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Via MS Teams Live Stream
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Mr Neil Herbert, Non-Executive Director

In attendance:
Mrs Jayne Warner, Trust Secretary
Mrs Karen Willey, Deputy Trust Secretary 
(Minutes)
Ms Lindsay Shankland, Deputy Director of 
People and Organisational Development
Mrs Angie Davies, Deputy Director of Nursing – 
Item 2.1
Mr Jaisun Kadalikkattil, Sister/Charge Nurse 
Johnson Ward – Item 2.1
Ms Rebecca Lovely, Deputy Sister/Charge 
Nurse Lincoln Cardiac Short Stay – Item 2.1
Ms Limara Franks, Ward Manager, Pilgrim 
Discharge Lounge – Item 7
Ms Heather Webster, Deputy Sister/Charge 
Nurse Pilgrim Discharge Lounge – Item 7

Apologies
Ms Claire Low, Director of People and 
Organisational Development
Mrs Vicki Wells, Associate Non-Executive 
Director
Professor Philip Baker, Non-Executive Director
Dr Chris Gibson, Non-Executive Director



1143/23 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 bi-monthly meeting of the Board.

1144/23

1145/23

1146/23

1147/23

Item 2 Public Questions

Q1 from Vi King

Please can I ask why there is no consistency between hospitals sending texts 
to patients reminding them of their appointments.

It seems some sites do and some don't. This results in letters being received 
after the appointment date. Which then results in a Did not attend.

The Chief Operating Officer responded noting that there were 2 patients being 
directly support who were in the situation described, having been recorded as a Did 
Not Attend (DNA) without time correspondence from the Trust.

There was an outpatient recovery and improvement group in place with a formal 
agenda item now in place to ensure the undertaking of work in respect of 
communications with patients, to ensure consistency. 

The Chief Operating Officer noted that this work would continue to be monitored over 
the coming weeks but supported the view that there was currently inconsistency in 
communications which required resolution.  

1148/23

1149/23

1150/23

1151/23

1152/23

1153/23

Item 2.1 Ward Accreditation 

The Chair was pleased to be able to commence the Board meeting with the 
celebration of achievement of the provision of high quality, safe care through the 
awarding of ward accreditation.  

Sister Kadalikkattil and Deputy Sister Lovely were welcomed to the meeting.

The Director of Nursing noted this was one of the joys of the role occupied as the 
Director of Nursing, being able to celebrate the ward areas of Johnson and Cardiac 
Short Stay for meeting the first standards of care as part of the accreditation.

The Deputy Director of Nursing advised that the teams had achieved the 
requirements of the bronze diamond award with Johnson Ward submitting evidence 
for the period January to December 2022 and Cardiac Short Stay for April to March 
2023.

The achievements demonstrated the quality the wards were working towards and 
achieving on a daily basis.  The wards were required to provide a portfolio of 
evidence against improvement work, learning from incidents and patient or carer 
feedback along with staff and learner feedback.  



1154/23

1155/23

1156/23

1157/23

1158/23

1159/23

1160/23

1161/23

1162/23

1163/23

Sister Kadalikkattil shared with the Board the improvements that had been made on 
Johnson Ward noting the continual drive for innovation to contribute to patient well-
being.  There had been concerns voiced by patients about the limited information 
received about treatments, around the time where visiting was restricted, where 
families were unable to visit.

Calls were made to the wards by family members, and it was recognised that those 
who were more elderly found it difficult to understand the information provided over 
the telephone.  As a result, the team considered how the information could be offered 
in a better way.

Sister Kadalikkattil explained to the Board that the ward had introduced nominated 
contact stickers, with patient being asked on admission who the preferred contact 
was.  It was found, in most cases where patients were elderly, that the preferred 
contact was their child.  A password was then set between the relative and patient 
and handheld phones introduced to enable patients to speak with relatives.

This was a small initiative that reduced anxiety for the patients but also reduced the 
time for staff responding to phone calls, enabling more time to be spent on delivering 
basic patient care.

Deputy Sister Lovely offered the improvement initiative from Cardiac Short Stay 
noting the ward was reconfigured since 2022 and became the first nurse led 
Advanced Care Practitioner (ACP) unit throughout the Trust.  A number of band 6 
roles were developed as co-ordinators to support staff on the ward and assist with 
discharges and admissions.

The result of this was that there was improved patient flow and resulted in reduced 
waits from 7 days to 3 for admission to the ward, in line with national guidelines.  It 
was also found that education of junior staff had supported the ward, particularly with 
the appointment of international nurses who were happy to work on the ward and felt 
well supported.

Patients were happy to be able to see a consultant Monday to Friday and were 
assured that they could get to know the team of staff who were looking after them 
through the week.  

Training opportunities had been provided for staff on the ward with support for clinical 
education for cannulation and venepuncture.  It was noted that bed managers had 
seen improvements in A&E waits with patient often coming straight to Cardiac Short 
Stay.  Positive feedback had been received from both the team and patients. 

The Chair offered thanks to Sister Kadalikkattil and Deputy Sister Lovely for sharing 
the examples offered which demonstrated the great work that took place across the 
Trust.

The Director of Improvement and Innovation noted that the innovations had been 
undertaken to drive improvement and asked how the staff on the wards achieved 
down time given the busy environments. 



1164/23

1165/23

1166/23

1167/23

1168/23

1169/23

1170/23

1171/23

1172/23

1173/23

Sister Kadalikkattil advised the Board of the shared decision council which was a joint 
venture between Johnson Ward and Cardiac Short Stay with monthly meetings in 
place and discussions about what was needed for the wards to support staff.

Multicultural events were held on the ward for people from different cultures to share 
foods, this included the doctors and multidisciplinary teams.  Bake off competitions 
were also held with a number of wellbeing programmes running on the ward.

Deputy Sister Lovely described the Cardiac Short Stay team as a family noting how 
close they were due to the impact of Covid-19 and reflecting on a number of events 
that were arranged and held outside of work time, including taking walks as a team.  
These activities were felt to help with staff retention. 

The Director of Nursing noted that the examples offered had been delivered 
professionally and recognised there was a breadth of improvements undertaken, not 
just those presented.  The shared decision council had been key to the innovation 
and improvements.  

The Director of Nursing asked about the impact to patients and how it was known 
there was an impact.

Deputy Sister Lovely advised that, as a result of having a Tissue Viability Link Nurse 
who had helped to educate staff about regular repositioning, washing and dressing, 
there had been significant improvements found in pressure damage.  The service 
also received Friends and Family Test results which were above 95% and cards from 
patients and relatives.  Improvements were also captured through the matrons audits. 

The Chief Executive commended Sister Kadalikkattil and Deputy Sister Lovely for 
their leadership which demonstrated the values of the Trust in this being a great 
place to receive care and work and encouraged both to continue to role model the 
behaviours.

The Chief Operating Officer reflected on the Cardiac Short Stay being the first ACP 
led unit which increased accountability and autonomy and asked what difference this 
had made to influence patient care.

Deputy Sister Lovely noted that this had been a learning opportunity, working closely 
with the ACPs and being able to learn as well as implement care.  The ACPs had 
enabled the nursing staff to build confidence and ask questions to support 
development as well as offering consistency of those support the patients on the 
ward.  Staff had been empowered by the knowledge shared by the ACPs.

The Chair reflected on the positive feedback offered through the MS Teams chart 
and noted the exemplary leadership which had been demonstrated to the Board.  
There had clearly been an impact on patients with accountability taken to improve 
patient care.

The Chair noted that a formal presentation of the accreditation would be undertaken 
through a visit to the areas to present the plaque which would demonstrate the 
achievement.  



1174/23 Item 3 Apologies for Absence

Apologies were received from Ms Claire Low, Director of People and Organisational 
Development, Professor Philip Baker, Non-Executive Director, Mrs Vicki Wells, 
Associate Non-Executive Director and Dr Chris Gibson, Non-Executive Director.

1175/23 Item 4 Declarations of Interest

There were no new declarations of interest.

1176/23 Item 5.1 Minutes of the meeting held on 4 July 2023 for accuracy

The minutes of the meeting held on 4 July 2023 were agreed as a true and accurate 
record.

1177/23 Item 5.2 Matters arising from the previous meeting/action log

925/23 – Code of Governance update – Complete

The Chair noted there were no other matters to address.

1178/23

1179/23

1180/23

1181/23

1182/23

1183/23

1184/23

Item 6 Chief Executive Horizon Scan including ICS

The Chief Executive presented the report to the Board noting the appalling crimes of 
Lucy Letby which, understandably had caused absolute shock across the NHS and 
the wider country.

For those working in the NHS and who had devoted their lives to saving lives and 
caring for others, the crimes committed by Lucy Letby were unimaginable.  The 
shock waves would go through the NHS for some considerable time.  An enquiry had 
now been set up and lessons would be learnt from this. 

The first and proper persons test was being update and within this was mention of 
the need for regulation of NHS managers who were not currently regulated by 
another route.

The Chief Executive advised of attendance at a Chairs and Chief Executive’s 
meeting where the case and implications for the NHS would be a key feature.

Communications had been shared across the system to all staff when the verdict had 
been made, which emphasised listening to patients, families and people and trying to 
create a culture where on the workforce felt able to raise concerns safely, and in the 
knowledge that they would be listened to and receive a response.

The Trust had also provided support to staff who had been impacted by the news and 
awareness of the case.

The Chief Executive advised of other topics within the report including the ongoing 
industrial action with rounds in July and August with preparations underway for 
September and October.  The Board was aware there was now some coordination 



1185/23

1186/23

1187/23

1188/23

1189/23

1190/23

1191/23

1192/23

between Junior Doctors and Consultants with a coordinated day of strikes in 
September and a 3-day period in October.

This presented a different scenario to manage however the coordinated days would 
be treated as a Christmas day level of service which would assist in this.  As the 
Trust moved into the winter there was no sign of industrial action ending which would 
further impact on patients with an increased risk.  The Trust would do the best to 
minimise any impact from the industrial action and the impact to planned care and 
the waiting lists.

The Chief Executive offered thanks to all colleagues who had gone above and 
beyond to try and manage and plan the industrial action and then the recovery from 
this. 

Good progress was being made in respect of the Recovery Support Programme 
(RSP) with the system making an application to exit RSP at the end of month 6.  The 
figures were positive in terms of the progress made against the Financial Recovery 
Plan (FRP) with 3 areas required including a need to show a £55m FRP with a 12-
month plan that all schemes against this were identified with an appropriate level of 
confidence on delivery.  Secondly a pipeline of transformation schemes, that lived 
beyond the FRP, were in place and thirdly ensuring the system did not spend more 
than £41m on agency in the current financial year.

The application would be submitted in October and taken through process with the 
decision not known until December/January.  This would however be back dated to 
the end of September.  Movement was in the right direction with a need to continue 
to deliver, it was important that if the exit was successful that there was not a 
backwards step.  

The Chief Executive noted the 4 key workstreams in the provider services with closer 
working with the Primary Care Networks (PCNs), a Senior Responsible Officer (SRO) 
was being identified for this work.  Group model work was progressing with a recent 
constructive discussion where commitment was made to as full integration as 
possible, below a formal merger of the 2 Trusts.

Work was taking place to algin corporate services, workforce and links to financial 
elements and transitions.  There was a need to progress the culture and 
organisational development (OD) side to the provider services and work was 
underway to identify an OD partner to support this work.

The Chief Executive was pleased to advise of the 2 new Community Diagnostic 
Centres (CDCs) at Skegness and Lincoln, with the Trust running these.  The winter 
flu and Covid-19 vaccination delivery programme had been due to commence in 
October for adults however this had been brought forward to September following a 
government announcement the previous week.

The recruitment process was underway for a new Chair of the Integrated Care Board 
(ICB).



1193/23

1194/23

1195/23

1196/23

1197/23

1198/23

1199/23

1200/23

1201/23

1202/23

1203/23

1204/23

1205/23

The Chief Executive offered an update on Trust issues noting that the Trust finances 
were on plan with progress being made on the Trust share of the system FRP.

The Board was formally advised that the Chief Executive was now the Group Chief 
Executive across Lincolnshire Community Health Services NHS Trust (LCHS) and 
United Lincolnshire Hospitals NHS Trust (ULHT).  Further work would be undertaken 
to appoint a substantive Group Chief Executive under the group model.

As part of the joint role the Chief Executive was now a Board member for LCHS, 
ULHT and the ICB Board.  The Director of People and OD was now the SRO for all 
people matters across the system.

The Chief Executive noted the support being offered in the appointment of the East 
Midlands acute provider collaborative managing director role.

The Trust Annual Public Meeting would be taking place on the 18 September, and it 
was noted that the staff awards were now closed with preparation underway for the 
ceremony on the 16 November.

The Chief Executive formally welcomed Dr Farquharson back who had been on sick 
leave for some considerable time and was on a phased return to work.

Mrs Buik sought an update on aerated concreate and Covid-19 rates in the hospital.

The Chief Executive advised that Reinforced Autoclaved Aerated Concrete (RAAC) 
had recently been a topic in the media, this was not new to the Trust and surveys had 
been completed in 2020 which had confirmed there was no RAAC across the Trust.

The Medical Director, Mr Dunning, advised of an increase in Covid-19 however noted 
that the peak for the year on admissions had been during February and April with 20-
30 Covid-29 patients on sites at any one time.  There had been periods in July where 
there had been not Covid-19 cases.

The current position was offered to the Board with 3 cases at Pilgrim and 3 at 
Lincoln.  This was expected to increase over the winter, as was seen with respiratory 
diseases.

Compared to the same period for the previous year, nationally, Covid-19 figures were 
below those however there were indications of a more serious variant being present 
over the winter.  

The Board noted that the Infection Prevention and Control Group were meeting a 
minimum of twice a week to consider any outbreaks.  The major concern was not 
Covid-19 however, with an increase seen in diarrhoea and vomiting in the community 
which could result in a norovirus outbreak and possible closure of wards in order to 
stop transmission.  Infectious diseases were being monitored.

The Medical Director, Dr Farquharson, thanked the Chief Executive for the welcome 
back to the Board and thanked Board members for the kind comments made and 
hoped to return full time by the end of the month.



1206/23

1207/23

Dr Farquharson offered thanks to Mr Dunning and the Deputy Medical Directors for 
their support during the period of forced absence.

The Chair was pleased that Dr Farquharson had returned to his role and endorsed 
the comments regarding the support from Mr Dunning, who had brought a different 
perspective to the Board, as well as the support offered by the Deputy Medical 
Directors.  

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

1208/23

1209/23

1210/23

1211/23

1212/23

1213/23

1214/23

Item 6.1 CQC Children and Young People Inspection Report

The Director of Nursing presented the inspection report noting that this had been 
received by the Quality Governance Committee was as a result of the Care Quality 
Commission (CQC) unannounced inspection of Children and Young People (CYP) 
services on the 31 May 2023.

The final report was presented to the Board along with the action plan in response.  
The report demonstrated that good evidence had been located as part of the visit and 
information requested following the visit.

Whilst the visit had not resulted in a rating change and the CQC had not reported any 
should do or must do actions the Family Health division had taken into account all of 
the feedback received and had been able to identify 4 actions.  

The action plan would feed in to the wider CQC action plan, overseen by the Quality 
Governance Committee, with the Director of Nursing offering moderate assurance to 
the Board.

Mrs Brown confirmed that the Quality Governance Committee had received the 
report and noted this was recognised as support on an improvement journey.  It was 
noted that very few issues had been raised through the unannounced visit and those 
areas of note had demonstrated good management in place.  The Committee had 
noted that the division should be proud of the visit and how quickly responses had 
been offered and the plan was put in place.

The Chair noted the way in which the division had responded to this and how staff 
had presented on the day of the inspection and to the findings which demonstrated a 
positive culture within the division.  The action plan was clear and specific with a 
belief this would be completed quickly.

The Chair offered congratulations to the Family Health Divisions on the basis of the 
report and the response offered noting the assurance on the grip and control over 
quality and safety issues.

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



1215/23

1216/23

1217/23

1218/23

1219/23

1220/23

1221/23

1222/23

1223/23

1224/23

1225/23

Item 7 Patient/Staff Story

The Director of Nursing introduced the staff story from the Pilgrim Discharge Lounge 
where the staff told of the significant improvement journey and improvements made 
for patients who were discharged from the hospital at Boston.

The Director of Nursing thanked the Ward Manager and Deputy Sister for joining the 
meeting to present the story. 

The Trust Board watched the video noting the improvements that had been made to 
support patients who were medically fit for discharge, waiting for electronic discharge 
documents, medications or transport.

The Discharge Lounge supported hospital flow by creating acute beds through 
having 16 patients in 2 side rooms, a 4 bedded male bay, 4 bedded female bay and 6 
chairs in the ambulatory area.

A number of improvements had been made, as detailed through the video, since 
leadership was in place with the Ward Manager and Deputy Sister with a recognition 
that there had not previously been any leadership.

The Chair offered thanks for the story presented noting the improvements made.

Mrs Brown noted that there had been a clear improvement in the team spirit which 
had improved the patient care through the amount of support and developments in 
place and asked if this had resulted in higher use of the discharge lounge, supporting 
flow.

The Ward Manager reflected on a recent report which had compared June and July 
data from 2 years earlier with current figures and noted that these had increased by 
100 patients for those months.  This had been a significant increase with 
improvements in relationships across the hospital and ward now utilising the 
discharge lounge and communication in place with the wards and A&E to ensure 
appropriate patients were received.

The Chief Operating Officer was proud of the achievements of the Ward Manager 
and Deputy Sister noting that over the past 2 years there had been a change in the 
location of the discharge lounge and the work of the team, now a 24/7 service.  

There was a recognition of the benefits of the change and work was now underway to 
support changes to be made at the Lincoln site to ensure a consistent approach.  It 
was recognised that the use of the discharge lounge at Pilgrim was now custom and 
practice. 

The Director of Improvement and Integration commended the work undertaken noting 
the openness and honest about the development needed, this had provided a 
baseline from which to move forward.  The behaviours also demonstrated the culture 
desired in the organisation.



1226/23

1227/23

1228/23

1229/23

1230/23

1231/23

The Director of Improvement and Integration asked how this would be embedded at 
Lincoln and what learning could be taken from Pilgrim.

The Ward Manager reflected that the same process would be used ensuring close 
working with the Ward Sister at Lincoln and ensuring that any changes were 
undertaken slowly to ensure staff were aware of what was taking place.

It was noted that whilst this was mostly staffed by bank staff, this had resulted in a 
significant reduction in agency costs and it was hoped this could also be replicated at 
Lincoln.  

The Chair noted the ask in the video from the Deputy Sister regarding Doctors and 
the Electronic Discharge Documents (EDD) and asked how this would be attended 
to.

The Chief Operating Officer noted that Lincoln currently had EDD Doctors whereas 
Pilgrim did not however this would be progressed to Pilgrim to support the discharge 
lounge.  Work was underway to ensure that the practices at Lincoln could be 
replicated to Pilgrim with a recognition that there was a need for the Divisions to 
support this as the EDD Doctors currently sat within the divisions rather than 
corporately, as the Discharge Lounge was.

The Chair noted the comments offered to the Ward Manager and Deputy Sister in the 
MS Teams Chat recognising the braveness of taking on the unknown, as described 
through the story.  There was positive leadership in place with both the Ward 
Manager and Deputy Sister demonstrating they were role models for peers across 
the organisation.  

The Trust Board:
• Received the patient/staff story

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

1232/23

1233/23

1234/23

Item 8.1 Assurance and Risk Report Quality Governance Committee (inc MNOG 
appendices)

The Chair of the Quality Governance Committee, Mrs Brown, provided the 
assurances received by the Committee at the 18 July and 22 August 2023 meetings. 

Mrs Brown provided a focus to the August report however reflected on the July report 
noting that the Committee had received the ward accreditation report which offered 
significant assurance to the Committee.  Congratulations were offered to the Director 
of Nursing and Deputy Director of Nursing on brining this to the Trust and 
embedding.

In July the Committee received the Infection Prevention and Control (IPC) annual 
report which detailed the large amount of work from the dedicated IPC team with 
thanks offered to them.



1235/23

1236/23

1237/23

1238/23

1239/23

1240/23

1241/23

1242/23

1243/23

1244/23

1245/23

Mrs Brown updated the Board on the assurance received from the August meeting 
noting that the upward report from the IPC Group was received with the Committee 
noting the increase in C-Difficile cases and other targeted organisms.  The 
Committee noted the assurance received from the team on the actions being taken 
which would be monitored closely by the Committee.

The Committee was pleased to note no outstanding never event actions which was a 
pleasing position along with the continued improvement in duty of candour.

The Committee received an update from the Maternity and Neonatal Oversight Group 
(MNOG) with 2 deep dives proactively presented, one for Easter European Women 
and the care received and one on Post Partum Haemorrhage (PPH).  It was noted 
that the PPH deep dive had been undertaken due to the data presented on the SPC 
charts being used by the group.

The Eastern European deep dive demonstrated some excellent work on the care 
provided to the women, the concerns and challenges faced, and the actions being 
taken.  

The Committee had noted that there may be benefit in these reports being published 
and further research being undertaken in these areas going forward.

Mrs Brown noted the continued concern around IT systems within maternity services 
noting that, whilst connectivity within the community had improved there was a delay 
in the procurement of the new IT system.  

As a Board there was a need to drive this forward due to the potential impact on the 
achievement of the next level of Clinical Negligence Scheme for Trusts (CNST) and 
Saving Babies Lives version 3.  Without a dedicated IT system, it would be difficult for 
the Trust to achieve these due to the level of detail required.

The Committee received the Medicines Quality Group upward report noting the 
improvement in progress of the rollout of the Electronic Prescribing and Medicines 
Administration (ePMA).  There had been some delay noted in the rollout to the acute 
medical wards however this was being addressed.

Mrs Brown noted the direct update from the Pharmacy Team and Clinical Support 
Services Division around the long-term issues and concerns in medicines 
management.  There had been some positive assurance received around recruitment 
and development of new roles in phase 1 of the plan.

The Committee requested that all associated plans were brought together into a 
single plan and would be monitored by the Committee going forward.  There was 
progress seen in areas of difficulty with the Committee noting the key aspect of this 
being leadership and motivation, with a drive for improvement being seen.  

The Patient Safety Group upward report was received along with the first draft of the 
Patient Safety Improvement Plan, which had identified 5 local themes which would be 
taken through the Patient Safety Incident Response Framework (PSIRF).  The 



1246/23

1247/23

1248/23

1249/23

1250/23

1251/23

1252/23

1253/23

1254/23

1255/23

Committee was pleased with the themes identified and looked forward to receiving 
the final plan and policy which would be offered to the Board for approval.   

The Committee noted that the safeguarding upward report demonstrated the 
beginnings of good joint working with LCHS and noted the importance of this as the 
Quality Governance Committee would be the first to move forward in joint working.  
Some action and improvements in training figures for safeguarding were noted 
following this being an area of concern.

The patient experience quarter 1 report was received with the Committee noting 
concern around communications beginning to be an area of concern and one which 
the Committee would consider in further detail at a future meeting.

Mrs Brown was pleased to advise that the Trust was compliant with 100% of national 
audit requires, as reported by the Clinical Effectiveness Group, however the Trust 
remained an outlier in some results.  Assurance was received that actions were in 
place to take these areas forward.

The Committee was advised that there was some risk around achieving 2 CQUINs 
(Commissioning for Quality and Innovation) however plans were in place to support 
this.

Mrs Brown noted that the Child Protections – Information Sharing (CPIS) had been a 
concern for the Committee with actions highlighted from internal audit.  This had 
been difficult to progress with the Medicine Division attending the Committee.  

There had been strong support from the Safeguarding Team and improvements were 
now being seen in training and the embedding of records.  Audits would continue on 
a weekly basis with the Committee continuing to have oversight of the position to 
ensure the changes were embedded.  The internal audit action would not be closed 
until further audit results were received; this would also address issues highlighted by 
the Care Quality Commission (CQC).

The Committee offered sincere thanks to Mr Andrew Simpson and Mr Paul Dunning 
for the support and coverage offered to the Committee in the absence of the Medical 
Director. 

The Director of Nursing advised that the Committee, at the September meeting would 
receive a CQC Action update which would address the CPIS action, for which 
significant progress had been seen.

The Chair noted the level of grip on a number of areas including the pharmacy deep 
dive and was pleased that the Committee had been able to continue to drive this 
forward to receive higher levels of assurance than had previously been received.

The IT connectivity for maternity services was noted with the Board needing to 
maintain oversight of this to ensure the right tools were in place to enable the service 
to continue to develop and deliver.  A report to the Board was requested in respect of 
the position and progress being made.



Action: Director of Nursing, 7 November 2023

The Trust Board:
• Received the assurance report

 
1256/23

1257/23

1258/23

1259/23

1260/23

1261/23

1262/23

1263/23

1264/23

1265/23

Item 8.2 CQC Action Plan

The Director of Nursing presented the report to the Board noting that this 
demonstrated continued progress against the CQC must and should do actions from 
the formal inspection in 2022.  

There were 59 improvement actions related to the report and within those a series of 
underpinning sub-actions.

At the end of August 274 of the underpinning actions, 72% of these were complete or 
in the process of being embedded and 5% rated as red or overdue.  There had been 
a focus on the must do actions with 87% completed or in progress and 4% rated as 
red or overdue.  These related to the emergency departments however progress has 
been made in respect of the 5 must do actions as detailed by the evidence offered to 
the Quality Governance Committee from the division of medicine.  

The Director of Nursing advised that work remained underway around 2 of the must 
do actions in respect of Child Protection Information System (CP-IS) and pre-hospital 
practitioners and caring for patients where ambulances were waiting to bring patients 
in to the emergency department.  

There had been significant progress more recently on these actions with the Director 
of Nursing noting that it had been helpful to have the medicine leadership team 
attend the Quality Governance Committee in order to understand this in more detail.  
The report reflected the work undertaken, monitoring of actions and the 
improvements or adjustments to actions where needed.

Whilst it had taken some time to progress these actions there was confidence n the 
progress now being seen.

The Director of Nursing advised that there were a number of actions of particular 
focus with mapping against the new single assessment framework for the CQC 
having been undertaken, with quality statements alongside core services.

This was being overseen by the Quality Governance Committee with updates being 
offered and reporting against the transition to the new framework with the information 
available to the Trust.

The Director of Nursing advised the Board that each of the Committees had reviewed 
the relevant aspect of the CQC action plan on a monthly basis with the full plan being 
offered to the Board on a quarterly basis.  Moderate assurance was offered to the 
Board on progress and oversight.

The Chair noted the level of assurance offered through the detail of the report and 
the narrative provided and was pleased to receive the mapping to the new framework 



noting this should inform how the Trust started to collect evidence for future 
inspections.  

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

1266/23 BREAK
Item 9 Objective 2 To enable our people to lead, work differently and to feel 
valued, motivated and proud to work at ULHT

1267/23

1268/23

Item 9.1 Assurance and Risk Report People and Organisational Development 
Committee

The Chair noted that apologies had been received from Professor Baker, Chair of the 
People and Organisational Development Committee and noted that the Board would 
receive the reports as presented.

It was recognised that the responsible officer revalidation annual report would be 
discussed on the agenda and that there had been a strong focus by the Committee in 
respect of mandatory training.

The Trust Board:
• Received the assurance reports

1269/23

1270/23

1271/23

1272/23

Item 9.2 Workforce Race Equality Standards and Workforce Race Disability 
Equality Standards Action Plans

The Deputy Director of People and Organisational Development (OD) offered the 
Workforce Disability Equality Standard (WDES) and Workforce Race Equality 
Standard (WRES) action plans to the Board noting these had been reviewed through 
the Workforce, Strategy and Organisational Development Group, Equality Diversity 
and Inclusion (EDI) Group and the People and Organisational Development 
Committee.

The standard annual data collection and action plans highlighted the experience of 
disabled colleagues and Black, Asian and Minority Ethnic (BAME) colleagues 
compared to white counter parts in the organisation.  The standards were required of 
all NHS Trusts in order to improve experiences of disabled and BAME staff.

The Trust was required to show progress against specific metrics and suggest 
actions to address any disparities identified.  The executive summary of the report 
offered key information and data against the metrics submitted to NHS England along 
with the action plans.  There had been based on the data and took in to account the 
national EDI improvement plan which had been published in June 2023.

The Deputy Director of People and OD noted that improvement was being seen in 
relation to WRES indicator 3 in respect of the relative likelihood of entry into formal 
disciplinary processes for BAME staff.  This was showing that BAME staff were no 
more likely to enter a process and was an important change in reporting.  This would 
continue to be monitored on a quarterly basis.



1273/23

1274/23

1275/23

1276/23

There were also significant areas of improvement being seen in the WDES indicators 
with staff reporting trust, confidence, feeling valued and engagement as improving.

Key actions were in place to address areas for improvement which aligned with 
retention, staff development and talent management plans for all staff with alignment 
to EID, Organisational Development, wellbeing and the talent academy work taking 
place both in the Trust and across the system.

The Deputy Director of People and OD noted that the Board was being asked to 
approve the action plans for publication.

The Chair noted the excellent reports and also thanked the EDI Project Manager for 
the work undertaken.  This set out the position and demonstrated the progress being 
made along with embedding EDI in to business as usual of the Trust.

The Trust Board:
• Received the reports noting the moderate assurance
• Approved the action plans for publication

1277/23

1278/23

1279/23

1280/23

Item 9.3 Responsible Officer Revalidation Annual Report 

The Medical Director, Mr Dunning, presented the Responsible Officer Revalidation 
Annual Report noting this required the approval of the Board.

The report summarised the statement that the Trust conformed with the responsible 
officer regulations and had adequate funding for this.  

It was noted that there were a number of actions that had been completed from the 
previous year with work continuing to complete actions from the current year which 
had been impacted due to capacity.  Reassurance was offered that all actions would 
be in place ahead of the following report.

The Chair noted the comprehensive report offered to the Board which demonstrates 
that actions had been taken.

The Trust Board:
• Received the report
• Approved submission to NHS England

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

1281/23

1282/23

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 July and 24 August 
2023 meetings.

Ms Cecchini noted that the upward report from Estates had been deferred in July 
however comprehensive reports had been received during August.  There was 



1283/23

1284/23

1285/23

1286/23

1287/23

1288/23

1289/23

1290/23

1291/23

progress reported on the savings programme with the Committee also noting the 
work ongoing in respect of the 6-facet survey and Health and Safety Audit.  These 
pieces of work would support the Trust with capital and maintenance prioritisation 
and to demonstrate that the Trust had appropriately considered all legislative 
requirements.  Reports would be offered to the Committee to ensure oversight.

The Committee received the Green Plan noting that this was off plan and recognised, 
in order to support the ambitions of the Trust, that investment was required with 
consideration being given to business cases being developed to progress a number 
of the objectives within the green programmes.

Ms Cecchini advised that finances were being delivered in line with plan with the cost 
improvement programme (CIP) delivering ahead of plan.  There had been a 
significant impact on the delivery of the CIP plan as a result of the work to reduce 
agency spend.

The Committee received and noted the capital report in July and noted in the August 
report that the Electronic Patient Record outline business case had been approved 
nationally by the Joint Investment Committee (JIC).  Sign off was now awaited from 
Treasury.  

A letter of confirmation had been received from NHS England in respect of the 
operational plan and the expectations of the system to maintain focus on the delivery 
of the plan.

The initial medium-term plan had been considered by the Committee with Ms 
Cecchini noting that the system was not yet delivering in line with requirements 
however it was recognised that this was an iterative process.  

The system was progressing towards exiting from the National Oversight Framework 
(NOF) level 4 with the criteria to deliver now known.

The Committee received an update from procurement noting the development of the 
contracts register which would ensure the Committee were sighted on the pipeline of 
contracts due for renewal.  There were a large number of pieces of work for the 
procurement team including capital funding which was coming through to the Trust to 
support renewing of estates.

Ms Cecchini noted that the Information Governance Group upward report had been 
deferred in July and advised the Board that this was a challenging area for the Trust.  
The Information Commissioners Office (ICO) had undertaken a follow up on the 
previous audit and whilst some progress had been made there remained some 
significant outstanding actions.  These were mirrored in the Data Security Protection 
Toolkit (DSPT) submission with the Trust awaiting further advise from the ICO on the 
escalation that would be taken.

Subject Access Requests and Freedom of Information Requests also remained 
challenging however there was focus and work being undertaken to reduce the 
figures.



1292/23

1293/23

1294/23

1295/23

1296/23

1297/23

1298/23

1299/23

1300/23

1301/23

The Digital Hospital Group upward report was positive however highlighted issues 
around staffing and the competition for good IT professionals.  Going in to and 
understanding the progress of the Electronic Patient Record (EPR) would require 
sufficient and suitable staff and relevant recruitment to maintain a cohort of staff to 
support the EPR ambition.

Ms Cecchini noted the significant operational report received by the Committee 
noting that the main area of risk was the lack of progress on some of the productivity 
required to support improvement on metrics.

There was some concern on the larger improvement programmes to deliver however 
it was recognised there were long lead times before it would be possible to see some 
improvement reflected in the figures.

Ms Cecchini noted that the Committee had been due to receive an update on the 
Acute Services Review (ASR) however this was deferred due to a requirement to 
update the paper, this would come forward to the Committee in September.

As part of the governance improvement for the Committee, in June the Committee 
had received the reporting groups terms of reference with the work programmes 
continuing to be received to reflect the work of the reporting groups.  There had been 
a positive update from Estates on how the governance from the directorate would be 
received.

The Committee received limited assurance in July on the Integrated Improvement 
Plan, this reflected the concerns around productivity initiatives with work ongoing.  
Comprehensive reports were being received however it was noted that there as a 
factor of culture and changes needed, giving longer lead times than would be liked.

The Chair reflected on the breadth of topics considered by the Committee and noted 
the positive indicated through the reports.

The concerns noted in relation to productivity and performance were shared by the 
Board however there was a need to wait for the delivery of those programmes of 
work with longer lead times.  The Board would need to continue to receive assurance 
on the movement of trajectories and the uplift in performance.

The Chair noted the Information Governance risk noting that this may need to be 
considered in detail as a Board and for there to be clarity on what other actions may 
need to be taken in relation to this.

The Chair congratulated the Director of Finance and Digital and Team for 
progressing the EPR to the Joint Investment Committee.  This implications of this 
would be significant to the Trust with the Board aware of the detail which had been 
attended to in order to write the case and response to the questions from the frontline 
digitisation team.  

The Trust Board:
• Received the assurance report



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

1302/23 No items

1303/23

1304/23

Item 12 Integrated Performance Report

The Chair noted that the Integrated Performance Report offered limited assurance 
reflecting that the Committee reports had offered updates on the focus in each of the 
Committees.

It was noted that there was nothing further to add, in addition to the considerations of 
the Committees, with the Board noting the improving quality and narrative to offer 
explanation of the position presented, along with actions where performance was off 
track.

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

Item 13 Risk and Assurance
1305/23

1306/23

1307/23

1308/23

1309/23

Item 13.1 Risk Management Report 

The Director of Nursing presented the monthly risk report to the Board noting that the 
report remained stable from the previous month, particularly for quality and safety 
risks which had remained the same, along with 8 very high risks for people and 
organisational development. 

There were 6 very high risks in respect of finance, performance and estates with the 
addition of medical air plant in the maternity block and plant room 12 at the Lincoln 
site.  These were now of an age where a risk of potential failure was present.

The Director of Nursing advised that the mortuary services risk had reduced from 
very high to high as a result of mitigations in place however noted that this did not 
detract from the issues present which would be considered by the Board in private 
session.

Risks continued to be reviewed on a monthly basis with all Committees recognising 
the risks received, having been reviewed through the meetings.  Appendix 1 of the 
report offered the strategic risks with continued significant assurance offered to the 
Board.

The Chair noted that the Committees had received the risk register and reflect on the 
dynamic nature of the report with the changes being made where necessary.  

The Trust Board:
•  Accepted the risks as presented noting the significant assurance



1310/23

1311/23

1312/23

1313/23

1314/23

Item 13.2 Board Assurance Framework

The Chair noted that the Board Assurance Framework (BAF) was becoming mature 
and robust and offered thanks to the Executive Directors and Non-Executive 
Directors for the work that went into this as this was supporting the review of Board 
papers and directing to areas of required focus and challenge.

The Trust Secretary confirmed that the BAF had been considered through each 
Committee during July and August including the Audit Committee during July.

There had been a deep dive completed by the People and Organisational 
Development Committee into the relevant areas of the BAF to provide a thorough 
review.  The Committee had agreed that further work would be completed on 
strengthening areas of assurance detailed within the BAF in order to progress 
objectives.

The Trust Secretary noted that there were no changes made to the assurance ratings 
during July and August. 

It was recognised that, within the controls under well led, there was a control relating 
to the self-assessment process which had inadvertently been added and required 
removal.

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

1315/23

1316/23

1317/23

1318/23

1319/23

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 19 July 2023.

Mr Herbert noted that the Committee had received a report from the new Internal 
Audit providers and advised the Board that due to the transition to the new provider 
the audit plan had only just commenced with little progress to date.  This would be 
monitored to ensure this remained on track.

Supporting processes such as action tracking being put in place which had resulted 
in some out-of-date reports being offered to the Audit Committee and other 
Committees, this issue had now been resolved.

The Chief Operating Officer joined the meeting to provide updates on overdue 
actions in relation to safeguarding and data quality with significant progress noted 
since the update in addressing the issues.

The Committee received the quarterly progress report and annual report from counter 
fraud with the Trust’s progress against the counter fraud functional standards noted.  
All elements were reported as green with the exception of one which was expected to 
move to green during the current year.



1320/23

1321/23

1322/23

1323/23

1324/23

1325/23

1326/23

1327/23

The annual report was offered to the Board for information and to reflect the work that 
had been undertaken.

In respect of compliance the Trust was awaiting to hear from the Information 
Commissioners Officer the outcome of the follow up review and what action may be 
taken.

Updated were received from the Chairs of the Board Committees and noted the 
actions being taken to ensure assurance and traction on medicines management 
from the Quality Governance Committee and mandatory training and appraisals at 
the People and Organisational Development Committee.

Mr Herbert advised that following concerns raised at the previous meeting in relation 
to policies and guidelines, the Clinical Effectiveness Group had been engaged with 
the divisions agreeing to present to the September Group with a plan for addressing 
the concerns.  The Committee would continue to closely monitor progress.
 
The Committee approved its annual report to the Board which summarised the work 
done during the year, this had been offered for information.

The Committee received an initial gap analysis for the Trust against the new 
governance code and requested some more information in supporting evidence in 
order to support compliance against this.  This would be offered to future meetings.

The Chair offered thanks for the comprehensive report, both through the upward 
report and the annual report which had set out the strong grip and control of systems 
and processes.  Thanks were offered for the leadership of the Committee and to 
members of the Committee for providing the level of assurance to the Board.

The Chair noted the counter fraud report, noting the work undertaken by the Counter 
Fraud Specialist and offering thanks for the support to the Trust.

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

1328/23 Item 14 Any Other Notified Items of Urgent Business

No items

1329/23 The next scheduled meeting will be held on Tuesday 7 November 2023 via MS 
Teams live stream
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Item Number Item number 6

Group Chief Executive’s Report
Accountable Director Andrew Morgan, Group Chief Executive
Presented by Andrew Morgan, Group Chief Executive
Author(s) Andrew Morgan, Group Chief Executive
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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 Insert assurance level

• Significant

Recommendations/ 
Decision Required 

• To note



Executive Summary

System Overview

a) All parts of the system remain under significant operational pressure as we enter the 
autumn/winter period. No new dates for industrial action by junior doctors and 
consultants have been set, although the BMA is now balloting consultants and SAS 
doctors about additional strike action. The ballots close on 18th December.

b) Large parts of the county were affected by storm Babet during October. Business 
Continuity Plans were brought into use to cope with the flooding and the resultant impact 
on services. As usual, staff across the system went ‘above and beyond’ to keep patients 
safe and to assist colleagues. Great support was also provided by the Lincolnshire Fire 
and Rescue Service and by Anglian Water.

c) The Lincolnshire health system is in Tier 2 of the escalation stages for UEC. This 
involves increased scrutiny and support from NHS Midlands colleagues. The key issues 
requiring focus and improvement are the 4 hour wait standard in A&E, 12 hour waits in 
A&E and the Cat 2 ambulance response time. Fortnightly meetings are held with NHS 
Midlands in order to assess progress on these areas.

d) At M6 the system reported a year to date deficit of £38.1m compared to a plan of a 
£30.5m deficit. This is an adverse variance of £7.6m. The full year plan is a deficit of 
£15.4m, which takes account of the planned additional savings in the second half of the 
year.

e) At M6 the Financial Recovery Plan (FRP) for the system had delivered £25.8m of savings 
against a plan of £23.4m. This is a positive variance of £2.4m. The full year FRP amounts 
to £55m. Based on this performance and an assessment against all 15 of the exit criteria, 
the system has applied to exit the Recovery Support Programme (RSP). This application 
has been considered by NHS Midlands and is now due to be considered by the national 
committee on 14th November.

f) The Q2 Quarterly System Review Meeting (QSRM) was held with NHS Midlands on 18th 
October. The system was commended for a largely positive period alongside an 
acknowledgment of the challenges and risks that the system faced.

g) The 24/7 walk-in Urgent Treatment Centre (UTC) opened at Grantham and District 
Hospital on 31st October. This replaced the previous restricted hours A&E. This change 
was implemented as part of the outcome of the Acute Services Review (ASR).

h) The recruitment process for the Group Chair role across LCHS and ULHT is nearing 
completion. The process should conclude in week commencing 6th November.

Trust Overview

a) At M6 the Trust reported a year to date deficit of £15.463m which is in line with the year 
to date plan. The full-year plan is a deficit of £20.8m. At M6 the Trust reported year to 
date financial savings of £14.378m against a plan of £9.095m. This is a positive variance 
of £5.283m. The full year plan is for savings of at least £28.1m.

b) The Trust was successful in gaining approval for the Outline Business Case (OBC) for 
its Electronic Patient Record (EPR). Approval has now been obtained from the 
Department for Health and Social Care and NHS England’s Joint Investment Committee 
(JIC) and Department for Health and Social Care Ministers and the NHS England's 
Electronic Patient Record Investment Board (EPRIB) during October. This approval 



comes subject to a number of conditions, to enable the Trust to move to the procurement 
phase of implementing an EPR.

c) The Trust has been escalated into Tier 1 of the escalation stages for planned care and 
cancer. This involves national and regional scrutiny and support from NHS England. The 
key focus areas are clearing 78 week waits, having robust plans for getting down to a 
maximum 65 week wait by the end of March, improving the 62 day cancer performance 
and meeting the Faster Diagnosis Standard (FDS) milestones. Weekly meetings are 
held in order to assess progress on these areas.

d) The outcome of the public consultation on paediatric services at Pilgrim Hospital Boston 
will be going to a meeting of the Board of the Lincolnshire ICB on 28th November. The 
final decision on the way forward rests with the ICB.

e) Barry Jenkins has now left his role as Interim Director of Finance, following his successful 
application for a substantive Deputy CEO role of a Health Board in Scotland. We wish 
Barry well in his new role and thank him for his work at ULHT. Jon Young who was the 
Trust’s Deputy Director of Finance, has stepped up into the Director of Finance role with 
effect from 21st October. This will be until further notice. We welcome Jon into his new 
role. There will be some resultant Director portfolio changes to accommodate this 
change and these will be confirmed shortly.
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Assurance Level Assessment • For Information

Recommendations/ 
Decision Required 

• Board to note the terms of reference of the upcoming review

Executive Summary



Thirlwall Inquiry: advance notice of an upcoming request for evidence

The Thirlwall Public Inquiry has published its terms of reference and is now starting its 
work.  

The Public Inquiry has asked NHS England to cascade on their behalf a request for 
evidence to all trusts with neonatal units, so that it can better understand their work. NHS 
England have given advance notice of this.  

The Trust will shortly receive a letter from the Public Inquiry with a request for evidence. It 
will comprise a set of questions to respond to in writing by mid-December. A set of FAQs 
will accompany the request.

NHS England requested that Boards were made aware of this forthcoming request.

https://www.gov.uk/government/publications/thirlwall-inquiry-terms-of-reference/thirlwall-inquiry-terms-of-reference
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Introduction
On 21 August 2023, after a trial at Manchester Crown Court, Lucy Letby was sentenced
to life imprisonment and a whole life order on each of 7 counts of murder and 7 counts of
attempted murder. The offences took place at the Countess of Chester Hospital, part of
the Countess of Chester Hospital NHS Foundation Trust.

Terms of reference
The inquiry will investigate 3 broad areas:

A. The experiences of the Countess of Chester Hospital and other relevant NHS
services, of all the parents of the babies named in the indictment.

B. The conduct of those working at the Countess of Chester Hospital, including the
board, managers, doctors, nurses and midwives with regard to the actions of Lucy Letby
while she was employed there as a neonatal nurse and subsequently, including:

(i) whether suspicions should have been raised earlier, whether Lucy Letby should have
been suspended earlier and whether the police and other external bodies should have
been informed sooner of suspicions about her

(ii) the responses to concerns raised about Lucy Letby from those with management
responsibilities within the trust

(iii) whether the trust’s culture, management and governance structures and processes
contributed to the failure to protect babies from Lucy Letby

C. The effectiveness of NHS management and governance structures and processes,
external scrutiny and professional regulation in keeping babies in hospital safe and well
looked after, whether changes are necessary and, if so, what they should be, including
how accountability of senior managers should be strengthened. This section will include
a consideration of NHS culture.

A non-exhaustive list of questions arising out of the terms of reference is set out in the
annex. 

Procedure

The inquiry will operate within the legal framework of the Inquiries Act 2005
(https://www.legislation.gov.uk/ukpga/2005/12/contents). The procedure and conduct of the
inquiry will be directed by the inquiry chair. The terms of reference are decided by the
Secretary of State after consultation with the chair.

The order in which the issues are to be considered has not yet been decided. The priority
is to conduct a thorough inquiry as swiftly as possible. The length and timing of the
hearings and where they take place will depend on the extent and nature of the live

https://www.legislation.gov.uk/ukpga/2005/12/contents
https://www.legislation.gov.uk/ukpga/2005/12/contents


evidence that is required and upon the actions of the police and Crown Prosecution
Service.

Report and recommendations

The inquiry chair will provide a final report (and if appropriate, interim reports) to the
Secretary of State as soon as is practically possible. She will make recommendations as
she considers appropriate.

Annex: questions
This is a non-exhaustive list of questions which the inquiry intends to seek answers to.
This annex does not form part of the terms of reference.

A. The experiences of all the parents whose babies were named
on the indictment at the criminal trial

1. During their involvement with the Countess of Chester Hospital and elsewhere what
were the parents of each child told when and by whom about the condition of their baby,
what was being done to treat them and what the prognosis was?

2. How and when were deteriorations (sudden or otherwise) in their babies’ conditions
explained to them?

3. Where parents raised concerns about the condition and/or care of their babies, what
was done and what were the parents told?

4. When were they given access to their babies’ medical records?

5. What information were the parents given by the hospital regarding concerns about
Letby’s conduct and when? What were they told was being done about the concerns?

6. What were the parents of each child told about the likely cause of death or injuries?
When and by whom?

7. When were the parents of each child told that Letby was suspected of causing the
death or injury to their child? Was the trust sufficiently candid with the parents
throughout?

8. What are the views of the parents of each child as to the adequacy of the information
they were given at each stage?

9. What was the parents’ experience of the Patient Advice and Liaison Service (PALS)?

10. What are their suggestions for keeping babies safe on the neonatal unit?



B. The conduct of those working at the Countess of Chester
Hospital including the board, managers, doctors, nurses and
midwives during the period from the arrival of Lucy Letby at the
hospital on 4 January 2012 to date
11. What was known and what should have been known about Letby’s previous work as
a nurse when she began employment at the Countess of Chester Hospital?

12. What concerns were raised and when about the conduct of Letby? By whom were
they raised? What was done? 

13. Should concerns, including about hospital or clinical data, have been raised earlier
than they were? When? What should have been done then?

14. Were existing processes and procedures for raising concerns used, including
whistleblowing and freedom to speak up guardians? Were they adequate?

15. What was the culture within the hospital? To what extent did it influence the
effectiveness of the processes and procedures at question 14?

16. Whether systems, including security systems relating to the monitoring of access to
drugs and babies in neonatal units, would have prevented deliberate harm being
caused?

17. Were existing processes used for reporting concerns to external scrutiny bodies
where appropriate? If so, when and what happened? Such bodies may include NHS
England (and its regional bodies), local commissioners, Monitor, NHS Improvement, child
death overview panels, the Care Quality Commission, the police and the successor of
any of these organisations. 

18. When was consideration given to reporting Letby to the police? When was she in fact
reported to the police and by whom?

19. What information about each of the deaths was provided to the coroner? Was the
trust’s provision of information to the coroner appropriate?

20. Did the relationship between clinicians and managers, nurses, midwives and
managers and between medical professionals (doctors, nurses, midwives and others) at
the Countess of Chester Hospital contribute to any failure to protect babies on the
neonatal unit from the actions of Letby? How did professional relationships affect the
management and governance of the hospital?

21. Did the structures and processes for the management and governance of the hospital
contribute to a failure to protect the babies on the neonatal unit from the actions of Letby?
Is the management structure and governance typical of neonatal settings in other
hospitals? 

22. What was the board’s involvement in the way concerns about Letby were dealt with
by the hospital? 

23. What was the board’s oversight of clinical and corporate governance? 

24. How was Letby managed once concerns were raised about her?



25. Was Letby reported to the Nursing and Midwifery Council (NMC)? When? What
information, if any, was provided to the NMC, royal colleges and any other external
scrutiny bodies? What was done by the bodies to whom the actions were referred? What
happened as a result?

26. What information, if any, was provided to the General Medical Council (GMC) and
what information was requested by the GMC? What was the result of any referral or
discussions with the GMC? 

27. What happened to those who raised concerns about Letby?

C. Wider NHS
28. Whether recommendations to address culture and governance issues made by
previous inquiries into the NHS have been implemented into wider NHS practice? To
what effect?

29. What concerns are there about the effectiveness of the current culture, governance
management structures and processes, regulation and other external scrutiny in keeping
babies in hospital safe and ensuring the quality of their care? What further changes, if
any, should be made to the current structures, culture or professional regulation to
improve the quality of care and safety of babies? How should accountability of senior
managers be strengthened?

30. Would any concerns with the conduct of the board, managers, doctors, nurses and
midwives at the Countess of Chester Hospital have been addressed through changes in
NHS culture, management and governance structures and professional regulation?

Back to top
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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

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

Patient Safety Incident Response Framework – policy and plan
The Committee received the final Patient Safety Incident Response 
Framework (PSIRF) Policy and Plans noting these outlined the work 
associated with patient safety incidents and learning from them.

The Committee noted the local themes which had been identified 
including patient falls, medication errors, end of life, diagnostics and DKA.

The Committee recommended the policy and plan to the Board for 
approval noting the engagement work which had taken place both 
internally and across the system.

Serious Incident Summary Report inc Duty of Candour
The Committee received the report noting the detailed paper and 
summary offered.

The Committee noted that there had been an increase in the total 
number of overdue actions however the number of overall actions related 
to SIs had decreased in preparation for the launch of the PSIRF.

Reflection was made on the national high-profile case of Martha Mills 
with the Committee seeking to understand how the Committee would 
adopt Martha’s Law, requesting that an update be offered at the October 
meeting.

Report to: Trust Board
Title of report: Quality Governance Committee Assurance Report to Board
Date of meeting: 19 September 2023
Chairperson: Rebecca Brown, Non-Executive Director 
Author: Karen Willey, Deputy Trust Secretary    
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There continued to be positive progress and compliance with Duty of 
Candour which would continue to receive focus and support.

Infection Prevention and Control Group Upward Report
The Committee received the report noting the increase in Covid-19 
infection rates for both staff and patients and recognising that the 
vaccination season had commenced.

Progress was noted in respect of housekeeping levels of cleanliness 
however concern was noted around compliance with waste disposal 
practices in outside bins.  The group had requested an update be offered 
to the October meeting in respect of the actions being taken and would 
upwardly report to the Committee.  

Nursing, Midwifery and Allied Health Professional Advisory Forum 
Upward Report
The Committee received the report noting the positive discussion which 
was held regarding the EPR and the evaluation process and requirements 
of senior nurses, midwives and AHP colleagues to support this.

The group noted the NEWS and PEWS quality metrics with a need for a 
change within the WebV system to address a present anomaly for NEWS 
recording.  Mitigations were in place to correct the issue.

The group agreed to support the flu and Covid-19 vaccination campaign to 
have 1 peer vaccination in each team to support occupational health to 
deliver the programme.  

It was also noted that there was a joined-up campaign with LCHS and a 
high confidence level to deliver the programme to all staff.

Patient Safety Group Upward Report inc Quarterly Patient Safety Alerts
The Committee received the report noting that the group had approved 
the PSIRF policy and plan which had been presented directly to the 
Committee.

There were 3 Central Alerting System (CAS) alerts which were overdue 
and being oversee by the Medicines Quality Group to ensure these were 
closed.

The Committee was pleased to note the development of the Deteriorating 
Patient Group which was under new stewardship and would be working 
to improve fluid management.  

Safeguarding Group Upward Report 
The Committee received the report noting the progress toward joint 
working and the shared training plan which was in place.

The difficulties in accessing the national Oliver McGowan training were 
recognised by the Committee however it was noted that there were 
significant mitigations in place with alternative training in place as an 
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interim measure.

The Committee sought the support of the ICB to the system and to raise 
the issue of access to the training nationally.

The Committee noted the continued support from the Safeguarding team 
in respect of DBS checks for staff in the organisation and recognised the 
oversight of this through the People and OD Committee.

Medicines Quality Group Upward Report 
The Committee received the report and was pleased to note the 
downward trajectory in harm related to medicine related incidents.

The group had received reports from various sub-groups with the 
Committee noting the work of the Chemotherapy Group in respect of 
patient cooling to reduce hair lost and the report from the Drugs and 
Therapeutics Committee in respect of the EPMA rollout.

The Committee was pleased to note the assurances being received by the 
group through upward reporting which continued to improve.

The Committee was pleased to note the triangulation between this report 
and other items on the agenda, associated with temperature monitoring 
and medical gases, which demonstrated an understanding of the issues 
but also the actions in place. 

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

PLACE Annual Report
The Committee received the report (appended) which had been 
considered at the Patient Experience Group in July.

It was noted that there had been notable improvements in all areas 
inspected.  It was recognised that there were further improvements to be 
made, such as the introduction of dementia clocks, which would have a 
positive impact for patients.

The Committee encouraged consideration of the use of charitable funds 
to make improvements which would impact on the patient environment 
and experience.

The current PLACE inspection was being undertaken and would be 
reported to the Committee once the result were available.

Patient Experience Group Upward Report
The Committee received the report noting the assurances that had been 
provided to the group through the divisional mini-PEGs and the traction 
being achieved on the ‘you care we care to call’ work.

Work was taking place in the EDs to support improvements following the 



4

outcome of the national survey with the Patient Experience Team 
providing support and undertaken observations of care.  The outcome of 
which would support improvements plans alongside the implementation 
of a co-design group with members of the patient panel to develop ED 
fundamentals.   

Complaints Quarterly Report
The Committee received the quarterly complaints report noting that there 
were 15 overdue complaints at the time of writing the report which had 
subsequently reduced to 6.

A number of complaints had been closed within timescale and the team 
continued to drive improvement forward within the service with support 
from the divisions to support early resolution.

The Committee noted the primary reasons for complaints remained 
communication, treatment and waiting times.  

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

Clinical Effectiveness Group Upward Report
The Committee received the report noting the positive position of the 
benchmarking results against NICE and Technology Appraisals.

There had been significant activity in respect of clinical audit with 
improved engagement for both national and local audits which 
demonstrated the positive impact of audit.   

The Committee noted that the Trust remained an outliers on a number of 
national audits with assurance received by the group that actions were in 
place to address this.

There were a number of challenges noted in respect of the delivery of the 
Stroke Sentinel National Audit Programme (SSNAP) with the team 
considering national benchmarking, to support an understanding of the 
position, which was expected to be similar to the Trust.  It was recognised 
that the Acute Services Review would improve access to stroke beds.

Assurance in respect of other areas:

Pending Admissions update
The Committee received a verbal update noting that work had been 
completed to understand the potential harm as a result of pending 
admissions.  It was noted that whilst there was no harm associated with 
these processes required strengthening in respect of reconciling the 
waiting lists.

Pending admissions would be reported, as a performance item, to FPEC.
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FPEC Response to mechanical ventilation and medicines temperature 
management capital funding request 
The Committee noted the response from FPEC in respect of the formal 
route to apply for capital noting that the Medicines Quality Group would 
move forward to seek capital funding for medicine temperatures.

Feedback would be offered to the relevant individuals to advise of the 
process in respect of mechanical ventilation.

FPEC Referral – Nursing and Medical Representatives/Lead of Medical 
Gases Group
The Committee noted the referral from FPEC in respect of representatives 
for the Medical Gases Group from both the medical and nursing 
workforce to ensure appropriate oversight and ownership of actions.

The Committee noted the dual reporting of the group to both Health and 
Safety Committee and the Medicines Quality Group.  Action would be 
taken to review and amend the terms of reference of the Medical Gases 
Group to ensure representation.  

Integrated Improvement Plan
The Committee received the report with moderate assurance noting that 
73% of measurements were achieving target.  

The Committee recognised the improvements being seen in respect of 
medicine incidents and medication incidents causing harm.  The 
Committee noted the areas of specific focus including timely 
administration of IV antibiotics for sepsis and length of stay for stoke 
patients. 

Internal Audit Recommendations
The Committee noted that updates were being made by internal audit 
with an updated report due to be offered to the Committee once 
available. 

Updates were however being received through upward reports to the 
Committee in relation to actions related to Internal Audit with 
reassurance received that sufficient evidence had been submitted to close 
open actions.

CQC Action Plan
The Committee received the report noting the closure of a number of red 
actions from the previous report.  Improvements had been seen in 
respect of the Child Protection – Information Sharing however the action 
would remain live until this was sufficiently embedded. 

The Committee noted the benchmarking that had been undertaken in 
respect of the CQC Single Assessment Framework to determine the 
current position for the Trust with further work required on the quality 
statements.
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Committee Performance Dashboard
The Committee received the performance dashboard noting the content 
and the continued improvement in mortality metrics along with the 
improvements associated with NICE compliance.  Outlier areas in respect 
of National Audits would be addressed through the Clinical Effectiveness 
Group and relevant action plans.  

The Committee noted the focus in the emergency departments in respect 
of skin integrity due to the length of stay of patients in the departments.

The Committee praised the complaints team for the improved 
performance of responses being offered on time which had increased to 
80% from 10% the previous year.

Strike Impacts and Risk
The Committee received the report (appended) noting the significant 
assurance offered despite the highly challenging demands placed on the 
NHS as a result of industrial action.

It was recognised that as a result of the strike actions there had been an 
impact on out-patient appointments, day case procedures and elective 
surgeries.  Cancellations had been made however all patients had been 
rebooked.  

The Committee noted the planning, rigor and learning that had taken 
place during the rounds of strikes with the Committee recognising the 
positive behaviours of the Executive Team in leading the organisation at a 
difficult time.

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
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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 O N D J F M A M J J A S
Chris Gibson Non-Executive Director X A X X X X X A X X X X
Sarah Dunnett Non-Executive 
Director (Maternity Safety Champion)
Karen Dunderdale Director of Nursing X X X D X X D X X D X X
Simon Evans Chief Operating Officer X X
Colin Farquharson Medical Director D D D D D D D D D D X D
Rebecca Brown, Non-Executive 
Director (Maternity Safety Champion)

X X X X X X X X X X X X

Vicki Wells, Associate Non-Executive 
Director

X X X X X X X X X X X A

Michelle Harris, Chief Operating 
Officer

A X X X X D X X D X



PLACE 2022
Results Feedback



Progress from 2019 to 2022

• Increased Housekeeping resource

• Full refurbishments of Belton Ward (Grantham) and Dixon Ward (Lincoln)

• Ward enhancement programme at Lincoln incorporating disability and 
dementia criteria

• Corridor redecoration to improve the environment

• Introduced a PLACE Lite programme

• Training for PLACE Team Leaders

• Sought clarification from NHS Digital on some of the PLACE questions



Cleanliness

National Average for Acute Trusts 97.99%

National Position Against 124 Acute NHS Trusts 75th

2022 Results

ULHT Overall 98.28%

Grantham 99.50%

Lincoln 98.56%

Pilgrim 97.59%

Louth 99.63%

2019 Results

ULHT Overall 95.16%

Grantham 89.55%

Lincoln 95.11%

Pilgrim 96.86%

Louth 97.06%



Condition, Maintenance and Appearance
National Average for Acute Trusts 95.81%

National Position Against 124 Acute NHS Trusts 85th

2022 Results

ULHT Overall 95.33%

Grantham 98.71%

Lincoln 95.44%

Pilgrim 94.42%

Louth 91.04%

2019 Results

ULHT Overall 92.29%

Grantham 89.41%

Lincoln 90.83%

Pilgrim 95.41%

Louth 70.00%



Privacy, Dignity and Well Being
National Average for Acute Trusts 84.90%

National Position Against 124 Acute NHS Trusts 57th

2022 Results

ULHT Overall 86.46%

Grantham 90.98%

Lincoln 84.20%

Pilgrim 88.57%

Louth 74.14%

2019 Results

ULHT Overall 76.03%

Grantham 76.88%

Lincoln 76.21%

Pilgrim 75.50%

Louth 72.50%



Dementia
National Average for Acute Trusts 79.60%

National Position Against 124 Acute NHS Trusts 78th

2022 Results

ULHT Overall 78.05%

Grantham 80.25%

Lincoln 77.95%

Pilgrim 77.68%

Louth 63.56%

2019 Results

ULHT Overall 65.79%

Grantham 60.48%

Lincoln 67.64%

Pilgrim 64.44%

Louth 60.22%



Disability
National Average for Acute Trusts 81.57%

National Position Against 124 Acute NHS Trusts 76th

2022 Results

ULHT Overall 80.69%

Grantham 81.79%

Lincoln 81.27%

Pilgrim 79.61%

Louth 64.58%

2019 Results

ULHT Overall 68.21%

Grantham 59.10%

Lincoln 68.70%

Pilgrim 70.06%

Louth 58.44%



Food
National Average for Acute Trusts 89.65%

National Position Against 124 Acute NHS Trusts 61st

2022 Results

ULHT Overall 90.72%

Grantham 90.32%

Lincoln 89.66%

Pilgrim 92.28%

2019 Results

ULHT Overall 89.00%

Grantham 98.96%

Lincoln 87.93%

Pilgrim 87.80%



Plans ahead of the 2023 Collection

• Business case approved to continue the increased Housekeeping funding

• New Outpatient clinics in the old Maternity Block at Pilgrim

• New refurbished Pre-assessment Clinic at Lincoln

• New Resus Department at Lincoln ED

• Kingfisher roof repairs at Grantham

• New free of charge patient entertainment system Trust wide

• Possible source of funding for dementia clock roll out Trust wide

• Resurfacing of the visitor car park at Pilgrim and re-lining the road markings



ULHT Preparedness and Response for Medical Workforce 
Industrial Action



Background

Due to a continued and unrelenting demands within the NHS, many healthcare colleagues have balloted for 
industrial action in relation to pay and conditions and have achieved the numbers of votes required to enact strike 
action. 
We must acknowledge that this is not a decision that is taken lightly.

The most recent professional group to vote for industrial action has been the medical workforce. Initially, this was 
the junior doctor workforce and subsequently the consultant workforce.

Unfortunately, no resolution has been secured in terms of pay and conditions and as a result, were find ourselves at 
somewhat of an impasse.

Industrial action for this group of professional continues and is occurring at regular intervals.

Currently, there have been 6 ‘rounds’ of industrial action, with a further two planned for September and october

The first of these took place at 7am on Monday 13th March and lasted until 7am Thursday 16th March 



Impact

Planned industrial action has taken place monthly, with the exception of May and is set to continue with known 
dates in September and October.

The duration has ranged from 3 days to 5 days and whilst urgent and emergency care has been afforded ‘protection’ 
elective care provision as seen significant impacts over the last 6 months, will many patients treatments being 
postponed.

This has spanned all elements of elective care – outpatient appointments and procedures,  and day case and 
inpatient surgery.

In total so far, this has resulted in the cancellation of  c3,491 patients. This is broken down into c3,167 outpatient 
appointments, 206 day case procedures and 118 elective surgeries. Some of these cancellations included 2 week 
wait appointments and 78 week waiters.

All of these patients were rebooked in a matter of days.

The impact on our operational and administration Teams cannot be underestimated.



Impact

During the course of the Junior Doctor strikes approximately 66% of the workforce took strike action. The highest 
percentage of the Doctors striking was from within the Medical and Emergency Care Division and the least number 
was in the Family Health Division. This has been fairly consistent across the strike thus far.

During the 2 Consultant Strikes, those colleagues were asked if they would declare their intentions would be. A third 
confirmed they would be taking strike action, a third confirmed they would not be undertaken strike action and a 
third chose not to disclose. 

During the Junior Doctors Strikes, safe service provision was achieved by the cancellation of activity and the 
Consultant workforce ‘acting down’ to covers essential services such the Emergency Departments and Inpatient 
Wards.

During the Consultant Strikes, the British Medical Association declared that service provision be like of a Christmas 
Day cover and that all elective activity should cease. As a Trust and acting the best interest of our patients, we chose 
not to following this request but accepted that some activity would undoubtably be cancelled.

It also has to be recognise the significant financial impact to the Trust.



ULHT Planning and Emergency Preparedness

• Command and Control was instigated week prior to each planned industrial action and 48 hours post industrial 
action.

• The Strategic response and control was led by the Chief Operating Officer and conjunction with the Medical 
Director’s Office. The core team at strategic level also comprised of a HR Lead, Communications Lead and an 
EPRR Lead. Twice daily Strategic calls were put in place. The membership included Executive Team members, 
Divisional Leadership Teams, The Director of Estates and Facilities, Staff side and the Tactical Lead. A twice daily 
action log recorded all actions and decisions. This was distributed to all team members following each of the 
strategic calls.

• The Tactical Cell was established at the same time and comprised a Tactical Lead, Divisional Operational Teams, 
dedicated HR support and when required Estates and Facilities. The Tactical cell ran from 8am until 8pm. The 
prime functions of the Cell, were to confirm and assure that each division had robust plans in place to ensure 
patient safety. The cell recorded all patient activity cancellations following updates from the divisions, especially 
Clinical Support Services. 

• Divisional Teams assessed each of their services daily and recommended where elective activity needed to be 
cancelled and what the impact of doing so looked like ie impact on 2 week wait clinics, patients waiting greater 
that 78 weeks and operative procedures. This then was shared and discussed within the Strategic call.

• Administration Teams were responsible for engaging directly with our patients to keep them fully up to date. 
Where possible, when a patients appointment cancelled it was rebooked in the same conversation.



System Planning, Emergency Preparedness and Reporting
• Twice daily system strategic calls and twice daily system tactical called were established.

• Information was shared in respect of the number of medical colleagues undertaking strike action and impact on 
services, particularly in relation to elective cancellations

• The ICB communicated with Regional Colleagues through  3 times a day calls.

• National and regional reporting structures were put in place for the duration of each strike.

• An agreed communications plan was put in place which included messages to the public, staff and where 
necessary, the media.



Reflections So Far

Whilst respecting our colleagues’ decision to take industrial action, our focus was on patient safety and staff welfare.

Over the 6 previous strikes, we, as an organisation, have become very skilled in terms of our planning, minimising 
patient impact either due to cancellations of elective treatment or ensuring emergency and impatient care 
standards were maintained.

As an organisation and as a system, we have responded well to the demands place upon our teams, especially our 
administration teams and are assured that no harm has come to any of our patients.

We have established tried and tested processes that enable us to work at pace in recovering from the impact of 
continued industrial action.

We should be very proud all of the teams involved.



Questions



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 2023/24 objectives.

The Committee worked to a reduced length of meeting to enable a 
workshop to be held in support of the Group Model, therefore reports 
were taken as read and questions submitted ahead of the meeting to 
expedite the meeting.

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

Patient Safety Group Upward Report inc PSIRF Go Live update
The Committee received the report noting the go live of Datix IQ which 
had been successful with the Learn from Patient Safety Events (LFPSE) 
also launched alongside this, ahead of national timescales.

The Patient Safety Incident Response Framework (PSIRF) had been 
launched on the 1 October with the Committee commending the launch 
of this and how well this had been received.

The work of the Trust had been recognised across the system by the 
Integrated Care Board.

Infection Prevention and Control Group Upward Report
The Committee received the report noting concern in the rise of C-Difficile 
cases across the Trust with a deep dive to take place in order to consider 
themes and undertake relevant actions.

It was recognised that there was a similar position nationally with the 
Committee noting that a review had been considered by the IPC team 
where it had not been identified that there was cross infection between 
patients.  

Report to: Trust Board
Title of report: Quality Governance Committee Assurance Report to Board
Date of meeting: 17 October 2023
Chairperson: Rebecca Brown, Non-Executive Director 
Author: Karen Willey, Deputy Trust Secretary    
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Medicines Quality Group Upward Report 
The Committee received the report noting the progress being made in 
respect of the closure of Central Alerting System (CAS) actions against 
trajectory.  Concern was noted in respect of the Medical Gases Group due 
to quoracy however this would be reinvigorated, along with appropriate 
reporting.

The Committee noted the immediate staffing concerns in the pharmacy 
team and was pleased to note that there had been some short-term 
improvements with recruitment which would continue to be progressed 
with OD support in place with the team.

Children and Young People Oversight Group Upward Report
The Committee noted that the meeting had been stood down due to 
Industrial Action.

Maternity and Neonatal Oversight Group Upward Report
The Committee received the upward report and a number of associated 
appendices (attached) including the Ockenden insight visit report, Claims 
triangulation report, core competency framework, saving babies lives and 
assurance reports.

The Committee commended the outcome of the Ockenden insight visit.

The Committee was pleased to note the proactive approach to deep dives 
noting consideration by the group of the undiagnosed breach births.  This 
had resulted from a complaint from a member of the public with the deep 
dive identifying hat the Trust had a rate of 0.31% against a national rate of 
1%.

As a result of the deep dive a research project has commenced for point 
of care scanning to determine the benefit in this being implemented 
permanently. 

Nursing, Midwifery and Allied Health Professional Advisory Forum 
Upward Report
The Committee received the report for information noting there were no 
escalations to be raised.

Ward Accreditation Quarterly Report
The Committee received the report noting the positive impact of the 
scheme for wards being accredited and reflected on the enhance 
monitoring support in place for those areas flagging as a concern.

The Committee was pleased to note early support to those areas where 
concerns were noted before significant concerns arose with assurance on 
the processes to move areas in and out of enhanced monitoring.  

Serious Incident Summary Report inc Duty of Candour
The Committee received the report noting that the backlog of open 
actions had not reduced as expected ahead of the PSIRF go live, due to 
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the impact of industrial action and capacity.

The overdue actions would be addressed and managed through the 
Patient Safety Group to ensure these were closed with trajectories in 
place. 

The Committee noted a deterioration in duty of candour however noted 
that, at present, this was not a trend, but work was taking place with 
clinical teams to ensure this was managed.

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

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

Patient Experience Group Upward Report
The Committee received the report noting the availability of patient 
stories in a library on the Trust intranet site along with a number of public 
stories on the Trust website to share learning and experiences.

The Committee reflected on the Friends and Family Test noting the work 
being undertaken with the Divisions not only to improve response rates 
but to interpret these.  A sentiment analysis tool was being considered in 
order to better interpret and respond to narrative outputs.

Palliative and End of Life Group Upward Report
The Committee received the report noting the great progress being seen 
and reflected on the patient story received by the group and the support 
needed where carers were also health professionals to ensure 
professional boundaries were not crossed.

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

Clinical Effectiveness Group Upward Report
The Committee received the report noting the progress being made on 
High Volume Low Complexity work.  Concern was noted in respect of VTE 
and appropriate meetings taking place however this was being addressed.

The Committee noted the significantly overdue NCEPOD actions with 
support being offered to the Divisions to understand the resource 
required to support the closure of actions.

Assurance in respect of other areas:

Integrated Improvement Plan
The Committee received the report for information noting that there had 
not been any questions raised prior to the meeting.
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Quality Impact Assessments (QIA)
The Committee received the report for information noting that the 
process was now embedded with assurance being offered.  

Internal Audit Recommendations
The Committee received the report noting that this offered an up-to-date 
position with a number of actions closed, including CPIS and Data Quality.

The Committee noted that actions associated with Field Safety Notices 
had been extended to 31 October to ensure all actions were completed in 
line with the changes to Datix.

CQC Action Plan
The Committee received the report noting that the open actions were 
now progressing with the Committee requesting that these be progressed 
with a view to close the actions by January 2024.

Committee Performance Dashboard
The Committee received the report noting the performance data 
presented and reflected on the improvement in the SPC charts.  The 
Committee reflected on the level of medication incidents being low and 
noted that it was expected that the rollout of EMPA would further 
improve the position.

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

X X X X X X X X X X X X

Vicki Wells, Associate Non-Executive 
Director

X X X X X X X X X X A X

Michelle Harris, Chief Operating 
Officer

A X X X X D X X D X X



Ockenden Insight Visits June 
2023 FINAL

Review of Maternity Services within 
United Lincolnshire Hospital Trust,

Led by the LMNS

Securing the best start for women and families in Lincolnshire



Visit Purpose
The purpose of the visits was to provide assurance against the 7 immediate and essential 
actions taken from the Ockenden report which was published initially in December 2020, with 
then a further second and final report in March 2022.  These reports outlined specific areas to 
focus on for assurance. The Insight Visit Team used an appreciative inquiry and learning 
approach to foster partnership and to aid understanding and communication of services.
The visits took place on the 20th June at Lincoln County Hospital, and the 21st June at Pilgrim 
Hospital, Boston.
Evidence was submitted to the LMNS prior to the visits to offer compliance against the 7 IEA’s.  
Conversations on the days further sought to demonstrate that compliance with members of the 
senior leadership teams as well as with acute Midwives, Obstetricians and those in Specialist 
roles.
The 7 areas of focus are;
1. Enhanced Safety
2. Listening to Women & Families
3. Staff Training and Working Together
4. Managing Complex Pregnancy
5. Risk Assessment Throughout Pregnancy
6. Monitoring Fetal Well-Being
7. Informed Consent
8. Workforce Planning and Guidelines

Securing the best start for women and families in Lincolnshire



Insight Visit Team members
Martin Fahy – Director of Nursing & Quality ICB, Senior 
Responsible Officer for LMNS
Clare Brumby – Lead Midwife for the Maternity & Neonatal 
Programme, LMNS
Sue Jarvis – Programme Manager LMNS
Amanda Pike – Maternity Voices Chair
Chantal Knight – Senior Governance & Assurance Lead Midwife, 
Midlands Perinatal Team
Sarah Pemberton – Head of Quality, Maternity 
Nottingham University Hospitals

Securing the best start for women and families in Lincolnshire



Key Headlines
Points for celebration

• A dedicated and passionate workforce whom strives to deliver their best in 
each area

• A visible senior leadership team, whom is focused on engaging families and 
staff to improve services

• An obvious uplift of Specialist Midwives who can now focus QI projects and 
monitor improvements

• Fully Compliant for CNST Yr. 4, more established oversight processes were 
evident and a forward audit plan in place  

• Fully compliant on all 5 elements of SBLCBV2
• Clear changes in environments for women and staff to be able to work more 

efficiently and comfortably
• Fantastic Preceptorship support for newly qualified Midwives and students, 

clear links with the training Universities  
• Exceptional work evident and ongoing around Fetal Monitoring  

Securing the best start for women and families in Lincolnshire



Key Headlines
Points for consideration

• The environment, although improved in areas needs to remain a focus
• Maintaining IT connectivity is a priority, changing Maternity systems must 

remain the ambition in order to fully comply with PCSP’s and individualised 
care for women

• Future job planning and specifications is not fully explored, more focus on this 
would ensure continued structure and succession in roles

• Consideration to explore need to appoint a DOM
• Consideration to having a Governance Lead 8a reinstated to ensure the robust 

processes are followed effectively and there is clear leadership in this area –
(this was suggested last year also), it would also support the ever growing 
request in assurance compliance

• To explore further mechanisms for feedback when experiences demonstrate 
areas for improvement, to increase the access for women

• To consider expanding work/roles relating to Optimisation which would 
support IEA 7 a women’s choice

Securing the best start for women and families in Lincolnshire



Summary of Ockenden IEA status

Securing the best start for women and families in Lincolnshire

IEA Insight Visit 2022 Insight Visit 2023
1. Enhanced Safety
2.  Listening to women and 
families

3. Staff Training & working 
together

4. Managing Complex pregnancies

5. Risk assessment through 
pregnancy

Partially met Partially met

6. Monitoring Fetal well-being Partially met

7. Informed Consent
Workforce Planning Partially met Partially met
Guidelines Partially met



IEA1 Enhanced Safety

Points for celebration
• PMRT process robust and well managed, now led by Safety

Lead Midwife
• SI’s shared at Board and LMNS level, learning is circulated
• Robust evidence of board assurance processes 

Points for consideration
• To appoint a Governance Lead 8a to ensure appropriate 

Leadership, escalation and processes for risk and incidents
• Safety Lead Midwives to be more visible to staff on shop floor
• To ensure communications/learning to be noted by all staff 

groups, engage the whole MDT especially community teams
whom find it more difficult to access emails on a regular basis

• To seek official ‘external’ reviewer for PMRT from Sherwood Forest Hosp

Securing the best start for women and families in Lincolnshire

IEA 1 RAG

Q 1 -
Dashboards

Q 2 - External 
review of SI’s

Q 3 - SI’s to 
Board/LMNS

Q 4 - PMRT

Q 5 - MSDS

Q 6 - HSIB

Q 7 - PCQSM

Q 8 – SI’s to 
Board/LMNS



IEA2 Listening to women & families

Points for celebration
• NED appears fully integrated into system working and is fully versed

on all areas, both from staff and families
• Regular input and good relations between NED and MVP team which 

ensures consistent messages and areas for learning/improvement
• PMRT process fully embedded and each case has family input 

Points for consideration
• Continued promotion of face to face access with NED, staff have 

shared the desire to engage more often on site
• Review and feedback to be shared from new Patient Experience

Group – inclusive of MVP
• Further progression to be considered when experiences have not been positive, more 

mechanisms required for families to utilise and be signposted to by staff

Securing the best start for women and families in Lincolnshire

IEA 2 RAG

Q 11 - NED

Q 12 - PMRT

Q 13 - Service 
user feedback

Q 14 - Bi-
monthly safety 
Champion 
meetings
Q 15 - Service 
user feedback

Q 16 - NED



IEA3 Staff Training and working together

Points for celebration
• MDT Training is well-received and welcome by all staff groups
• MDT Training is ‘protected’ time for all staff where possible
• Consultant twice daily ward rounds have been implemented
• Training schedule is current and robust covering all required topics
• Full implementation of Specialist Midwives in post 
• Robust induction /preceptorship processes in place 

Points for consideration
• Training Needs Analysis is due to be repeated so that training can

continue to be maintained to a high standard
• To consider including ‘Consultant twice daily ward rounds’ to audit

programme to ensure consistent oversight of this safety measure
• To ensure that Mandatory Training and Prompt sessions compliance

is monitored and actioned immediately where required due to inconsistencies in 
compliance month on month

Securing the best start for women and families in Lincolnshire

IEA 3 RAG

Q 17 – MDT 
Training

Q 18 –
Consultant Ward 
rounds

Q 19 – Ring 
Fenced Funding

Q 20 -

Q 21 – 90% MDT 
Training

Q 22 –
Consultant Ward 
Rounds
Q 23 – MDT 
Training 
Schedule



IEA4 Managing Complex Pregnancy

Points for celebration
• SBLCBV2 fully compliant on all 5 elements
• The Antenatal Care guideline instructs staff to ensure each woman 

has a named consultant lead
• Staff have been fully focused on supporting all elements of SBL

Points for consideration
• To strengthen process of referral to Maternal Medicine Centre by 

Implementation of the draft SOP being produced currently
• Consideration to include Consultant Lead review to audit 

programme to ensure consistent compliance
• To continue to pursue every possible avenue to securing a new IT 

Maternity System to ensure that future compliance is safeguarded
and that data can more easily be collected

Securing the best start for women and families in Lincolnshire

IEA 4 RAG

Q 24 – MMC 
Criteria

Q 25 – Named 
Consultant

Q 26 – Complex 
Pregnancies

Q 27 - SBLCBV2

Q 28 – Named 
Consultant Audit

Q 29 - MMC



IEA5 Risk Assessment throughout pregnancy

Points for celebration
• Maternity Medway system has included RA as a mandatory field now

supporting compliance
• Birth Choices Clinic is shown to be hugely effective and women who 

wish to birth outside guidance can attend to further discuss their 
choices, their risk status is then updated accordingly

• Staff are fully focused and supportive of appropriate care for women

Points for consideration
• To establish the record keeping audit programme and to action the reviews that take place 4 

monthly as detailed in the evidence record
• To ensure the application for a new IT Maternity System is upheld which will ensure a more 

robust and simpler way to collect data for many QI projects and risk assessments
• To ensure progress is sighted on new ways to ensure PSCP inline with women’s choice

Securing the best start for women and families in Lincolnshire

IEA 5 RAG

Q 30 – Risk 
assessment

Q 31 – Place of 
Birth RA

Q 32 – SBLCBV2

Q 33 – Risk 
assessment 
recorded with 
PCSP



IEA6 Monitoring Fetal well-being

Points for celebration
• SBLCBV2 is fully embedded and all staff have worked tirelessly to 

ensure success
• There has been a dedicated Fetal Monitoring Lead Midwife for a year 

now, with full action plan and dedicated capacity to achieving better 
outcomes

• Mandatory updates on fetal monitoring is now a full day inclusive of 
human factors training

• There is now dedicated Consultant Obstetric Leads to support 
implementation of improved fetal monitoring interpretation

• CNST Year 4 full compliance achieved 

Points for consideration
• To ensure that robust review of attendance on Mandatory Updates is continued 

to ensure staff maintain their clinical updates and practice in fetal monitoring

Securing the best start for women and families in Lincolnshire

IEA 6 RAG

Q 34 – Leads in 
post

Q 35 – Leads 
expertise

Q 36 – SBLCBV2

Q 37 – 90% MDT 
Training 

Q 38 – Leads in 
post



IEA7 Informed Consent
Points for celebration
• Birth Choices Clinic is fully available and utilised by women to ensure

they are included in their birth choices
• Women’s feedback is sought and displayed positively in hospital areas
• The PMA service is now fully supported and 20 more staff members 

are to receive the training for ‘Birth Trauma debrief training’
• The ULHT website has now been reviewed by the MVP team and 

feedback has been given
• ‘15 steps’ has been completed and feedback given to the Trust

Points for consideration
• To ensure that neutral and unbiased information is given to women

and families from medical staff groups, and that they  are clear on how to 
signpost those who need it to further support

• To ensure that IOL counselling  by medical staff remains current using up to 
date research and guidance, that it remains relevant and personalised to the women

• To support the reinstatement of the ‘Willow Team’ for Induction of Labour which 
previously has been well received by women and from feedback on the visits, 
colleagues have recognised how to improve and implement the service more effectively and 
wish to ensure its future success

Securing the best start for women and families in Lincolnshire

IEA 7 RAG

Q 39 –
Accessible 
information, 
place of birth
Q 40 –
Accessible 
information, all 
care
Q 41 – Decision 
making and 
informed 
consent
Q 42 – Women’s 
choices 
respected
Q 43 – Service 
user feedback

Q 44 - Website



Workforce planning & Guidelines 

Points for celebration
• Consultant Leads are now recruited to support specialist roles, ie. 

Fetal Monitoring and Cardiac. There are also now Obstetric and 
Gynae Risk Leads for the Trust to support incident review 
and resolution. 

• There are now 2 Consultant Midwives to support safety work and 
quality improvement work

• The Safety Lead midwives are now fully appointed to ensure more
oversight and compliance of the increased ‘asks’ nationally

• Robust process for management of Guidelines and NICE review

Points for consideration
• The Consultant body has been uplifted but suggest that the twice daily ward 

rounds need to be continually monitored to ensure compliance is met for safety.
• There is a lack of DOM and this needs to be implemented and considered further for 

succession planning as a priority
• To ensure that the current Safety Lead Midwives remain clinically competent and 

current to enable support in acute areas

Securing the best start for women and families in Lincolnshire

WFP & G RAG

Q 45 - Clinical 
workforce 
planning
Q 46 –
Midwifery 
workforce 
planning
Q 47 – D/HOM 
accountable to 
exec director

Q 48 –
Strengthening 
Midwifery 
Leadership
Q 49 -
Guidelines



Additional points for celebration 

• MVP team site visits that were performed prior to the Insight visit days were well received by staff and 
women, hugely positive feedback received by maternity and neonatal families

• Competent experienced NED in place who is focused on patient experience and dedicated to integrating 
into staff groups to understand the wider picture

• Visible and approachable senior leadership team
• Maternity is covered at every Board meeting now with representation from senior colleagues to ensure 

effective communication of successes and when ‘calls for action’ are required
• On both sites visits it was incredibly clear how proud staff are to work within the maternity and neonatal 

departments at ULHT.  The passion for improving services and care for women was palpable and admirable
• Safety Huddles held on each day have improved vastly over the past year, they now incorporate all staff 

groups across the acute service which has improved communications between teams
• Estates within Maternity and Neonatal departments has seen improvements, the 

Bereavement Suite at Pilgrim is highly applauded by families needing it.  The new ward areas are a 
vast improvement also for staff and families

• Collective opinion of staff groups is that there is a visible and approachable Senior Leadership team
• There appears to be strong productive relationships between midwifery staff on acute areas and 

consultant body
• Consultant Body now meet 3 monthly Trust wide which has improved relations and 

communications across sites, which will support more change going forwards

Securing the best start for women and families in Lincolnshire



Additional points for consideration 

• The process of communication and the format could be improved further in that it ‘reaches’ all staff groups effectively.  
Community teams feel a ‘disconnect’ in that it is not as easy for them to access emailed updates therefore they feel slightly
outdated when safety notifications have been shared

• The feedback mechanisms have improved since last visit, however there is room to improve further where experiences 
occur that are not positive.  Staff have appeared less aware or less informed on how to signpost or what the process 
includes when women and/or families wish to express negative/or unhappy experiences in care

• The visibility of the newly appointed safety Leads has been queried in that ‘staff’ feel they need to be more present in acute 
areas and not appear distant or unobtainable when needed to support the workforce

• The location of the Senior teams and/or Specialist Midwives in the Whisby Suite has also come into discussion with staff 
groups.  It is felt the distance is too great, given the lack of experience and the more obvious number of junior staff. Senior 
colleagues would feel more supported and more confident if senior staff were easier to access.  

• There is a clear need to ascertain more direct line management and leadership within the Risk and Governance remit.  A 
‘Team ‘ approach would be supported by many of the workforce, and a definite uplift with a Band 8a would be supportive of 
the current national agenda.  There appears a slight uncertainty in the line of escalation and process, most probably due to 
the lack of position and structure that is lacking in this area

• There needs to be further input in developing the collaboration between the new safety leads as staff have expressed that 
often there is disconnect between these individuals as requests are being made from numerous areas which can be 
confusing and add to workload

• IT connectivity is impacting hugely the role and capacity of Community Midwives and this is really impacting staff morale 
some staff  told us that the HR recruitment process was slow and excessive paperwork needs to be eliminated where 
possible (improved IT would help with this issue)   

• Further work to be considered on the need for access to Translation services and tools in order to be able to communicate 
with women more safely and easily

• Perhaps more insight into the senior escalation of issues/topics.  When items have been escalated to 
senior medical teams it has been stressed that staff ‘feel’ that subjects get lost and follow up on this 
senior escalation does not have any outcome

Securing the best start for women and families in Lincolnshire



Lastly; 

The visiting team would like to express their over whelming thanks to ULHT colleagues, maternity, 
obstetric and neonatal for their willingness to be part of this process.

It is clear from the visits that staff are proud and willing to be at the forefront of improving care 
for women and families in Lincolnshire and they have shown huge growth in being able to 
demonstrate their ability to be open and honest in what has been achieved and what is still to be 
done. 

Sarah Pemberton (Quality Lead for NUH) had some poignant words for us when she left and I 
wish to share them with you.
‘I wanted to get across how lovely each and every person I came into contact with was. You can 
really feel their passion for improving and providing the best and safest care. The team reminded 
me very much of the team I worked with at SFH. They have come a long way together and have 
formed strong relationships with each other along the way. ’ 

Thank you

Securing the best start for women and families in Lincolnshire
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Claims Scorecard, Complaints & Incidents – Quarter 1 
2023/24: April - June 2023
Samantha Tinkler - Patient Safety Midwife
September 2023

As part of the Maternity Incentive Scheme (Year 5) SA9 – Evidence that a quarterly review 
of the Trust’s claims scorecard alongside the incident and complaint data should take place 
and be discussed by the Maternity, Neonatal and Trust Board level safety champions at a 
Trust level (Board or directorate) quality meeting. The Scorecard data is used to agree 
targeted interventions aimed at improving patient safety and reflected in the Trusts Patient 
Safety Incident Response Plan.
Therefore, this report has been produced so that the relevant information can be presented 
and discussed at the Maternity and Neonatal Oversight Group meeting which is held 
bimonthly.

Claims Data:

The most recent Trust claims scorecard was released in August 2023 - It has a ten year 
timescale for the period 01/04/2012-31/03/2022.

A dashboard of obstetric claims can be found here: 

Copy of scorecard 
information for Obstetrics.docx

Triangulation of themes from claims with incidents and complaints remain difficult due to the 
fact that the data timescales and information categories are not the same and therefore 
incomparable. Families also have 25 years to submit a claim and are often submitted a 
significant amount of time after the event/incident.
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Claims identify the Top 5 themes by injury and by cause of injury as shown in the tables 
below:

Top 5 injuries by volume for Obstetrics
 Injury Volume Volume
1 Fatality 8 11%
2 Unnecessary Pain 12 16%
3 Adtnl/unnecessary Operation(s) 4 5%
4 Poor Outcome - Fractures Etc. 0 0%
5 Poor Outcome - Fractures Etc. 0 0%

Total Top 5 injuries by Volume for Obstetrics  24 32%

Top 5 causes by volume for Obstetrics
 Injury Volume Volume
1 Fail / Delay Treatment 19 25%
2 Failure/Delay  Diagnosis 7 9%
3 Failure To Interpret X-Ray 0 0%
4 Failure To X-Ray 0 0%
5 Medication Errors 2 3%

Total Top 5 causes by Volume for Obstetrics 28 37%

Incident data:

Incident data can be categorised in a number of ways. Last quarter, it was shown how three 
different ways of pulling the Top 5 categories of incidents, identified how different the 
information can be depending on the search undertaken.
For the purpose of this report the top 5 incidents are identified by the Maternity Trigger 
Lists. This is of good value as it indicates specific issues related to Maternity Care and can 
highlight an increase in incidents in specific areas of care. It was also clarified that the Trusts 
Incident Team within the Patient Safety Team would use this criteria for the top 5 incidents if 
a request for this information was made. Therefore, for consistency the Maternity Trigger List 
for Quarter 1 2023/24 is:

0
10
20
30
40
50
60
70
80

Blood loss 
>1500ml

None of the 
above

Readmission of 
mother

Shoulder 
dystocia

Term baby 
admitted to NNU

Third and fourth 
degree tears

Total

Top 5 Reasons of Incidents by Maternity Trigger List
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Top 5 Incidents:
1. Blood Loss>1500mls
2. Readmission of Mother
3. Shoulder Dystocia
4. Term admission to the Neonatal Unit
5. Third and Fourth Degree Tears

Complaints Data:

Information received from the complaints department identified a number of reasons for 
complaints:

• Delay in neurology review following a caesarean section birth in October 2022 and 
subsequent subarachnoid haemorrhage

• Staff Attitude, patient felt that the staff had a can’t be bothered  and birth preference 
was not followed 

• Clinical treatment - 3
• Clinical care and communication - 3
• Communication 
• Midwifery treatment - 1
• Unhappy with the attitude of the midwife and lack of communication from the diabetic 

midwifery team
• Lack of consent obtained prior to procedure. Breach of confidentiality
• Unhappy with the way that they were treated throughout their pregnancy by the 

antenatal team
• Substandard level of maternity care, no communication

 Overall Themes identified:

Claims Complaints Incidents

Fail / Delay Treatment Delay in treatment/review Blood Loss>1500mls

Failure/Delay Diagnosis Attitude of Staff Readmission of Mother

Failure To Interpret X-Ray Clinical treatment Shoulder Dystocia

Failure To X-Ray Clinical care and 
communication 

Term admission to the Neonatal 
Unit

Medication Errors Breach of confidentiality Third and Fourth Degree Tears

As can be highlighted from the themes identified, it remains difficult to actually triangulate 
specific areas without further detail of each case. 
Following the reconfiguration of the Trust Patient Safety Team, in the future there will be the 
potential of more scope for review of individual incidents following the “After Action 
Reviews”. 
There is a new version of Datix also being launched on 1st October 2023 which may also 
effect the categorisation of themes and trends and potentially allow more specific trends to 
be identified.
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Work continues to address these themes identified in all areas:
• All postpartum haemorrhages above 1500mls are individually reviewed by a 

Multidisciplinary Team (MDT).
• Readmissions of mothers, shoulder dystocia’s and third/fourth degree tears are 

individually reviewed by an MDT in the Maternity weekly incident review meetings.
• All term admissions to the Neonatal Unit are reviewed as part of the National ATAIN 

(Avoiding term admissions to the Neonatal Unit) process.
• Ongoing work to improve education and training, including the introduction of 

frequent practical skills and drills procedures to address identification and escalation 
of clinical concerns.

• iNeed escalation project to ensure staff feel comfortable asking for help with clinical 
concerns and obtain timely and appropriate responses from clinicians. “Team of the 
Shift” is the third element to supporting escalation and is under development with an 
implementation date to be confirmed.

• Personalised Care and Support Planning project to improve communication with 
women and families, including shared decision making and improving informed 
consent processes and give women autonomy over their care.

Conclusion:

The barriers to effective triangulation of claims, complaints and incidents continue. Due to 
the nature of submissions of claims, there may be a significant time after an event or incident 
when the concern is highlighted as a claim and we are therefore unable to review the 
themes and trends of incidents occurring at the same time. 
The issue with how themes and trends are identified using our Datix system for incidents can 
also hinder triangulation due to the number of categories available to collate themes and 
trends. 
Further work is required to ensure themes are identified appropriately and work in 
collaboration with the Patient Safety Team and the work that is already being prepared with 
incidents and complaints.



Process map of the implementation of the Core Competency Framework v2

Introduction:

The Core Competency Framework (CCF) has since 2020, provided trusts with 
extended guidance for the core elements and content of mandatory training that 
should be provided to maternity staff.

The CCF reflects the content and requirements stipulated in Saving Babies Lives v3 
and Safety Actions 6 & 8 of the Clinical Negligence Scheme for Trusts (CNST). The 
CCF aims to ensure the safety of service users within maternity by addressing areas 
of harm and standardising the inclusion of these within training. The CCF v2 has 
further guidance that requires implementation at the earliest opportunity. 

Timing of implementation:

Mandatory Training at United Lincolnshire Hospitals Trust (ULHT), runs alongside 
the financial year. Training is amended and updated according to the latest available 
evidence, as well as, local learning as a result of audit or investigation. CCF v1 was 
initially released as a triennial plan with regard to dissemination of the topics 
stipulated in its guidance; ULHT are currently in year 3 of this plan. Due to this, some 
elements of the CCF v2 will be implemented by no later than the 1st April 2024. 
Following benchmarking which occurred on release of CCF v2, all elements have 
been categorised into the following options;

1. Embedded into training (stretch targets created for April 2024)
2. Requires implementation into training immediately
3. Requires implementation into training by 1st April 2024

Allocation into option 3 suggests that the implementation of this element being 
delayed until the new financial year will not impact on the safety of the trust, and that 
it will require a significant change to the facilitation and formatting of that particular 
topic. The benchmarking is available in Appendix 1. Allocation to option 2 suggests 
that that the element impacts on safety and requires immediate dissemination, or 
that that the element is already embedded and requires an update in either 
information or time allocated to that topic. 

Planning and stakeholders:

Planning for Mandatory Training will commence no later than December 2023. 
Stakeholders include the following;

• Clinical Education Team
• Specialist Midwives
• Fetal Monitoring Leads
• Obstetric Leads
• Anaesthetic Leads
• Associated services link staff (e.g. Mental Health Nurses) 
• Maternity Matrons 
• Administrative Support staff



• Professional Midwifery Advocates
• Neonatal leads and Matrons 

Training will be planned collaboratively to ensure compliance with all national drivers, 
incorporating local learning and evidence that is pertinent to the trust and maternity 
services. Feedback from service users will be embedded throughout each training 
day, ensuring their voices are heard. 

Preliminary plans will be disseminated and feedback requested to ensure all 
specialities and facilitators are in agreement regarding content and availability to 
provide the training. 

Training for the new financial year will be finalised and presented to the Head of 
Midwifery and Divisional Clinical Director no later than the 1st February 2024. Any 
assessments or specific training plans must be sent to local commissioners no later 
than 28th February 2024. 

Training week currently consists of the following individual study days;

1. PROMPT –MDT skills and drills training (Face to Face)
2. Fetal Surveillance and Human Factors (Microsoft Teams)
3. Midwives Mandatory Training Day 1 (MMTD1) (Microsoft Teams)
4. Midwives Mandatory Training Day 2 (MMTD2) (Microsoft Teams)
5. E –Learning day 

From April 2024 it is proposed that we include a further MDT study day in order to 
disseminate all essential updates to the wider team and ensure all elements of 
national a local drivers are included. To ensure validity and safety of staffing in the 
clinical setting, the training days will be allocated over two separate weeks and 
provisionally set out as follows;

Week one: 
1. PROMPT – MDT skills and drills training (Face to Face)
2. Fetal Surveillance and Human Factors (Face to Face)
3. MDT study day (Microsoft Teams)

Week two:
1. MMTD 1 (Microsoft Teams)
2. MMTD 2 (Microsoft Teams)
3. E learning day 

Modules and Content:

Please refer to the CCFv2 Process map for data on current status on implementing 
the entire framework. This report will contain a short summary of each module. 

It can be assumed if an element is already embedded (Level 1) that plans will be 
implemented to achieve the stretch target



Module 1: Saving Babies Lives Care Bundle (SBLCB)

E-Learning will currently remain mandatory for Midwives on an annual basis. 

1.1 Smoking in pregnancy: 50% of the elements are embedded into current training. 
It has been determined to achieve the remaining elements by April 2024, the MDT 
study day will be utilised to capture all staff groups. 

1.2 Fetal Growth restriction: Further depth required to achieve elements (currently 
level 3). To achieve this the MDT study day will be utilised to capture all staff groups. 

1.3 Reduced Fetal Movements: All elements currently at level 3 due to the need to 
embed service user feedback. This will be implemented in April 2024. 

1.5. Preterm Birth: 75% of the elements are embedded into current training. This 
training will move to the MDT study day by April 2024 to capture all applicable staff 
groups. 

1.6 Diabetes in Pregnancy: Further Depth of elements in required (All currently at 
level 3). All elements will be moved to the MDT study day by April 2024 to capture all 
applicable staff groups. 

Module 2: Fetal Monitoring and Surveillance (in the antenatal and intrapartum 
period)

Please refer to process map of Fetal Surveillance and Human Factors day

Module 3: Maternity Emergencies and Multiprofessional training

Please refer to process map of PROMPT study day

Module 4: Equality, equity and personalised care

82% elements currently embedded in training. The majority of elements will be 
included in MMTDs. 

Module 5: Care during labour and the immediate postnatal period

87% of elements currently embedded in training. The majority of elements will be 
included in MMTDs

Emergencies in the community study days will be implements from the beginning of 
2024

Module 6: Neonatal basic life support (NLS)

In accordance with CNST where possible Resuscitation Council (RC) trained 
instructors, consultants and Advanced Neonatal Nurse Practitioners are delivering 



annual NLS updates. A team of 5 RC trained instructors will be in place by April 
2024. 
Following an assessment on safety it was determined education on recognition of 
the deterioration of black and brown babies required immediate implementation and 
a supporting PowerPoint has been developed to present prior to commencing the 
practical NLS update. 

Please refer to process map of PROMPT study day



Maternity & Neonatal
Safety Assurance Report

Libby Grooby, Divisional Head of Midwifery
As at 18 September 2023



Maternity & Neonatal Safety Assurance Report – Key Highlights

Trust:  United Lincolnshire Hospitals NHS Trust         Date:  As at 18 September 2023 (Aug data)

Executive Summary: 
This report outlines progress against the maternity and neonatal transformation work.  The full Maternity & Neonatal Dashboard is provided at Appendix A.  Other relevant in-month developments & updates are also included in a separate section of 
the highlight report.

CNST Yr 5:  10 Steps-to-Safety

No Safety 
Action

Predi
cted 
RAG

Comments / Actions Being Taken

1 National 
Perinatal 
Mortality 
Review Tool

On track, evidence in file

2 Maternity 
Services 
Data Set 
(MSDS)

At risk due to ethnicity data 
compliance – most recent 81%.
Data retrospectively updated. BAME 
report shared with staff

3 Transitional 
Care 
Services

Action plan to review

4 Clinical 
Workforce 
Planning

Not in line with requirement for 
Consultant compensatory rest

5 Midwifery 
Workforce 
Planning

On track, evidence in file

6 SBLCB V3 Audit plan in place

7 Service 
User 
Feedback / 
Co-
produced 
Services

Meeting in place to discuss next 
steps

8 Training 
Plan

Awaiting confirmation of standard 
details from NHSR

9 Safety 
Champions

On track, evidence in file

10 HSIB / Early 
Notification 
Scheme

On track, initial benchmarking 
highlighted no concerns

Saving Babies Lives Care Bundle (SBLCB) V3
CNST required to demonstrate implementation of 70% of 
interventions across all 6 elements overall, and implementation of at 
least 50% of interventions in each individual element. 
Fist submission 18.09.23 with review meeting in October. 

No Requirement RAG Comments / Actions Being Taken

1 Reducing 
Smoking

Benchmarking undertaken and work 
ongoing.
Need to update evidence

2 Fetal Growth 
Restriction

Benchmarking undertaken and work 
ongoing
Need to update evidence
Will need to understand increase need 
for scan capacity

3 Reduced 
Fetal 
Movements

Benchmarking undertaken and work 
ongoing
Need to update evidence

4 Fetal 
Monitoring 
During Labour

Benchmarking undertaken and work 
ongoing
Need to update evidence.
Staff training needs to be 100% across 
all staff groups

5 Reducing 
Pre-term Birth

Benchmarking undertaken and work 
ongoing
Need to update evidence

6 Diabetes Benchmarking undertaken and work 
ongoing
Need Diabetes dietician within the MDT

3 Year Delivery Plan

Theme RAG Comments/Actions
Theme 1: 
Personalised Care

Personalised care work ongoing, working towards BFI, CoC 
in place

Improved equity Emerging plan to develop accessibility for resources and 
information, to be co-produced with MVP.  

Work with service 
users

Some co-production underway, additional work planned

Theme 2: Grow 
Workforce

Workforce planning well established, Preceptorship Team in 
post and effective, increased administrative posts recruited to

Retain Workforce Retention work ongoing, Student and trainee feedback being 
assessed, Band 7/8 mentors and succession planning being 
developed

Invest in skills TNA and plan for CCFv2 in place, update required from 
obstetrics re: appropriate levels of supervision and 
management of locums.

Theme 3:  Positive 
Safety Culture

Senior leaders undertaking Perinatal Culture Leadership 
Programme, plan to improve and sustain culture in 
development, clinical escalation processes in place, FTSU 
Guardian in post and three FTSU champions in Maternity, 
FTSU widely advertised in maternity

Learning & 
Improving

Duty of candour well implemented and monitored, PSIRF for 
maternity not yet established nationally, robust SI/DI 
processes in place, culture language and ethnicity 
considered in all reviews and reports.

Support & Oversight Good transparency of reporting and sharing of information 
across Trust and LMNS, PQSM well embedded, Safety 
Champions in place, staff feedback regularly sought, MNVP 
invited to attend Patient Experience and Quality Surveillance 
meetings

Theme 4: Best 
Practice

SBLv2 fully implemented, SBLv3 on track for implementation, 
NEWTT2 due October 2023, MEWS not currently released 
by NHSE, robust risk process in place, robust guideline/NICE 
process in place, maternity self-assessment in process.

Data for Learning Dashboards utilise SPC for additional data scrutiny, any 
reviews include deprivation and ethnicity data.  MSDS 
submitted as required

Digital Technology Digital maternity strategy in place, EPR system in place with 
plan for new system, Badgernet in place on neonatal unit.

Maternity & Neonatal Dashboard Highlight Report

ULHT dashboard continues to show Blue (good) on SPC charts for smoking at time of delivery and is green on the RAG dashboard. This shows consistent improvements and 
has gone from 11.45% to 8.63% in 6 months. Smoking at booking remains fairly consistent at11-13 %. This is being attributed to the in-house smoking service and will 
continue to be monitored. 

AN steroid administration and magnesium administered are flagging as an issue. All cases are reviewed and themes are around late presentation and rapid labour. 

PPH - Regionally there is a definite acknowledgement that higher intervention rates combined with other health measures (smoking and BMI predominantly) are leading to 
higher PPH rates.  We take every step possible to prevent them occurring, but we also need to ensure we focus on the qualitative data - i.e. women’s actual experiences of 
PPH.  We have restructured our entire midwifery mandatory training plus all of our skills drills sessions to focus on the woman’s experience.



‘Deep Dives’

This section of the report provides high level reporting on specific ‘Deep Dives’ arising from either incidents or outliers: red flags including as requested by the Maternity & Neonatal Oversight Group. 

• AAU & Labour Ward Waiting Times

AAU waiting 
times.docx

• Quarterly PMRT Report

Quaterly (Qu 1) 
Report April - June 2023 - V0.1.docx

• Undiagnosed Breech Birth Deep Dive

Undiagnosed Breech 
highlight report.docx

• Postnatal Readmissions Deep Dive

PN readmission 
Report.docx

• ATAIN Quarterly Report, Action Plan & Infographic

ULHT Quarterly 
ATAIN Report Q1.docx

2023 ATAIN and TC 
action plan FINAL.xlsx

AVOIDING TERM 
ADMISSIONS INTO NEONATAL UNITS (1).pdf



Learning Lessons

Overview for the reporting period:

As at 1 September 2023, there were 121 (81 last report) open incidents for Obstetrics & Community Midwifery, 67 (39 last report) of which are overdue. 

There were 5 (10 last report) open incidents in Neonates, none (5 last report) of which are overdue.

As at 1 September 2023, there were 2 (309207, 315207) Serious Incidents (SI) open in Obstetrics and none in Neonates.  

3 open cases being investigated by HSIB - IDs 305131 (overdue), 309592, 307455. 
100% of families have received information on the role of the HSIB/EN scheme and are also compliant with regulation 20  of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 in respect of the duty of candour. This is in line 
and complaint with CNST standard 10. 

There was one closed SI for Obstetrics (308286), no closed SIs for Neonates and one closed HSIB case (315676).

ULHT SI Update – see below

LNMS Q&S report 
sep.docx

SPC Charts to demonstrate data relating to Datix and SI actions

Worksheet in C  
Users grayner AppData Local Temp Temp1_May 2023.zip 6.1 Maternity Neonatal Safety Assurance Report for August 2023 MNOG.xlsm

Specific 
Requirements

Number Details  Learning / Actions Taken

Number of 
incidents 
graded as 
moderate or 
above
(reported Aug 
2023)

1 – 
Obstetrics
0 - 
Neonates

1.  319525 – ELLSCS for 3 previous LSCS. Anticipated difficult delivery due to previous difficult delivery 
with adhesions +++. Total WBL 3200mls and admitted to ITU for close observations post LSCS. 

1. Reviewed by the MDT and felt that no further action required.  Rapid Review completed and shared with 
the wider MDT, no care issues identified and decided that no further investigation was required other than 
to be heard at the PPH review meeting. 

Other 
Incidents 
considered at 
SI / Rapid 
Review Panel
(Aug 2023)

10 – 
Obstetrics

0-
Neonates

05.7.23 – 315676 – Baby transferred out for cooling – HSIB referral and SI declared. 
                315207 – 22+1 NND – Learning identified and agreed for SI
17.7.23 – 303051 – HSIB final report - no safety recommendations SI closed, a/w SIRG
26.7.23 – 316624 – Term ?eclamptic seizure – Concise Datix
31.7.23 – 295891 – HSIB final report – 2 safety recommendations - SI closed, a/w SIRG
07.8.23 – 314606 – Missed tubal ligation - DI declared
09.8.23 – 315308 - Information Governance Breech – Concise Datix
14.8.23 – 315676 – Re taken to panel as HSIB declined – Concise Datix
14.8.23 – 317640 – 29+6 twin pregnancy, cardiomyopathy, ITU admission – Concise Datix / PMRT twin 2
21.8.23 – 309207 – 32 Em LSCS, PPH, ITU admission - Upgraded from DI to SI

Serious 
Incidents - 
New – 
declared Aug

1 - 
Obstetrics
0 – 
Neonates

1. 309207 – 32/40, Em LSCS, PPH and ITU admission originally taken to panel and declared a DI. Following MDT review was decided to take back to panel as care issues identified regarding
failure to recognise the deteriorating patient. Draft DI report sent to the ICB for external comments,
awaiting response. 



Serious 
Incidents – 
Closed
(Aug 2023)

2 – 
Obstetrics
0 – 
Neonates

1. Obstetrics – 308286 - Faliure to provide follow up postnatally of cyst, subsequent diagnosis of CA. 
2. HSIB – 315676 - Declined by HSIB as didn’t meet criteria, downgraded to concise Datix as no care 

issues identified. 

HSIB 
Investigations

3 current 1. 305131 (overdue) – Term IUD – Final report back 25/8/23, no safety recommendation made, for 
family meeting to be arranged. 

2. 307455 - Intrapartum Stillbirth – Comments for factual accuracy returned, a/w final report. 
3. 309592 – Transfer out for cooling – Report back for factual accuracy.

    

 

Key themes & trends 
Identified from the above 
incidents and any 
additional actions being 
taken

Delay in recognition and management of the deteriorating patient – New guidance to be written as currently no maternity specific guidance to follow. 
Failure to follow guidance when certifying NND – Review guidance regarding the attendance of the neonatal team on admission of preterm neonate and make plan of care or certify death. 
Failure of documentation on Medway

Ongoing review of all open SI/DI/HSIB actions. 

Number of overdue actions 
from incidents / SIs / HSIB 
and actions being taken

As at 1 September 2023, in Obstetrics, there were 58 (71 last report) ongoing actions – 43 of these are overdue.  In Neonates there were no outstanding actions.

Weekly action plan meetings continue- teams/leads to identify any actions that may require support/resources or date extensions if unachievable. 



Service User Voice Feedback

Brief overview for the reporting period:

As at 1 September 2023, there were 4 open complaints in Obstetrics & Community Midwifery, none of which are overdue. There were no open complaint in Neonates.

There were 5 PALS contact received in Obstetrics in August and none in Neonates.   There is one open PALS contacts for Neonates which is overdue.

Specific Requirements Number Details   Learning / Actions Taken

Number of complaints received in 
August

3 - Obstetrics 

0 - Neonates

1. P38703
2. P38363
3. P38599

RCA: 
Staff factors: behaviours, culture,
workload, language barrier, competing
priorities, time constraints, work
pressures, agency staff
Patient factors: feeling rushed, unable
to ask for confirmation
Environmental: environment overall,
confidential quiet rooms, capacity and

demand.

Number of PALS received in 
Aug

5 – Obstetrics

0 - Neonates

Number of compliments*

*Information taken from SUPERB 
(Single Unified Patient Experience 
Reporting Board)

26 – 
Obstetrics

59 – Neonates 

For June and July

Feedback received by Maternity & Neonatal Voices 
Partnerships

Key themes & trends identified from the above activity 
and any additional actions being taken

Communication stands out as a theme in most of the feedback the division. It is listed as a significant contributory factor in both complaints and PALS contacts.
Appointments (access to, efficiency, experience etc) is also a regular theme in PALS
Clinical Treatment in WH – Inadequate/inappropriate pain management.

Actions
Sharing patient experiences as patient
stories;
Improved liaison with MVP and NVP
Ongoing work on CQC action plan
Highlight to staff the new emerging theme
around pain relief

Number of overdue actions from complaints / PALS 
and actions being taken

As at 1 September, there were 4 open Obstetric complaint actions. There are 0 open Neonatal complaint actions.

Friends and Family Test The highlight report for August 2023 shows a National average recommended rate of 93%, a Trust average of 86% and Maternity have achieved 100%.
No data for NNU as same cohort of women.  



We see a consistently low number of negative stories from the ‘Care Opinion’ ranging from 0-1 a month. However there is inconsistency in the positive stories ranging from 2 – 25 a 
month

Family Health Patient Experience Meeting Escalation • There will be a focus on the overarching action plan and agreement to a process for updating as required.
• QSIR projects to be encouraged to progress actions resulting from patient experience feedback.
• List of FAB Champions to be expanded across the Division.

Staff Experience & Feedback

Overview for the reporting period including staff feedback from frontline champions and walkabouts: 

• Please also refer to the separate report from the Maternity NED ‘Safety Champion. 
• HoM safety clinics re launched as wall around in the hope that staff will engage more. 



Other in month Developments & Updates

For July/August

Update from Maternity

• Baby Lifeline UK Mum (Maternity Unit Marvels) Awards 2023.  Two of our staff Laura Fullwood and Sarah Harper were nominated and were voted as the  Midlands regional winner which is amazing news. They are going down to London for a 
drinks reception at 11, Downing Street and then a Gala dinner the following evening. 

• Translation – Cardmedic – reviewing the service with the hope of improving the translation services available to our women and families. 

Equity - 
Translation.pptx

• MIS Yr 5 Update – July 2023. Ability to be compliant remains a challenge. 

MISyear5-update-Jul
y-2023 V1.1.pdf

There have also been updates to the technical guidance:

Update from Neonates –

Workforce: Nursing 
LCH. A recent trend in resignations have led to a number of vacancies across all bands. Fortunately following a robust recruitment campaign, all vacancies have now been appointed to. A deep dive into reasons for staff leaving has not led to any 
actions required – as these are largely due to family relocations and career promotions. 

A workforce summary to be completed with the Neonatal Network October 2023 as part of the NCCR to identify gaps in meeting BAPM standards. Qualified in Speciality (QIS) nursing ratios should achieve 70% of the registered nursing workforce and 
whilst currently sitting at 53%, further appointment of junior staff will dilute the ratio further to sit at 40% over the coming months. Mitigations and a robust action plan in place to ensure safety of the service. The mitigations in place include sourcing 
further providers of QIS courses, utilising specialist nurses to back fill any gaps, and to ensure rotas are covered accordingly with oversight from Matron and senior team.  

Workforce: Medical
Consultant posts fully recruited to.
Gaps identified in tier one rota, however trajectory completed demonstrating an establishment of 6wte in post by April 2024. This will be achieved through completion of courses by trainee ANNPs currently training through various course providers. 

New Roles
Funding received by the national team for 0.6wte PDN and 0.6wte Neonatal Risk Lead. JDs and case of need completed. Awaiting seals of approval and CRIG authorisation. 

Complaints/PALS
No complaints or PALS referrals received in August 2023. 

Family Integrated Care (FIC)
Review undertaken by Network. Positive feedback received and feeding into overarching action plan for patient experience. 

PEG
Working as part of the wider CYP team to embed robust actions to enhance pt/family experience and share wider learning

NNAP
Quarterly report of NNAP data to be compiled by ANNPs to identify both good practice and where improving patient outcomes required. Working closely with maternity teams to ensure data collation is accurate and deep dives are undertaken where 
required. Currently showing as national outlier for NEC – however deep dives into all 3 cases show no gaps in care, although now looking at implementation of donor breast milk. 

NEWWT 2
Launching on 9th October 2023

Update from Maternity & Neonatal Safety Collaborative (Improvement Delivery Group) Meeting:



Escalations from Maternity & Neonatal Safety Collaborative –

August –
CNST Yr 5 – Education deadlines
SBLv3 – ongoing work on audits 
Co-production/design with the MVP 
Connectivity

September
Concerns relating to lack of compliance by the medics with the smoking Very Brief Advice training
Concerns around compensatory rest for the medical staff
Some elements of SBL require significant work
Conversations ongoing around a System approach to progress towards BFI accreditation and improving the service moving forwards.
Positive neonatal recruitment
Connectivity is improving in the children’s hubs
Huge amount of project work undertaken by IT Midwives in relation to new system
Thanks to the Neonatal Team for their support with NLS training
Funding accessed for 4 consultants to go on the CTG Masterclass
Release of IOL Journal this week
Launch of LocSSips week of 25.9.23
Maternity Newsletter to reduce the volume of individual communications to staff



Appendix A
ULHT Maternity & Neonatal Quality Dashboard 2023/24
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Total Number of bookings 
Careflow Maternity 
(CM)

Bookings 421 464 475 465 482 0 0 0 0 0 0 0 2307
Updated May 23

Women booked by 9+6 weeks <67.50% >67.50% CM/HES Data 2021 BookedBy9+6 68.88% 72.84% 69.05% 71.83% 69.50% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 70.42%
Updated May 23

Women booked onto Continuity 
Pathway 

<22% >22%
CM/ULHT default 
plan

BookedToCoCo 21.62% 26.72% 21.68% 21.08% 23.44% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 22.91%

BMI >25 at Booking CM/PHE 2018 58.19% 57.54% 57.89% 58.06% 58.71% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 58.08%

 BMI >35 at Booking CM/PHE 2018 16.63% 11.64% 11.16% 12.90% 13.07% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 13.08%

BMI >40 at Booking CM/PHE 2018 7.60% 5.39% 4.42% 5.38% 5.81% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 5.72%

Total number of Births CM 335 372 358 380 374 0 0 0 0 0 0 0 1819

Total Number of Live Births CM 334 370 358 380 371 0 0 0 0 0 0 0 1813

Unassisted Vaginal Birth Rate CM/HES Data 2020 NVB 53.43% 50.81% 51.68% 56.05% 47.59% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 51.91%

Home Birth Rate <2.40% >2.40% CM/ONS 2020 HomeBirth 2.09% 3.49% 2.51% 1.05% 0.80% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 1.99%

Forceps and Ventouse CM/HES Data 2020 Forcep&Ventouse 9.85% 7.26% 10.06% 6.84% 10.43% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 8.89%

Total Caesarean Section Rate CM 35.82% 40.05% 36.31% 35.00% 41.44% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 37.73%

Emergency Caesarean Section CM 24.78% 25.00% 20.11% 24.47% 25.13% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 23.90%

Elective Caesarean Section CM 11.04% 15.05% 16.20% 10.53% 16.31% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 13.83%

Women booked on Continuity 
Pathway received care in 
labour/birth by continuity Team

<70% >70% CM/NHSIE ContinuityCare 37.68% 38.81% 29.87% 38.24% 32.91% #VALUE! #VALUE! #VALUE! #VALUE! #VALUE! #VALUE! #VALUE! 35.50%

Induction of Labour Rate >40% <40% CM/HES Data 2021 IoL 42.77% 34.25% 35.59% 39.52% 37.74% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 37.97%

Smoking at Booking CM/MSDS 2021 SmokingBooking 12.83% 12.72% 13.68% 13.76% 11.83% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 12.96%

Smoking at the time of Delivery >9.6% <9.6% CM/NHSD 2021 SmokingDelivery 11.45% 14.25% 14.12% 9.95% 8.63% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 11.68%

Metric
Threshold

Data Source/ Standard

Activity Indicators ULHT

Link to Tab

BMIBooking

BirthNumbers

Caesarean



Ap
r

M
ay

Ju
n

Ju
l

Au
g

Se
p

O
ct

N
ov D
ec Ja
n

Fe
b

M
ar Total

Average 
Percentage

SPC Special 
Cause 
identified Comments

R A G

PPH ≥1.0 litre >8.60% <8.60% CM/Obs CYMRU PPH>1l 13.25% 13.15% 10.17% 10.75% 10.51% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 11.57%

PPH ≥1.0 litre SVB >4.90% <4.90% CM/Obs CYMRU PPH>1lSVB 3.92% 1.64% 3.11% 2.69% 2.96% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 2.86%

PPH ≥1.0 litre Instrumental >18.40% <18.40% CM/Obs CYMRU PPH>1lInstrumental 1.20% 1.37% 1.69% 0.27% 1.89% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 1.29%

PPH ≥ 1.0litre EL/LCS >8.50% <8.50% CM/Obs CYMRU PPH>1lEL/LSCS 2.41% 3.01% 1.13% 2.15% 1.62% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 2.06%

PPH ≥ 1.0litre EM/LSCS >19.80% <19.80% CM/Obs CYMRU PPH>1lEM/LSCS 5.72% 7.12% 4.24% 5.65% 4.04% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 5.35%

PPH ≥2.0 litre >1.30% <1.30% CM/Obs CYMRU PPH>2l 2.41% 1.92% 0.56% 1.61% 1.89% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 1.68%

3rd and 4th degree Tear >3% <3%
CM/OASI post-
bundle stats

3rd4thDegTears 1.51% 0.82% 1.69% 1.88% 0.27% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 1.23%

Admission to ITU ≥1 0 Inpatient Matron ITU 0 1 0 2 1 #N/A #N/A #N/A #N/A #N/A #N/A #N/A 4

No of PN Readmissions up to 42 
days of birth 

>3.40% <3.40%
Self serve
NMPA 2021

PNReadmissions 2.41% 5.48% 6.78% 4.57% 5.66% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 4.98%

Maternal Morbidity Indicators ULHT

Metric
Threshold

Data Source/ Standard
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Unexpected Term admissions to the 
NICU (based on Term births )

>5% <5%
NNU/NHSIE ATAIN 
project

UnexpectedNICU 4.84% 5.65% 4.83% 6.90% #NAME? #NAME? #NAME? #NAME? #NAME? #NAME? #NAME? #NAME? 5.56%
Reports 1 month behind

No. of babies transferred for 
therapeutic cooling

≥1 0 NNU Cooling 2 0 0 1 0 #N/A #N/A #N/A #N/A #N/A #N/A #N/A 3

Pre-Term Birth 23+0-36+6 wks >6% <6% CM/SBL PreTerm 4.78% 9.68% 7.82% 8.42% 6.95% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 7.53%

No. of Antenatal stillbirths ≥1 CM AntenatalSB 1 1 1 0 2 #N/A #N/A #N/A #N/A #N/A #N/A #N/A 5

No. of Intrapartum stillbirths ≥1 CM IntrapartumSB 0 0 0 0 0 #N/A #N/A #N/A #N/A #N/A #N/A #N/A 0

Rolling stillbirth rate (12 months)
>3.8 per 
1000

<3.8 per 
1000

CM/ONS 2020 RollingSB 2.23 2.45 2.67 2.23 2.47 0.00 0.00 0.00 0.00 0.00 0.00 0.00

No. of NND ≥1 CM and NNU NoNND 0 0 1 2 0 #N/A #N/A #N/A #N/A #N/A #N/A #N/A 3

Rolling NND rate (12 months)
>2.2 per 
1000

<2.2 per 
1000

CM and NNU/ONS 
2020

RollingNND 0.45 0.44 0.67 1.22 1.12 0.00 0.00 0.00 0.00 0.00 0.00 0.00

AN Steroids Eligible / Full course 
Administered 

<100% 100% NNU ANSteroids 33.33% 50.00% 57.14% 61.54% 66.67% #VALUE! #VALUE! #VALUE! #VALUE! #VALUE! #VALUE! #VALUE! 53.74%

AN Magnesium Sulphate Eligible / 
Administered 

<100% 100% NNU ANMagSulph 50.00% 50.00% 50.00% 100.00% #N/A #VALUE! #VALUE! #VALUE! #VALUE! #VALUE! #VALUE! #VALUE! 62.50%

SGA detection rate < 41.2% >41.7%
ANC/SBL
Perintatal  Institute

SGA 54.24% 59.57% 50.00% 54.76% #VALUE! #VALUE! #VALUE! #VALUE! #VALUE! #VALUE! #VALUE! #VALUE! 54.64%

Metric
Threshold

Data Source/ Standard

Neonatal Mortality & Morbidity Indicators ULHT



*PROMPT Training (includes CTG training) – all staff groups as at the end of August 2023
Trained Possible %

PROMPT Lincoln MW 161 168 95.83
 Lincoln Drs 20 36 55.56
 Lincoln Anaes 20 22 90.91
 Lincoln HCSW/MSW 40 44 90.91
 LCH Prompt 241 270 89.26
     
 Bank Only MW (Trustwide) 16 18 88.89
     
 Pilgrim MW 97 100 97.00
 Pilgrim Drs 18 28 64.29
 Pilgrim Anaes 17 21 80.95
 Pilgrim HCSW/MSW 24 27 88.89
 PHB Prompt 156 176 88.64
     
 Trust Compliance Prompt 413 464 89.01

Ap
r
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ay

Ju
n

Ju
l

Au
g

Se
p

O
ct

N
ov D
ec Ja
n

Fe
b

M
ar Total

Average 
Percentage

SPC Special 
Cause 
identified Comments

R A G
Midwife to Birth Ratio (funded) 01:27 01:26 01:26 01:26 01:26 01:26 01:26 #N/A #N/A #N/A #N/A #N/A #N/A #N/A
Midwife to Birth Ratio (Actual) 01:27 01:26 01:23 01:25 01:24 01:26 01:25 #N/A #N/A #N/A #N/A #N/A #N/A #N/A

1-1 in labour <99% >99% CM/CNST 1-1Labour 100.00% 100.00% 99.68% 100.00% 99.40% #N/A #N/A #N/A #N/A #N/A #N/A #N/A 99.82%

Sickness Rate >4.3% <4.3%
Workforce 
Intelligence

Sickness 4.47% 4.80% 4.92% 5.05% 5.53% #N/A #N/A #N/A #N/A #N/A #N/A #N/A 4.95%

Co-ordinator Supernumerary <96% >99%
Inpatient 
Matron/CNST

Co-ordinator 96.94% 99.00% 99.75% 99.37% 97.90% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 41.08%

Prompt Training Compliance <90% ≥90%
CE team/
CNST 

PROMPT 88.13% 88.91% 89.44% 90.57% 89.01% #VALUE! #VALUE! #VALUE! #VALUE! #VALUE! #VALUE! #VALUE! 89.21%

Mandatory Training Compliance <90% ≥90%
CE team/
CNST 

MMTD 83.39% 86.55% 90.07% 92.51% 93.28% #VALUE! #VALUE! #VALUE! #VALUE! #VALUE! #VALUE! #VALUE! 89.16%

Metric
Threshold

Data Source/ Standard

Workforce Indicators ULHT
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SPC Special 
Cause 
identified Comments

R A G

Skin to Skin Contact at Birth <80% >80% CM/HES 2021 SkinToSkin 81.14% 76.76% 77.93% 78.42% 79.78% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 78.81%

Breastmilk at first feed <68% >68% CM/HES 2021 FirstFeed 67.50% 71.51% 65.12% 66.85% 64.21% #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! 67.04%

Postnatal Indicators ULHT

Metric
Threshold

Data Source/ Standard



Perinatal Mortality Reports 

July 2023

Hospital Loss 
Category

Date Gestation Case 
Summary

MBRRACE 
Case No.

MBRRACE
Notified

DATIX
Panel

SI
PHB NND 03/07/23 21+1 P1, BMI 41, Holiday maker, 

spont birth in holiday 
accommodation. Baby born 
alive, RIP 1hr 4min of age. 

88274 06/07/23 315833
No
No

LCH Misc 29/07/23 20+2 P1, BMI 37, LLP, APH, placental 
abruption

317672 N/A 317669
No
No

External
LCH

MTOP 28/07/23 21+3 P3, (1 prev preterm birth 25/40-
NND). Major cardiac anomaly 
TOP @QMC                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                        

N/A N/A N/A

External
LCH

NND 31/07/23 29+6 P3, maternal cardiomyopathy, 
late booker @ 26+2, DCDA 
twins, anhydramnios @ 
booking. 29+5 PV bleed, spont 
labour. SVD Twin 1, Twin 2 
EMLSCS. 
1 twin transferred to LRI- RIP @ 
2 days
Other twin transferred to QMC. 

88787 N/A No
No
No
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Average 
Percentage

SPC Special 
Cause 
identified Comments

R A G

No. of unit closures ≥1 0 Inpatient Matron 3 0 1 3 2 #N/A #N/A #N/A #N/A #N/A #N/A #N/A 9

No. of SI's Maternity ≥1 0 Risk (Datix) 0 0 0 0 1 #N/A #N/A #N/A #N/A #N/A #N/A #N/A 1

No. of Never Events ≥1 0 Inpatient Matron 0 0 0 0 0 #N/A #N/A #N/A #N/A #N/A #N/A #N/A 0

No. of HSIB cases ≥1 0 Risk (Datix) 1 0 0 0 0 #N/A #N/A #N/A #N/A #N/A #N/A #N/A 1

PMRT commenced within CNST 
timeframe

<95% ≥95%
Bereavement 
Midwife

100.00% 100.00% 100.00% 100.00% 100.00% #N/A #N/A #N/A #N/A #N/A #N/A #N/A 100.00%

PMRT completed within CNST 
timeframe

<50% ≥50%
Bereavement 
Midwife

100.00% 100.00% 100.00% 100.00% 100.00% #N/A #N/A #N/A #N/A #N/A #N/A #N/A 100.00%

No of current coroners cases / 
inquests pending

Legal 0 0 0 0 0 #N/A #N/A #N/A #N/A #N/A #N/A #N/A 0

No of coroners Regulation 28 
(prevention of future death 
reports) made direct to the trust)

Legal 0 0 0 0 0 #N/A #N/A #N/A #N/A #N/A #N/A #N/A 0

No of Formal Complaints Complaints 5 3 3 3 0 #N/A #N/A #N/A #N/A #N/A #N/A #N/A 14

Metric
Threshold

Data Source/ Standard

Risk Management Indicators ULHT



August 2023

Hospital Loss 
Category

Date Gestation Case 
Summary

MBRRACE 
Case No.

MBRRACE
Notified

DATIX
Panel

SI
PHB Misc 06/08/23 19+3/40 G8 P5+2, Raised BP-medicated 

(also pre-pregnancy), Ex 
Smoker, BMI 30, DV. 1700ml 
APH.

n/a n/a 318280
No
No

LCH SB 08/08/23 24+5/40 P0, IVF, small pericardial 
effusion noted on anomaly USS. 
Rpt USS 23+6 no Fh. 

88794 07/08/2023 318209
Going 

11/09/23
PHB Misc 09/08/23 20+1/40 P1+0, Unbooked pregnancy, 

spontaneous miscarriage. 
n/a n/a n/a

PHB MTOP 13/08/23 18/40 P1, Spina Bifida n/a n/a n/a

LCH MTOP 13/08/23 20+6/40 P0, Spina Bifida n/a n/a n/a

PHB MTOP 15/08/23 22+6/40 P1, SROM 22+5, Sepsis 88973 18/08/2023 n/a

LCH SB 23/08/23 33+3/40 BMI 29, Fibroids, placenta 
previa, C section after diagnosis 
of IUD

89076 24/08/2023 319560
Going 

11/09/23



 



 



 









Patient-centred    Respect    Excellence    Safety    Compassion

Maternity Safety Improvement Plan
HEADLINE REPORT for Maternity & Neonatal Oversight Group

Naomi Plant, Patient Safety Lead Midwife
September 2023

v3.2 Maternity 
Neonatal Safety Improvement Plan.xlsx

The Maternity Safety Improvement Plan (MatSIP) is a dynamic live document for the collation and monitoring of improvement actions arising from national maternity reports 
and assurance requirements as well as internally identified improvement actions e.g. actions identified through Serious Incidents.

Following the Maternity and Neonatal Safety Collaborative meeting, including Senior Leadership and Specialist Midwives, 13 actions were closed and archived. 12 of those 
actions related to Induction of Labour (IOL), and it was agreed that in view of the actions taken over during this year, including gathering patient feedback, the implementation 
of the IOL Checklist and Patient Journal, alongside the ongoing monthly audit, it was appropriate for all actions to be removed and amalgamated in to one action whereby a 
quarterly IOL report will be compiled and presented at Governance. The content of this will be agreed in due course, to ensure the inclusion of all relevant archived actions.

One action relating to IOL remains in place, and it categorised as Red (see below). This is due to the Safety Lead Midwife awaiting the thematic analysis from the Patient 
Experience Team. Once received, this will be reviewed and findings and recommendations included in the IOL quarterly report.

Further actions will be added to the MatSIP in the coming month relating to fetal monitoring.

Section Total Actions
Red

Not yet completed / significantly 
behind agreed timescales or 

non-compliance expected

Amber
In progress / on track / completion 

expected

Green
Completed & ongoing and / or not 

yet fully embedded (awaiting 
evidence of embedding)

Blue
Completed & embedded  with 
evidence, to be signed off at 

MNSC prior to closure

Optimise Safety 24 (-3) 0 (=) 21 (+3) 3 0
Optimise Experience 11 (-6) 1 (-2) 9 (=) 1 0
Improve Leadership 1 (=) 0 (=) 1 (=) 0 0



Patient-centred    Respect    Excellence    Safety    Compassion

Choice & Personalised 
Care 15 (-3) 0 (=) 12 (-3) 3 0

Provide Assurance 6 (=) 0 (=) 6 (=) 0 0
TOTAL 57 (-12) 1 (-2) 49 (=) 7 (-9) 0 (=)

Archived Actions 205 (+13) Completed, embedded and signed off by MNSC for closure

The following actions are currently rated Red due to expected completion date being passed or there is a concern that compliance will not be achieved by the expected 
completion date.

Action 
No

Action Milestone Responsible 
Lead

Due Date Comments

OE11 1 Mapping of the IOL patient journey including delays IOL MW   31/05/23 Ongoing project, 296 patient experience surveys returned, being thematically 
analysed by data analysed.
Audit of 40 patient journeys, data collected and currently being analysed.

Awaiting thematic analysis results from Patient Experience, then findings will be 
reviewed and reported within the new IOL Quarterly Report, along with the 
recommendations.
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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
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
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4b Becoming a university hospitals teaching trust 
4c Successful delivery of the Acute Services Review



Risk Assessment Moderate
Financial Impact Assessment No financial implications have been identified to date
Quality Impact Assessment Not applicable
Equality Impact Assessment Not applicable
Assurance Level Assessment Insert assurance level

• Significant

Recommendations/ 
Decision Required 

• Note the work undertaken to develop the Patient Safety 
Incident Response Plan and Policy

• Approve the Patient Safety Incident Response Plan and 
Patient Safety Incident Response Policy.

Background

In August 2022, NHS England published the Patient Safety Incident Response Framework 
(PSIRF) which fundamentally changes the way in which incidents are managed and 
investigated within the NHS.  The framework outlined a 7 stage implementation plan leading 
to a transition from the current serious incident framework to PSIRF by the Autumn of 2023.

The oversight of the implementation of PSIRF takes place via the monthly PSIRF 
Implementation Team, chaired by the Deputy Director of Clinical Governance and reports into 
the Patient Safety Group and Quality Governance Committee. 

Current Position

General Update

Implementation of PSIRF will fundamentally change the way in which the organisation 
reviews and responds to patient safety events and will require a robust structure to be in 
place to support the Divisions and Directorates in the delivery of the framework.

The national guidance requires all organisations develop and publish a Patient Safety Incident 
Response Policy and a Patient Safety Incident Response Plan.

The Patient Safety Incident Response Plan will determine how we respond to patient safety 
incidents in future.  In order to do that we need to review and agree the Trust’s safety profile.  
There is a requirement that the safety profile is agreed in conjunction with key stakeholders, 
including the Trust Board and ICB lead.

The Patient Safety Incident Response Plan and Patient Safety Incident Response Policy have 
been developed in line conjunction with key stakeholders and were presented and agreed at 
the Patient Safety Incident Response Implementation Team on 6 September 2023.  These 
were then formally presented to the Quality Governance Committee for approval on 22 
September 2023 following an opportunity at their August 2023 meeting to offer feedback and 
provide input into the final versions.

The final Patient Safety Incident Response Plan and Patient Safety Incident Response Policy 
are offered to the Trust Board for approval.



Conclusion/Recommendations

The Trust Board is asked to:-

• Approve the Patient Safety Incident Response Plan and Patient Safety Incident 
Response Policy.
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Forward

“The introduction of this framework represents a significant shift in the way the NHS responds to 
patient safety incidents, increasing focus on understanding how incidents happen – including the 
factors which contribute to them. “ 

Aidan Fowler, National Director of Patient Safety, NHS England

PSIRF is a different and exciting approach to how we respond to patient safety incidents. This is 
not a change which involves us doing the same thing but calling it something different but a cultural 
and system shift in our thinking and response to patient safety incidents and how we work to 
prevent an incident happening again. Our challenge is to shift the focus away from investigating 
incidents to produce a report because it might meet specific criteria in a framework and towards 
an emphasis on the outcomes of patient safety incident responses that support learning and 
improvement to prevent recurrence. 

The NHS Patient Safety Strategy was published in July 2019 and describes the Patient Safety 
Incident Response Framework (PSIRF), a replacement for the NHS Serious Incident Framework 
(SIF). This document is the Patient Safety Incident Response plan (PSIRP) and describes what 
we have undertaken at ULHT to prepare to launch PSIRF in October 2023. 

The Serious Incident Framework set the expectations for when and how the Trust should 
investigate Serious Incidents. However, evidence from national reviews, patients, families, carers 
and staff and an engagement programme in 2018 revealed that organisations struggle to deliver 
these. The introduction of PSIRF will support the Trust to operate systems, underpinned by 
behaviours, decisions and actions that assist learning and improvement, by allowing the Trust to 
examine incidents openly without fear of inappropriate sanction, support those affected and 
improve services. Unlike SIF, the PSIRF is not an investigation framework that prescribes what 
to investigate. Instead it:

• advocates a coordinated and data driven approach to patients’ safety incident response 
that priorities compassionate engagement with those affected by patient safety incidents

•  embeds patient safety incident response within a wider system of improvement and 
prompts a significant cultural shift towards systematic patient safety management. 

We need to engage meaningfully with our patients, families and carers to ensure that their voice is 
the golden thread in any of our patient safety investigations. PSIRF sets out best principles for this 
engagement and our appointment to patient safety partners will ensure that the patient voice is 
involved at all stages of our patient safety processes.

Our recent work in moving towards a restorative and just culture underpins how we will approach 
our incident responses. We are fostering a culture to allow people to feel psychologically safe, 
enabling them to speak up and highlight safety concerns without fear or repercussions.  PSIRF 
asks that we have conversations where people have been affected by a patient safety incident, no 
matter how difficult that is, and we will continue work to how we can equip and support those 
affected to best hear the voice of those involved. The process of reviewing an incident can help 
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our staff validate the decisions they made in caring for and treating a patient and facilitate 
psychological closure these are part of our PSIRF core objectives. 

As we move into adopting this new way of managing our patient safety learning reviews, we accept 
that we may not get it right at the beginning, but we will continue to monitor the impact and 
effectiveness of our PSIRF implementation, responding and adapting as needed if our approach is 
not achieving what we expect it to. In this we have been supported by our commissioners, partner 
providers and other stakeholders to allow us to embark on this nationally driven change. Most 
importantly though, PSIRF offers us the opportunity to learn and improve to promote the safe, 
effective, and compassionate care of our patients, their families and carers whilst also protecting 
the well-being of our staff. We welcome PSIRF’s implementation and are ready for the challenges 
ahead.
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Introduction

This Patient Safety Incident Response Plan (PSIRP) sets out how United Lincolnshire Hospitals 
Trust (hereafter referred to as ULHT) intends to respond to patient safety incidents over a period 
of 12 to 18 months. The plan is not a permanent rule that cannot be changed. We will remain 
flexible and consider the specific circumstances in which patient safety issues and incidents 
occurred and the needs of those affected.

The plan is underpinned by our existing Trust policies on incident reporting, management, review 
and learning currently in redraft and the Trust Patient Safety Incident Response Policy available to 
all staff via our Trust’s intranet.
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Our services

United Lincolnshire Hospitals NHS Trust (ULHT), situated in Lincolnshire, is one of the biggest 
acute hospital trusts in England serving a population of over 761,224 (Office of National Statistics 
2019). The trust provides acute care and specialist services to people in Lincolnshire and 
neighbouring counties. Lincolnshire is the second largest county in the UK. It is characterised by a 
dispersed population in towns, in the city of Lincoln and largely rural communities. 

ULHT is registered with the Care Quality Commission (CQC) to provide services from three acute 
hospitals in Lincolnshire:

• Lincoln County Hospital (Acute Inpatient Beds, Maternity Unit, Emergency Department)
• Pilgrim Hospital Boston (Acute Inpatient Beds Maternity Unit, Emergency Department)
• Grantham District Hospital (Acute Inpatient Beds, Emergency Department)

The Trust also provides a wide variety of outpatient, day case and inpatient services from a range 
of other community hospitals operated by NHS property services. These include:

• County Hospital Louth
• John Coupland Hospital, Gainsborough
• Johnson Community Hospital, Spalding
• Skegness and District General Hospital.

In the average year, we treat more that 140,000 Emergency Department patients, over 600,000 
outpatients and over 140,000 inpatients, and deliver around 4000 babies. 

The Trust provides a broad range of clinical services including community services, population-
screening services, and a comprehensive range of planned and unscheduled secondary services. 
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Defining our patient safety incident profile

The Trust has a continuous commitment to learning from patient safety incidents and has an 
embedded understanding and insight into patient safety matters. This is supported through the 
Patient Safety Group that reports into the Quality Governance Committee on a monthly basis. The 
role of the Patient Safety Group is to receive, review, scrutinise, challenge and respond to or 
escalate data and information across the clinical activities of the organisation that supports the 
Trust to deliver its strategic objectives.

PSIRF sets no rules or thresholds to determine what needs to be learned to inform improvement 
apart from the national requirements listed on p11-13 below. To fully implement the Framework 
the Trust has completed a review of what types of patient safety incident occur to understand what 
needs to be learned from to improve.

The Clinical Governance Team has engaged with key stakeholders, both internal and external and 
undertaken a review of data from various sources to arrive at a safety profile. This process has 
also involved identification and specification of the methods used to maximise learning and 
improvement. This has led to the development of the local focus for our PSII responses listed on 
p15.

Stakeholder Engagement

The Clinical Governance Team commenced planning for PSIRF following the release of the 
documents in August 2022.  We have consulted with PSIRF early adopters to enable us to 
understand the practicalities of planning for and implementation of PSIRF alongside attendance at 
both regional and national meetings.  

A PSIRF Implementation Team was established in September 2022 with key stakeholders from 
within the Trust also supported by the ICB and the Trust Patient Safety Partners. This was carried 
out with the understanding that early engagement due to the changing nature of responsibilities 
within PSIRF was essential and we needed to work collaboratively on this. 

Internally, a number of presentations have been delivered across the Trust, divisionally and 
corporately, to outline the major significant differences between PSIRF and the SI Framework. A 
twelve-month implementation plan has been followed with a planned go live date of the 1 October 
2023. 

Our data sources and how they were used to define our safety profile is detailed below. Once the 
data was collated, we have carried out a series of workshops with our key internal and external 
stakeholders to review this together to finalise our local focus and priorities for review by PSII. Our 
engagement workshops have included presentations, group work and the use of a question-and-
answer platforms to enable co-working on the development of our safety profile and response 
planning.  
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Data Sources

The Trust used a thematic analysis approach to determine which areas of patient safety activity it 
should focus its local patient safety priorities. Our analysis used a number of data sources and 
safety insights from key stakeholders both internal and external. 

A review of services provided by the Trust was undertaken based on the service codes set up in 
the Datix Risk Management system. This was then shared with the five Divisions (Medicine, 
Surgery, Clinical Support Services, Family Health and Corporate areas) to ensure that all services 
had been captured.  The rationale for this was to ensure that the shape and structure of the plan 
reflects the likely incidents that the Trust will experience and to prevent silo working. 

It was decided that a review of two years of patient safety data (April 2021 – March 2023) would 
be undertaken and included the following data sources:

• Themed analysis of Datix Incident data 

• Risks held on the risk register

• Key themes from clinical audit and case note reviews

• Key themes from claims

• Key themes from incidents raised with the Trust from the ICB (known as HPFs)

• Issues identified from CQC inspections and other quality surveillance processes / visits

• Issues identified through safeguarding reviews

• Complaints / PALs data

• Themes arising from mortality and medical examiner reviews

• Patient experience data

• Nursing metric data

• Themes from safety climate surveys

• Themes from the Freedom to Speak Up Guardian feedback

• Staff survey data

Incident types, recurrence and severity were explored, together with careful consideration of 
safety improvement opportunities and knowledge, together with plans and interventions already 
in place. A range of staff, including leads for each of the above data collection systems, were 
consulted and the review also highlighted areas which required the collation of further intelligence 
to inform subsequent plans. 
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Patient Safety Data 

From the original data pull, the data was grouped into a number of broad themes which formed 
the Trust’s patient safety incident profile.  The 30 themes were reflective of the range of services 
the Trust provides and the types of incidents reported. These are shown in the table 1 below: 

Themes
End of Life / Respect 
Communication
Fluid Management
Medication Issues
Diabetic Ketoacidosis (DKA)
Clinical Ownership
Discharge Processes
Documentation
Referral Pathways / Communication Between Specialties
Care of Vulnerable Patients
Diagnostics
Care of Children in ED
Best Interest Decisions
Administrative Processes
Obstetrics
Deteriorating Patients
Access to Health Records
Falls
Pressure Ulcers
Lost Property
Nutritional Needs
Access to Blood Products
Medical Outliers
Care Rounding
Delays in Appointments / Waiting Lists
Ligature Risks
Infection Prevention & Control (IPC)
Therapeutics
Consent
Behaviour

Two workshops were then convened to discuss the outputs of the data, the first with the Patient 
Safety Incident Response Framework Implementation Team, inviting additional key stakeholders 
from several areas such as Safeguarding, Pharmacy, Mortality, Clinical Audit etc., and the 
second with the Trust Leadership Team. The aim of the workshops was to identify those themes 
which were already being picked up through other improvement methods and those which would 
generate the most learning and therefore, lend themselves to local Patient Safety Incident 
Investigation (PSII) highlighted on page 15. 
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Whilst the final list has been agreed has been agreed the Trust is aware that this list is not fixed 
thereafter. Within our resource analysis, we have also established capacity for additional ad-hoc 
PSII, where a new risk emerges or learning, and improvement can be gained from investigation 
of a particular incident or theme.
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Defining our patient safety improvement profile

In 2020, the Trust launched its five-year Integrated Improvement Plan (IIP) which is our strategic 
plan to help us move forward as a Trust and ensure we were focusing on the right things for our 
patients and our staff. Our plan recognised the considerable time and effort already taken to 
address some immediate improvements and urgent quality and safety issues, while supporting our 
ambitions to move to a more comprehensive and planned approach for the future. In 2022/23, we 
refreshed our plan to reflect our changed operational environment from the COVID-19 pandemic. 
As we continue into the fourth year of our IIP, we have renewed our annual priorities for 2023/24 
to help us to achieve our vision of Outstanding Care Personally Delivered.

The Trust has existing governance processes to ensure it gains insight from patient safety incidents 
and this feeds into quality improvement activity. We will also continue to draw on guidance and 
feedback from national and regional level NHS bodies, regulators, commissioners, partner 
providers and other key stakeholders to identify and define the quality improvement work we need 
to undertake.

The Quality Governance Committee (QGC) will provide assurance that patient safety 
improvements, as part of PSIRF, continue to be of the highest standard. Its sub-group, the Patient 
Safety Group (PSG), will be responsible for the oversight of this patient safety improvement work 
including the robust use of quality improvement methodology.

Our clinical and corporate divisions are required to report to our PSG in order to monitor and 
measure patient safety activity across the organisation. This group will also provide assurance 
during the development of new safety improvement plans following reviews undertaken within 
PSIRF to ensure they have followed robust processes during development and fulfil requirements 
and are sufficient to allow the Trust to improve patient safety in future.

We will focus our efforts going forward on development of safety improvement plans across our 
most significant incident types either those within national priorities, or those we have identified 
locally. We will remain flexible and consider improvement planning as required where a risk or 
patient safety issue emerges from our own ongoing internal or external insights. 



Patient safety incident response plan
Page 12 of 19

Our patient safety incident response plan: national 
requirements

Some events in healthcare require a specific type of response as set out in national policies or 
regulations. These responses may include review by or referral to another body or team, depending 
on the nature of the event. 

Specific patient safety incidents, such as Never Events and deaths thought more likely than not due 
to problems in care will always require a Patient Safety Incident investigation (PSII) to learn and 
improve. For other types of incidents which may affect certain groups of our patients, a PSII will also 
be required. These have been determined nationally, but the Trust fully endorses this approach as it 
fits with our aim to learn and improve within a just and restorative culture. As well as PSII, some 
incident types require specific reporting and/or review processes to be followed.

For clarity, all types of incidents that have been nationally defined as requiring a specific response will 
be reviewed according to the suggested methods and are detailed in the table below. From our incident 
and resource analysis we estimate, due to the services we provide, we will complete approximately 
23 PSII reviews where both local and national requirements have been met per annum.

Table 2 below sets out the local or national mandated responses. As ULHT does not directly provide 
mental health or custodial services it is more likely that the organisation will be a secondary participant 
rather than a lead for those incident types (8, 9, 10, and 11):

National Priority Required response Anticipated improvement 
route

1 Incidents meeting the Never 
Events criteria 2018

Locally led PSII by ULHT Create local organisational 
recommendations and actions 
and feed these into the quality 
improvement strategy

2 Deaths thought more likely than not 
due to problems in care (incident 
meeting the learning from deaths 
criteria for patient safety incident 
investigations (PSIIs))

Locally led PSII by ULHT Create local organisational 
recommendations and actions 
and feed these into the quality 
improvement strategy

3 Maternity and neonatal incidents 
meeting HSIB criteria

Refer to HSIB for 
independent PSII

Respond to recommendations 
from external referred 
agency/organisation as 
required and feed actions into 
the quality improvement 
strategy

4 Child Deaths Refer for Child Death 
Overview Panel review

Respond to recommendations 
from external referred 
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Locally led PSII (or other 
response) may be 
required alongside the 
panel review

agency/organisation as 
required and feed actions into 
the quality improvement 
strategy

5 Deaths of persons with learning 
disabilities

Refer for Learning 
Disability Mortality Review 
(LeDeR)

Locally led PSII may be 
required alongside the 
LeDeR review.

Respond to recommendations 
from external referred 
agency/organisation as 
required and feed actions into 
the quality improvement 
strategy

6 Safeguarding incidents in which:

Babies, children, or young people 
are on a child protection plan; 
looked after plan or a victim of 
wilful neglect or domestic 
abuse/violence.

Adults over 18 years old are in 
receipt of care and support needs 
from their local authority.

The incident relates to FGM, 
Prevent (radicalisation to 
terrorism), modern slavery and 
human trafficking or domestic 
abuse/violence.

Refer to local authority 
safeguarding lead via 
ULHT named 
safeguarding lead

ULHT will contribute to 
domestic independent 
inquiries, joint targeted 
area inspections, child 
safeguarding practice 
reviews, domestic 
homicide reviews and any 
other safeguarding 
reviews (and inquiries) as 
required to do so by the 
local safeguarding 
partnership (for children) 
and the local safeguarding 
adults boards

Respond to recommendations 
from external referred 
agency/organisation as 
required and feed actions into 
the quality improvement 
strategy

7 Incidents in screening programmes Refer to local Screening 
Quality Assurance Service 
for consideration of locally 
led learning response. 

Respond to recommendations 
from external referred 
agency/organisation as 
required and feed actions into 
the quality improvement 
strategy

8 Deaths of patients in custody (e.g., 
police custody, in prison etc.) 
where health provision is delivered 
by the NHS

Refer to the Prison and 
Probation Ombudsman or 
the Independent Office for 
Police Conduct to carry 
out the relevant 
investigations

Respond to recommendations 
from external referred 
agency/organisation as 
required and feed actions into 
the quality improvement 
strategy
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Healthcare organisations 
must fully support these 
investigations where 
required to do so. 

9 Deaths of patients detained under 
the Mental Health Act (1983), or 
where the mental Capacity Act 
(2005) applies, where there is a 
reason to think that the death may 
be linked to problems in care 
(incidents meeting the Learning 
from Death criteria)

Locally led PSII by the 
provider in which the event 
occurred with ULHT 
participation if required

Respond to recommendations 
from external referred 
agency/organisation as 
required and feed actions into 
the quality improvement 
strategy

10 Mental health related homicides Referred to the NHS 
England and NHS 
Improvement Regional 
Independent Investigation 
Team for consideration for 
an independent PSII

Locally led PSII may be 
required with mental 
health provider as lead 
and ULHT participation if 
required

Respond to recommendations 
from external referred 
agency/organisation as 
required and feed actions into 
the quality improvement 
strategy

11 Domestic homicide Identified by the police 
usually in partnership with 
the local Community 
Safety Partnership (CSP) 
with whom the overall 
responsibility lies for 
establishing review of the 
case.

Respond to recommendations 
from external referred 
agency/organisation as 
required and feed actions into 
the quality improvement 
strategy
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Our patient safety incident response plan: local focus
PSIRF allows organisations to explore patient safety incidents relevant to their context and 
the populations served. Through our analysis of our patient safety insights, based on the 
review of patient safety data and engagement meetings and workshops we have determined 
that the Trust will undertake 23 patient safety incident investigations (PSII) over the next 18 
months, 5 of which being locally defined projects. We have selected this number due to the 
breadth of services that the Trust provides. It is important to note that all other incidents will 
continue to be reviewed using alternative review methods which will be outlined later within 
this plan.  It is not the case that only the incidents identified for a PSII will get a review of care.  
This includes ensuring that reviews of maternity / obstetric incidents are undertaken in line 
with CNST / Saving Babies Lives requirements.  The breakdown of the proposed PSIIs is as 
follows: -

Criteria Number of PSIIs

Deaths meeting the level 3 learning from deaths criteria Estimating 8

Incidents meeting the Never Event Criteria Estimating 5

Locally defined projects 5

Allocation for issues identified in year 5

Total 23

The above calculation allows for decisions to be made in year to undertake a PSII outside of 
the locally defined projects if it is determined that the learning from the incident warrants this.  
The detail of this process, how the incidents for the locally defined projects will be identified 
and the other review methods to be used within the Trust will be outlined in the Patient Safety 
Incident Response Policy. We will use the outcomes of PSII to inform our patient safety 
improvement planning and work. 

Locally defined responses:

The following table demonstrates the criteria for selecting priorities for a PSII response:

Criteria Considerations
Potential for learning and 
improvement

• Increased knowledge: potential to generate new 
information, novel insights, or bridge a gap in 
current understanding.

• Likelihood of influencing: healthcare systems, 
professional practice, safety culture.
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• Value: extent of overlap with other improvement 
work; adequacy of past actions.

Systemic risk • Complexity of interactions between different parts 
of the healthcare system.

Based on the analysis and selection criteria described above, local priorities for PSII have 
been set for the period 01 October 2023 to 31 March 2025. The 5 patient safety priorities were 
agreed through the PSIRF Implementation Team (attended by the Trusts commissioning 
team), Patient Safety Group, Trust Leadership Team and the Quality Governance Committee 
in July 2023 as follows:

Theme Key Theme Key Risks from Activity

1 Inpatient Falls Inpatient falls continues to be in the top five incident 
reporting categories with evidence of patient harm. Falls 
is noted as a very high risk for the Trust. Although there 
is current improvement work taking place within the Trust 
it is felt that the underlying reasons for falls is not yet fully 
understood.  

2 Medication Medication errors, particularly omitted and delayed 
medications, continue to be in the top five incident 
reporting categories. The management of medications is 
noted as a very high risk for the Trust. The underlying 
reasons for this are not fully understood.

3 Diagnostics Review of the data has identified a theme regarding 
delayed review or missed review of diagnostic test 
results leading to harm for patients. The systemic 
reasons for this are not yet understood.

4 End of Life Care and 
ReSpect

Recognition of end of life and the use of respect forms is 
a theme identified throughout incidents and complaints 
and is also an issue through clinical audit.  

5 Diabetic Ketoacidosis (DKA) Work has been undertaken to improve care in relation to 
DKA, however, a number of incidents are still being 
reported in relation to this area.  Therefore, it is felt that 
the underlying reasons for this are not yet understood.
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Timescales for PSIIs

Where a PSII is required (as defined in this plan for both local and national priorities), the 
investigation will start as soon as possible after the patient safety event is identified. PSII’s will 
normally be completed within one to three months of their start date however, in exceptional 
circumstances, a longer timeframe may be required for completion of a PSII. In this case, any 
extended timeframe will be agreed between ULHT and the patient/family/carer.

No PSII should take longer than six months. A balance will be drawn between conducting a 
thorough PSII, the impact that extended timescales can have on those involved in the incident, 
and the risk that delayed findings may adversely affect safety or require further checks to 
ensure they remain relevant. Where the processes of external bodies delay access to 
information for longer than six months, a completed PSII can be reviewed to determine 
whether new information indicates the need for further investigation. 

Patient Safety Reviews

Other types of response exist to deal with specific issues or concerns. Examples of such 
responses include complaints management, claims handling, human resource investigations 
into employment concerns, professional standards investigations, coroner inquests or criminal 
investigations. The principle aims of each of these responses differ from the aims of a patient 
safety response and are outside the scope of this plan. 

For any incident not meeting the PSII criteria, or any other incident, different review techniques 
can be adopted, depending on the intended aim and required outcome as reflected below:

Patient Safety Review 
type

Methods Objective

Immediate safety 
actions

To take urgent measures to address serious 
and imminent:

a. Discomfort, injury, or threat to life
b. Damage to equipment or the 

environment.

Incident recovery

Risk Assessment To assess the likelihood and severity of 
identified hazards in order that risks can be 
determined, prioritised and control measures 
apply.

Debrief To conduct a post incident review as a team 
by discussing and answering a series of 
questions.

Team Review 

Safety Huddle – 
Proactive and 
reactive

A short multidisciplinary briefing, held at a set 
time and place and informed by visual 
feedback of data to:

• Improve situational awareness
• Focus on the patients most at risk
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• Share understanding of the day’s focus 
and priorities

• Agree actions
• Enhance teamwork through 

communication and collaborative 
problem-solving

• Celebrate successes in reducing harm.
After 
ActionReview 
(AAR)

A structured, facilitated discussion of an 
incident or event to identify:

• What was expected to happen?
• What happened?
• Why was there a difference between 

what was expected and what 
happened?

• What are the lessons that can be 
learnt?

Perinatal Mortality 
Review Tool 
(PMRT)

Systematic, multidisciplinary, high-quality 
audit and review to determine the 
circumstances and care leading up to and 
surrounding each still birth and neonatal 
death, and the deaths of babies in the post-
neonatal period having received neonatal 
care. 

Atain Review Tool Joint review by maternity and neonatal 
services to identify learning points to care 
provision and improve understanding of 
potential areas of suboptimal care.

Structured 
Judgement 
Review (SJR)

To determine whether there were any 
problems with the care provided to a patient 
by a service. 

Specialised 
Reviews

For example, falls, pressure ulcers, IPC          
reviews.

Systematic Reviews

To determine:
• The 

circumstances 
and care 
leading up to 
and 
surrounding 
the incident.

• Whether there 
were any 
problems with 
the care 
provided to 
the patient 

Thematic Review A themed review may be useful in 
understanding common links, themes, or 
issues within a cluster of investigations or 
incidents for example, pressure ulcers, 
deteriorating patient, post-partum 
haemorrhage, 3rd and 4th degree tears. 

Monitoring Audit Regular review to improve the quality of care 
by evaluating delivered care against 
standards. Can be observational or include 
documentation review (or both).

Priorities for ‘being open’ conversations and Duty of Candour include:

• All patient safety incidents leading to moderate harm or above.
• All incidents for which an investigation is undertaken.
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For lesser harm incidents we propose to manage these at a local level through the Datix 
system with ongoing thematic analysis via our existing Trust assurance processes which may 
lead to new or supplement existing improvement work. Further information on this and the 
Duty of Candour principles can be found in the ULHT Incident Management Policy.
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Purpose

This policy supports the requirements of the Patient Safety Incident Response Framework (PSIRF) 
and sets out United Lincolnshire Hospitals NHS Trust’s (hereafter referred to as ULHT) approach 
to developing and maintaining effective systems and processes for responding to patient safety 
incidents and issues for the purpose of learning and improving patient safety.

The PSIRF advocates a co-ordinated and data-driven response to patient safety incidents. It 
embeds patient safety incident response within a wider system of improvement and prompts a 
significant cultural shift towards systematic patient safety management. 

This policy supports development and maintenance of an effective patient safety incident response 
system that integrates the four key aims of the PSIRF:

• compassionate engagement and involvement of those affected by patient safety 
incidents 

• application of a range of system-based approaches to learning from patient safety 
incidents 

• considered and proportionate responses to patient safety incidents and safety issues 

• supportive oversight focused on strengthening response system functioning and 
improvement.



Patient safety incident response policy
Page 4 of 22

Scope

This policy is specific to patient safety incident responses conducted solely for the purpose of 
learning and improvement across all patient facing services and departments delivering NHS care 
at ULHT.

Responses under this policy follow a systems-based approach. This recognises that patient safety 
is an emergent property of the healthcare system: that is, safety is provided by interactions between 
components and not from a single component. Responses do not take a ‘person-focused’ approach 
where the actions or inactions of people, or ‘human error’, are stated as the cause of an incident.  

There is no remit to apportion blame or determine liability, preventability or cause of death in a 
response conducted for the purpose of learning and improvement. Other processes, such as claims 
handling, human resources investigations into employment concerns, professional standards 
investigations, coronial inquests and criminal investigations, exist for that purpose. The principle 
aims of each of these responses differ from those of a patient safety response and are outside the 
scope of this policy. 

Information from a patient safety response process can be shared with those leading other types of 
responses, but other processes should not influence the remit of a patient safety incident response.
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Our patient safety culture

ULHT promotes a just culture approach (in line with the NHS Just Culture Guide) to any work 
planned or underway to improve safety culture. Research into organisational safety has repeatedly 
found that an open and transparent culture, where colleagues feel able to report incidents and raise 
concerns without fear of recrimination, is essential to improving safety.  

The Trust encourages and supports incident reporting where any member of staff feels something 
has happened, or may happen, which has led to, or may lead to, harm to patients (or staff). Please 
refer to the Incident Management Policy for more information on how incidents are reported and 
managed in an open and transparent manner to focus on learning without blame. 

https://www.england.nhs.uk/wp-content/uploads/2021/02/NHS_0932_JC_Poster_A3.pdf
http://staffroom.ydh.yha.com/policies-and-procedures/corporate-policies-and-procedures/airs-policy/view


Patient safety incident response policy
Page 6 of 22

Patient Safety Partners (PSPs)

The NHS Patient Safety Strategy; Safer culture, safer systems, safer patients (July 2019)

In July 2019 NHSI/E published ‘The NHS Patient Safety Strategy; Safer culture, safer systems, 
safer patients.  It had 3 strategic aims which are underpinned by the two foundations of safety 
systems and safety culture as follows: -

• Improving understanding of safety by drawing intelligence from multiple sources of patient 
safety information (Insight)

• Equipping patients, staff and partners with the skills and opportunities to improve patient 
safety throughout the whole system (Involvement)

• Designing and supporting programmes that deliver effective and sustainable change in the 
most important areas (Improvement).

The involvement of patients in their care and in the development of safer services is a priority for 
the NHS. People now have a greater expectation that they will be involved in their care and in 
ensuring it is safe.

The Framework for involving Patients in Patient Safety (NHSE/I June 2021), sets out the key 
requirements for the implementation of the Patient Safety Partners (PSPs).

Supporting patients to be involved in their own safety and creating the PSP role are two important 
ways to make real, what Don Berwick called for when he said that patients and their carers should 
be present, powerful and involved at all levels of healthcare organisations from wards to the boards 
of trusts”. (DOH 2015: The NHS Constitution for England). 

PSPs are patients, carers, family members or other lay people (including NHS staff from another 
organisation working in a lay capacity) who are recruited to work in partnership with staff to 
influence and improve the governance and leadership of safety within an NHS organisation. As 
such, they perform a very different role from that of the traditional NHS volunteer who acts as, for 
example, a hospital guide or befriends and supports patients.  

The introduction of the PSP role is clearly set out within a National Framework that describes role 
description, remuneration, and advisory notes on supporting the organisation to embrace the posts.

There is a recognition that this is an evolving post and the list is not exhaustive of potential 
opportunities for the PSP to influence: -

• Promoting openness and transparency.

• Supporting the organisation to consider how processes appear and feel to patients.

• Helping the organisation know what is important to patients. 

• Helping the organisation identify risk by hearing what feels unsafe to patients.

• Supporting the prioritisation of risks that need to be addressed and subsequent 
improvement programmes.
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• Support staff recruitment programmes.

• Promote and support equality and diversity programmes.

• Support and advice on safety governance- sitting on relevant committees to support 
compliance monitoring and how safety issues should be addressed.

• Supporting the organisation in developing an action plan following an investigation, 
particularly so that actions address the needs of patients.

• Helping the organisation produce patient information that patients understand and can 
access.

• Membership of safety and quality committees whose responsibilities include the review and 
analysis of safety data.

• Involvement in staff patient safety training.

ULHT has met the requirements of the National Patient Safety Strategy (July 2019) by introducing 
3 PSPs in September 2022. The post holders were recruited through our Trust recruitment process 
with an agreed job description and management infrastructure to support their transition into the 
organisation. We agreed that the PSPs would enter the organisation at Level 1/3 (Framework for 
Involving Patients in Patient Safety 2021).
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Addressing health inequalities

As a large provider of acute services, the Trust has a key role to play in tackling health inequalities in 
partnership with our local partner agencies and services. However, most of the fundamental factors 
driving inequalities in health are beyond the responsibility of the health care system, for example our 
education system; economic and community development in our most deprived neighbourhoods; 
employment levels; pay and conditions; and availability and quality of housing. 

Through our implementation of PSIRF, we will seek to utilise data and learning from investigations to 
identify actual and potential health inequalities and make recommendations to our Trust Board and 
partner agencies on how to tackle these. The more holistic, integrated approach to patient safety under 
PSIRF will require the Trust to be more collaborative with the patient experience and inclusivity agenda 
and ensure investigations and learning do not overlook these important aspects of the wider health 
and societal agenda. 

Our engagement with patients, families and carers following a patient safety investigation must also 
recognise diverse needs and ensure inclusivity for all. Any potential inclusivity or diversity issues must 
always be identified through the investigation process and engagement with patients and families, for 
example, during the duty of candour / being open process. 
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Engaging and involving patients, families and staff 
following a patient safety incident

The PSIRF recognises that learning and improvement following a patient safety incident can 
only be achieved if supportive systems and processes are in place. It supports the development 
of an effective patient safety incident response system that prioritises compassionate 
engagement and involvement of those affected by patient safety incidents (including patients, 
families and staff). This involves working with those affected by patient safety incidents to 
understand and answer any questions they have in relation to the incident and signpost them 
to support as required.

Involving Patients & Families

The Trust recognises the importance of and is committed to involving patients and families 
following patient safety incidents, engaging them in the investigation process and to fulfil the 
duty of candour requirements. It is recognised from experience and research that patients and 
families often provide a unique, or different perspective to the circumstances around patient 
safety incidents, and / or may have different questions or needs to that of the organisation. This 
policy therefore reinforces existing guidance relating to the duty of candour and ‘being open’ 
and recognises the need to involve patients and families as soon as possible in all stages of 
any investigation, or improvement planning, unless they express a desire not to be involved. 
Further guidance in relation to involving patients and families following a patient safety incident 
is available from NHSE at: https://www.england.nhs.uk/publication/patient-safety-incident-
response-framework-and-supporting-guidance/#heading-2 

See also the trust guidance on duty of candour / being open: Incident Management Policy

Involving Staff, Colleagues and Partners

Similarly, involvement of staff and colleagues (including system partners) is of paramount 
importance when responding to a patient safety incident to ensure a holistic and inclusive 
approach from the outset. Again, this reinforces existing guidance such as our incident 
management policy, though it is recognised this approach must not be restricted to only those 
incidents that meet a threshold of harm or predefined categories. We will continue to promote, 
support and encourage our colleagues and partners to report any incident or near-misses, with 
a shift in focus to incidents, or groups of incidents, which provide the greatest opportunities for 
learning and improvement. 

https://www.england.nhs.uk/publication/patient-safety-incident-response-framework-and-supporting-guidance/#heading-2
https://www.england.nhs.uk/publication/patient-safety-incident-response-framework-and-supporting-guidance/#heading-2
http://staffroom.ydh.yha.com/policies-and-procedures/corporate-policies-and-procedures/airs-policy/view
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It is recognised that this new approach will represent a culture shift for the organisation which 
needs to provide support and guidance utilising the principles of good change management, so 
staff feel ‘part of’ rather than ‘done to’. We will therefore ensure regular communication and 
involvement through our communication framework and our wider organisational governance 
structures. 

It is also recognised that staff and colleagues need to continually feel supported to speak out 
and openly report incidents and concerns without fear of recrimination or blame. We will 
continue to closely monitor incident reporting levels and continue promote an open and just 
culture to support this. 
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Patient safety incident response planning

PSIRF supports organisations to respond to incidents and safety issues in a way that maximises 
learning and improvement, rather than basing responses on arbitrary and subjective definitions 
of harm. Beyond nationally set requirements, organisations can explore patient safety incidents 
relevant to their context and the populations they serve rather than only those that meet a certain 
defined threshold.

As a Trust we welcome this approach so we can focus our resources on incidents, or groups of 
incidents that provide the greatest opportunities for learning and improving safety. It is also 
recognised that our planning needs to account for other sources of feedback and intelligence 
such as complaints, risks, legal claims, mortality reviews and other forms of direct feedback 
from staff and patients. PSIRF guidance specifies the following standards that our plans should 
reflect:

1. A thorough analysis of relevant organisational data

2. Collaborative stakeholder engagement 

3. A clear rationale for the response to each identified patient safety incident type

They will also be:

1. Updated as required and in accordance with emerging intelligence and improvement 
efforts

2. Published on our external facing website

Our associated Patient Safety Incident Response Plan (PSIRP) will reflect these standards and 
will be published alongside this overarching policy framework.
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Resources and training to support patient safety incident response

PSIRF recognises that resources and capacity to investigate and learn effectively from patient 
safety incidents is finite. It is therefore essential that as an organisation we evaluate our 
capacity and resources to deliver our plan. The PSIRP provides more specific details in 
relation to this. 

Currently the Patient Safety Team has the following working time equivalent posts to support 
and facilitate the PSIRF framework:

The above structure provides specific trained investigators to undertake the Patient Safety 
Incident Investigations (PSIIs) alongside an Incident Team who will be responsible for 
supporting the Divisions on all aspects of incident management that sits outside of the National 
and Local priorities. Again, our PSIRP will detail more specifically which incidents will require 
a comprehensive investigation with an indication of how many of these we expect to complete 
in a year. 

All staff are required to complete mandatory Patient Safety Training level 1 which includes 
sections on:

• Listening to patients and arising concerns
• The systems approach to safety, where instead of focusing on the performance of 

individual members of staff, we try to improve the way we work
• Avoiding inappropriate blame when things don’t go well
• Creating a just culture that prioritises safety and is open to learning about risk and 

safety.
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It is therefore expected that Divisional managers, supported by the Incident Team, will involve 
all relevant staff in more routine / low risk incident reviews, though further advice and guidance 
can always be provided by the Patient Safety Team if required. It is important that the 
organisation seeks regular feedback from colleagues with regard to investigating and learning 
from incidents and considers whether any additional or bespoke training is required, either 
more widely or targeted at specific staff groups or individuals.  

Our patient safety incident response plan

Our plan sets out how ULHT intends to respond to patient safety incidents over the following 
period of 01 October 2023 to 31 March 2025. The plan is not a permanent set of rules that cannot 
be changed. We will remain flexible and consider the specific circumstances in which each patient 
safety incident occurred and the needs of those affected, as well as the plan.

The PSIRP is based on a thorough analysis of themes and trends from all incidents from April 
2021 – March 2023 (including low harm, no harm and near misses), complaints and concerns, 
learning and recommendations from Serious Incidents (conducted under the previous 
framework), mortality reviews, legal claims and inquests, risks and risk registers and feedback 
from staff and patients.  The priorities identified in the PSIRP will be regularly reviewed against 
quality governance reports and surveillance to ensure they are responsive to unforeseen or 
emerging risks.

Reviewing our patient safety incident response policy and plan

As referred to above, our patient safety incident response plan is a ‘living document’ that will be 
appropriately amended and updated as we use it to respond to patient safety incidents. We will 
review the plan every 12 to 18 months to ensure our focus remains up to date; with ongoing 
improvement work our patient safety incident profile is likely to change. This will also provide an 
opportunity to re-engage with stakeholders to discuss and agree any changes made in the 
previous 12 to 18 months. 

Updated plans will be published on our website, replacing the previous version.  

A rigorous planning exercise will be undertaken every four years and more frequently if 
appropriate (as agreed with our integrated care board (ICB)) to ensure efforts continue to be 
balanced between learning and improvement. This more in-depth review will include reviewing 
our response capacity, mapping our services, a wide review of organisational data (for example, 
patient safety incident investigation (PSII) reports, improvement plans, complaints, claims, staff 
survey results, inequalities data, and reporting data) and wider stakeholder engagement. 
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Responding to patient safety incidents

PSIRF guidance states: 

“Where an incident type is well understood – for example, because previous incidents of this 
type have been thoroughly investigated and national or local improvement plans targeted at 
the contributory factors are being implemented and monitored for effectiveness – resources 
may be better directed at improvement rather than repeat investigation (or other type of 
learning response).” 

(PSIRF supporting guidance, Guide to responding proportionately to patient safety incidents. 
NHSE 2022)

Patient safety incident reporting arrangements

Patient safety incident reporting will remain in line with the Trusts Incident Management Policy. 
It is recognised that staff must continue to feel supported and able to report any incidents, or 
concerns in relation to patient safety, to promote a system of continuous improvement and a 
just and open culture. 

In all instances, the first priority for the Trust is to ensure the needs of the individuals affected 
by an incident are attended to, including any urgent clinical care which may reduce the harmful 
impact. 

Steps must be taken to ensure members of staff, visitors and patients are not put at further 
risk by the aftereffects of the incident. It is the responsibility of the person in charge or manager 
to ensure that the team takes the necessary steps needed to make the situation safe as quickly 
as possible and to consider the needs of the patients, visitors and staff in doing this.

Divisional managers and governance teams will ensure any incidents that require cross 
system or partnership engagement are identified and shared through existing channels and 
networks, and that system colleagues are fully engaged in investigations and learning as 
required. Likewise, we will ensure we are responsive to incidents reported by system 
colleagues that require input from the Trust, primarily by directing enquires to the relevant 
clinical teams or colleagues and seeking assurance that engagement, information sharing and 
learning has been achieved, or taken forward. 

Certain incidents require external reporting to national bodies such as HSIB, HSE, RIDDOR 
and MHRA. 

Patient safety incident response decision-making

As explained above, reporting of incidents should continue in line with existing Trust policy 
and guidance. The Trust also has governance and assurance systems to ensure oversight of 
incidents at both a Divisional and Trust level. Governance teams work with clinical and 
operational managers to ensure the following arrangements are in place:
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• Identification and escalation of any incidents that have, or may have caused significant 
harm (moderate, severe or death)

• Identification of themes, trends or clusters of incidents within a specific service

• Identification of themes, trends or clusters of incidents relating to specific types of 
incidents

• Identification of any incidents relating to local risks and issues (e.g. – CQC concerns)

• Identification of any incidents requiring external reporting or scrutiny (e.g. – Never Events, 
Neonatal deaths, RIDDOR)

• Identification of any other incidents of concern, such as serious near-misses or significant 
failures in established safety procedures

The Patient Safety Team, with support from a Clinical Governance Analyst, also provide 
regular reports to the Patient Safety Group (PSG) and the Quality Governance Committee 
(QGC) using statistical process control (SPC) analysis on a monthly basis to identify and track 
emerging themes and trends outside of normal variation. This information will be reviewed 
regularly against our identified priorities in the PSIRP to determine whether any shift in focus 
is required, which will be agreed by the Quality Governance Committee if required.

As outlined in the Patient Safety Incident Response Plan (PSIRP) there are now a wider range 
of options for how to undertake a review as outlined in the PSIRF. The principles of 
proportionality and a focus on incidents that provide the greatest opportunity for learning will 
be central to this decision making under the Trust’s PSIRP. This may often mean no further 
investigation is required, especially where the incident falls within one of the improvement 
themes identified in the PSIRP.

Attached as Appendix 1 is a flowchart outlining the proposed incident management 
arrangements. 

Timeframes for Learning Responses

Learning responses must balance the need for timeliness and capture of information as close 
to the event as possible, with thoroughness and a sufficient level of investigation to identify 
the key contributory factors and associated learning for improvement. 

“The first step when embarking on a process to learn and improve after a patient safety 
incident is to make efforts to understand the context and develop a deep understanding 
of work processes. It can be tempting to rush to identify what needs to change, but this 
cannot be done without understanding work as done, and the system factors that 
influence this. A thorough understanding of the work system can be gained using a 
learning response method such as investigation, multidisciplinary team review or after action 
review, supplemented with a system-based framework to guide thinking (e.g. 



Patient safety incident response policy
Page 16 of 22

SEIPS, Yorkshire Contributory Factors Framework, HFACS, etc).” (NHSE PSIRF Guidance: 
Safety Action Development, p17)

One of the most important factors in ensuring timeliness of a learning response is thorough, 
complete and accurate incident reporting when the circumstances are fresh in the minds of 
the incident reporter and the wider team. These principles are set out in the current incident 
reporting guidance but must be reinforced through the PSIRF.

Where a PSII is required (as defined in this plan for both local and national priorities), the 
investigation will start as soon as possible after the patient safety event is identified. PSII’s will 
normally be completed within one to three months of their start date however, in exceptional 
circumstances, a longer timeframe may be required for completion of a PSII. In this case, any 
extended timeframe will be agreed between ULHT and the patient/family/carer.

No PSII should take longer than six months. A balance will be drawn between conducting a 
thorough PSII, the impact that extended timescales can have on those involved in the incident, 
and the risk that delayed findings may adversely affect safety or require further checks to 
ensure they remain relevant. Where the processes of external bodies delay access to 
information for longer than six months, a completed PSII can be reviewed to determine 
whether new information indicates the need for further investigation. 

The PSIRP provides more detail on the types of learning response most appropriate to the 
circumstances of the incident. Highly prescriptive timeframes for learning responses may not 
be helpful so the following are included as a guideline only: 

• Initial incident investigation – as soon as possible, within 5 working days of reporting 
• Further learning response (e.g.: PSII, AIR, Swarm huddle) – within 20 working days of 

reporting

A toolkit of learning response types is available from NHSE at: 
https://www.england.nhs.uk/publication/patient-safety-learning-response-toolkit/

Safety action development and monitoring improvement

PSIRF moves away from the identification of ‘recommendations’ which may lead to an attempt to 
provide a solution at an early stage of the safety action development process.

“Learning response methods enable the collection of information to acquire knowledge. This is 
important, but it is only the beginning. A thorough human factors analysis of a patient safety 
incident does not always translate into better safety actions to reduce risk. You must move from 
identifying the learning to implementation of the lessons. Without an integrated process for 
designing, implementing, and monitoring safety actions, attempts to reduce risk and potential for 
harm will be limited.” 

The following diagram summarises how safety actions should be developed and overseen:

https://www.england.nhs.uk/publication/patient-safety-learning-response-toolkit/
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A Quality Improvement approach is valuable in this aspect of learning and improvement following 
a patient safety investigation. It will therefore be necessary to ensure close links are developed 
and maintained with the Improvement Team so their expertise and guidance can be utilised when 
developing the learning response and safety actions. This approach is recognised within the Trust 
and considerable work has taken place to educate colleagues in the principles of QI methodology. 
PSIRF therefore provides an opportunity to strengthen this and for the QI and Patient Safety 
functions to work more closely together. 

Safety actions arising from a learning response should follow the SMART (Specific, Measurable, 
Achievable, Realistic, Time-bound) principles and thought must be given to monitoring and 
measures of success. Further guidance on this can be found in NHSE Guidance at 
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https://www.england.nhs.uk/wp-content/uploads/2022/08/B1465-Safety-action-development-
v1.1.pdf 

Monitoring of completion and efficacy of safety actions will be through organisational governance 
processes with oversight at Patient Safety Group reporting to the Quality Governance Committee. 
The Patient Safety Team will maintain an overview across the organisation to identify themes, 
trends and triangulation with other sources of information that may reflect improvements and 
reduction of risk. 

It is important that monitoring of completion of safety actions does not become an end in and of 
itself, but rather a means to improve safety and quality outcomes and reduce risk. The Trust must 
therefore develop governance systems focused more on measuring and monitoring these 
outcomes, utilising subjective as well as objective measures. 

https://www.england.nhs.uk/wp-content/uploads/2022/08/B1465-Safety-action-development-v1.1.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/08/B1465-Safety-action-development-v1.1.pdf
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Safety improvement plans

As referred to throughout the policy, the Trust has developed a PSIRP that clarifies what our 
improvement priorities are. The PSIRP details how we will ensure patient safety incidents are 
investigated in a more holistic and inclusive way, to identify learning and safety actions which will 
reduce risk and improve safety and quality.

These themes, as detailed in the PSIRP, are based on an extensive analysis of historic data and 
information from a range of sources (e.g.: incident trends, complaints, mortality reviews, risk 
registers, legal claims and inquests) and feedback from staff and patients. Each theme will have 
its own improvement plan utilising QI methodology, where appropriate, to determine what the key 
drivers are to patient safety risks, how improvements can be made and how these can be 
monitored for completion and effectiveness. Whilst the PSIRP identifies the broad organisational 
priorities, it is recognised there may be more specific priorities and improvements identified which 
although will not form part of the overarching plan, can still be approached utilising the more holistic 
and inclusive PSIRF approach. The Patient Safety Team will provide support and guidance, as 
required, to services in this regard. The QI team can also assist in these improvements and identify 
where there is overlap with existing and developing QI programmes across the Trust. 

The Trust is reviewing governance processes in line with the PSIRF guidance so it is clear how 
the PSIRP improvement priorities will be overseen through the Patient Safety Group and Quality 
Governance Committee structures and processes. 
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Oversight roles and responsibilities

“When working under PSIRF, NHS providers, integrated care boards (ICBs) and regulators 
should design their systems for oversight “in a way that allows organisations to demonstrate 
[improvement], rather than compliance with prescriptive, centrally mandated measures”. To 
achieve this, organisations must look carefully not only at what they need to improve but also 
what they need to stop doing (e.g., panels to declare or review Serious Incident investigations).

Oversight of patient safety incident response has traditionally included activity to hold provider 
organisations to account for the quality of their patient safety incident investigation reports. 
Oversight under PSIRF focuses on engagement and empowerment rather than the more 
traditional command and control.”

NHSE, PSIRF Guidance ‘Oversight roles and responsibilities specification and Patient safety 
incident response standards’ (p2) 

Responsibility for oversight of the PSIRF for provider organisations sits with the Trust Board. 
The Executive Lead is the Director of Nursing who holds responsibility for effective monitoring 
and oversight of PSIRF. The ‘Responding to patient safety incidents’ section above also 
describes some of the more operational principles that underpin this approach.

The Trust recognises and is committed to close working, in partnership, with the local ICB and 
other national commissioning bodies as required. Representatives from the ICB will sit on 
PSIRF implementation groups. Oversight and assurance arrangements will be developed 
through joint planning and arrangements must incorporate the key principles detailed in the 
guidance above, namely:

1. Compassionate engagement and involvement of those affected by patient safety 
incidents

2. Policy, planning and governance

3. Competence and capacity

4. Proportionate responses

5. Safety actions and improvement

As referred to above, it is important that under PSIRF there is a paradigm shift from monitoring 
of process, timescales and outputs to meaningful measures of improvement, quality and 
safety, and outcomes for patients. It should be noted that similarly the ICB’s role will focus on 
oversight of PSIRF plans / priorities and monitoring progress with improvements. There will 
no longer be a requirement to ‘declare’ an SI and have individual patient safety responses 
‘signed off’ by commissioners. However, they will wish to seek assurances that improvements 
and priorities under PSIRF are progressing and delivering improvements in quality and safety. 
The metrics, measures (objective and subjective) and evidence required to do this will need 
to be defined within the PSIRP for each priority which will be agreed in discussion with the 
ICB. Attached as Appendix 2 are the proposed governance arrangements.

https://www.england.nhs.uk/publication/patient-safety-incident-response-framework-and-supporting-guidance
https://www.england.nhs.uk/publication/patient-safety-incident-response-framework-and-supporting-guidance
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Complaints and appeals

We value the comments and compliments about the services we provide. Learning from our 
patients, carers and relatives experience will actively contribute to the continued 
development of our services. 

We recognise that for our patients, carers and relatives, participation in a safety incident 
investigation could be a distressing time as well as being an empowering experience. Within 
the dynamic, it is possible the patient may raise issues regarding the process. 

In the event a patient, carer or relative has concerns regarding any aspect of the 
investigation process, including any matters relating to the Patient Safety Incident 
Investigator, we will:

• If appropriate, seek to resolve the matter locally through a discussion between the 
patient and/or relative with the Patient safety Incident investigator and the nominated 
Family Liaison Officer (FLO)

• Escalate the concern to the Head of Patient Safety and the Assistant Director of 
Clinical Governance

• Refer the matter as a formal complaint via the Trust’s Complaints Team.
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Report to: Trust Board
Title of report: People and OD Committee Assurance Report to Board
Date of meeting: 12 September 2023
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 2023/24 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 Group (WSODG) 
Upward Report inc process and timeframe for mandatory training review
The Committee received the upward report noting that the group had 
considered the performance dashboard in detail and looked specifically at 
sickness absence data.  The Group had agreed this would be an area of 
focus given the current position.  

The Committee noted the work in place with the Occupational Health team 
to provide proactive support to staff and reflected on the soft intelligence 
available which indicated an impact on staff sickness as a result of industrial 
action.

The Group had considered the winter vaccination programme in detail 
which launched on 11 September with the Committee noting that had 
taken place 2 weeks ahead of the regional date.  

Review of statutory and mandatory training continued with the Committee 
requesting a further update in respect of the progress being made to 
ensure that training was appropriately assigned to staff.

Committee Performance Dashboard
The Committee received the dashboard noting the information presented 
which had been considered in detail by the Workforce Strategy and 
Organisational Development Group and considered through the upward 
report of the group.

The Committee was pleased to note the continued decrease in the 
turnover rate which remained below target.
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Safer Staffing inc nursing additional hours
The Committee received the report noting the moderate assurance which 
was offered.

Medical Engagement Development Plan
The Committee received a verbal update noting that this item stemmed 
from the medical engagement survey with a number of areas pertaining to 
this, for which the Committee was alert to.  

The Committee noted that work was widening in respect of medical 
engagement with a Clinical Managers Networking Day being held to 
commence this.  

The Committee would receive a further update to the November meeting.

Trauma and Orthopaedic Deep Dive Action Plan
The Committee received a further update having previously been sighted 
on the deep dive report.  It was noted that there were many themes which 
crossed over with the deep dive and cultural work being undertaken within 
the division, particularly around the management approach and key skills.

The Committee noted that the speciality had received the outcome of the 
report well however the action plan had not been signed off and therefore 
had not been offered to the Committee.

A further, more detailed update, would be offered to the Committee in 
October along with the action plan to ensure clear sight on the actions 
being taken to address areas requiring improvement.

Education Funding Update
An update paper was offered to the Committee detailing the current 
management of education funding which was across various departments 
and directors.

The new corporate education and learning team were working through the 
funding to understand how this was being spent and ensuring that the 
Training Needs Analysis (TNA) was informing the spend.  Work was 
underway to ensure greater central oversight however there was 
confidence in the management of budgets with the Committee endorsing 
the intention of having a single leadership arrangement in place for this.  

It was noted that there was circa £2.8m of education funding, circa £2m for 
the apprenticeship levy and £833k of Continuing Professional 
Development (CPD) funding.  There was no Workforce Development 
Funding (WDF) available to the Trust in the current year however some 
funding was available across the Integrated Care System for which the 
Trust could place a bid.
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The Committee noted that the TNA process would commence in November 
and a Learning and Development Policy had been developed and was 
currently being taken through the relevant approval processes.

Education and OD Highlight Report
The Committee received the reporting noting the work of the education 
learning and OD team in the new Directorate structure.  Current focus was 
being given by the team to corporate induction and statutory and 
mandatory training with the alignment of a core training framework.

The Committee noted the creation of the mandatory training governance 
group which would review the training modules ensuring that there were 
reviewed against a set criteria.

Work of the group would progress to ensure training was mapped for staff 
on an individualised basis, role specific rather than wider staff groups.  
There would be focus on raising compliance across the Trust with work 
taking place to provide support to those staff whose compliance was below 
50%.

The Committee was pleased to note that the review of the corporate 
induction would enable dedicated director time at the session along with 
time assigned for the completion of core learning.  This would ensure staff 
completed learning at the earliest opportunity.

The Committee also noted the wider work being undertaken in respect of 
culture and leadership and the various initiatives in place to support staff 
to ‘do the basics brilliantly’.  

Lack of Assurance in respect of SO 2b
Issue: Making ULHT the best place to work

National Staff Survey Action Plan 23/24 and Cultural Deep Dive Action 
Plan
The Committee received the action plan which included the 5 consistent 
themes from both the National Staff Survey results and the recent cultural 
deep dives which had been undertaken across a number of areas.

The Committee noted that there were both Trust level plans in place as 
well as local action plans to address areas more specifically.  Staff 
engagement would be key to addressing the themes and would be 
considered by the Executive Leadership Team.

The importance of ensuring communication to staff was noted with the 
intention to offer a ‘you said, we are doing’ approach so that there was 
awareness of the actions in place and the progress being made.
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Further work would be undertaken to correlate other areas of staff 
feedback, from various forums, into the action plan to have a targeted 
approach in place to achieve the best outcome.

Lack of Assurance in respect of SO 4b
Issue: To become a University Hospitals Teaching Trust

Medical Education/Medical School Update
The Committee received the reports noting the content.

University Teaching Hospital Group Upward Report
The Committee noted the recent discussions held by the Executive 
Leadership Team to consider a number of possible names for the Trust 
when moving forward for Teaching status.

It was noted that these discussions would now need to be held with LCHS 
to ensure clarity on the direction of travel due to the Group Model 
developments.

Discussions continued with the University of Lincoln in respect of the 
financial model with the anticipation that these would be completed by the 
end of the year.

Research and Innovation Update
The Committee received the report noting the clarity of the information 
presented and reflected on the position reported in respect of the number 
of research participants. 

Whilst the Trust was off target, to achieve 2000 – 2500 by the end of the 
financial year there remained optimism that this would be achieved due to 
high recruiting trials coming online.

The Committee noted the position of the Trust, as presented against 
comparable organisations which demonstrated the level of improvement 
required.   

Support was offered by the Committee to the Director of Research and 
Innovation to try to encourage the engagement of staff across all divisions 
to recognise the importance of research and innovation.  

Assurance in respect of other areas:

Board Assurance Framework
The Committee received the Board Assurance Framework and reflected 
on the significant updates that had been made following the in-depth 
review of the content from the previous months’ discussions.
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The Committee noted that, due to a number of apologies from core 
Committee members, a further review of the content, and consideration 
of assurance ratings would be undertaken at the October meeting. 

Topical, Legal and Regulatory Update
The Committee received the report noting the updates offered and 
reflected on the benefit of the report providing foresight of items which 
may wish to be considered by the Committee.

Integrated Improvement Plan
The Committee received the report noting the content and reflecting 
those discussions during the course of the Committee reflected the 
position presented within the report.

CQC Action Plan
The Committee received the report noting that discussions had taken 
place through the course of the meeting which addressed a number of 
the actions within the plan.

It was recognised that further work was required in respect of paediatric 
competencies linked to training and pharmacy actions.  Work would be 
undertaken to determine how these specific actions would be reported to 
the Committee as they were not covered in items already being received.

Savile Action Plan
The Committee were advised that the business case to support the 
funding for the DBS process had been received by CRIG and approval 
given for the cost of DBS checks.  The year 2 and 3 costs would be picked 
up through business planning.  

The Committee noted that once the team was fully resourced it would be 
possible for timescales and milestones to be identified for the work being 
undertaken.  

The Committee would vigorously monitor the progress being made 
against the plan.  

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 current risks 
presented.
 

Matters identified 
which Committee 

No areas identified
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recommend are 
escalated to SRR/BAF

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

Attendance Summary for rolling 12 month period

Voting Members O N D J F M A M J J A S

Philip Baker (Chair) X X X X X X X X X X X
Karen Dunderdale X D A D A D D D D D A
Paul Matthew X
Claire Low X X X X X X X X X X
Colin Farquharson D D D D D D D D D D X
Chris Gibson X X X X X X X X A X A
Vicki Wells A X X X A X

N
o m

eeting held

X X X X A

X in attendance 
A apologies given 
D deputy attended
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