / Dec 22.

Sensory Loss group upwardly
reports to Patient Panel.

You Care - We Care to Call
(YCWCC) Campaign pilot being
used in several wards to test
out a variety of ways to improve
communication with families /
loved ones of in-patients.
Communication working group
set up to look at a range of
communication issues affecting
patient experience.

Upward reports and
minutes to the Patient
Experience Group

Diversity of patient
engagement and
involvement is limited.

Partnership working
established with Healthwatch to
reach out to Eastern European
community; staff BAME
network approached for
community links and contacts.
Expert reference groups
progressing well: Breast
mastalgia group has completed
its co-design but will meet
again in the future as part of
service evaluation, Cancer
group meeting quarterly,
Dementia Carers group has
had first meeting and will meet
alternate months. Cardiology
and QI groups being developed

Care after death / last offices
Procedure & Guidelines
Sharing information with
relatives
Visiting Procedure
Patient information (PEG)

Audit of EOL visiting required to
determine if there is a
consistent approach to visiting.
Audit planned for Jan 23 and to
report to PEG in Feb/March 23

Exceptions guidance re-issued.
Monitor through complaints &
PALs.

Audit will be undertaken by the
Patient Experience Team in this
years schedule of work.

Audit planned for Jan 23
combined with EOL visiting
audit.

Report to PEG through
complaints & PALs
reports; upward reports
were received from
Visiting Review working
group which has now
disbanded; the planned
audit will report back to
PEG and propose any
further
recommendations.

With visiting restrictions
now removed the
previous issues cited
within complaints and
PALs have not been
seen. This will continue
to be monitored
through the winter
months. from Visiting
Review working group.

Patient information
currently subject to
review and work is
ongoing.

Audit of visiting experience
planned for Jan 23 will provide
an understanding across all
aspects of visiting now that all
COVID precautions have been
stepped down. This will also tie
in with national work on Care
Partners and visiting guidance
under the Health & Care
Advisory Board which the Head
of Patient Experience is a
member of.

1b Improve patient experience Director of
Nursing

Failure to provide a caring,
compassionate service to
patients and their families

Failure to provide a suitable
quality of hospital environment

3688
4081 CQC Caring Quality Governance

Committee Amber

Ref Objective Exec Lead How we may be prevented
from meeting objective

Link to Risk
Register

Link to
Standards

Identified Controls (Primary,
secondary and tertiary) Control Gaps How identified control gaps

are being managed Source of assurance

Assurance Gaps -
where are we not
getting effective
evidence

How identified gaps are
being managed

Committee providing
assurance to TB

Assurance
rating



Inclusion Strategy in place
(PEG)

Lack of diversity in patient
feedback and engagement

Equality, Diversity and Inclusion
Lead is member of Patient
Experience Group.

EDI 1/4rly report to
PEG;

EDI Reports will need
to develop in maturity
regarding patient
experience

Head of Pt Experience to
discuss with EDI lead to ensure
data is relevant and
triangulated.

Robust process in place for
annual PLACE inspection
accompanied  by PLACE LITE
(PEG)

PLACE Lite Process needs to
be embedded as Business as
Usual

PLACE Lite visits are being
scheduled for the year across
the organisation.

PLACE report to go to
Patient Experience
Group quarterly and
upwardly reported to
QGC

National PLACE
programme currently
paused due to
pandemic; national
programme
recommenced
September 22

PLACE Lite continues & reports
to PEG plus the annual report
will be received at PEG, due
Jan 23

Enhance patient experience by
learning from patient feedback
and
demonstrating our values and
behaviours in the delivery of
care with a specific focus on
discharge of patients

National surveys evidence
overall poor experiences in
relation to discharge with a
number of questions being
benchmarked as worse than
others Trusts.

Amalgamated survey action
plan in development to identify
Trust wide improvement focus.
Rolling out of #WMTY initiative
to ensure patients are involved
in decisions and discussions
about their discharge plans.
Patient Experience Team
working with Discharge Lounge
staff facilitating understanding
of discharge experience and
improvements.

Discharge experience
reports to PEG
quarterly.

Lead Nurse for
discharge to attend
PEG in October.
Deferred to Nov.
Deferred to Dec.

Patient Experience Team to
meet with Lead Nurse for
Discharge to support and
ensure experience data is
collected, analysed and acted
upon.

1c Improve clinical outcomes Medical Director

Failure to provide effective and
timely diagnosis and treatment
that deliver positive patient
outcomes

4558
CQC
Responsive
CQC Effective

Clinical Effectiveness Group in
place as a sub group of QGC
and meets monthly (CEG).

CEG works to an annual work
programme and standard
agenda to ensure that all
business is covered
appropriately.  Upward reports
are received from reporting
groups.

Quality of reporting into CEG
has improved and is
increasingly robust.

Acknowledged that there is
good engagement from nursing
and AHPs, however work
continues to encourage
engagement from medics.

Review of Terms of Reference
to be undertaken.

Invites to speakers to come
direct from Mr Simpson as
Chair of the Group in future.

Effective upward
reporting to QGC from
reporting groups.

Regular reports
received from Divisions
providing assurance
that they understand
their position with
respect to clinical
effectiveness

Isolated pockets where
upward reports are not
always submitted.

Quality Governance
Committee Green

Getting it Right First Time
Programme in place with
upward reports to CEG and
QGC.  Agreement in place
recommencement of the of the
GIRFT Programme (CEG)

Recognition that the Trust has
made the decision that the
GIRFT programme will be
restricted to those areas
relating to high volume, low
complexity (HVLC) and areas
seeking to focus on elective
recovery.

Reports currently tend to focus
on the process of GIRFT.
Further work needed to
demonstrate changes in
practice as a result of GIRFT
work.

Quarterly reports to Clinical
Effectiveness Group

GIRFT team in place to support
divisions and ensure that
appropriate activity takes place.

Upward reports to QGC
and its sub-groups

KPIs in the integrated
governance report

Process in place for
feedback to divisions

Reporting has begun to
focus on outcomes but
this is not yet well
embedded.

Request from CEG for future
reports to show improved
outcomes as a result of GIRFT
activity.

1b Improve patient experience Director of
Nursing

Failure to provide a caring,
compassionate service to
patients and their families

Failure to provide a suitable
quality of hospital environment

3688
4081 CQC Caring Quality Governance

Committee Amber

Ref Objective Exec Lead How we may be prevented
from meeting objective

Link to Risk
Register

Link to
Standards

Identified Controls (Primary,
secondary and tertiary) Control Gaps How identified control gaps

are being managed Source of assurance

Assurance Gaps -
where are we not
getting effective
evidence

How identified gaps are
being managed

Committee providing
assurance to TB

Assurance
rating



Clinical Audit Group in place
and meets monthly (CAG) with
quarterly reports to QGC (CEG)

There are outstanding actions
from local audits

Due to operational pressures,
quoracy has been an issue.

Audit Leads present compliance
with their local audit plan and
actions.
Support being provided from
central team to close
outstanding overdue actions
Job role description for Clinical
Audit Leads has been
developed and workshops
planned with leads, led by the
Medical Director.

Reports generated for
Clinical Audit group
and CEG detailing
status of local audits
and number of open
actions

Clinical Audit Leads
may not attend to
present their updates
meaning that reporting
to QGC is not as up to
date as expected.

Rolling attendance in progress
and names of Clinical Audit
Leads not attending will be
escalated to the Triumvirate
Meeting to take place with
Medical Director and Audit
Leads to discuss role and
expectations, however
attendance has been impacted
by operational pressures.

1c Improve clinical outcomes Medical Director

Failure to provide effective and
timely diagnosis and treatment
that deliver positive patient
outcomes

4558
CQC
Responsive
CQC Effective

Quality Governance
Committee Green

Ref Objective Exec Lead How we may be prevented
from meeting objective

Link to Risk
Register

Link to
Standards

Identified Controls (Primary,
secondary and tertiary) Control Gaps How identified control gaps

are being managed Source of assurance

Assurance Gaps -
where are we not
getting effective
evidence

How identified gaps are
being managed

Committee providing
assurance to TB

Assurance
rating



National and Local Audit
programme in place and agreed
(CEG) - signed off by QGC.
Improved reporting to CEG
regarding outcomes from
clinical audit (CEG)

None identified. Not applicable Reports from the
National Audit
Programmes including
outlier status where
identified as such

Relevant internal audit
reports
Reports identify where
practice has improved
but also where it has
not improved.

None identified Not applicable

Process for monitoring the
implementation of NICE
guidance and national
publications in place and
upwardly reported through QGC
(CEG)

There are sometimes delays in
the completion of the gap
analysis for the Clinical
Guidelines.

Process in place for escalation
if required within the Clinical
Divisions.

Reports on compliance
with NICE / Tas
demonstrating
improved compliance.

None identified Not applicable

Process in place for taking part
in the Patient Related Outcome
Measures (PROMs) project
(CEG)

None identified. Not applicable Quarterly reports to
CEG and upwardly
reported to QGC

Business Units not
sighted on their
performance due to
national reporting being
stood down  although
this is due to
recommence.

National reports to be
presented at Governance
Meetings once produced

Specialised services quality
dashboards (SSQD)

SSQD data collection now
commenced again post Covid.
Areas with outliers identified
with some plans for
improvement, however not all
required areas currently have
plans.

Continued support from the
Clinical Effectiveness Team and
requirement to attend CEG and
provide update on progress.

Quarterly reports to
CEG and upwardly
reported to QGC.

Action plans developed
for all required areas.

Actions plans not yet
received for all
necessary areas.

Continued requirement to
attend CEG to provide updates.

Process in place for
implementing requirements of
the CQUIN scheme.

Plans now in place for delivery
of 2022/23 CQUINs, although
assurances not yet received
that these are fully
implemented.

CQUIN delivery group
commenced again.

Quarterly reports to
CEG and upwardly
reported to QGC

Some gaps identified in
reporting processes.

Being dealt with via the CQUIN
delivery group

Process in place for ensuring
high quality of record keeping
including Medical Records
Group.

Medical Records Group not
meeting regularly.

Refocus of the Medical Records
Group planned by the new
Chair.

Programme of record
keeping audits taking
place.

Audits do not
demonstrate
compliance with record
keeping standards.

Limited evidence that
specialties are
reviewing record
keeping findings and
developing actions to
address.

Divisional governance leads to
pick up within each area.

Process in place for monitoring
of and implementation of
NCEPOD requirements.

None identified. Not applicable Quarterly reports to
CEG on progress.

Some outstanding
baseline assessments.

Some overdue actions
identified.

Work taking place with
divisional leads to address.

Quarterly Learning Lessons
Newsletter in place at both
Division and Trust wide level
(CEG)

Staff may not access emails to
review newsletters

Assurances to be received at
the next meeting regarding how
learning is shared within
Divisions.

Programme of work
commencing regarding wide
ranging mechanisms for
learning lessons across the
Trust.

Evidence of
newsletters shared is
available.

Enhance clinical effectiveness
by ensuring that care delivered
to patients is based on
evidence based, best practice
leading to improved clinical
outcomes

Implementation of the
SAFER bundle

1c Improve clinical outcomes Medical Director

Failure to provide effective and
timely diagnosis and treatment
that deliver positive patient
outcomes

4558
CQC
Responsive
CQC Effective

Quality Governance
Committee Green

Ref Objective Exec Lead How we may be prevented
from meeting objective
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secondary and tertiary) Control Gaps How identified control gaps

are being managed Source of assurance

Assurance Gaps -
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getting effective
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How identified gaps are
being managed
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SO2 To enable our people to lead, work differently and to feel valued, motivated and proud to work at ULHT

2a A modern and progressive
workforce

Director of
People and
Organisational
Development

Possible disruption caused by
system wide strike action and
capacity of Pillar leads

4362 & new high
risk on POD
register

CQC Safe
CQC
Responsive
CQC Effective

NHS people plan & system
people plan & five themes:-
 - Looking after our people
 - Belonging in the NHS
 - New ways of working &
delivering care
 - Growing for the future
- Leadership and Lifelong
Learning (from 2022/23)

People System Plan has been
reviewed and objectives agreed

System People Team/People
Board

System PP - Each
'pillar assigned system
lead
Progress/assurance
reported to People
Board (quarterly)

Reported progress on
the implementation of
the NHS People Plan
and the Lincolnshire
System Workforce Plan

Priorities agreed for
2022/23

Monthly updates on progress
are tabled at local People Team
Meeting and People Team
Board, with each of the pillar
leads agreeing key
performance indicators.   The
final people hub role (Attraction
Lead) was appointed week and
commencing in post in October
2022.  Regular monthly pillar
lead meetings also are now
embedded in the diary to
escalate any issues/offers of
support.  Review of plans for
23/24 currently being discussed
amongst the system HR
Directors and possible ability to
share resources eg training,
overseas recruitment/on-
boarding.  The attraction lead
Nikki Galley has started in post
and work has started to create
a task and finish group to
create an attraction strategy for
Lincolnshire as a whole.

People and
Organisational
Development
Committee

Amber

Workforce planning and
workforce plans

Overall vacancy rate declining A new pillar for workforce
planning and transformation is
being created as part of the
People Directorate restructure.
The Trust have an Associate
Director of Transformation and
Workforce planning in post who
is leading workforce planning in
conjunction with HRBP's,
finance and improvement team.
This is established and regular
reviews are now in place.

Workforce plans
submitted for H2
2021/22 Operational
Planning. Recruitment
plans are in place.
Divisional Recruitment
Pipeline Reports are
refreshed regularly for
each division working
with each of the
SHRBP's and are
reporting through to
FPAM in terms of
pipeline linked to
reducing agency
spend.

Some areas remain
hard to fill however full
and comprehensive
workforce plans are in
place 'plan for every
post' and workforce
scorecards are in place
and are reported
through to the
Operational Workforce
and Strategy Group
and then included
within the highlight
report for People & OD
Committee highlight
report to Board.

The workforce plan was
submitted and work continues
to measure the deliverables set
against the plan with
HR/Finance and Planning.
Working closely with the
SHRBP's pipeline and vacancy
information is tabled at the
FPAM meetings and a full
scorecard is now tabled with
escalation in place for People &
OD Committee highlight report.
A system wide Workforce
Model is in development via
KPMG and will be launched
mid-October 2022, which will
provide a platform for robust,
triangulated planning for the
ICB and Providers. KPMG
Workforce Planning tool is
launching on 1st November
2022 and has strategic delivery
groups assigned across
finance, workforce, data
analysis, HR and Performance,
from across Providers and
Primary Care in Lincs ICB.
Phase 1 is a 16 week
assessment period of the tool,
led by KPMG and weekly
engagement meetings  to
progress workforce planning
activity at pace.

Ref Objective Exec Lead How we may be prevented
from meeting objective
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Register
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secondary and tertiary) Control Gaps How identified control gaps
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getting effective
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How identified gaps are
being managed

Committee providing
assurance to TB
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Recruitment to agreed roles -
plan for every post

Pipeline report shows future
vacancy position

International nurse recruitment
& cohort recruitment

Internal Audit -
Recruitment follow up
and completion of
actions.

Recruitment key
performance metrics
feature as part of the
People & OD scorecard
which is tabled at the
Workforce Strategy and
Operational meeting
and then is reported
upwards by expectation
to People & OD
Committee via the
highlight report.

Recruitment has continued to
be business post Deanery. The
new AAC process has been
part introduced with further
enhancements planned within
the next 2/3 months. Regular
meetings are being held with
the recruitment team to ensure
robust plans are in place for the
future and that we are engaging
at both Trust and system levels.
Recruitment training for
Recruiting Managers has gone
live and initial feedback has
been extremely positive. A
planned trip to India to recruit
nursing staff was postponed
due to a lack of readily
available applicants, we
continue to monitor this
situation  with our system
colleagues and may still look at
doing a trip in early 2023
following further assessment of
viability. We have rewritten our
International Nursing
Recruitment plans  and our
plan is to deliver a minimal
vacancy factor by March 2024,
a paper around our plans is due
to be presented at ELT. We
have  implemented an INR
recruitment T&F group, which
will change in to an IR group
over the coming weeks.
Delivery across International
Recruitment continues to be
strong and we are preparing to
get ready for our INR bid to
NHSEI for 23/24.

2a A modern and progressive
workforce

Director of
People and
Organisational
Development

Possible disruption caused by
system wide strike action and
capacity of Pillar leads

4362 & new high
risk on POD
register

CQC Safe
CQC
Responsive
CQC Effective

People and
Organisational
Development
Committee

Amber
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getting effective
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Focus on retention of staff -
creating positive working
environment and integration of
People Promise 'themes'

System retention role
established (8B - 12 month)
Temp/12 month fixed term
People Promise Manager
appointed (Liz Smith - ULHT)
from end May 2022

IIP projects on hold IIP Projects
New Appraisal launched (Jul22)
- aligned with PP and supported
with new resources and
information to improve quality
and frequency of Appraisals

Appraisal Improvement Plan -
agreed Sept'22

Mandatory Training
Improvement Plan to be
developed

Mandatory Training Reference
Group established to provide
oversight

Mandatory Training Assurance
Group to be established
(ensure representation from
business areas and staff
groups)

Talent management - on hold

Regional Midlands
Talent Board

Model Employer
ambition

Executive CQC
Assurance Panel

Appraisal compliance

Mandatory training
compliance

Appraisal compliance
levels not at expected
level

Mandatory Training
compliance not at
agreed level

Newly reset Appraisals process
for AfC staff now in place and
further work required to move
to an Appraisal 'season' and
incrementally introduce 360
feedback to process.  Review
of mandatory and statutory
training essential subjects
ongoing.  Consideration of
platform and ease of access for
all staff groups identified as
areas for development and a
position paper will be presented
to TLT by the end of November
giving recommendations for
Appraisal/Stat and Mand review
and phased targeted approach
up to target percentages.
Review of the current
Corporate Induction and to look
at the on-boarding process and
support that follows in the first 3
months of employment to
identify where improvements
are needed to enhance the
experience of new starters.
Revisit the move of Exit
Questionnaire’s to ESR, aim to
improve data captured,
questions linked to National
Staff Survey question themes.
Workflow / process to be
agreed with HR.

Embed continuous
improvement methodology
across the Trust

Training in continuous
improvement for staff - To be
discussed following review of
development offer (on hold)

Reducing sickness absence Sickness absence rate higher
than average

Embedding of AMS Sickness/absence data

Turnover rates

Vacancy rates

Various reports (Sitrep,
Gold, STP) unable to
offer absolute
assurance due to both
the national picture and
the Critical level the
Trust is operating
under.

The AMS project has been
relaunched and additional
capacity identified.  Training
has started to be rolled out with
divisions and a position paper
is currently being prepared.
Reporting will start to feature as
part of the Workforce Cell
meetings and monthly one to
ones with key HR staff.  Work
continues to highlight absence
stats through the PRM
meetings via the SHRBP's and
AMS have presented an
overview of the reporting
functionality to HR and Trust
executives which will move
forward in terms of deep dives
into the data available.
Sickness data is now included
as part of the Finance People
and Activity Meetings (FPAM)
in which the SRHBP's present
key metrics and plans to
address escalation issues.
Extensive work is continuing to
get full engagement of using
Absence Management System
(AMS) Trust wide.  SHRBP’s
and ER Team continue to work
with divisional leads to ensure
that the system is being used to
log absences correctly, support
the wellbeing of employees and
monitor attendance.  All cases
in Case Manager are being
reviewed and all data is being
cleansed in AMS.  The
introduction of LTS Absence
meetings with HRBP’s, ER
Advisers, Divisional Leads and
Occ Health have commenced.
E&F and Medicine Divisions
has start the learning journey
through a People Management
Essentials (PME) sessions.
This covers a section on AMS
and management
responsibilities.

2a A modern and progressive
workforce

Director of
People and
Organisational
Development

Possible disruption caused by
system wide strike action and
capacity of Pillar leads

4362 & new high
risk on POD
register

CQC Safe
CQC
Responsive
CQC Effective

People and
Organisational
Development
Committee

Amber

Ref Objective Exec Lead How we may be prevented
from meeting objective

Link to Risk
Register

Link to
Standards

Identified Controls (Primary,
secondary and tertiary) Control Gaps How identified control gaps

are being managed Source of assurance

Assurance Gaps -
where are we not
getting effective
evidence

How identified gaps are
being managed

Committee providing
assurance to TB

Assurance
rating



Ensuring access to the personal
and professional development
that enables people to deliver
outstanding care and ensures
ULHT becomes known as a
learning organisation
Establish ULHT Education and
Learning service (pending
P&OD restructure)

IIP projects in early stage of
delivery

IIP projects - education and
learning

Subject area/work programme
under review. Work underway
to 'scope' requirements,
including interface with
Education

Reported progress on
the implementation of
the NHS People Plan
and the Lincolnshire
System Workforce Plan
NB New indicators
being developed for the
21/22 financial year

System LEAD
(Learning, Education
and Development)
Board to provide
system oversight
(agreed)

Linked to restructure and a
more internal focus on the
talent academy ensuring
maximisation of the
apprenticeship levy and the
creation of an Education
Department. Planned
recruitment for an Education
and Training lead within the OD
team to work closely with the
Talent Academy to oversee
maximisation of funding and
upskilling of our staff. High
number of resignations have
led to a severely under
resourced OD team for the
Trust.  Interim temporary
solutions are urgently being
looked at and now response to
consultation has been issued
work can now commence in
terms of substantive
recruitment and stability for the
department.

2a A modern and progressive
workforce

Director of
People and
Organisational
Development

Possible disruption caused by
system wide strike action and
capacity of Pillar leads

4362 & new high
risk on POD
register

CQC Safe
CQC
Responsive
CQC Effective

People and
Organisational
Development
Committee

Amber
Reducing sickness absence Sickness absence rate higher

than average
Embedding of AMS Sickness/absence data

Turnover rates

Vacancy rates

Various reports (Sitrep,
Gold, STP) unable to
offer absolute
assurance due to both
the national picture and
the Critical level the
Trust is operating
under.

The AMS project has been
relaunched and additional
capacity identified.  Training
has started to be rolled out with
divisions and a position paper
is currently being prepared.
Reporting will start to feature as
part of the Workforce Cell
meetings and monthly one to
ones with key HR staff.  Work
continues to highlight absence
stats through the PRM
meetings via the SHRBP's and
AMS have presented an
overview of the reporting
functionality to HR and Trust
executives which will move
forward in terms of deep dives
into the data available.
Sickness data is now included
as part of the Finance People
and Activity Meetings (FPAM)
in which the SRHBP's present
key metrics and plans to
address escalation issues.
Extensive work is continuing to
get full engagement of using
Absence Management System
(AMS) Trust wide.  SHRBP’s
and ER Team continue to work
with divisional leads to ensure
that the system is being used to
log absences correctly, support
the wellbeing of employees and
monitor attendance.  All cases
in Case Manager are being
reviewed and all data is being
cleansed in AMS.  The
introduction of LTS Absence
meetings with HRBP’s, ER
Advisers, Divisional Leads and
Occ Health have commenced.
E&F and Medicine Divisions
has start the learning journey
through a People Management
Essentials (PME) sessions.
This covers a section on AMS
and management
responsibilities.

Ref Objective Exec Lead How we may be prevented
from meeting objective

Link to Risk
Register

Link to
Standards

Identified Controls (Primary,
secondary and tertiary) Control Gaps How identified control gaps

are being managed Source of assurance

Assurance Gaps -
where are we not
getting effective
evidence

How identified gaps are
being managed

Committee providing
assurance to TB

Assurance
rating



Creation of robust Workforce
Plan
•Values based recruitment and
retention
•Maximising talent management
opportunities
•Create an environment where
there is investment in training
and a drive towards a career
escalator culture – ‘earn and
learn’

Promote benefits and
opportunities of Apprenticeships

Improved vacancy
rates

Direct link to workforce
planning.  Review of
assessment centres and time to
hire are key pieces of work
currently under way.  Final
stages of reviewing the ACC
process for consultant
recruitment.  A presentation
was given on the new revised
AAC process to NED's and
Chair following a Board
Development session phase
one is complete with moving
into phase 2 which will include
stakeholder panels and visits to
site/key stakeholders.

Improve the consistency and
quality of leadership through:-
Reset leadership development
offer and support (Leadership
SkillsLab and PME)
•Improved mandatory training
compliance
•Improved appraisals rates
using the WorkPal system
•Developing clear
communication mechanisms
within teams and departments

Appraisal rates and
training development

Workforce and OD
Group

IPR - Appraisal
compliance

Culture and Leadership
Group

Measured through the people
metric scorecard via the
Workforce and Strategy Group
and escalated to the People &
OD Committee if needed.

Providing a stable and
sustainable workforce by:-
•Ensuring we have the right
roles in the right place through
strong workforce planning
•Reducing vacancy rates and
ensuring that posts are filled
through a positive and values
recruitment approach
•Reducing our agency staffing
levels/spend
•Strengthening the Medical
Workforce Job Planning
processes

Linked to above objective in
terms of recruitment task and
finish group, international
recruitment and other entry into
employment routes.

2a A modern and progressive
workforce

Director of
People and
Organisational
Development

Possible disruption caused by
system wide strike action and
capacity of Pillar leads

4362 & new high
risk on POD
register

CQC Safe
CQC
Responsive
CQC Effective

People and
Organisational
Development
Committee

Amber

Ref Objective Exec Lead How we may be prevented
from meeting objective

Link to Risk
Register

Link to
Standards

Identified Controls (Primary,
secondary and tertiary) Control Gaps How identified control gaps

are being managed Source of assurance

Assurance Gaps -
where are we not
getting effective
evidence

How identified gaps are
being managed

Committee providing
assurance to TB

Assurance
rating



Providing a stable and
sustainable workforce by:-
•Ensuring we have the right
roles in the right place through
strong workforce planning
•Reducing vacancy rates and
ensuring that posts are filled
through a positive and values
recruitment approach
•Reducing our agency staffing
levels/spend
•Strengthening the Medical
Workforce Job Planning
processes

Weekly Agency Reduction
Oversight Group established to
monitor agency activity and
develop a robust plan to reduce
agency spend across medical &
clinical workforce. Job planning
continue to be a challenge in
some Divisions and the Medical
Workforce lead is progressing
discussions to improve
planning. Early stage robust
workforce planning will continue
through the KPMG Modelling
Project and HEE are delivering
Workforce Planning Training to
the Nursing & AHP
Transformation group in
November 2023, to strengthen
understanding of planning, to
support the KPMG work at
ward level.  KMPG workforce
modelling tool has been
launched system wide next
phase is the link in with our
local workforce planning lead to
validate ULHT data.

2b Making ULHT the best place
to work

Director of
People and
Organisational
Development

Further decline in demand

Weak structure (to support
delivery)

Lack of resource and expertise

Failure to address examples
bullying & poor behaviour

Lack of investment or
engagement in leadership &
management training

Perceived lack of listening to
staff voice

Under-investing in  staff
engagement with wellbeing
programme

Failure to respond to GMC
survey

Ineffectiveness of key roles

Staff networks not strong

4083 CQC Well Led

NHS People Plan & System
People Plan & five themes:-
 - Looking after our people
 - Belonging in the NHS
 - New ways of working &
delivering care
Growing for the future

Awaiting sign off of system
people plan

Delivery of IIP projects in early
stage of delivery

People Plan - in draft

System EDI Strategy underway

5 pillar -leads confirmed (ULHT
Lead for leadership and lifelong
learning)

People Board Linked to delivery of the system
People Plan agenda as above.
Lincolnshire People Plan
signed off.  For 23/24 the
Lincolnshire People Plan
discussions are currently being
held and options are being
considered at the moment.

People and
Organisational
Development
Committee

Red

Alignment with People Promise

Reset and alignment of Trust
values & staff charter (with safe
culture)

Reset ULH Culture &
Leadership

Comprehensive follow up and
prioritisation of NSS results -
key areas of concern identified
for action
7 point action plan presented
and agreed to ELT/TLT

Leading Together Forum -
regular bi-monthly leadership
event

Delivery Plan and actions to be
confirmed further to results of
Leadership Survey

LTF Forward Plan
Leadership SkillsLAB -
essentials in management and
leadership for existing
managers

Culture and Leadership
Group

Culture and Leadership
Programme Group
upward report

Delivery of agreed
output

Improved function of group and
reporting to be in place for
November report.  Daily
updates sent via comms for the
uptake for our staff survey and
at the time of writing this update
stood at 40%.

Effective communication
mechanisms with our staff -
ELT Live, managers cascade,
intranet etc.

Reviewing the way in which we
communicate with staff and
involve them in shaping our
plans

Staff survey feedback -
engagement score,
recommend as place to
work  / recommend as
a place to receive care

2a A modern and progressive
workforce

Director of
People and
Organisational
Development

Possible disruption caused by
system wide strike action and
capacity of Pillar leads

4362 & new high
risk on POD
register

CQC Safe
CQC
Responsive
CQC Effective

People and
Organisational
Development
Committee

Amber

Ref Objective Exec Lead How we may be prevented
from meeting objective

Link to Risk
Register

Link to
Standards

Identified Controls (Primary,
secondary and tertiary) Control Gaps How identified control gaps

are being managed Source of assurance

Assurance Gaps -
where are we not
getting effective
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How identified gaps are
being managed

Committee providing
assurance to TB

Assurance
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Leadership & Management
training. (Improving the
consistency and quality of
leadership and line
management across ULHT)
Leadership SkillsLab - launched
June'22

Leadership SkillsLab - launched
June'22

National Quarterly
Pulse surveys
(mandated from
July'22)

Number of staff
attending leadership
courses

Proposal to be shared with ELT
(Dec'21): gradual introduction
of L&M activities
NB. L&M apprenticeship on
going

Lincs Belonging Strategy
EDI Delivery Plan 2022-25

EDI Group (report to PODC)
live from Dec 2021

Reset of ULHT EDI objectives
22-25 (PSED) from Jun'22

EDI Group membership reset -
to ensure representation and
coverage

Council of Staff
Networks

Internal Audit -
Equality, Diversity and
Inclusion

NHS NNSS

New WRES_22/23
Action Plan

New WDES_22/23
Action Plan

Ongoing monitoring of WRES
and WDES action plans and
EDI Objectives delivery plan
(Y1) through Committee.
WRES/WDES and Internal
Audit actions being monitored
through Committee.  The Trust
has committed to implement
and embed the Leading
Inclusively with Cultural
Intelligence (CQ) programme
across the Trust and develop a
social movement of
intentionally inclusive leaders.
A launch event has been held
for CQ and masterclass
sessions now created for
members of the Trust
leadership team to enrol.  Work
continues for the creation of a
dedicated intranet website and
members page.  The master
classes for CQ continue and
the WRES/WDES objectives
and plans have been approved
by PODC and Board.

Staff networks Universal Terms of Reference

Strategic goals and objectives

Continued work to embed the
networks and provide them with
effective support

Following recruitment of new
SN Chairs - agree Universal
Terms of Reference
Support groups in developing
strategic objectives for the next
12 months

EDI Group

Council of Staff
Networks

Governance for EDI
Recruitment process for SN
Chair/VC - Feb'22.

Demonstrate that we care and
are concerned about staff
health and wellbeing

EAP implementation from
May'22

System Health &
Wellbeing Board
Linc People Board (NB.
Wellbeing Pillar)

Employee Wellbeing
Group (pending)

OH KPIS to be agreed
(for reporting to PODC)

System Hub activity

Wellbeing activity (for
reporting to Workforce
and OD Group)

Commence reporting from
2022.  As above linked to
HRBP's work and further
training being rolled out.

2b Making ULHT the best place
to work

Director of
People and
Organisational
Development

Further decline in demand

Weak structure (to support
delivery)

Lack of resource and expertise

Failure to address examples
bullying & poor behaviour

Lack of investment or
engagement in leadership &
management training

Perceived lack of listening to
staff voice

Under-investing in  staff
engagement with wellbeing
programme

Failure to respond to GMC
survey

Ineffectiveness of key roles

Staff networks not strong

4083 CQC Well Led

People and
Organisational
Development
Committee

Red
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from meeting objective

Link to Risk
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Link to
Standards

Identified Controls (Primary,
secondary and tertiary) Control Gaps How identified control gaps

are being managed Source of assurance

Assurance Gaps -
where are we not
getting effective
evidence

How identified gaps are
being managed

Committee providing
assurance to TB

Assurance
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Focus on junior doctor
experience key roles:-
 - Freedom to speak up
Guardian
 - Guardian of safe working
 - Well-being Guardian

Junior doctor forum Dedicated resource in
place for GOSW and
FTSUG.

Trust Chair has taken
role of Well being
Guardian.

Reports being provided
from GOSW and
FTSUG. JNR doctor
survey findings being
seen at Committee.

GOSW and FTSUG
invited in person to
Committee

Junior Dr Survey results
(alignment with NNSS21
findings.  A cultural deep dive
has been commissioned by the
Medical Director and HR
Director within Trauma and
Orthopaedics after concerns
were raised within this specific
area of bullying against Junior
doctors

Embed compassionate and
inclusive leadership (aligned to
People Promise)

Culture and Leadership
Group

Culture and Leadership
Programme Group
upward report

Robust programme of Cultural
Intelligence training now in
Phase 2 of delivery by the
Head of EDI.

2c Well led services Chief Executive

Risk register configuration not
fully reflective of organisations
risk profile

Current systems and processes
for policy management are
inadequate resulting in failure to
review out of date or policies
which are not fit for purpose

4277
4389

CQC
Well Lead

Delivery of risk management
training programmes 4 sessions
during Oct / Nov 21

Risk Register Confirm and
Challenge Group ToRs

Upgrade to datix system

Full Risk Register review

Policy and Strategy document
updated

Complete Third party assessment
of well led domains

Internal Audit
assessments

Risk Management
HOIA Opinion received
and Audit Committee
considered in June
noting 'partial
assurance with
improvement required
can be given on the
overall adequacy and
effectiveness of the
Trust's framework of
governance, risk
management and
control.

Completeness of risk
registers

Annual Governance
Statement

Audit Committee Amber

Shared Decision making
framework

Number of Shared
decision making
councils in place

8 councils established.
Target for 2021 was 6

2b Making ULHT the best place
to work

Director of
People and
Organisational
Development

Further decline in demand

Weak structure (to support
delivery)

Lack of resource and expertise

Failure to address examples
bullying & poor behaviour

Lack of investment or
engagement in leadership &
management training

Perceived lack of listening to
staff voice

Under-investing in  staff
engagement with wellbeing
programme

Failure to respond to GMC
survey

Ineffectiveness of key roles

Staff networks not strong

4083 CQC Well Led

People and
Organisational
Development
Committee

Red

Ref Objective Exec Lead How we may be prevented
from meeting objective

Link to Risk
Register

Link to
Standards

Identified Controls (Primary,
secondary and tertiary) Control Gaps How identified control gaps

are being managed Source of assurance

Assurance Gaps -
where are we not
getting effective
evidence

How identified gaps are
being managed

Committee providing
assurance to TB

Assurance
rating



Implementing a robust policy
management system

Additional resource identified
for policy management post

Reports on status by division
and Directorate

Updated Policy on Policies
Published

Guidance on intranet re policy
management reviewed and
updated

Move of policies in to
SharePoint reliant on progress
with Trust intranet.  Timeline
delayed through Covid

Divisional breakdown of policies
requiring review being shared
with PRMs

Review of document
management processes  -
Complete

New document management
system - SharePoint - In place

Reports generated form existing
system - Complete

All policies aligned to division
and directorates - Complete

Single process for all polices
clinical and corporate -
Complete

Fortnightly ELT report
monitoring actions.

Quarterly report to
Audit Committee
including data on in
date policies

CQC Report - Well Led
Domain

Ensure system alignment with
improvement activity

SO3 To ensure that services are sustainable, supported by technology and delivered from an improved estate

3a A modern, clean and fit for
purpose environment

Chief Operating
Officer

Longer term impact on supplier
services (including raw
materials) who are supporting
the improvement, development,
and maintenance of our
environments. Availability of
funding to support the
necessary improvement of
environments (capital and
revenue)

3720
3520
3688
4403
3690

CQC Safe

Develop business cases to
demonstrate capital
requirement in line with Estates
Strategy

Business Cases require level of
capital development that cannot
be rectified in any single year.

Estates Strategy sets out a
framework of responding to
issues and management of risk.

Capital Delivery Group has
oversight of the delivery of key
capital schemes.

External Specialist Advisor
working jointly NHSE & ULHT
providing external guidance and
validation.

Use of the premises assurance
model PAM will help identify
gaps and subsequent actions or
schemes of improvements.

Capital Delivery Group
Highlight Reports

Compliance report to
Finance, Performance
and Estates Committee

Updates on progress
above linked to the
estates strategy.

PAM Quarterly internal
review and annual
submission.

Funding gap when
considering the full
£100m+ backlog in first
year.  Future years will
at most tackle £20m of
backlog in any given
year

6 Facet Surveys used
to quantify and identify
schemes are out of
date and need
reviewing.

Estates improvement and
Estates Group review
compliance and key statutory
areas.

Progress against Estates
Strategy/Delivery Plan and IIP
via sub groups upward reports.

Delivery of 2022/23 Capital
Programme will continue to
ensure progress against
remaining backlog of critical
infrastructure.

Capital Delivery Group will
monitor the delivery of key
capital programmes and ensure
robust programme governance.

Structure review including
upward reports are being
reviewed by specialist advisor
with recommendations of
reporting lines.

Finance, Performance
and Estates Committee Amber

Continual improvement towards
meeting PLACE assessment
outcomes

PLACE assessments have
been suspended and delayed
for a period during COVID

Use of PLACE Light
assessments and other
intelligence reports.

PLACE Light
Assessments

PLACE Full
assessments starting in
September 22

PLACE/Light do not
provide as deep an
assurance review as
PLACE with limited
input.

Combination of PLACE Light
and other intelligence (IPC
Group/Compliance Reports and
Capital Delivery Group) will
help triangulate areas of
concern and response.

With PLACE Full assessments
starting in September gaps will
be closed further.

2c Well led services Chief Executive

Risk register configuration not
fully reflective of organisations
risk profile

Current systems and processes
for policy management are
inadequate resulting in failure to
review out of date or policies
which are not fit for purpose

4277
4389

CQC
Well Lead Audit Committee Amber

Ref Objective Exec Lead How we may be prevented
from meeting objective

Link to Risk
Register

Link to
Standards

Identified Controls (Primary,
secondary and tertiary) Control Gaps How identified control gaps

are being managed Source of assurance

Assurance Gaps -
where are we not
getting effective
evidence

How identified gaps are
being managed

Committee providing
assurance to TB

Assurance
rating



Review and improve the quality
and value for money of Facility
services including catering and
housekeeping

Value for Money schemes have
been delayed during COVID

Improvement teams have
started in 2022/23 working
through value for money and
financial efficiency schemes
included development of
Housekeeping, Security and
Portering Business Cases for
future models

MiC4C cleaning
inspections

Staff and user surveys

6 Facet Surveys

6 Facet Survey are not
recent and require
updating.

Cleanliness is reported through
IPC Group to QGC.
Water Safety and Fire Safety
Groups will report through to
relevant sub-committees and
provide a more comprehensive
view offering assurance were it
is possible and describing
improvement where it is not
with Annual Reporting providing
assurance and gap analysis on
all AE domains.

Continued progress on
improving infrastructure to meet
statutory Health and Safety
compliance

H&S Committee Previously not
run with quoracy. However now
reviewed with ToR agreed and
Quorate with staffside
representation

Water/Fire safety meetings are
in place and review of controls
are part of external validation
from authorised engineers.

Health and Safety Committee
new terms of reference
approved and now chaired by
Chief Operating Officer/Director
of Estates and Facilities.
Upward reporting to Finance,
Performance and Estates
Committee

Med gas, Critical ventilation,
Water safety group, electrical
safety group, medical gas group
have all been established and
include the relevant authorising
engineers in attendance. These
groups monitor and manage
risks and report upwards any
exceptions or points of
escalation.

Reports from
authorised engineers

Response times to
urgent estates requests

Estates led condition
inspections of the
environment

Response times for
reactive estates repair
requests

Progress towards
removal of enforcement
notices

Health and Safety
Committee upward
report

Letter from British
Safety Council on
External Review

Implement Year 1 of our
Estates Strategy

Funding gaps between overall
plan of replacement vs
available funding.

Availability of Suppliers and
Changes in market forces.

Availability of raw materials and
specialist components to
replace/repair etc.

Business Case Development
and preparation pre-empting
available capital to maximise
available.

Use of procurement framework
and liaison with NHSE to
coordinate bids and larger
schemes

3b Efficient use of our
resources

Director of
Finance and
Digital

Not identifying and then
delivering the required £29m
CIP of schemes

The Trust is overly reliant upon
a large number of temporary
agency and locum staff to
maintain the safety and
continuity of clinical services.

The national impact of rising
inflation (specifically utilities) in
excess of the levels assumed in
the 22/23 financial settlements

The lack of ability of the Trust to
eradicate / reduce the costs that
were introduced as a
consequence of COVID. Failure
to deliver the nationally activity
targets of 104% of 19/20
planned activity will result in a
clawback of an element of the
ERF allocation made to
Lincolnshire.

Substantial unplanned
reduction in the Trust's income,
or missed opportunities to
generate income

4382 (CIP) - Risk
rating 16

4383 (Reliance
on agency) -
Risk rating 20

4596 (Inflation
impact) - Risk
rating 6

4384 (ERF
Clawback) - Risk
rating 16

4957 (COVID
costs) - Risk
rating 16

CQC Well Led

CQC Use of
Resources

CIP - Refresh of the CIP
framework and training to all
stakeholders.
Increased CIP governance &
monitoring arrangements
introduced.
Alignment with the Trust IIP and
System objectives
CIP is embedded as part of the
Trust Improvement Strategy not
seen as a separate workstream.

Operational ownership and
delivery of efficiency schemes

Detailed delivery plans
supported by clear timelines
and metrics

Divisional FPAM to provide
oversight of Transactional CIP
reporting upward into PRMs,
Trust wide oversight for
Targeted and Transformational
schemes in the Improvement
Steering Group, System
oversight of organisational
cross cutting schemes.

Delivery of the Trust
CIP target

Ability of clinical and
operational colleagues
to engage due to
service pressures.

Evidence of system
and Trust schemes to
reduce the operational
pressures and beds
numbers in the Trust.

Traction in year to
produce cost out from
cross cutting targeted
and transformational
schemes

Divisional - Progress is being
reviewed monthly with Divisions
through FPAMs.
Trust wide improvement
schemes - Progress is being
reviewed monthly with Exec,
Divisional and Corporate teams
through the Improvement
Steering Group.
System wide  - Progress is
being reviewed monthly with
system partners including Exec,
Operational and Corporate
teams through various forums.

Finance, Performance
and Estates Committee Red

3a A modern, clean and fit for
purpose environment

Chief Operating
Officer

Longer term impact on supplier
services (including raw
materials) who are supporting
the improvement, development,
and maintenance of our
environments. Availability of
funding to support the
necessary improvement of
environments (capital and
revenue)

3720
3520
3688
4403
3690

CQC Safe Finance, Performance
and Estates Committee Amber

Ref Objective Exec Lead How we may be prevented
from meeting objective

Link to Risk
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Link to
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secondary and tertiary) Control Gaps How identified control gaps
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Inflation - The Trust is working
to actively manage its contracts
and to flag excess inflation due
to market conditions as part of
the national collection process
in relation to this spend area

 Impact of unstable market
conditions led to the Trust
forecasting excess inflation of
£5.8m in its 2022/23 financial
plan, primarily in relation to
Utility costs but also impacts in
other non-pay contracts. As
prices continue to rise may be
unable to mitigate these cost
increases.

Financial plan set out the Trust
expectation in respect of
inflation aligned to the national
allocations
Annual budget setting process
cascades and apportions the
Trust inflation allocation to
Divisions and Directorates.
Monthly financial management
& monitoring arrangements are
in place to identify variation of
excess inflation against
financial plans at all levels of
expenditure from department up
to Trust.
The Trust actively manages its
external contracts to ensure
value for money.

The Trust is monitored
externally against the
inflation impacts
through the monthly
finance return to
NHSE/I
The Trust monitors
internally against its
financial plan inclusive
of specific inflation
forecasts
Divisional focus against
specific contracts (e.g.
Utilities) is reviewed at
the relevant FPAM

Forward view of market
conditions.

Internally through FPAMs and
upwards into FPEC.
Externally through greater
dialogue with suppliers and
proactive contract management

Agency - Financial Recovery
Plan schemes: Recruitment
improvement; Medical job
planning; Agency price
reduction; Workforce alignment

Reliance on temporary staff to
maintain services, at increased
cost

Management within staff
departments and groups to
funded levels.

Maximisation of below cap
framework rates

Rapid ability to on-board
temporary staff to substantive
contracts

Proposed centralised agency &
bank team.

Workforce Groups to provide
grip

Improvement Steering Group to
provide oversight

Non-Clinical Agency sign off
process

Delivery of the  planned
agency reduction
target.

Granular detailed plan
for every post plans.

Rota and job plan sign
off in a timely manner

Large scale recruitment
plans to mitigate
vacancies.

The Trust monitors internally
against its financial plan
inclusive of specific targets for
agency and bank spend by staff
group
The cross Trust workstreams
are reported to the
Improvement Steering Group
The Divisional workstreams are
reported to the relevant FPAM
The staff areas of key focus -
Medical and Nursing are
reported through their
Workforce Groups

ERF clawback - Collective
ownership across the
Lincolnshire ICS of the
restoration and recovery of the
planned care pathways leading
to improved activity delivery.

Trust focus to restore services
to pre-COVID levels and then
stretch to 104%.

National steer is to not
clawback under delivery in H1

Maximisation of the Trust
Resources - Theatre and
Outpatient productivity.

Impact of the COVID patients
and flow on availability of beds
to provide capacity.

Ability to recruit and retain staff
to deliver the capacity.

Divisional ownership and
reporting

Improved counting and coding,
including data capture and
missing outcome reductions.
Shared risk and gain share
agreements for the Lincolnshire
ICS.

Delivery of the 104%
target

The operational
pressures, specifically;
sickness, excess beds
open, rising acuity of
patients and continuing
rising demand at the
front door of the acute
Trust is putting at risk
in year delivery of the
104% activity target.

The Trust is monitored
externally against the Trust
activity target through the
monthly activity returns
The Trust monitors internally
against its activity targets
inclusive of specific Divisional
and Specialty plans and targets
The Lincolnshire ICS is
monitored externally against
the system activity target
through the monthly activity
returns

3b Efficient use of our
resources

Director of
Finance and
Digital

Not identifying and then
delivering the required £29m
CIP of schemes

The Trust is overly reliant upon
a large number of temporary
agency and locum staff to
maintain the safety and
continuity of clinical services.

The national impact of rising
inflation (specifically utilities) in
excess of the levels assumed in
the 22/23 financial settlements

The lack of ability of the Trust to
eradicate / reduce the costs that
were introduced as a
consequence of COVID. Failure
to deliver the nationally activity
targets of 104% of 19/20
planned activity will result in a
clawback of an element of the
ERF allocation made to
Lincolnshire.

Substantial unplanned
reduction in the Trust's income,
or missed opportunities to
generate income

4382 (CIP) - Risk
rating 16

4383 (Reliance
on agency) -
Risk rating 20

4596 (Inflation
impact) - Risk
rating 6

4384 (ERF
Clawback) - Risk
rating 16

4957 (COVID
costs) - Risk
rating 16

CQC Well Led

CQC Use of
Resources

Finance, Performance
and Estates Committee Red

Ref Objective Exec Lead How we may be prevented
from meeting objective

Link to Risk
Register

Link to
Standards

Identified Controls (Primary,
secondary and tertiary) Control Gaps How identified control gaps

are being managed Source of assurance

Assurance Gaps -
where are we not
getting effective
evidence

How identified gaps are
being managed

Committee providing
assurance to TB

Assurance
rating



COVID costs - The lack of
ability of the Trust to eradicate /
reduce the costs that were
introduced as a consequence of
COVID.

The national expectation is that
the costs of COVID cease from
1st June 2022. This is a
significant risk to the delivery of
the Trust financial position as
the costs have become
embedded in the Trust way of
working in number of services.
E.g. Housekeeping services to
improve IPC.

Financial plan set out the Trust
Budget allocations in respect of
COVID spend
Annual budget setting process
cascades and apportions the
Trust COVID budgets to the
Divisions and Directorates
(phased April - May 2022 / 2
months only).
Monthly financial management
& monitoring arrangements are
in place to identify variation of
COVID spend to financial plans
at all levels of expenditure from
department up to Trust.
QIA of risk of removal of all
COVID schemes, outcomes
reviewed at TLT for decision
Financial review meetings held
monthly with each Division to
understand and challenge of
COVID services impacts on the
cost base.

Cease or approved
COVID costs
continuation as part of
the Trust investment
prioritisation process.

Correlation between
the response to COVID
and the new cost base.

Ability to remove
COVID costs at pace.

Prevalence of COVID
patients in the Trust.

The Trust is monitored
externally against the COVID
impacts through the monthly
finance return to NHSE/I
The Trust monitors internally
against its financial plan
inclusive of specific COVID
costs into FPEC and onto Trust
Board
Divisional focus against specific
COVID costs is reviewed at the
relevant FPAM.

3c Enhanced data and digital
capability

Director of
Finance and
Digital

Approval of OBC for Electronic
Health Record is delayed or
unsuccessful

Major Cyber Security Attack

Critical Infrastructure failure

CQC
Responsive

Improve utilisation of the Care
Portal with increased availability
of information -

Cyber Security and enhancing
core infrastructure to ensure
network resilience.

.

Digital Services Steering Group

Digital Hospital Group

Operational Excellence
Programme

Outpatient Redesign Group

Number of staff using
care portal

EMAS, GPs, mental health,
community, social care and
care homes data now also
available within the Care Portal.

Finance, Performance
and Estates Committee Amber

Development and approval of
Electronic Patient Record OBC

Digital Services Steering Group

Digital Hospital Group

e-HR Programme Steering
Group

Delivery of OBC
 

EPR OBC to be approved by
Frontline Digitalisation NHSE/I

OBC requirements (including
financial) being worked through
with Frontline Digitalisation
NHSE/I

OBC approved at Aug FPEC
and Sept Board

Rollout of PowerBI as Business
Intelligence Platform during
2022/23

Delivering improved
information and reports

Implement a refreshed
IPR

Rollout increasing,
having replaced
QlikView dashboards.
New dashboards in
place to support
Vaccination reporting
and HR EF3
processes. Work
underway to automate
IPR production for
Trust Board and
Committees, as well as
Divisional PRMs.

IPR refresh for 22/23.
Completed for Jan
2022

Steady implementation of
PowerBI through specific
bespoke dashboards and
requests.

3b Efficient use of our
resources

Director of
Finance and
Digital

Not identifying and then
delivering the required £29m
CIP of schemes

The Trust is overly reliant upon
a large number of temporary
agency and locum staff to
maintain the safety and
continuity of clinical services.

The national impact of rising
inflation (specifically utilities) in
excess of the levels assumed in
the 22/23 financial settlements

The lack of ability of the Trust to
eradicate / reduce the costs that
were introduced as a
consequence of COVID. Failure
to deliver the nationally activity
targets of 104% of 19/20
planned activity will result in a
clawback of an element of the
ERF allocation made to
Lincolnshire.

Substantial unplanned
reduction in the Trust's income,
or missed opportunities to
generate income

4382 (CIP) - Risk
rating 16

4383 (Reliance
on agency) -
Risk rating 20

4596 (Inflation
impact) - Risk
rating 6

4384 (ERF
Clawback) - Risk
rating 16

4957 (COVID
costs) - Risk
rating 16

CQC Well Led

CQC Use of
Resources

Finance, Performance
and Estates Committee Red

Ref Objective Exec Lead How we may be prevented
from meeting objective

Link to Risk
Register

Link to
Standards

Identified Controls (Primary,
secondary and tertiary) Control Gaps How identified control gaps

are being managed Source of assurance

Assurance Gaps -
where are we not
getting effective
evidence

How identified gaps are
being managed

Committee providing
assurance to TB

Assurance
rating



Implement robotic process
automation

Lack of expert knowledge
available within and to the Trust
(experts in short supply
nationally)

Business case  development on
hold due to capacity issues

Improve end user utilisation of
electronic systems

Business case for additional
staff under development

Complete roll out of Data
Quality kite mark

Ensuring every IPR
metric has an
associated Data
Quality Kite Mark

Information
improvements aligned
to reporting needs of
Covid-19.

A number of metrics have had
a review and these are awaiting
formal sign off. They will then
appear in the IPR. Remaining
metrics have a work plan and
deadlines associated with
completion.

3d Improving cancer services
access

Chief Operating
Officer

Insufficient clinical capacity,
insufficiently optimised
pathways,
Dependency on services
(primary care, pathology) that
are unable to deliver required
access or level of service

Cancer
Standards 62
day, 14 day
and 28 Day
FDS

Improve access for patients by
reducing unwarranted variation
in service delivery through
transformation of Cancer Care

Integrated Improvement
Programme and Assoc
Governance

System Cancer Improvement
Board

Recovery post COVID and risk
of further waves

Specialty Capacity strategies
not in place

Insufficient oversight of system
partners contribution (e.g.
primary care testing and
workups)

Requirement for specialty
strategies now part of strategy
deployment and will commence
Q1 22/23

Cancer Leadership Group

Deep Dive Workshops (e.g.
Colorectal)

East Midlands Cancer Alliance
Increased Oversight

Cancer board
assurance and
performance reports

Deep Dive information
and reports on gap
analysis

Routine Performance
and pathway data
provided by
Sommerset system

Process information
below the cancer
stages are not always
captured

Some digital systems
are not linked and not
all wait information is
recorded e.g. MIME
system

Targeted Improvement (Daily
reviews) of key concern
specialties increase the scrutiny
of reporting and pathway
performance led by COO

Finance, Performance
and Estates Committee Red

3e

Reduce waits for patients
who require planned care
and diagnostics to
constitutional standards

Chief Operating
Officer

Insufficient clinical or physical
capacity, insufficiently optimised
pathways

Referral to
Treatment
(18week wait)
Standards
Diagnostic
6week
(DM01)

Improve access for patients by
reducing unwarranted variation
in service delivery through
transformation of Planned Care

Integrated Improvement
Programme and Assoc
Governance

System Planned Care and
Diagnostic Group

Recovery post COVID and risk
of further waves

Specialty strategies not in place

Elective Theatre Programme
Transformation team not yet
established.

Requirement for specialty
strategies now part of strategy
deployment and will commence
Q1 22/23

Recovery plans at specialty
level.  To date have delivered
required reductions in 104 week
waits

Outpatient Improvement Group

Foureyes Theatre Improvement
Programme

GiRFT and High Volume Low
Complexity Programme Group

Performance Data

Planned Care
Improvement and
Performance Reporting

Integrated
Improvement Plan
Highlight and Status
Reports

GIRFT Reports and
NHSE Review data

Finance, Performance
and Estates Committee Amber

3c Enhanced data and digital
capability

Director of
Finance and
Digital

Approval of OBC for Electronic
Health Record is delayed or
unsuccessful

Major Cyber Security Attack

Critical Infrastructure failure

CQC
Responsive

Finance, Performance
and Estates Committee Amber

Ref Objective Exec Lead How we may be prevented
from meeting objective

Link to Risk
Register

Link to
Standards

Identified Controls (Primary,
secondary and tertiary) Control Gaps How identified control gaps

are being managed Source of assurance

Assurance Gaps -
where are we not
getting effective
evidence

How identified gaps are
being managed

Committee providing
assurance to TB

Assurance
rating



3f Urgent Care Chief Operating
Officer

Insufficient clinical capacity or
expertise, inefficiently
configured services, failure of
system partners to provide
capacity or reduce demand to
pathway and excessive demand
above capacity available

Emergency
Care Clinical
Indicators
(12hr, 4 hour
CRTP, 60
minute
decision and
15 minute
triage)

Daily System control meetings
in collaboration with 3x daily
internal capacity meetings.

Integrated Improvement plan for
urgent care and Urgent Care
improvement Group.

System Urgent Care
Partnership Board.

LHCC Improvement
Programme Board and LHCC
Board

Recovery post COVID and risk
of further waves

Internal professional standards
not embedded

External dependencies lack of
visibility of capacity and system
control to move risk/capacity
between services. E.g.
community care hours, care
home ,assessment capacity etc.

External reviews used to
identify gaps in services and
assess capacity shortfalls.

Emergency Care Intensive
Support Team, IMPOWER
specialist consultants and Dr
Ian Sturgess specialist
consultant reviews identify
control and process and
capacity gaps.

Development of clinical vision
for Urgent and Emergency Care

Improvement against
strategic metrics

Suite of performance
metrics and
benchmarking

% of patients in
Emergency
Department >12 hrs
(Total Time)

Reports produced by
ECIST IMPOWER and
Improvement
Consultants

Breaking the cycle
updates (as delivery of
the clinical vision)

Gaps in Early Warning
Dashboard

Pathway 1 capacity
admission avoidance
impact, waits and
capacity for primary
care.

LHCC Programme Board
reviewing Early Warning
Dashboard - additional reports
on progress

LHCC Programme Board
reviewing progress

Weekly CEO Forum review
where evidence is and any
gaps Finance, Performance

and Estates Committee Red

SO4 To implement new integrated models of care with our partners to improve Lincolnshire's health and well-being

4a
Establish collaborative
models of care with our
partners

Director of
Improvement
and Integration

Failure of specialty teams to
design and adopt new
pathways of care

Failure to support system
working

Failure to design and implement
improvement methodology

Operational pressures and
other planning priorities puts an
added constraint on time,
capacity and headspace to
engage with the ICS agenda.
Thus, being unable to fully
support system working and
play an active role in the
development of the Provider
Collaborative. Challenge to get
wider organisation and partner
engaged in enhancing our
collective roles as Anchor
institutions

CQC Caring
CQC
Responsive
CQC Well Led

Supporting the implementation
of new models of care across a
range of specialties

Specialty strategies not in place Requirement for specialty
strategies now part of strategy
deployment and will commence
Q1 22/23

Reports
-ELT / TLT
-Committees
-Board
-System

No plan of how the
speciality strategies will
be developed

New Improvement programme
framework aligned to the CIP
framework is being developed.

Draft Heat Map is almost
complete to support the
identification of priority
specialities for service reviews
by July 2022.

Finance, Performance
and Estates Committee Amber

Implementing the Outstanding
Care Together Programme to
support the Organisation to
focus on high priority
improvements in 22/23- (1)
continued improvements in
patient safety and experience
(2) reduce long waiting times for
treatment (3)make our people
feel valued and supported by
improving our culture and
leadership

Embedding and sustaining
cultural change when we
remain operationally challenged
with staffing issues etc. Ability
to demonstrate quick impact on
the cultural change due to
various interventions as part of
our Outstanding Care Together
programme will be limited (as
these are multi year/multi
factorial projects)

ELT/TLT oversight

Board / system reporting

Updated IIP reported at
relevant Board
Committees

Impact of Outstanding
Care together
programme on any of
the key deliverables

Outstanding care together
programme is being refreshed
as part of the IIP year 3 refresh

Ref Objective Exec Lead How we may be prevented
from meeting objective

Link to Risk
Register

Link to
Standards

Identified Controls (Primary,
secondary and tertiary) Control Gaps How identified control gaps

are being managed Source of assurance

Assurance Gaps -
where are we not
getting effective
evidence

How identified gaps are
being managed

Committee providing
assurance to TB

Assurance
rating



Lead the Lincolnshire ICS and
Provider Collaborative as an
Anchor Institution and play an
increasing leadership role within
the East Midlands Acute
Services Collaborative

Governance arrangements for
Provider Collaborative,
Integrated Care Board still in
development

Clarity on accountability of
partners in integration/risk and
gain

ULHT anchor organisation plan
not yet in place

Wider regional governance to
provide East Midlands oversight
of population need and
outcomes not yet finalised (via
East Midlands Acute Provider
Collaborative (EMAP))

ULHT have not embedded a
culture of contributing towards
population health across the
whole organisation and a
further understanding of health
inequalities and mitigating
actions.

Map key stakeholders and
priorities for a partnership
strategy focussing on
addressing health inequalities
and prevention

Board and senior leadership
team sessions on
understanding the new ICS
landscape and ULHT role within
this

Scope what a good effective
partnership look like.
Stakeholder mapping &
engagement plan.
Develop appropriate comms for
the Lincolnshire ICS and our
provider collaborative

Agreements to support the
development of the Provider
Collaborative have been
designed and shared.

The Provider Collaborative is
undertaking a stock take of
services.

ULHT anchor institution
plan

Risk and Gain share
(provider collaborative)

Early Warning
Discharge
Indicators/development
a common set of
agreed metrics for flow
and discharge across
the system

ICB delegation
agreement

ULHT Partnership
Strategy

A better understanding
of effective
partnerships and what
good looks like

Clarity around
role/accountability of
partners within the
Provider Collaborative

Clarity around system
improvement plan and
provider collaborative
plan and what
outcomes each seeks
to achieve

Shared understanding
and implications of the
early warning
discharge indicators,
risk and gain share
agreement  within
ULHT

Part of the refreshed IIP
Reporting processes
Regular updates to
ELT/TLT/TB on Provider
Collaborative, Health
Inequalities, EMAP and our ICS

4b Becoming a University
Hospitals Teaching Trust

Director of
Improvement
and Integration

Failure to develop research and
innovation programme

Failure to develop relationship
with university of Lincoln and
University of Nottingham

Failure to become member of
university hospital association

CQC Caring
CQC
Responsive
CQC Well Led

Developing a business case to
support achievement of
University Hospital Teaching
Trust Status

R&I Team require investment
and growth to create
sustainable department

The case of need was approved
at CRIG (September 2021) and
now needs to return to CRIG as
FBC.

R&I team working closely with
Strategic Projects to develop
full business case for the
growth of R&I department.

Progress with
application for
University Hospital
Trust status R&I Team
reporting in to ULHT
Hospital Steering group
as key stakeholder.

Upward report to
P&OD Committee

Further understanding
of the costs involved to
increase size of R&I
department and also to
develop an R&I facility

R&I team reworking business
case with a phased approach

People and
Organisational
Development
Committee

Red

Shared understanding and
implications of the UHA
guidance and identify
relationship management of key
stakeholders nationally (DH,
UHA)

Agree contract with UOL, R&I
team to Increase the number of
Clinical Academic  posts

With the criteria change in June
2021 we are no require to
demonstrated increase clinical
academics by 20 and RCF
funding worth £200k within the
last 2yrs

Further clarification and
implications of the changed
guidance on univ hospital status
required.

Funding for Clinical Academic
posts and split with UOL to be
agreed

Working through the potential
options presented by the
Medicine Clinical Academics
pilot and understanding whether
this can be deployed across
other divisions.

Monthly meetings with ULHT
and Uni of Lincoln to discuss
funding position

Contract agreed with
UOL for Clinical
academic posts. UoL
have draft contracts
and offer letters ready
for use.

Increase in numbers of
Clinical Academic
posts - linked to
roadmap and Research
Event to identify
specialties.

RD&I Strategy and
implementation plan
agreed by Trust Board

Upward reporting and
approval sought
through TLT/ELT

Unknown financial
commitment for the
Trust

Monthly meetings with ULHT
and Uni of Lincoln to discuss
funding position - now
amalgamated into the monthly
Steering Group with ad hoc
meetings between SRO's
where needed to discuss
funding for Clinical Academics.
ULHT have a recruitment
roadmap in place which will
include some pump prime from
vacancies. Additionally a joint
Research Event is being
planned for Q3 of 2022/23 with
the University to identify future
areas of collaboration with
research and Clinical Academic
recruitment.

4a
Establish collaborative
models of care with our
partners

Director of
Improvement
and Integration

Failure of specialty teams to
design and adopt new
pathways of care

Failure to support system
working

Failure to design and implement
improvement methodology

Operational pressures and
other planning priorities puts an
added constraint on time,
capacity and headspace to
engage with the ICS agenda.
Thus, being unable to fully
support system working and
play an active role in the
development of the Provider
Collaborative. Challenge to get
wider organisation and partner
engaged in enhancing our
collective roles as Anchor
institutions

CQC Caring
CQC
Responsive
CQC Well Led

Finance, Performance
and Estates Committee Amber

Ref Objective Exec Lead How we may be prevented
from meeting objective

Link to Risk
Register

Link to
Standards

Identified Controls (Primary,
secondary and tertiary) Control Gaps How identified control gaps

are being managed Source of assurance

Assurance Gaps -
where are we not
getting effective
evidence

How identified gaps are
being managed

Committee providing
assurance to TB

Assurance
rating



Improve the training
environment for students

Understanding of our offer of
the facilities required for a
functioning clinical academic
department

Revision of the library and
training facilities to ensure that
facilities are fit for purpose for
all staff who will require access
to training facilities, library, ICT
equipment to  be able to
perform their role. This will be
aligned to the UHA Guidance,
and will include those within
UGME/PGME and access for
Clinical Academics.

GMC training survey

Stock check against
checklist

Internal Audit -
Education Funding

Unknown timescales of
completion

University Teaching Hospital
Status working group has been
renewed with more drive,
ensuring representation from
key stakeholders and clear
milestones for delivery

Developing a joint research
strategy with the University of
Lincoln

A joint MOU is in place at a
Lincolnshire System level as
agreed in April 2022, and the
Steering Group and ELT has
agreed that this should be used
as the overarching MOU, with a
local version between ULHT
and UoL created as we move
forward and understand the
finer details of the partnership.

Draft priorities based on initial
dialogue with vice dean of the
medical school has been
created, further work to develop
UOL strategy is being
undertaken.

Working closely with the
University of Lincoln, monthly
meetings.  Through these
meetings have completed first
draft of the Joint Strategy.

RD&I Strategy and
implementation plan
agreed by Trust Board

Drafts in place which
broadly cover joint
research and teaching
approach across the
organisations, unable
to outline in strategy
financial commitment.

UoL have refreshed
their Research Strategy
and as at end Oct 2022
ULHT are awaiting a
copy of this to then
align to joint strategy
between the two
organisations.

Monthly meetings with ULHT
and Uni of Lincoln and through
ULHT Steering Group

Develop a portfolio of evidence
to apply for membership to the
University Hospitals Association

Evidence bound by UHA
requirements

Portfolio of evidence is being
captured and is available on the
shared drive

Identified leads to liaise with
UHA CEO (Medical Director,
ULHT and System Clinical
Director/Chair PCN,
Lincolnshire ICS)

Roadmap developed to
identify required
evidence for portfolio

Clear understanding of
rigidity of UHA
requirements

Letter to CEO of UHA
agreed at TLT on
15/09/2022 and being
sent by IID Director to
ask for meeting to
discuss approach.

Discussions being held to
clearly identify opportunity for
movement within guidance and
steps being taken for a name
change application

Develop a strong professional
relationship with the University
of Lincoln and the Medical
School and jointly create a
strategy with a focus on
developing rural healthcare,
medical/nursing/AHPs/Clinical
Scientists/R&I staff education
and other healthcare roles

Evidence bound by UHA
requirements
Clear plan/strategy on
development of
medical/nursing/SHPs/Clinical
scientists/R&I staff education
roles

HRBP at ULHT is part of the
Steering Group to assist with
working through the contractual
issues

The project team now also
includes a HRBP from UoL and
has a dedicated project
resource aligned.

ULHT healthcare roles
plan

Increased
recruitment/academic
posts (across ICS)

The change to the UHA
Guidance (20xClinical
Academics) is a
challenge

Working closely with University
of Lincoln to develop plans for
recruitment of Clinical
Academic posts with a view to
maximising existing research
relationships where possible.

Having a project lead at UoL
has further supported the
partnership approach and
ability to co-create solutions
and gather evidence for the
UHA - specifically with regard
to Clinical Academic
recruitment.

4b Becoming a University
Hospitals Teaching Trust

Director of
Improvement
and Integration

Failure to develop research and
innovation programme

Failure to develop relationship
with university of Lincoln and
University of Nottingham

Failure to become member of
university hospital association

CQC Caring
CQC
Responsive
CQC Well Led

People and
Organisational
Development
Committee

Red

Ref Objective Exec Lead How we may be prevented
from meeting objective

Link to Risk
Register

Link to
Standards

Identified Controls (Primary,
secondary and tertiary) Control Gaps How identified control gaps

are being managed Source of assurance

Assurance Gaps -
where are we not
getting effective
evidence

How identified gaps are
being managed

Committee providing
assurance to TB

Assurance
rating



4c Successful delivery of the
Acute Services Review

Limited capacity to hold regular
scheduled ASR meetings with
ULHT Divisional Teams due to
ongoing operational pressures
(Level 4, Major Incident etc).

CQC safe,
CQC
responsive,
CQC well led

Develop a ULHT clinical service
strategy with focus on fragile
services in order to provide
sustainable and safe services
for the future

Identify the key services to
focus on for Clinical Service
Review
(taking into account CIP,
benchmarking, GIRFT and
other core data)

Engage with services to
develop plans as to how best to
approach a clinical review,

First Implementation Oversight
Group meeting scheduled for
September

Heat maps now drafted,  with
service reviews linked with
improvement and clinical
strategy development

Divisional IIPs need to be
completed to ensure links into
fragile services/clinical service
strategy

Identify resources to implement
ASR outcomes

Process being developed to
identify services for review. This
includes the development of a
HEAT Tool to identify areas
where services are not meeting
targets, such as RTT, Cancer,
Finance data.  Initial
discussions with divisions have
been had with a view to ensure
that the services most needing
priority review are identified.

Programme management
support being identified via
Provider Collaborative to help
deliver ASR phase 1

Individual work streams to be
established

Heatmap of fragility
Plan for development
of a clinical service
strategy

Health inequalities and
core25 PLUS indicators

Early Warning
Discharge Indicators

Rigorous engagement,
both for feedback from
the ASR review and
further implementation

Evidence available but
working on a process
to bring together the
information for services
to aid the identification
of the Top 5 areas for
focus in 2022/23.

Part of the refreshed IIP
Reporting processes

HEAT Map for identification of
services being created  within
Strategy & Planning at TLT on
13/10/22 for review and sign
off.

Publish ULHT clinical service
strategy end of 2022/23

Working with Divisions to
identify ASR implementation
requirements with draft outline
plans in place for Orthopaedics
and Stroke. Stroke
Capital/Estates Group meetings
now diarised and being led by
the Business Case Team.

Finance, Performance
and Estates Committee Amber

The Trust Board has assigned each strategic objective of the 2021/22 Strategy to a lead assurance Committee.  Outcomes under each strategic objective are aligned to a lead Committee or reserved for review by the
Trust Board.

The process for routine reviews and update of the BAF is as follows:

- The corporate risk register is maintained by the Lead Executive, in accordance with the Risk Management Policy
- The BAF is updated with any changes to those corporate risks recorded within it; the Trust Board decides which corporate risks are significant enough to warrant inclusion on the BAF, based on recommendations from
Committees
- The lead assurance Committee (or Trust Board, where applicable) reviews the management of risks to each required outcome (as part of their regular work programme), through evaluation of reports and risk
assessments provided at Committee by Executive Leads
- The lead Committee identifies any gaps in controls or assurance and ensures there are appropriate plans in place to address them
- The lead Committee decides on an assurance rating for each required outcome, based on evidence provided in identified sources of assurance

To facilitate this process, each Committee will receive regular reports from specialist groups, Executive leads and other sources which provide management information and analysis of relevant key risk, to enable the
Committee to make a judgement as to the level of assurance that can be provided to the Board.  All reports to the Committees should first have been reviewed and approved by the Executive Lead.

When deciding on the assurance rating for each outcome the following key should be used:
Red Effective controls may not be in place and/or appropriate assurances are not available to the Board

Amber Effective controls are thought to be in place but assurances are uncertain and/or possibly insufficient
Green Effective controls are definitely in place and Board are satisfied that appropriate assurances are available

Ref Objective Exec Lead How we may be prevented
from meeting objective

Link to Risk
Register

Link to
Standards

Identified Controls (Primary,
secondary and tertiary) Control Gaps How identified control gaps

are being managed Source of assurance

Assurance Gaps -
where are we not
getting effective
evidence

How identified gaps are
being managed

Committee providing
assurance to TB

Assurance
rating
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