
      

Minutes of the Public Board in Common Board Meeting

Held on 2 July 2024

Via MS Teams Live Stream
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Director
Miss Claire Low, Group Chief People Officer  

Miss Gail Shadlock, Non-Executive Director
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Executive 
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Mrs Kathryn Helley, Group Chief Clinical 
Governance Officer
Miss Claire Low, Group Chief People Officer

ULHT
Voting Members:
Mrs Elaine Baylis, Group Chair
Professor Karen Dunderdale, Group Chief 
Executive 
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Officer
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Ms Dani Cecchini, Non-Executive Director 
Mr Neil Herbert, Non-Executive Director

ULHT
Non-Voting Members:
Miss Claire Low, Group Chief People Officer
Dr Sameedha Rich-Mahadkhar, Director of 
Improvement and Integration, 
Mrs Sarah Buik, Associate Non-Executive 
Director
Mrs Vicki Wells, Associate Non-Executive 
Director
Mrs Kathryn Helley, Group Chief Clinical 
Governance Officer

In attendance:
Mrs Jayne Warner, Trust Secretary, ULHT
Ms Catherine Leggett, Deputy Director of 
Corporate Governance, LCHS
Mr Mike Parkhill, Director of Estates, ULHT
Mr David Picken, Deputy Director of Finance, 
ULHT
Mrs Rachel Lane, Trust Board Administration, 
LCHS (Minutes)

Apologies
Professor Philip Baker, Non-executive Director 
ULHT
Mrs Julie Frake-Harris, Chief Operating Officer 
LCHS/ULHT



Mrs Angie Davies, Director of Nursing ULHT
Mr Jonathan Young, Director of Finance, ULHT

126/24 Item 1 Introduction

The Chair welcomed Board members and members of the public, staff or interested 
parties who had joined the live stream. The Chair formally welcomed Professor 
Dunderdale as the first Group Chief Executive, having commenced in post on 1 July 
2024, following extensive recruitment processes.

The Chair looked forward to seeing the impacts of the Group Chief Executive’s 
leadership within the Board setting moving forward.

127/24 Item 2 Public Questions

One question had been received from Vi King, however due to pre-election rules this 
would not be responded to within the meeting in the usual way.  A response would be 
offered outside of the meeting.

128/24 Item 3 Apologies for Absence

Apologies were received from Professor Philip Baker, Non-executive Director, UHLT, 
Mrs Julie Frake-Harris, Chief Operating Officer, LCHS/UHLT, Mrs Angie Davies, 
Director of Nursing, ULHT and Mr Jonathan Young, Director of Finance, ULHT.

129/24 Item 4 Declarations of Interest

Mr Herbert declared a new interest; having joined the Board of M.I. Dickson Limited 
as a Non-executive Director. The Declarations of Interest Register would be updated 
accordingly.

Action: Trust Secretary, 2nd July 2024

130/24 Item 5 Minutes of the meetings held on 7 May 2024/action log

The minutes of the Board in Common meeting held on Tuesday 7th May 2024 were 
approved as an accurate record.

There were no outstanding matters arising.

131/24 Item 6 Chief Executive Horizon Scan 

The Group Chief Executive presented the report to the Board expressing delight at 
having commenced in the role of Group Chief Executive. The latest round of 
Industrial Action had ended at 7am on 2 July and had been managed well across the 
Group. 



132/24

133/24

134/24

135/24

136/24

137/24

138/24

139/24

The Group Chief Executive informed Board members that the 2024/25 System 
Operational Plan had now been submitted, following scrutiny of the outline plan by 
the National team on 25 May 2024 where this had been well received.

The Group Chief Executive drew attention to published national reports relating to the 
Infected Blood Inquiry and the All Parliamentary Committee on Birth Trauma, where 
recommendations were being reviewed and plans and mitigations were being put in 
place, in line with governance arrangements.

The Group Chief Executive took the opportunity to thank the former Chief Executive, 
Mr Morgan for the help and support received in achieving a smooth transition, prior to 
taking up the new role on 1 July 2024.  Much of the last month had been spent 
recruiting to Group Executive Board roles and the process had almost concluded.

ULHT had been identified as a pilot site for Martha’s Rule, and the Board would be 
kept informed of progress in the coming months.

The Group Chief Executive drew attention to areas of celebration across the Group 
during June, for national Volunteers week where over 270 volunteers had been 
recognised and had provided over 40,000 volunteering hours across the Group. 
ULHT had been shortlisted in the Patient Involvement in Safety category of the 
Health Service Journal (HSJ) Patient Safety Awards and LCHS had joined with 
Health Innovation East Midlands for a joint entry which had also been shortlisted, 
recognising the county’s transforming wound care project in the Community Care 
Initiative of the Year category.

The Group Chief Executive had also spent some time celebrating National Estates 
and Facilities day in late June, recognising more than 1,100 estates and facilities 
colleagues who worked tirelessly to keep hospitals, community settings and GP 
surgeries running.

ULHT continued to await the outcome of its application for Teaching Hospitals status, 
and it was anticipated there may be an update on this post-election.

The Chair thanked the Group Chief Executive for the comprehensive report.

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

140/24

141/24

Item 6.1 Infected Blood Inquiry

The Chief Medical Officer explained that the Government had recently published the 
final report pertaining to the Infected Blood Inquiry. As a consequence of this NHS 
England (NHSE) had written to Integrated Care Boards (ICBs) and Trusts to 
acknowledge the receipt of the letter. Further details relating to recommendations 
and actions would be known in due course. 

The Chief Medical Officer provided assurance to the Board that the Group remained 
committed to the continued improvement, care and support of all patients utilising 



services and acknowledged that this would impact on those involved in historical 
events.

The Board:
• Received the report

Item 8 Strategic Aim 1 To Deliver high quality, safe and responsive patient 
services

142/24

143/24

144/24

145/24

146/24

147/24

148/24

Item 8.1 Assurance and Risk Report Quality Committee in Common

The Chair of the Quality Committee in Common, Mr Connolly, provided the 
assurances received by the Committee at the 21 May and 18 June 2024 meetings, 
noting that the inclusion of Patient Safety Partners at the June meeting had added 
different perspectives and expertise to the Committee which had been welcomed.

Assurance was provided that the Committee continued to develop well, and a six 
month review would be undertaken during October 2024 where it was hoped to 
understand further the work of the three sub-Committees and the future production of 
developing single reports as a Group.

Two further areas were highlighted by Mr Connolly; the Maternity and Neonatal 
Oversight Group had reported that the work was on track to deliver the ten safety 
actions for year six of the Clinical Negligence Scheme for Trusts (CNST) Maternity, 
which was an impressive step forward. There had also been a continued significant 
increase in respect of Saving Babies Lives with overall compliance reported at 90%, 
and an increase in assurance was being seen at each visit undertaken. 

Pressure ulcers across LCHS had increased along with safeguarding referrals. A 
deep dive had been presented and assurance was provided that actions and issues 
identified as part of the deep dive were being addressed. A further review had been 
requested in three months to understand the impact along with any associated risks, 
including continence, across the system.

The Committee had received several annual reports, which would be considered by 
the Board in private session due to the pre-election period.

The Chair acknowledged that the Committee was progressing well and was pleased 
to hear that further review of pressure ulcers would be taking place.  The maternity 
and neonatal elements presented were noted, which read positively recognising that 
further work would be required following the publication of the All Parliamentary 
Committee Birth Trauma report.  It was good to see the achievements being made in 
maternity and neonatal services.

As Maternity and Neonatal Safety Champion, Mrs Brown added that excellent 
benchmarking was also being seen with a tool in place across the region which 
demonstrated that the organisation was in a good position and further details would 
be shared at a future meeting to provide additional assurance. Mrs Brown added that 
the Quality Committee in Common was going from strength to strength and thanked 
those who had worked behind the scenes to enable the Committee to achieve what it 
had by this point. 



The Board:
• Received the assurance report

Item 9 Strategic Aim 2 To enable our people to lead, work differently, be 
inclusive, motivated and proud to work within LCHG

149/24

150/24

151/24

152/24

153/24

154/24

155/24

156/24

157/24

Item 9.1 Assurance and Risk Report People and Organisational Development 
Committee

Mrs Wells provided the assurances received by the People and Organisational 
Development Committee, at the meetings held on 14 May 2024 and 11 June 2024. 

A report had been received from the Workforce Strategy and OD Group which 
included focussed work regarding the experiences of internationally recruited nurses, 
with positive detail presented in this area. 

There had been continued focus on the improvement of statutory and mandatory 
training and good progress was being made. 

The Safer Staffing report had provided significant assurance to the Committee where 
the positive nature of the report had been acknowledged and suggested further 
developments to include non-nursing staffing detail within future reports. 

The Equality Diversity and Inclusion Annual Report had been received and positive 
developments continued to be seen. The Annual Report from the Guardian of Safe 
Working had also been received and consideration was given to issues for locally 
employed Doctors, where issues were being experienced in relation to educational 
opportunities. Progress was being made on this as well as clinical supervision 
aspects.

The Just Culture Steering Group report was received, and the Committee noted 
significant improvements which was positive. Good work was also being undertaken, 
following receipt of the National Staff Survey results with Mrs Wells outlining that staff 
workshops had taken place across the organisation and Divisions had been provided 
with detailed analysis of the results to develop local action plans. It was anticipated 
that there would be an improvement for future survey results.

A Research and Innovation update required further focus to expand on clinical trials 
and clinical work, and the Committee was seeking positive developments moving 
forward. 

The first report had also been received from the Clinical Academic Oversight Group 
and the Committee had been pleased with progress made.

The Chair acknowledged the focus on internationally educated nurses and the 
pastoral care offered, and that the employment status of locally employed Doctors 
was being recognised. It was pleasing to hear that Divisions were taking action in 
respect of local accountability of the Staff Survey results which was important. The 
Chair added that Research and Innovation was gaining traction in the county, and it 



was hoped that the Group would be in a position to maximise opportunities that may 
be presented.

The Board:
• Received the assurance reports

Item 10 Strategic Aim 3 To ensure services are sustainable, supported by 
technology and delivered from an improved estate

158/24

159/24

160/24

161/24

162/24

163/24

164/24

165/24

Item 10.1 Assurance and Risk Report from the LCHS Finance, Performance, 
People and Innovation Committee

The Chair of the Finance, Performance, People and Innovation Committee, Miss 
Shadlock, provided the assurances received by the Committee at the 24 May 2024 
and 27 June 2024 meetings, noting that several new objectives had been rated red 
until quarter one data was received.

A leavers update had been presented, covering quarters three and four of 2023/24 
where the turnover figure had been 12.03%, below the 15% threshold, with the TUPE 
transfer of staff having impacted upon the figures. There were also a high number of 
staff retiring with an overall return rate of 91%. A previous trend relating to a high 
number of leavers with less than 12 months service was also no longer being seen.  

A report relating to the Equality, Diversity and Inclusion (EDI) improvement plan for 
high impact actions had been received and the Committee was reassured that the 
high impact actions were constantly being cross-referenced to ensure they were 
being met. A further update would be provided in six months. The EDI Annual Report 
had also been received and the Committee had noted the achievements from the 
previous year and the good work that had taken place. The Annual Report was 
recommended for approval by the Board.

A response rate of 32% for the quarterly Pulse survey had been achieved, and the 
Trust was maintaining previous scores, the engagement score remained 7/10 and 
given the current period of change the Committee was assured that this was positive. 

The 2023/24 Caldicott Guardian Annual Report was received and recommended for 
approval by the Board.

The system report and recovery programme had retained an amber rating due to the 
early stages of the year and at that point contracts had not been signed with the ICB, 
this had now been rectified and an element of unidentified efficiency saving was 
improving, which was positive. 

The final Financial Planning Submission had been made on 12 June 2024 with 
revised phasing of planned expenditure from an LCHS perspective, which was linked 
to the Cost Improvement Programme (CIP) and was phased beyond month two. An 
additional £700k capital expenditure had also been received from the fair share 
allocation from the system. 

The Audit Committee had requested the Committee reviewed procurement waivers to 
provide additional governance with two waivers authorised during 2023/24 which 



166/24

167/24

168/24

169/24

were received.  Neither had been retrospective and both had been considered 
appropriate in the circumstances.

A water safety report had been received and work had been undertaken across the 
Group through new ways of working and the Committee had felt more assured.

A business case for a potential Electronic Patient Record had been received and 
would be discussed by the Board in private session. 

The proposed 2024/25 Board Assurance Framework had been received and it was 
noted that there were a several objectives yet to be rated. 

The Chair thanked Miss Shadlock for the comprehensive report and asked how the 
leavers data was promoted and if there was anything that could be learnt from the 
wider system, which would be considered. The Board also noted the financial 
position.

The Board:
• Received the assurance report

170/24

171/24

172/24

173/24

174/24

Item 10.2 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 23 May 2024 and 20 June 
2024 meetings.

Ms Cecchini explained that a revised financial plan had been submitted on 12 June 
2024 following further refinement in relation to the profile of spend and Cost 
Improvement Programme (CIP) delivery undertaken across the system. No changes 
had been made to the outturn planned. Months one and two delivery matched the 
final plan as agreed locally and nationally. Additional capital resource had also been 
made available through the fair share allocation of £7.6m for the Integrated Care 
System (ICS) of which the ULHT share had been £6.9m.

There continued to be a gap in identified CIP reflecting the additional element 
required for 5% total delivery. The Committee had further reflected on this position 
and noted that there were still investments where funding had not yet been agreed. 
Consideration would be given to affordability in respect of investments should funding 
not be forthcoming. 

The Better Payment Practice Code (BPPC) demonstrated some improvement and 
was reported at 94%/95% for value and volume and the cash position continued to 
be monitored, with the current position reported at £23.4m.

A cash drawn down report had been received which had been regular practice pre-
pandemic however had not been required since. Due to erosion of the position the 
Committee had been advised of an expectation to request cash in the second half of 
the financial year.



175/24

176/24

177/24

178/24

179/24

180/24

181/24

182/24

183/24

An estates report had been received where there had been assurance provided that 
there was no Reinforced Autoclaved Aerated Concrete (RAAC) on the Trust sites. 
The Committee also noted the commencement of the Premises Assurance Model 
noting a level of confidence that the levels of assurance described in previous years 
would remain and not decline. Concerns remained regarding the use of non-clinical 
rooms as treatment rooms with clinical assessments being completed to support 
services to locate to appropriate environments.

In respect of Health and Safety the 2023/24 Annual Report had been received and 
remained under review, the main issues related to hoists and the required 
maintenance checks being undertaken. Issues had also been raised in respect of 
regular water flushing taking place. 

A deep dive relating to Urgent and Emergency care was received and strong 
performance was noted which had resulted from the actions put in place to address 
previous performance. There had been co-creation of the improved pathway with 
oversight through the Urgent and Emergency Care Board. 

Two programmes of work had been drawn to the Committee’s attention, early 
supported discharge and flow and the unplanned care alliance. Those programmes 
of work had focussed on bed occupancy and reducing length of stay, ensuring the 
correct support at the front door to correctly signpost patients.

There had also been positive progress in several areas, including 4-hour waits and a 
reduction in ambulance handover waits. 

Ms Cecchini advised of a small deterioration in the faster diagnosis standard relating 
to the 62 day target which was not currently being met, however a recovery plan was 
in place and remained on target. 

The Anchor Plan and Green Plans were received, and the Committee were advised 
that the Group was in the process of appointing a sustainability lead. It was noted 
that work was also ongoing in relation to fragile services.

The Chair thanked Ms Cecchini for the comprehensive report which demonstrated 
the scope of the Committee. 

The Chair understood a request received from Non-executive Directors to move to a 
Finance Committee in Common as soon as possible and this was on the workplan of 
the Governance leads and would be progressed once new Executive leads were in 
place.

The Board:
• Received the assurance report

Item 11 Strategic Aim 4 – To collaborate with our primary care, ICS and external 
partners to implement new models of care, transform services and grown our 
culture of research and innovation

No items.



Item 12 Strategic Aim 5 – To embed a population health approach to improve 
physical and mental health outcomes, promote well-being and reduce health 
inequalities across an entire population

No items.

184/24

185/24

186/24

187/24

188/24

189/24

Item 13 Integrated Performance Reports

The Director of Finance and Business Intelligence presented the LCHS Integrated 
Performance Report highlighting that Committees had received and reviewed the 
detail in depth. Three indicators demonstrated deterioration which included the 
vacancy rate, which was being impacted by the additional vacancy controls in place. 
There were however seven indictors showing improvement, which included sickness 
absence and agency expenditure.

The Director of Improvement and Integration presented the ULHT Integrated 
Performance Report noting the overall assurance level remained as moderate. 
Attention was drawn to one fall reported during May and 39 category two pressure 
ulcers during May where actions had been taken to improve performance. Medication 
errors was another key workstream moving forward to ensure improvement with 
operational performance also noted.

Mrs Brown commented on the increase in ambulance figures over the last month 
where conveyancing had increased and expressed a view that the Board should 
recognise the work through the urgent and emergency care pathway. Through the 
increase in the number of community beds available, the pathway was demonstrating 
improvement, and it was also noted that the Summary Hospital-level Mortality 
Indicator (SHMI) rate was demonstrating a good position for the Trust with good 
recognition of patient safety. 

Dr Gibson asked if discussions were taking place with East Midlands Ambulance 
Service NSH Trust (EMAS) colleagues in relation to the increase in conveyance 
figures and commented on the positive decrease in the number of vacancies from 
10% to 5% which was demonstrated a positive continuous trend.

The Director of Improvement and Integration responded that the unplanned care 
alliance was working well within the system and EMAS colleagues where there had 
been an increase in attendance, occupancy and acuity, which was also being seen 
across the region.  The work of the Group was now paying dividends in respect of 
bed occupancy and patient flow with a key area of work being undertaken on system 
demand and capacity modelling with health and social care partners.  Through this 
the EMAS data would be reviewed, and an update would be provided to the Board at 
an appropriate time.

The Chair commented that it was positive to hear of the work with system partners 
and that the Group was acting as one, demonstrating an impact on patient safety to 
manage demand.

The Board:



• Received the Integrated Performance Reports noting the moderate 
assurance of the ULHT report

Item 14 Risk and Assurance
190/24

191/24

192/24

193/24

194/24

195/24

Item 14.1 Group Risk Management Report 

The Group Chief Clinical Governance Officer presented the monthly risk report to the 
Board noting that there had been several changes since the last update.

There had been changes from a Quality Committee in Common perspective in the 
reduction of two risks, one in relation to serious harm for patient falls which was 
testament to the team with the score reducing from 20 to 12 and the other related to 
echocardiograms which had reduced to a score of 16 from 20.

There had been no changes from a People and OD Committee perspective and for 
the Finance, People and Estates Committee one new risk had been added to the 
register relating to the Medical Air Plant at Grantham with a score of 20. This was 
being kept under review by the Estates team to mitigate any issues. 

From a LCHS perspective three new risks had been added to the Risk Register 
relating to District Nurse care and pressure ulcers in the community; there had been 
a focused discussion relating to pressure ulcers at the Quality Committee in Common 
and correlation with the detail included on the Risk Register. There had also been 
three risks closed and some changes to scores. 

From a Finance, Performance, People and Innovation Committee perspective, there 
had been several changes including the increase in risk score relating to financial 
plans and efficiency savings in recognition of the new financial year and plans were 
in the process of being developed.

Reflecting on fire risks over the last year, Dr Gibson commented that the ULHT had 
invested substantially in improving equipment and facilities and asked what more 
could be done to reduce the highly scored risks and whether further investment was 
required. The Director of Estates and Facilities responded that much of this related to 
an extensive capital programme of work, such as fire compartmentalisation, 
replacement fire alarms and replacement fire doors. It was noted that training had 
helped to reduce the risks to ensure buildings were safer, which would be continued 
throughout the year. 

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

196/24 Item 14.2 Board Assurance Framework

The Director of Corporate Governance presented the report noting that this had been 
considered by all Committees during May and June 2024 and ratings were proposed 
as documented within the report. Some objectives had not yet been rated due to the 
new objectives and assurance being developed in line with Group Governance and 
the assurance processes being worked through.



197/24

197/24

One area to note related to the amount of work that had been undertaken in 
developing the Joint Group Board Assurance Framework and the Deputy Trust 
Secretary was thanked for this, and for pulling together detail across several areas 
which were still in development with planning teams. Digital support was also being 
reviewed to support the Board Assurance Framework, potentially via Datix. 

The Chair commented that the document was developing well, adding that this 
required Executive support to populate the correct deliverables and information to 
ensure that the data was used meaningfully. 

The Board:
• Received the report noting the moderate assurance

198/24

199/24

200/24

201/24

202/24

203/24

204/24

205/24

Item 14.3 Assurance and Risk Report from the LCHS Audit Committee 

The Chair of the LCHS Audit Committee, Mr Orrell, provided the assurances received 
by the Committee at the May and June 2024 meetings and the report was taken as 
read.

The draft Annual Accounts had been reviewed and subject to small finalisation 
issues, were recommended to the Board for approval. Alongside this, the Auditors 
reports and conclusions had also been offered to the Committee which had 
demonstrated a positive result. 

From an Internal Audit perspective the Committee had received several reports and 
good progress towards the end of the year had been noted. The Head of Internal 
Audit opinion had offered reasonable levels of assurance, demonstrated a good 
position and reflected the work undertaken with external auditors.

The 2023/24 Clinical Audit Annual Report had been received along with the 2023/24 
Freedom to Speak up Guardian Annual Report where clear channels for raising 
concerns remained effective.

Good progress had been made from a Counter Fraud perspective and the Counter 
Fraud Operational Plan for 2024/25 had been approved.

Progress was noted in relation to Procedural documents and more generally, 
assurance was received relating to effective processes within other Committees 
regarding risk management. The 2023/24 Claims Annual Report had also been 
received.

The 2023/24 Audit Committee Annual Report was also presented to the Board.

The Chair thanked Mr Orrell for the report noting the positive position with both 
internal and external auditors relating to the annual accounts and annual report, 
which demonstrated the efficiency and effectiveness of the Audit Committee.

The Board:
• Received the assurance report and Audit Committee Annual Report



206/24

207/24

208/24

209/24

210/24

Item 14.4 Assurance and Risk Report from the ULHT Audit Committee 

The Chair of the ULHT Audit Committee, Mr Herbert, provided the assurances 
received by the Committee at the June 2024 meeting where the final review of the 
Annual Accounts and Annual Report had taken place.  It was noted that the Head of 
Internal Audit opinion for 2023/24 had provided reasonable assurance. 

The Committee was pleased to note the continued improvement of the control 
environment and progress made in completing outstanding actions.

The external audit report raised no significant issues, however recognised the good 
work of the finance team and smooth year end process.

The Annual Accounts and Annual Report had been received and were recommended 
to the Board for approval.

The Chair thanked Mr Herbert for the report which reflected systems and process 
controls were in place and took the opportunity to thank Mr Herbert for his leadership 
of the Committee, supported by the Non-executive Directors and Executive 
colleagues. 

The Board:
• Received the assurance report

211/24

212/24

213/24

214/24

215/24

Item 15 Any Other Notified Items of Urgent Business

The Chair informed those present that this would be Dr Gibson’s last Public Board 
meeting due to reaching the end of his term of office on the 31 July 2024.  Dr Gibson 
had been a Non-executive Director for the last seven years which was testament to 
his personal resilience for working through many challenges.

The Chair thanked Dr Gibson for his contributions as a member of all the assurance 
Committees at ULHT throughout the years and for taking on the Chair role as and 
when called upon, demonstrating flexibility, knowledge and skill to work effectively. 

The Chair also thanked Dr Gibson for his contributions in chairing the Charitable 
Funds Committee, where good step changes had been seen.

The Chair also offered personal thanks for the support provided by Dr Gibson 
through some challenging periods and for offering knowledge which could be relied 
upon. 

On behalf of the Board, the Chair wished Dr Gibson all the best for the future. In 
response, Dr Gibson extended thanks for the kind words and comments received.  Dr 
Gibson had felt privileged to work within the NHS and when commencing in post as a 
Non-executive Director, ULHT had been in multiple special measures.  Tribute was 
paid to those who had seen progress made through the longest period of industrial 
action and a global pandemic and had shown curtesy and patient focus to ensure the 
organisation was now in a much-improved position. Dr Gibson wished fellow Board 
members well for the future. 



216/24 No further items were discussed.

217/24 The next scheduled meeting will be held on Tuesday 3 September 2024 via MS 
Teams live stream.

Voting Members 7 May 
24

2 July 
2024

Elaine Baylis X X

Andrew Morgan X

Karen Dunderdale X X

Ian Orrell X X

Jim Connolly X X

Gail Shadlock X X

Chris Gibson X X

Philip Baker A A

Neil Herbert X X

Rebecca Brown X X

Dani Cecchini X X

Julie Frake-Harris X A

Colin Farquharson A X

Sam Wilde X X

Anne-Louise 
Schokker

X

Jon Young X A
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Meeting Lincolnshire Community and Hospitals Group 
Board

Date of Meeting 3 September 2024
Item Number 6

Group Chief Executive’s Report

Accountable Director Karen Dunderdale, Group Chief Executive
Presented by Karen Dunderdale, Group Chief Executive
Author(s) Karen Dunderdale, Group Chief Executive
Recommendations/ 
Decision Required 

The Board is asked to note the update.

Purpose

System Overview

a) Since my last Board report we have had a new Government take office. The 
Government has made a number of announcements that were referenced in 
the King’s speech. The new Secretary of State for Health, Wes Streeting, has 
set out his initial priorities for the NHS with regard to the prevention agenda 
including health inequalities; Out of Hospital care (community care, primary 
care and neighbourhood working) and the digital agenda. All of which is 
consistent with what we are doing and intending to do in Lincolnshire.

b) Mr Streeting has appointed Professor Lord Darzi to undertake a rapid review 
into the state of NHS. Professor Lord Darzi is a lifelong surgeon and innovator, 
independent peer and former health minister. The review will help the 
Government to develop a 10 year plan for health which will be overseen by the 
King’s Fund former Director of Policy, Sally Warren.

c) All parts of the Lincolnshire health and care system remain busy, but good work 
continues in order to cope with the ongoing operational pressures. We planned 
ahead of the GP collective action following the outcome of the recent ballot and 
continue to monitor any impact with ICB colleagues on any of our services 
across the Group. 

d) The BMA Junior Doctors Committee has recommended that its members vote 
to accept the most recent pay offer by the Government. The online referendum 
opened on 19 August and closes at 11.59pm on Sunday 15 September.
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e) There is continued focus on the 2024/25 system operational plan and we 
continue to work with partners to deliver this. 

f) The Lincolnshire system had its quarterly system review meeting with the NHS 
England regional team in July. This was a very supportive meeting, where we 
received positive feedback on our continued improvements.

g) The Department of Health and Social Care published the interim report of Dr 
Penny Dash’s review into the operational effectiveness of the Care Quality 
Commission in July. The interim report, which will be followed by a final report 
this autumn, provides a summary of the emerging findings and outlines a series 
of recommendations. 

h) We saw the first graduation of the Lincoln Medical School in July and this has 
received positive media attention locally, regionally and nationally. 

i) The first Lincolnshire Health and Armed Forces Conference took place at RAF 
Cranwell in July and along with the Chair and other board members, we 
attended with others from health and care to further strengthen our relationship 
with veterans and serving Armed Forces colleagues.

Group Overview

a) Following the last public board meeting, I have continued to appoint to all of the 
Group board executive roles and would like to welcome Kathryn Helley as the 
Group Chief Clinical Governance Officer, Caroline Landon as the Group Chief 
Operating Officer, Mike Parkhill as the Group Chief Estates and Facilities 
Officer and Jayne Warner as the Group Director of Corporate Affairs, in addition 
to Claire Low as the Group Chief People Officer, Nerea Odongo as the Group 
Chief Nurse, Daren Fradgley as the Group Chief Integration Officer and Dr 
Colin Farquharson as the Group Chief Medical Officer. 

b) At Month 4, ULHT’s YTD position is a £15.1m deficit, £4.4m adverse to the 
planned £10.7m YTD deficit. At a headline level £4m is a justifiable adverse 
variance with the remaining £360k the impact of other pressures related to 
medical agency spend and the impact of the extra contractual rate. 

c) The Trust released £300k of technical benefit to reduce the adverse variance 
to plan from £4.7m to £4.4m, this was to support the system position, ULHT 
therefore has a £600k underlying adverse pressure YTD that has materialised 
in Month 4. 

d) LCHS’s YTD position is a £902k deficit, £125k better than the planned £1.027m 
deficit position.

e) The ULHT CIP YTD has delivered savings of £8.5m, which is £2.2m higher than 
planned savings of £6.3m. The CIP delivery is offsetting cost pressures. LCHS 
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CIP YTD has delivered £1.399m, which is £30k worse than planned savings of 
£1.429m. 

f) I attended build progress events at the Skegness CDC and Lincoln CDC in 
August. Which were celebrations of these exciting projects. The Lincoln CDC 
represents a total £23m investment in NHS services in Lincolnshire and, will 
offer a variety of diagnostic services including X-ray, MRI, CT and non-obstetric 
ultrasound, for convenient, timely care away from busy hospital sites. It will also 
have dedicated facilities to support the training of future radiographers, with 
ULHT becoming one of the first NHS Trusts in the country to link directly with a 
school of radiography at the University of Lincoln.

g) In addition, the Skegness CDC represents a £15m investment in NHS services 
in the town; a figure believed to be the largest single NHS investment in 
Skegness in many years. It will offer a variety of diagnostic services not 
previously available in the area, including CT, MRI, echocardiograms and 
dental X-ray. We are also developing plans to include a chemotherapy service 
to reduce travel for cancer patients.

h) Finally, I attended Grantham CDC with VIP colleagues to officially open the 
additional £5m investment into the CDC to create a modern and welcoming 
space for state-of-the-art MRI and CT scanners.

i) The ULHT part of the Group has been successfully identified as one of the pilot 
sites for Martha’s Rule.

j) The ULHT part of the Group continues to await the outcome of its application 
for Teaching Hospital status.

k) Finally, I would like to thank Jon Young for all his dedication and commitment 
to ULHT over the last 10 years as the Deputy Director of Finance and more 
recently the Director of Finance at ULHT and wish him well in his new role.
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Meeting Lincolnshire Community and Hospitals Group 
Board Meeting

Date of Meeting 3 September 2024
Item Number 8.1

Quality Committee in Common Upward Report of the meeting held on 
23 July 2024

Accountable Director Nerea Odongo, Group Chief Nursing Officer 
Presented by Jim Connolly, Quality Committee in Common 

Chair
Author(s) Karen Willey, Deputy Trust Secretary, (ULHT)
Recommendations/ 
Decision Required 

The Board is asked to:-

• Note the discussions and assurance received by the Quality 
Committee in Common

Purpose

This report summarises the assurances received and key decisions made by the 
Quality Committee in Common.  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, for both Lincolnshire 
Community Health Services NHS Trust (LCHS) and United Lincolnshire Hospitals 
NHS Trust (ULHT).  The Committee worked to the 2024/25 objectives for the 
Lincolnshire Community and Hospitals NHS Group (LCHG) and was attended by both 
ULHT and LCHS colleagues.

Upward Report

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

Patient Safety Group (PSG) in Common Upward Report 
The Committee received the report with assurance noting that the group had 
requested that further work be undertaken in respect on the incident category 
regarding appointment, admission, transfer, discharge and referrals due to an 
increase in reported incidents.  An update would be offered to the group in 
August.
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An increase in pharmacy incidents had also been noted and again the group 
would be undertaking further work to understand the position.

The Committee was assured in respect of duty of candour being completed 
for both LCHS and ULHT despite LCHS reporting red due to a data timing 
issue.

The Committee was pleased to note the sign-off of 4 Serious Incidents for 
LCHS by the Integrated Care Board and noted that pressure ulcers remained 
an area of concern.

An escalation in regard to the deteriorating patient was offered to the 
Committee for information at this time due to there being no lead at ULHT 
which had slowed progress across the group in this area of work.

Concern was noted in respect of the Medicines Quality Group report which 
had been received by the group with a lack of assurance due to this not 
indicating actions that would be taken to address the issues raised.  The 
Committee noted that support had been offered to the group to support the 
production of the report.

The group continued to receive divisional reports which continued to 
demonstrate the grip and understanding held regarding patient safety issues.

High Profile Cases Report
The Committee received the joint report noting the position presented and 
assurance offered through the report.

Focussed Discussion – IPC Annual Reports
The Committee undertook a focused discussion relating to the Infection 
Prevention and Control Annual Reports, receiving the ULHT report 
(appended) with the LCHS report receive the previous month.

The Committee was assured in respect of the ULHT report presented and the 
verbal update offered for LCHS on the progress that had been made in the 
23/24 year for both organisations.

Of specific note was the collaborative working across the Group that 
demonstrated the level of integrated work which had been achieved towards 
the end of the financial year.

The Committee noted that whilst there were areas for improvement for both 
organisations there were clear opportunities for learning which were being 
progressed.  

Assurance in respect of Objective 1b – Improve patient experience 

Patient Experience and Involvement Group in Common Upward Report
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The Committee received the report with assurance noting the discussions 
which had taken place in respect of the workshop session to help guide the 
approach to be taken across the Group.  

The Committee noted the positive engagement with external stakeholders at 
the group including Health Watch with proposals offered to the group agreed 
by all.

Work was taking place to ensure that reporting offered assurance to the group 
from both organisations and to ensure that statutory reporting was undertaken 
appropriately.

The ULHT Patient Experience Annual Report (appended) provided 
assurance to the Committee and was recommended to the Board.

Focussed discussion – Children in Care (LCHS)
The Committee undertook a focused discussion on Children in Care noting 
that this had been an area of concern for some time with the Committee 
noting the difficulties in achieving the target of a 20-day turnaround.

Whilst work had been undertaken to improve efficiencies, any progress made 
had been the result of additional bank GP hours worked. The Committee 
noted that the service had been supported through the additional hours 
provided however recognised that the issue in service delivery was as a result 
of funding.

Data reported to the Committee demonstrated a high number of children who 
did not attend appointments however the Committee noted the benefit of 
having received data not previously available.

The Committee expressed support to the Deputy Divisional Lead for Children 
and Young People and the service, for delivery to the levels described and 
noted support for wider conversations to support this in progressing.

Assurance in respect of Objective 1c – Improve clinical outcomes 

Clinical Effectiveness Group in Common Upward Report 
The Committee received the report with assurance noting the continued 
positive nature of the group meeting in common and reflecting on the number 
of national audits that had been considered by the group.

Ongoing improvements were noted in respect of Structured Judgment 
Reviews (SJRs) however it was recognised that these continued to be 
completed outside of appropriate timeframes.  Action was being taken to 
address this.

The group had received an update in respect of research, with the Committee 
noting the formal reporting route of through the People and OD Committee 
and was pleased to note the ongoing areas of improvement across both 
organisations.
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Assurance in respect of Objective 1d – Deliver clinically led integrated 
services

No items received. 

Assurance in respect of Objective 5b – Co-create a personalised care 
approach to integrate services for our population that are accessible and 
responsive 

No items received.

Assurance in respect of Objective 5d – Transform key clinical pathways across 
the group resulting in improved clinical outcomes 

No items received.

Assurance in respect of other areas

Group Board Assurance Framework 2024/25
The Committee received the Group Board Assurance Framework (BAF) with 
assurance noting the ongoing work to ensure further population of the 
document.

During the meeting the Committee considered the RAG ratings of the 
objectives where assurance reports had been received with objective 1b rated 
as amber, from green and would be presented to the Board in September for 
ratification.

Risk Report
The Committee received the joint report with assurance noting updates that 
had been made to the risk register.

The Committee noted that the first draft of the joint risk policy was due to be 
circulated for comment with the intention of new processes being in place 
from October 2024.

Topical, Legal and Regulatory Update
The Committee received the report for information noting the content and 
receiving reassurance that the issue highlighted in relation to death 
certification reform was being addressed.

CQC Assurance Report
The Committee received the report with assurance noting the continued 
improvement of actions being embedded and closed.  Work continued to 
develop the forward view report to offer to the Committee which would detail 
the work undertaken in relation to the new CQC framework and the self-
assessment.
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Committee Performance Dashboard (ULHT and LCHS)
The Committee received the performance reports for ULHT and LCHS with 
assurance, noting that performance had been considered through the reports 
presented and performance was not outside of the expected control limits.

The Committee noted the increased length of stay in community beds 
however recognised that this position was due to patients being received 
sooner from the acute setting for reablement and rehabilitation.

Operational Plan Report (LCHS) and Integrated Improvement Plan: 
Patients Assurance Report (ULHT)
The Committee received the Integrated Improvement Plan with moderate 
assurance noting the month 2 position and reflecting that a number of items 
within the report had been considered through the group upward reports.

The Operational Plan Report was received with assurance. 

Interim ToR and Work Programme
The Committee received the interim terms of reference and work programme 
accepting the updates made to reflect the 2024/25 LCHG Strategic Aims and 
Objectives and recognising that updates would be made as Executive 
appointments were made to the Group.

Issues where assurance remains outstanding for escalation to the Board

The Committee agreed to refer Children in Care to the Board which was 
deemed to be a fragile service.

Items referred to other Committees for Assurance

No items for referral.

Attendance Summary for rolling 12-month period
Voting Members J F M A M J J A S O N D
Jim Connolly Non-Executive Director 
(Chair)

X X X X X X X

Chris Gibson Non-Executive Director X X X X X X A
Karen Dunderdale Executive Director of 
Nursing, ULHT/LCHS

X X D D X X

Nerea Odongo, Group Chief Nursing 
Officer
Colin Farquharson, Group Chief Medical 
Officer

X X X X X X X
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X in attendance 
A apologies given 
D deputy attended

Rebecca Brown, Non-Executive Director 
(Maternity Safety Champion), 
ULHT/LCHS

X X X X X X X

Gail Shadlock, Non-Executive Director, 
LCHS

X X X X X X X

Julie Frake-Harris, Chief Operating 
Officer, ULHT/LCHS

X X X X X X D

Anne-Louise Schokker, Medical Director 
for Frailty, LCHS

X X A X A X X



Meeting Lincolnshire Community and Hospitals Group 
Board Meeting

Date of Meeting 3rd September 2024
Item Number 8.1

2023/24 Patient Experience Annual Report
Accountable Director Nerea Odongo, Group Chief Nurse
Presented by Nerea Odongo, Group Chief Nurse
Author(s) Jennie Negus, Head of Patient Experience
Report previously considered at Quality Committee in Common

20th August 2024

How the report supports the delivery of the priorities within the LCHG 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 X
1c Improve clinical outcomes
1d Deliver clinically led integrated services
2a Making Lincolnshire Community and Hospitals NHS Group (LCHG) the best place 
to work through delivery of the People Promise
2b To be the employer of choice
3a Deliver financially sustainable healthcare, making the best use of resources
3b Drive better decision and impactful action through insight
3c A modern, clean and fit for purpose environment across the Group
3d Reduce waits for patients who require urgent and emergency care and diagnostics 
and ensure we meet all constitutional standards
3e Reducing unwarranted variation in cancer service delivery and ensure we meet all 
constitutional standards (ULHT)
3f Reducing unwarranted variation in planned service delivery and ensure we meet all 
constitutional standards (ULHT)
3g Reducing unwarranted variation in community service delivery and ensure we meet 
all constitutional standards (LCHS)
4a Establish collaborative models of care with all our partners including Primary Care 
Network Alliance (PCNA), GPs, health and social care and voluntary sector
4b Successful delivery of the Acute Services Review
4c Grow our research and innovation through education, learning and training
4d Enhanced data and digital capability
5a Develop a Population Health Management (PHM) and Health Inequalities (HI) 
approach for our Core20PLUS5 with our ICS



5b Co-create a personalised care approach to integrate services for our population 
that are accessible and responsive
5c Tackle system priorities and service transformation in partnership with our 
population and communities
5d Transform key clinical pathways across the group resulting in improved clinical 
outcomes

Risk Assessment Risk No: 4629, 4980, 4981
Financial Impact Assessment Not applicable
Quality Impact Assessment Not applicable
Equality Impact Assessment Not applicable
Assurance Level Assessment • Significant

Recommendations/ 
Decision Required 

• The Board are asked to approve the 2023/24 Patient 
Experience Annual Report



Executive Summary
Despite considerable challenges through the last 12 months, this Patient Experience Annual 
Report demonstrates the continued work across the Trust to achieve the ambition of 
Outstanding Care, Personally Delivered. This report demonstrates how we draw out the 
intelligence of the feedback we receive from our patients and their families and use this in a 
meaningful way to make improvements. Equally our work engaging with patients through our 
patient panel and codesign work continues to be seen as an essential forum in involving, 
listening to and working with our patients. 
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Executive Summary 

The ambition of United Lincolnshire Hospitals NHS Trust, is to provide ‘Outstanding 

Care, Personally Delivered’ 

All our efforts to do this put the interests of our patients first and foremost, and are 

underpinned by our values which were selected by our staff, patients and public: 

 Patient-centred - Putting patients at the heart of our care. 

 Compassion - Caring for patients and loved ones. 

 Respect - Treating our patients and each other positively. 

 Safety - Ensuring patients and staff are free from harm. 

 Excellence - Supporting innovation, improvement and learning. 

'Patient experience' is what the process of receiving care feels like for the patient, 

their family and carers. It is a key element of quality, alongside providing clinical 

excellence and safer care. A person’s experience starts from their very first contact 

with the health and care system, right through to their last, which may be years after 

their first treatment, and can include end-of-life care.  

The NHS has a long-standing 

commitment to offering high quality 

patient experience, as described in the 

NHS Patient Experience Framework 

which is currently under review. There 

are 5 pillars to the framework 

1. Organisational Culture 

2. Capacity and capability to effectively 

collect patient feedback 

3. Analysis and triangulation 

4. Using feedback to drive 

improvement and learning 

5. Reporting & publication. 

 

This Annual Report describes our performance and 

achievements over the last year and details our aspirations and 

ambitions for the coming year. I would like to thank our caring 

and compassionate staff and volunteers for their commitment 

and dedication in providing great care and treatment to our 

patients.  

 

 

Professor Karen Dunderdale. Group Chief Executive. 
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Patient and carer experience plan 2022 – 2025. 

Our new Patient and Carer Experience Plan was approved and published in October 

2022 and reflects the overarching Trust strategic objectives within the Integrated 

Improvement Plan and also the Nursing and Midwifery Framework. 

We are committed to a cultural shift from ‘doing to’ patients to ‘doing with’, working in 

partnership with them. 

The aim of the Patient and Carer Experience Plan is to support our staff and our 

patients to work together to achieve an outstanding care experience, delivered by 

compassionate and skilled staff to provide the best possible outcomes for everyone 

who uses our services. There are four key principles in delivering this plan: 

 To listen to our patients, families and carers, including Young Carers  

 To put things right if they go wrong  

 To use feedback to identify opportunities for quality improvement  

 To work in partnership with our patients, families and carers in co-designing 

services  

And there are three core aims: 
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An associated workplan supports delivery of key priorities, progress reports have 

been prepared and provided quarterly to Patient Experience Group demonstrating 

good progress is being made. Whilst some achievements are detailed elsewhere in 

this report others include:  

 Over 500 staff attended either standalone Patient Experience training 

sessions or invited the team to attend workshops and events. 

 Patient Experience Data Insight Manager has worked with divisional data 

analysts to promote the SUPERB dashboard and make it the ‘go-to’ data 

source for patient experience intelligence. 

 Patient Panel has continued to flourish and mature, and two new expert 

reference groups launched; one attached to the Improvement Academy and 

one to the Digital Transformation programme. 

 Divisional Patient Experience Groups established to drive local improvement 

activity. 

 Patient Story secured at Trust Induction and intranet based digital story library 

continues to grow with 27 stories now in place. 

 Equality Delivery System (EDS) Domain 1 work undertaken across three 

clinical teams. 

Patient Experience Group (PEG) 

PEG is appointed and established by the Quality Governance Committee and exists 

to receive, review, scrutinise, challenge and respond to or escalate patient 

experience related data and information across the clinical activities of the 

organisation. PEG meets monthly, chaired by the Deputy Director of Nursing with 

membership from across divisions and services and stakeholders including Patient 

Panel, Healthwatch, Carers First and Young Carers Service. The Group has matured 

in its purpose and has embedded its vision for raising the importance and 

significance of patient experience in all that we do. 
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A detailed schedule of reporting is in place that encompasses patient stories, data 

insight, divisional assurance reports, equality, diversity and inclusion and staff 

experience ensuring patient voice is heard and considered. Feedback is received 

from and upward reports provided to Quality Governance Committee and to Nursing, 

Midwifery & Allied Health Professional Advisory Forum (NMAAF) and to Patient 

Panel. 

 

Board Assurance Framework (BAF) 

The Trust board assurance framework (BAF) brings together in one place all of the 

relevant information on the risks to the board’s strategic objectives. It is an essential 

tool for Boards and provides an effective methodology for Boards so that they have 

real confidence that they are providing thorough oversight of strategic risk.  

Each month the BAF is reviewed in light of assurance received at Patient Experience 

Group. PEG contributes to the Board Assurance Framework specifically in relation to 

‘Objective 1b Improve Patient Experience’ and the risk of failing to provide a caring, 

compassionate service to patients and their families.  

In March 2023 the patient experience section on the BAF was rated as green for the 

first time, indicating that Quality Governance Committee was assured that our 

controls were reliable and proportionate with robust evidence and reporting and the 

group has maintained that green rating throughout the year. 

 

Risks 

There are currently four corporate patient experience risks on the risk register though 

at the time of this report risk 5345 is about to be closed. 

Quarterly reports are provided to PEG and controls in place are closely monitored. 
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Controls include: 

Risk 4981 
Codesign 

Patient Panel & Expert reference groups 
Codesign workshops held specifically addressing improvements 
to outpatients’ letters and appointments, visiting and care 
partners. 
o Patient Panel members invited to attend QI training to 
understand the principles and methodologies and enable 
greater involvement in improvement codesign. 
 

Risk 4980 
Engagement 

IIP milestone reports. 
Patient Panel & Expert Reference Group evaluations. 
Upward reports to PEG. 
Patient Experience and Communication training offer under 
review to include virtual, face to face, self-study and bite size. 
Stakeholder feedback and engagement at Patient Experience 
Group 
Evaluations and outputs from implementation of ‘What Matters 
to You’ and ‘You Care We Care to Call’ initiatives  
 

Risk 4629 
Listening 

Patient experience metrics and reporting (FFT, Care Opinion, 
PALS & Complaints, Healthwatch data, compliments all of 
which are triangulated through SUPERB);  
National survey reports (NIPS, UEC, Maternity, NCPES, CYP). 
PEG - rolling programme of divisional assurance reporting.  
Patient Stories at Trust Board.  
PLACE annual inspections and internal PLACE Lite visits. 
Ward and department assurance visits as part of Quality 
Accreditation programme. 
Policies: Care Partners, Visiting, Care of the Dying Patient, 
Patient Information, Complaints & PALs. 
Overarching thematic action plan developed drawing cross 
cutting themes from across all national surveys. 
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2023 – 2024 patient feedback; what our patients 

have told us (Data sources as stated; collated via SUPERB dashboard) 

 94,242 people shared feedback with us: 

o 75,367 people left a rating on Friends and Family test. 

o 765 stories were told on Care Opinion 

o 5,058 people raised a complaint or PALs concern 

o 13,052 compliments were received 

 

 

1. Friends & Family Test (FFT) 

The FFT question is asked of all patients discharged from across three streams of 

care; inpatients, outpatients and maternity. A text or interactive voice message is 

sent to eligible patients asking them: “Thinking about [setting]…overall, how was 

your experience of our service?” and patients respond with one of the following 

options: very good, good, neither good nor poor, poor, very poor or don’t know. They 

can then provide a follow up comment to explain why they chose that particular 

option. Texts are free and patients are able to stop them if they wish and also 

indicate whether their comments are private and not for sharing. 

01.04.23 – 31.03.24 

 75,367 responses were received  

 69,574 were positive, equating to 87% 

 5,793 were negative, 7%. 
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This is almost exactly the same percentage rating as 2022 – 2023 which was 87.4% 

and 7.1%. 

 

National reporting was paused (due to Covid) until December 2022 though we still 

gathered data and reported on it internally. Once reporting resumed our performance 

historically stayed fairly consistent tracking below the National average. However, 

across the past 12 months is appears that there is more variance between our 

performance and the picture seen nationally. It is hoped that through improvement 

projects within our Patient & Carer Experience Plan alongside the benefits of group 

working across Lincolnshire Community Health Services that this gap will narrow. 

The prevalent themes for the inpatient stream in terms of negative scores are 

communication and admission (from the comments this refers to delays and 

cancellations) and staff attitude. 
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For the A&E stream waiting times is unsurprisingly at the top reflecting the pressures 

within our emergency departments. 

 

 

2. Care Opinion  

Care Opinion is a non-profit organisation that shares people’s experiences of health 

and care services online and enables us to engage with the storyteller and respond 

to their experience. The platform provides analytics and reports that are hugely 

valued and considered as one of our most powerful data sets. 
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Throughout the past 12 months there’s been an upward trend in the numbers of 

stories received, and specifically the Positive ones. As per previous years, a lot of 

Positive stories from the Gynae services and teams, but also an increasing number 

regarding Endoscopy. A&E seems to attract more a mix between Positive and 

Negative. 

Responsiveness is really important; it shows patients we are listening. 

 

 

The quality of responses is also a key factor; when patients receive a personalised 

response it shows an openness that is appreciated. 
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Sharon Kidd, Patient Experience Manager has contributed to Care Opinion through 

blogs during the year and presented at their annual conference:  

Creative use of the Invitation Links | Care Opinion 
ULHT using Care Opinion webinar - follow up | Care Opinion 
 

 
 

 

 

Positive stories are great to read, and staff appreciate the feedback; we know it 

brings pride and motivation to their work. The following are examples: 

https://www.careopinion.org.uk/blogposts/1163/creative-use-of-the-invitation-links
https://www.careopinion.org.uk/blogposts/1125/ulht-using-care-opinion-webinar---follow-up
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Negative stories are harder to read but it is important that we show have listened and 

taken the patients feedback seriously; a personalised, compassionate, open and 

transparent response helps to do this. 
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3. Complaints & PALS 

During 2023-2024 the Trust received 1044 Complaints and 4328 PALS enquiries,  

 

The top two themes within complaints were communication and clinical treatment  

 

and within PALS were appointments and communication. 

 

53% of Complaints received pertained to Communication (30% in total) and Clinical 

Treatment (20% in total). It is notable that ‘Appointment’ only features as the 5th 
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most prevalent high-level theme (7% of total), in stark contrast to the picture seen 

within PALS which is indicative of the PALS team resolving many of these concerns 

prior to them reaching the stage of a complaint? 

 

We can see that there are peaks in December and January which can be associated 

with winter pressures, extremely busy hospitals coupled with industrial action before 

Christmas and in the first weeks of January 2024.  

 

4. Compliments  

There has still not been a real recovery when it comes to the counting, collating and 

submitting of compliments data following on from the impacts of the pandemic. There 

is anecdotal evidence that the compliments are still being received, but that the issue 

lies instead in teams finding the capacity to record, collate and submit their 

compliments data.  

 

When teams submit their compliments, they can include examples, some of which 
are shown below: 
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5. Healthwatch 

Each month our partners in Healthwatch report feedback they have received 

through their engagement activities. Our teams treat this feedback in  the same 

way as any feedback received and provide a response to Healthwatch. The chart 

below shows that overall the numbers of reports received by Healthwatch has 

increased steadily during the year. Completed reports are shared at PEG. 

 

I wanted to 
congratulate you on 
outstanding service, 
friendly receptionist 

and felt completely at 
ease. Your lovely staff 
are a shining example 

of true professionalism.   

Patient said they 
enjoyed reading the 
new diabetic board, 

has learned some new 
info and very well 

presented.  

 

Absolutely first class 
from start to finish, 

totally listened to and 
accommodated my 

needs and wishes (and I 
am an awkward, fussy 

patient)  

 

Lady came to follow up 
clinic after her carotid 
and said her care had 

been very good and all 
staff on the ward and in 
theatres were very kind 

and caring.  
 

 

Thank you from the 
bottom of our hearts 

for all your care, 
consideration, humour, 

kindness and 
professionalism.  You 

have a difficult job in a 
difficult situation, yet 

you are considerate of 
patient needs  
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6. Patient Experience Infographics 

Each month the Patient Experience Team prepare a suite of infographics at Trust 

and divisonal level which are shared through PEG and to the divisions.  

  

 

  

 

Data Insight Manager Award 

Between May 2022 and December 2023, Martyn Staddon, Patient Experience 

Insight Manager undertook a Level 4 Data Analyst Apprenticeship course arranged 

through the ULHT Talent Academy and provided by Cambridge Spark. The course 

ran alongside his day to day duties and help to cement his knowledge in some 

areas and fill in some other gaps, whilst also bringing wider benefits to our team 

and to the Trust. These ranged from different approaches to undertaking Data 

Analysis overall, as well as specific tools, methods and concepts to explore and 
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make better use of with regards to making best use of our Patient Experience data 

to bring about improvements. One aspect that the course offered was access to a 

‘Knowledge Base’, where course-specific and more general questions around Data 

Analysis could be asked and answered by representatives from Cambridge Spark 

themselves, or by other members of the course cohort. This tool allowed for easy 

sharing of concepts back and forth and collaboration with others to help everyone 

to succeed in their course goals.  

In March 2024, Martyn attended an End of Course Celebration dinner, held at St. 

John’s College, Cambridge. At this event he not only received a certificate to 

commemorate his successful completion of the course, but additionally was awarded 

the ‘Knowledge Base Contributor of the Year 2024’ award. This was in recognition 

for his engagement with the Knowledge Base platform throughout his course, both in 

terms of asking his own questions and appreciating the efforts of others in resolving 

them and also in terms of them applying his own knowledge and views to help others 

resolve their queries. This award not only served to raise Martyn’s own profile, but 

additionally reflected well on our Patient Experience team and the Trust as a whole. 

 

 

Congratulations Martyn! 
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Patient Stories 

A patient story is a powerful tool that provides a glimpse into a patient's healthcare 

journey, in their own words. It is a conversation that captures the essence of their 

experience and helps us identify areas where we need to improve the quality of our 

services. These stories can be positive, negative, or a combination of both, and they 

help us capture evidence of the quality of services we provide. By sharing patient 

stories, we can learn from what was good and what needs improvement, and the 

clinical teams involved can take forward any necessary changes.  

Unlike surveys, patient stories are collected face-to-face, providing an opportunity to 

ask for more information or clarity where needed. These stories capture the 

experiences from the patient's point of view, helping us put ourselves in their shoes 

and focus on what matters most to them. Collectively, patient stories help us build a 

picture of what it is truly like to be a patient or carer. The Patient Experience Team 

creates and films these stories, which can be told by the patient or a family member, 

or a member of staff on their behalf. These stories are also created to highlight 

improvement projects and where teams have developed new ideas for the benefit of 

our patients. Let us use these powerful stories as an inspiration to continuously 

improve and provide the best possible care for our patients and their families. 

The dedicated digital patient story library on the intranet page continues to grow and 

act as a resource for staff to use stories within training sessions and divisional 

meetings.  

A digital patient story always features as the first agenda item at the Trusts Board 

meetings.   Divisional patient experience group meetings and many other forums 

always commence with a written or verbal patient story and Patient Experience 

assurance reports presented to the Patient Experience Group also contain a written 

patient story.  Currently there are 30 stories published and stories this year include: 
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National Survey Programme 

The CQC is responsible for overseeing the national survey programme, which 

serves as a valuable tool in gauging public opinion on the NHS healthcare services. 

By soliciting feedback from individuals who have used these services, the 

programme provides valuable insights into the strengths and weaknesses of the 

NHS, allowing for more informed assessments of its performance. In addition to its 

role in assessing performance, the CQC also utilizes survey results in regulatory 

activities such as registration, ongoing compliance monitoring, and reviews. By 

leveraging these insights, the CQC is able to ensure that healthcare providers are 

meeting the highest standards of care and delivering quality services to patients. 

Overall, the national survey programme plays a critical role in supporting the mission 
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of the NHS, and the CQC's management of this programme is a testament to their 

commitment to excellence in healthcare. 

Urgent and emergency care survey 2022 - Published: July 2023 

This survey collected information on the experiences of people who received care 

from urgent and emergency care services. Nationally the CQC found that: 

 People’s experience of urgent and emergency care are worse than in previous 
years, particularly for Type 1 services 

 Some aspects of care in Type 3 services remained positive, such as being 
listened to by health professionals 

 Waiting times, staff availability, privacy and pain management have seen 
significant declines compared to previous years 

 Information provided before leaving A&E or the urgent treatment centre 
remains an area for improvement 

Where patient experience is best 

 Transport when leaving A&E: Staff discussing patients' transport arrangements 
before they leave A&E 

 Waiting: Length of wait before patients are examined by a doctor or nurse 

 Waiting: Length of waiting before patients first speak to a nurse or doctor  

 Safety: Patient perception of feeling threatened by other patients or visitors 

 Communication: Doctors or nurses talking to each other as if patients aren't there 

Where patient experience could improve 

 Information: Staff giving patients enough information to help them care for their 
condition at home 

 Communication needs: Staff helping patients with any communication needs they 
have 

 Family involvement: Family members, friends or carers having enough 
opportunity to talk to health professionals 

 Further care: Staff discussing with patients whether they need health or social 
care services after leaving A&E 

 Length of visit: Length of patients' A&E visit 
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Best and worst performance relative to the national Trust average. These five 

questions are calculated by comparing our Trust results to the average Trust score 

across England. 

 

There were no questions where on comparison to other Trusts where we performed 
much better, better, somewhat better. There were a number of questions however 
where we were ranked as somewhat worse or worse than others.  
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Adult inpatient survey 2022 - Published: September 2023 

This survey looked at the experiences of people who stayed at least one night in 

hospital as an inpatient. Nationally the CQC found that: 

 The majority of patients felt they were treated with dignity and respect, and 
reported positive interactions with doctors and nurses 

 Many patients felt their individual needs were met, which is generally 
consistent with last year although still lower than in 2020 

 Waiting times and staffing levels have seen declines compared to previous 
years 

 Four in 10 elective patients said their health deteriorated while waiting to be 
admitted to hospital, while a further half said their health remained the same 

Where patient experience is best 

 Waiting to be admitted: patients feeling that they waited the right amount of 
time on the waiting list before being admitted to hospital 

 Equipment and adaptations in the home: hospital staff discussing if any 
equipment or home adaptations were needed when leaving hospital 

 Quality of food: patients describing the hospital food as good 
Dietary needs or requirements: patients being offered food that met any 
dietary needs or requirements they had 

 Confidence and trust: patients having confidence and trust in the nurses 
treating them 

Where patient experience could improve 

 Waiting to get to a bed: patients feeling that they waited the right amount of 
time to get to a bed on a ward after they arrived at the hospital 

 Feedback on care: patients being asked to give their views on the quality of 
their care 

 Information about medicines to take at home: patients being given information 
about medicines they were to take at home 

 Information on discharge: patients being given information about what they 
should or should not do after leaving hospital 

 Home and family situation: staff considering the patients family situation and 
carers when planning for them to leave hospital, if needed 
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Best and worst performance relative to the trust average 

 

Across all questions ULHT were ranked ‘about the same’ as other Trusts and did not 

have any questions that slipped into the worse categories. 

Maternity survey 2023 - Published: February 2024 

This survey looked at the experiences of women and other pregnant people who had 

a live birth in early 2023, including ethnic minorities in January and March.  

Nationally the CQC found that: 

 All areas of antenatal care improved from 2022. 

 Mental health support has shown improvement during antenatal and postnatal 
care. 

 Availability of staff has worsened in during labour and birth, in hospital after birth 
and during postnatal care. 

 Those who had poor continuity of care, report worse experiences during 
antenatal care, labour and birth and postnatal care. 
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Summary findings for United Lincolnshire Hospitals NHS Trust   

Where maternity service users’ experience is best at the trust  

 Midwives providing service users with relevant information, during their 
pregnancy, about feeding their baby. 

 Midwives or the doctor appearing to be aware of service users' medical history 
during antenatal check-ups. 

 Maternity service users feeling that if they raised a concern during labour and 
birth it was taken seriously. 

 During antenatal check-ups, maternity service users being given enough 
information from either a midwife or doctor to help decide where to have their 
baby. 

 Maternity service users having the opportunity to ask questions about their labour 
and the birth after the baby was born. 

Where maternity service users’ experience could improve at the trust  

 Partners or someone else involved in the service user’s care being able to stay 
with them as much as the service user wanted during their stay in the hospital. 

 Maternity service users being given appropriate information and advice on the 
benefits associated with an induced labour, before being induced. 

 Partners or someone else close to the service user were involved in their care as 
much as they wanted to be during labour and birth. 

 Maternity service users being given appropriate information and advice on the 
risks associated with an induced labour, before being induced.  

 Midwives or doctors appearing to be aware of the medical history of the service 
user during labour and birth. 
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Best and worst performance relative to the trust average 

 

Comparison to other trusts 

 

 

 

Overarching, thematic national survey action plan 

The overarching national patient survey action plan has brought together actions 

required on questions where the Trust is poorly performing across more than one 

survey.  The action plan brings together all of the patient surveys: 

 National Inpatient Survey (NIPS) 

 Maternity Survey 

 National Cancer Patient Experience Survey (NCPES) 

 Children & Young People (CYP) 

 Urgent & Emergency Care (UEC) 
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The action plan whilst overseen and led by the Patient Experience Team is driven 

locally by the Divisions and is regularly updated at each of the newly established 

Divisional Patient Experience Groups. Its primary function is to consolidate the 

survey questions that the organization has identified into a single plan in order to 

eliminate the need for multiple individual action plans and duplicate actions. 

Additionally, it serves as an assurance mechanism for the Patient Experience Group, 

providing them with a structured approach to monitor and evaluate the organisation's 

progress in enhancing patient experience. This action plan reflects the organisation's 

commitment to continuously improve the quality of care and services provided to our 

patients. 

 

Equality Delivery System (EDS) – Domain 1 

The main purpose of the EDS is to help local NHS systems and organisations, in 

discussion with local partners and local populations, review and improve their 

performance for people with characteristics protected by the Equality Act 2010. It is a 

mandatory requirement for the Trust to complete EDS each year, under the NHS 

standard contract. Domain 1 focuses on engagement with patients and public and 

there are 4 outcomes to assess. 

 

 

 

As a Trust, we needed to assess 

ourselves, consider the evidence and a 

score and against the guidance we scored 

ourselves an 8 = underdeveloped.  

 

 

 



Page 30 of 48 

 

 

We also identified three services to examine in more detail to assess and 

demonstrate achievement against or working towards these outcomes. 

Three clinical areas undertook the assessment; each using a patient experience to 

illustrate achievement against the standards. 

Hospice in Hospital, Grantham Hospital 
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Shuttleworth Ward, Lincoln County Hospital 

 
 
 
AMSS, Pilgrim Hospital, Boston 

 
 

 
 

Real-time surveying 

Having recognised for a long time now that a lot of our feedback is only analysed 

and considered after a significant gap in time, the need for a more immediate 

feedback channel (for both positive and negative feedback) to be opened up was 

identified. As a result of these thoughts the need for Real-time Surveying of our 

patients was identified and a system developed to begin to collect data in this way. 

Built on a foundation of Microsoft Forms the process allows for feedback to be 

received both unprompted from our patients, but also in a more controlled manner 

through use of our Volunteers. 
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At the time of this report, we have performed a live test of the Real-time Surveying 

method (assisted by our Volunteers) to support the ‘You Care – We Care to Call’ 

project. Through this testing some initial teething problems were identified which 

have since been corrected and the system for gathering data is now considered to 

be quite robust. With the initial trial phase having been completed the planned next 

steps for a phased rollout have been established. At first the plan was to roll out in 

small steps across discrete areas, as we recruited more Volunteers to support the 

initial project ‘test pilots’, however circumstances and other priorities within the Trust 

have changed these.  

Currently we have rolled out an Urgent & Emergency Care survey for the Emergency 

Departments and Urgent Treatment Centres across the Group – with this being 

promoted through posters with a QR code and a call for feedback. Additionally, we 

have (Volunteer support pending) worked alongside the Cancer Services specialty 

team to create a Cancer area specific survey which has now been fully approved 

and will be launched as soon as Volunteer support is identified. Following the uptake 

of these, the next steps are to introduce an Inpatient-specific survey, establish a 

system for rapid turnaround of basic snapshot data analysis around this and 

implement it and this continued roll out is a key priority for the coming year. 

 

You Care, We Care to Call (YCWCC) 

After a pilot project commenced the second half of 2022, the YCWCC project set out 

to ensure we keep relatives up to date with important information without the 

challenges of getting through to the right person on the ward. Ward staff have 

become increasingly busy, and with additional external pressures, phone calls were 

being missed or not answered, increasingly Pals and Complaints were received from 

families/those that care – 134 in March 2023. YCWCC turned this around through 

staff proactively calling relatives either as a full call or supporting the patient to pass 

on more complicated information. This not only aimed to reduce phone traffic but 

also, most importantly, communicate more effectively with families. 

Wards have adopted varying approaches appreciating that ward timetables and 

structures are different; some for example discuss at board rounds, others at team 
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handovers and huddles. The project lead has worked with each ward to help them 

find their best solution. The principle is to first confirm who needs an update phone 

call, when and how frequently, what information needs to be shared and to establish 

the best person to make that call. The nursing staff invariably make the calls but 

depending on the information needing to be shared it could just as easily be a doctor 

or therapist. The team then document that the call has been made so that everyone 

is aware and up to date on information shared providing continuity for the next 

update. Where a patient chooses to update the family independently, that they have 

done so is confirmed and also recorded in their notes. These are auditable by the 

ward manager or Matron. 

The Integrated Improvement Plan (IIP) progress target  

The initiative was to roll out YCWCC to 38 wards across the trust and was identified 

as a project within the 2023-2024 IIP. With a starting point of 5 wards engaged 

during the project trial phase this called for 3 new wards each month. There were a 

number of status positions identified: joined, scheduled, discussing, revisiting, on 

hold and not needed, where there was clear evidence that systems in place were 

already working well with keeping relatives informed. The graphic shows a sample of 

the milestone plan to keep track on progress. 

 

The outcome targets were to roll out across the 38 wards and to achieve a 50% 

reduction in complaints relating to difficulty in getting through to the ward, the phone 

not being answered or a relative not being kept informed, which, had YCWCC been 

in place, that complaint could have been avoided – therefore an ‘avoidable 

complaint’ 
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Both targets were not only achieved but exceeded, with 45 wards on board by the 

end of March 2024 and a 61% reduction in avoidable complaints.  

Ongoing monitoring will continue, reviewing communication complaints, identifying 

those that were avoidable and linking up with the ward and responsible matron.  

The project has now been subsumed into the Communication Improvement Group 

and will, going forward, report on a quarterly basis through this group to PEG. 

A number of incidental initiatives were also identified during the project and work 

continues to explore and embed these; these include: 

 Introduction of call queuing on ward phones. 

 Widening staff engagement to other professional groups, particularly 

engagement by all levels of the medical teams from consultant downwards. 

 Supporting staff, particularly newly qualified and internationally educated staff 

to have confidence in making calls. 

 A communications campaign encouraging families to identify a single contact 

to minimise the number of calls for each patient. 

 Exploring the call traffic data to better understand demand and 

responsiveness. 

 A separate project is in progress to improve significant issues with answering 

calls in OPD/secretaries. 
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 Piloting the use of hands-free headsets for the ward-clerks – 4 wards 

identified. 

 A planned campaign to create a culture that values responsiveness to a 

ringing telephone. Considering something such as a ‘no pass zone’ 

responding to a ringing phone whether they are nurses, doctors, managers, 

chaplains or therapists. Answering a phone is a proxy for how much the 

relative thinks we care and we want to implement a culture where you don’t 

walk by ringing phone no matter who you are. While a non-ward member is 

not going to be able to answer specific questions from the caller or give out 

specific information, they are perfectly capable of taking a message and 

finding the person who can or taking details for a call back.  

 
 

The Wardrobe 

The team have been working to create a dedicated facility on each of the main 

hospital sites where donated adult clothing is stored. The aim is that this can be 

accessed by any staff member at any time to ensure a patient in need is able to have 

a change of clothes or be discharged home in appropriate clothing. Locations have 

been identified and set up with support from ULH Charity for shelving and boxes and 

stocked with clothes donated by staff.  

 

The current work is around seeking 

public donations in a managed way. 

Dedicated wheelie bins are on order 

and a standard operating policy in 

place ready to take this forward. Day 

to day management will be provided 

by volunteers and targeted public 

campaigns supported by our 

communications team. 
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Mixed Sex Accommodation 

In line with the Trust Eliminating Mixed Sex Accommodation Policy (C-P-25 June 

2021) when a breach occurs a DATIX report is required and as part of the scrutiny a 

Mixed Sex Accommodation Investigation report completed to enable validation of the 

breach. Validation is undertaken by the Head of Patient Experience and considers 

the NHSI and NHSE Guidance Delivering Same Sex Accommodation 2019 definition 

in order to determine whether the breach was justified or unjustified in line with the 

guidance. If justified, it is reported internally as a breach of dignity and if unjustified is 

required to be reported via the NHS Strategic Data Collection Service (SDCS). 

During 2023 – 2024 there were 94 episodes of mixed sex accommodation breaching 

across the 3 sites affecting a total of 667 patients. All of these were validated and 

authorised at Gold Command level as being justified and as such not required to be 

reported to the Strategic Data Collection Service (SDCS) at NHS Digital. 

 

The majority of episodes occurred on surgical wards at Lincoln County Hospital and 

particularly on Greetwell Ward and Surgical Emergency Assessment Unit (SEAU) 

and the root causes being 55% due to no female beds and 32% no male beds. The 

remaining causes were due to lack of specialist beds. In the first 6 months of the 

year Hatton Ward were reporting breaches due to lack of Level 1 (L1) beds, this was 

reviewed and shown not necessary as having a L1 high dependency bay the 

guidance states a breach is only considered in these settings when an individual or 
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group of patients continue to be accommodated in the mixed environment when their 

clinical condition no longer requires this. To monitor this a local reporting system was 

developed and this is now included within monthly validation reports. 

Patient Information 

The Trust has a responsibility to provide patients with information that is based on 

evidence, which is essential for improving patient experience, supporting self-

management and enabling shared decision making along with ensuring all 

information is up-to-date and reliable. It is imperative that the patient information we 

produce adheres to strict guidelines regarding accuracy, accessibility, and 

readability. We understand that updating our patient information when evidence or 

processes change is essential to ensuring the best possible outcomes for our 

patients. Moreover, we recognize the importance of making patient information 

available in alternative formats, such as other languages and accessible formats, 

whenever possible. 

The comprehensive review of all of our patient information commenced in April 2023 

with a refresh of policy and process, development of flowcharts and checklists and 

guidance and the establishment of a Patient Information Approval Group (PIAG) to 

oversee the process. PIAG has worked to systematically review every known patient 

information ‘product’. At the time of this report 546 have been through the process 

with the following outcomes: 

 424 - approved 

 51 – directed to other trusted sources of information  

 45 - not approved, or out of scope of PIAG 

 11 - no longer required  

 15 – on hold/pending further information from information authors   
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There are now 78 approved Trusted Sources. These are agencies and organisations 

who provide patient information and who PIAG have appraised against a checklist 

that includes: 

 Can the information be easily located with a single link? 

 Can the link be added to an internal repository? 

 Is the information freely (no cost) downloadable / printable? 

 Is the information available in an Easy Read format? 

 Is the information available in other languages? 

 Does it cover all of the information that is required? 

 Is the information clearly dated and evidence of review? 

On reviewing information PIAG consider whether there is an alternative provider and 

if so, will direct the ULHT author to consider this first. 

Copywrite: Where authors have used clip art, pictures, photos or images from other 

sources such as publications or the internet they are required under copyright to 

provide proof that the images can be used. Resources such as clip art are not 

necessarily free to use. A field within the database has been created to document all 

image sources to be sure the Trust is compliant with copyright law. 

Publishing: not all information is publicly available, some is only available internally 

as it needs to be given and explained to patients in person or has fields where 

individual details are completed by a clinician. All information is made available in the 

internal repository and staff can download and print as required. There are currently 

237 information leaflets in the repository. The external website has information that 

can be accessed publicly and there are currently 175 information leaflets published. 
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Communication Improvement Group 

The Communication Improvement Group is a subgroup of the Patient Experience 

Group, it meets alternate months and has membership from across the divisions and 

services who are driving forward a dedicated action plan. 

Completed actions this year include: 

 Introducing a Patient Story now shown at Trust Induction; 

https://youtu.be/iBLQnThJ6w0  

 

 Undertaking a staff survey to determine communication training needs; 89 

staff responded.  

 

There were 35 responses to ‘Are there any other topics you think would be 

helpful?’ Having removed those that were conversational and kindly agreeing 

with what had already been asked, the remaining 29 have been grouped: 

o Civility 

o Difficult conversation, bad news & end of life care 

o Written Skills 

o Embracing diversity 

https://youtu.be/iBLQnThJ6w0
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This feedback has been valuable for the Patient Experience Team in reviewing the 

training offer and a new suite of communication training will be launched in the late 

summer of 2024. 

Completed actions currently being worked to embed: 

 Drive the communication elements within the National Survey Thematic 

Action Plan to demonstrate progress. 

 You Care We Care to Call initiative embedded throughout the organisation. 

 Develop and deliver continuing programme of Hearing it Your Way training.  

In progress / on track: 

 Introduce a Communication Always Event – we are refocusing this to align 

with a training programme within Cancer Services. 

 Evaluate impact and outcomes of Dignity Pledges – we have seen 

improvements within our national  

 That the 'What Matters to You' principles are adopted and embedded 

throughout the organisation. 

 

Hearing it Your Way (HIYW) 

Hearing it Your Way is a training 

programme based loosely upon 

An Objective Structured Clinical 

Examination (OSCE) format. 

OSCE is a common method of 

assessing clinical competence in 

medical education and uses role 

play scenarios and activities.  

 

Different scenarios (or stations) are prepared, 

and staff attend each station as part of the 

session, role play the scenario and receive 

feedback. 
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HIYW is all about communication, and as communication by its very nature is 

interpersonal and individual an OSCE approach is perfect for training. Having initially 

been developed by the Trauma & Orthopaedics clinical business unit a proposal to 

roll out the training across the Trust was welcomed by senior leaders and a HIYW 

Faculty was launched in December 2023. Having a faculty means we can have a 

body of staff that we support and train on our training processes who can then 

support the delivery of training sessions. The faculty has created the training 

materials and developed resources and programmes and has scheduled the first 

sessions commencing in June 2024. 

 

Emergency Departments; observations of care 

It is sometimes easy to forget that although the tasks associated with treatment may 

be entirely impersonal, the care of the patient must always be completely personal. 

Sometimes we become so accustomed to seeing the same things happening around 

us, we fail to notice either the positive or the negative impact these things have on 

others. To walk in a patient’s shoes and to understand how day-to-day routines and 

behaviours may be detrimental to the patient’s well-being are key to delivering 

outstanding care – personally delivered.  

By taking dedicated time out to stop, look and listen to what happens to a patient we 

can reflect on the care process, the environment and the many human interactions 

the patient has with staff during their time in hospital.  

In October 2023 observations of care were undertaken by members of the Patient 

Experience Team across each of our three Emergency Departments. Using best 

practice from the Picker Institute, Kings Fund and NHS Institute a tool was 

developed and methodology principles and governance agreed which involved 

looking at both transactional issues (processes of care) and relational issues (human 

interactions between staff and patients). 

The results of the audit were shared at Patient Experience Group and with the 

Urgent & Emergency Care teams and used to provide direction for change and 

improvements. 
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Lincoln County 

 

 

Pilgrim, Boston 
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Grantham 

 

 

 

Visiting 

Following enthusiastic codesign workshops to review visiting and supporting carers 

that were held in February and March of 2023 the new Visiting Policy was formally 

launched in May 2023. With effect from 2nd May, we introduced new standardised 

core visiting times for all areas of all our hospitals agreed and developed in 

partnership with staff and patients. The new policy importantly distinguished between 

visitors, who may be a friend or family member, and a Carer / Care Partner who we 

recognise as needing to be there more formally to support a patient. 

Every area across all of our sites now welcome visitors every day between 2pm and 

8pm, with exceptions in place for Carers / Care Partners, birth partners and in other 

exceptional circumstances. We acknowledged that visiting may need to be restricted 

or have additional precautions in place in some areas due to IPC or other issues, on 

an ad-hoc basis, though Carers / Care Partners would still be supported as we did 

throughout the pandemic. 
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This new blanket approach to 

visiting times significantly simplified 

the process for all colleagues, 

patients and their visitors, reduced 

confusion and concerns where 

times have varied and helped to 

reduce phone calls to our hospitals 

and individual wards. The new 

policy included a Visiting Charter 

that was codesigned with staff and 

patients outlining our expectations 

around visiting and in return what 

visitors can expect from us in 

terms of help and support. 

Importantly, the charter contains 

key information on infection 

prevention and control measures 

that remain in place for the safety 

of our staff, patients and the 

visitors themselves.  

 

 

Caring for Carers 

We have worked over the last 

18 months with NHS England 

as one of 12 pilot sites for the 

development of a new 

national Care Partners Policy. 

 

 As a pilot site we 

commit to testing the principles and processes and 

develop local policies and systems and as a 

member of the advisory board feedback at national 

level. 
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In November 2023 the NHSE leads visited ULHT to hold an appreciative enquiry 

workshop. This was well attended across all sites and all roles including executive 

colleagues. The workshop considered: 

 What do you feel you need for a successful implementation? 

 What enables a successful implementation? 

 What does the introduction of care partner mean to you? 

 Why is it important? 

A graphic artist captured the discussion, and the outputs were shared at the national 

forum. 
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In January 2024 the Carers Hub was ‘opened’ on the 6th floor at Pilgrim Hospital 

funded by ULH Charity. This space has been designed in the spirit of the very 

successful Macmillan Cancer Information service hubs where people can pop in 

opportunistically or call or email for advice, support and information relating to their 

role as a carer.  

  

 

Working in partnership with Carers First the plan is that this will be manned by 

volunteers under the supervision of one of the Patient Experience Managers and 

Voluntary Services. At the time of this report volunteers are being trained with a hope 

to being operational in July. 

 

Patient Panel 

Patient Panel continues to mature and develop and is seen across the Trust as a 

valuable and important forum. Meeting every monthly for 2 & ½ hours the 

discussions and topics have been hugely varied as the list below shows. 
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On average we have seen 19 panel members at each meeting which makes for 

vibrant discussion. In addition to the set meetings, we have also held standalone 

workshops / codesign sessions on car parking, clinical strategy and the Lincolnshire 

Community and Hospitals Group model. Five panel members attended Trust wide 

Clinical Strategy full day events in Woodhall Spa contributing to important 

discussions and decisions about the future direction and plans for the organisation.  

A significant piece of work this past 

year has been in relation to outpatient 

letters and a series of 3 codesign 

workshops were held that reviewed 

our letter templates and redesigned 3 

new templates: one for face-to-face 

appointments, one for video and the 

third for telephone appointments. 

These have then been used as the 

core templates for a Trustwide review 

for an Improvement Programme audit 

of letter templates held across all the 

outpatient folders reviewing over 883 

documents containing thousands of 

lines of data holding information for 

patients to advise on their 

appointments. This has been a huge 

project that was kick started by 

patient panel escalating their 

concerns to senior leaders and is a 

great example of how our patient 

panel voice is heard and acted upon. 

 

Four panel members have also gone on to become Patient Safety Partners which 

has been great to see, and they have continued to come to panel and update 

members on their wider work demonstrating the importance of a patient voice 

within safety conversations. 
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Summary 

We all recognise that patient experience is, and should be, central to all that we do. 

Despite considerable challenges through the last 12 months, this Patient Experience 

Annual Report demonstrates the continued work across the Trust to achieve the 

ambition of Outstanding Care, Personally Delivered. This report demonstrates how 

we draw out the intelligence of the feedback we receive from our patients and their 

families and use this in a meaningful way to make improvements. Equally our work 

engaging with patients through our patient panel and codesign work continues to be 

seen as an essential forum in involving, listening to and working with our patients. 

 

The year ahead 

At the time of this report, we are actively exploring and scoping how we work 

together in all things Patient Experience within our new group model of Lincolnshire 

Community and Hospitals Group. The year ahead will see joint working, triangulation 

of data and intelligence as well as individual organisational workplans – all of which 

will be focused on our commitment to ensuring patients are involved and partners in 

their care and treatment and that we have a shared vision and aim to continue our 

ambition for patient centred care. 
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Meeting Lincolnshire Community and Hospitals Group 
Board Meeting

Date of Meeting 3 September 2024
Item Number 8.1

Quality Committee in Common Upward Report of the meeting held on 
20 August 2024

Accountable Director Nerea Odongo, Group Chief Nursing Officer 
Presented by Rebecca Brown, Quality Committee in 

Common Deputy Chair
Author(s) Karen Willey, Deputy Trust Secretary, (ULHT)
Recommendations/ 
Decision Required 

The Board is asked to:-

• Note the discussions and assurance received by the Quality 
Committee in Common

Purpose

This report summarises the assurances received and key decisions made by the 
Quality Committee in Common.  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, for both Lincolnshire 
Community Health Services NHS Trust (LCHS) and United Lincolnshire Hospitals 
NHS Trust (ULHT).  The Committee worked to the 2024/25 objectives for the 
Lincolnshire Community and Hospitals NHS Group (LCHG) and was attended by both 
ULHT and LCHS colleagues.

Upward Report

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

Patient Safety Group (PSG) in Common Upward Report 
The Committee received the report with assurance noting that ULHT had 
declared 2 Never Events in the current financial year which were being 
investigated through the Patient Safety Incident Investigation process.

The Committee was pleased to noted that there were no remaining Serious 
Incidents open for LCHS with the ICB having signed these off and reporting 
moving in line with the Patient Safety Incident Response Framework (PSIRF).  
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Duty of candour remained positive for both LCHS and ULHT with the 
Committee noting the increase duty of candour reporting at LCHS due to the 
changes in reporting of pressure ulcer damage.  This increase was in line with 
national reporting.

Deteriorating patient concerns and limited assurance continued to be noted 
by the Committee with a position statement due to be offered to the group in 
September.  Whilst work was taking place in a number of areas there was 
currently no lead in place and therefore the escalation was offered to the 
Committee.

Work was taking place in respect of medicines management and bringing this 
together across the Group with the Committee noting that there were a 
number of areas for consideration in this.  Limited assurance had been 
received through the ULHT report and support had been offered to improve 
this and ensure that assurance could be provided.  

High Profile Cases Report
The Committee received the joint report noting the position presented and 
assurance offered through both the written report and verbal updates 
provided.

Maternity and Neonatal Oversight Group Upward Report
The Committee received the upward report and suite of reports with 
assurance noting the progress being made against the maternity 
improvement plan.

Recent agreement was noted by the system in respect of funding for the 
perinatal pelvic health service with a number of applications received for the 
associated roles.

The Committee noted the position of the ULHT in respect of the regional 
oversight tool which supports ongoing monitoring of the position against 
national drivers.  The Trust was performing well with the Committee asking for 
consideration to be given as to how this could be shared more widely in an 
appropriate manner.  

Ongoing difficulties were noted in respect of the nursing workforce and the 
appointment of qualified specialty rotas to meet national standards however a 
trajectory was in place alongside an action plan to move this forward and 
achieve the 70% target.  Whilst actions were progressed mitigations were in 
place.

In respect of the Clinical Negligence Scheme for Trusts (CNST) maternity, the 
Committee noted the following standards, receiving and approving a series of 
associated documents which are appended to the report:  

• CNST Standard 4: BAPM Recommendations for Neonatal Workforce: NNU is 
staffed to BAPM requirements for the neonatal medical workforce. 
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• CNST Standard 4: BAPM Nurse Standards: NNU is currently not staffed to 
BAPM requirements for the neonatal nursing workforce, however progress is 
being made to address the deficiencies. The Committee and Trust Board 
should approve the action plan (appendix 5) and note the progress made in 
respect of the previous action plan, summarised as follows:

o Network funded posts – the Clinical Governance post and the Practice 
Educator post are now fully recruited with start dates agreed;

o Discussion to be arranged with Director of Nursing regarding plans for 
Nursery Nurse posts – potential plan to over-recruit Band 5 roles whilst 
decision is being made to help offset impact of vacancies that are 
being held whilst future state is agreed; 

o QIS training trajectory completed for Lincoln (Boston already achieve 
QIS standards) – trajectory being monitored via governance processes 
to enable early identification of any deviations

• CNST Standard 5: The Trust Board should note that the Trust is not compliant 
with a funded establishment based on BirthRate+ or equivalent calculations. 
Quality Committee and Trust Board need to review and agree the action plan 
(appendix 4), which includes timescale for achieving the appropriate uplift in 
funded establishment (trajectory: June 2025). The action plan includes details 
of mitigations in place to cover any shortfalls, which are summarised as 
follows:

o The deficit is around triage in antenatal services, in line with BSOTS,
o Some of the BSOTS standards have already been implemented,
o Triage service is in place in assessment areas to ensure a safe service 

in the interim, 
o In addition, there is a robust Maternity Escalation Plan although 

escalation can impact on other services e.g. Continuity, which is 
captured. 

• CNST Standard 6: Trust Board should note the progress made towards 
Saving Babies Lives Care Bundle, with continued improvement in compliance 
noted across all 6 elements. 

• CNST Standard 9: Note that a non-executive director (NED) is appointed, 
attended MNOG and provided detailed updates on their role as a Board Level 
Safety champion (appendix 9) and is working alongside the current Board 
Safety Champions. 

• CNST Standard 9: Evidence that MNOG, with upward reporting to Quality 
Committee and Trust Board have undertaken a review of maternity and 
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neonatal quality and safety data using a minimum data set. This is provided 
as evidence at appendix 1.

CNST Standard 10: Upward reporting to Trust Board of appendix 1, and 
narrative that demonstrates that during this reporting period there was 1 
qualifying MNSI/EN incident. This has been reported to MNSI and NHS 
Resolution and the families concerned have received information on the role 
of MNSI and NHS Resolution’s EN scheme as well as having duty of candour 
completed. This is evidenced in appendix 1.

Focussed Discussion – Update on Human Factors Faculty
The Committee undertook a focused discussion relating to Human Factors 
noting the progress that had been made across ULHT in respect of the 
programme of work and the staff trained through the faculty.

Whilst this was a ULHT programme of work the Committee noted the interest 
of LCHS staff to harness the opportunity to embed this into practice with 
requests being made to attend future courses.

The Committee noted with interest the links to fatigue and risk management 
strategies noting the intention to produce a briefing paper to consider the 
implementation of a Human Factors approach to this.  

There was interest from Committee members for Human Factors to be 
explored by the Board with the intention to consider this for a future Board 
Development session.  

Assurance in respect of Objective 1b – Improve patient experience 

Patient Experience and Involvement Group in Common Upward Report
The Committee received the report with assurance noting that there was poor 
compliance in respect of training attendance for safeguarding training.   

There had been an increase in complaints for both LCHS and ULHT with the 
LCHS complaints attributed to urgent treatment centre attendances and 
access to treatment and medicines.  Actions were in place to address this.

Despite the increase in complaints there had been an increase in the number 
of complaints being responded to on time.  Work was taking place with the 
team to further improve Group reporting.

The Committee considered the diversity of the patient panel and the need to 
review this to ensure the membership remained relevant and was broadened 
to different communities.

Focussed discussion – Safeguarding Annual Reports LCHS and ULHT
The Committee received the annual safeguarding reports for LCHS and ULHT 
with assurance and recommended these to the Board (appended). 
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The similarities of the service across both organisations was noted through 
the reports with a focus of work moving from safeguarding and harm for LCHS 
to safeguarding and vulnerabilities.  This meant that further work was being 
undertaken by the team and enabling joint discussions across the Group.

An increase in section 42 investigations had been seen over the past year 
which were managed through process and relevant action plans were in 
place.

In respect of the UHLT report the Committee noted the increase in support for 
mental health and dementia patients in respect of vulnerabilities.  It remained 
unclear if there would be a move to liberty protect safeguards, from 
deprivation of liberties, with further information awaited before changes may 
come in.

The Committee noted the Group work taking place across the services with 
the Deputy Director of Safeguarding leading both teams at ULHT and LCHS.

Assurance in respect of Objective 1c – Improve clinical outcomes 

Clinical Effectiveness Group in Common Upward Report 
The Committee received the report with assurance noting the continued 
positive engagement of the group and the levels of assurance being provided 
through the reporting.

Whilst it was noted that ULHT was an outlier for a number of national audits 
however the position of these was understood and appropriate actions were 
being taken to address areas of concern.  In some cases this related to 
historical data and the lag in reporting of the audit outcomes.

The Committee noted concern about the level of service being provided to 
stroke patients due to the deterioration in the national clinical audit however 
assurance was offered that there was no patient harm and a report would be 
offered to the Executive Leadership Team to work through the service 
requirements.  It was noted that there was a need to change the service 
delivery to support early assisted discharge of patients.

Staffing of the children and young people’s epilepsy service was also noted as 
being below recommended levels with the Committee requesting that the 
group consider the position and provide an update through the upward report.

Focussed Discussion – NICE Update
The Committee undertook a focused discussion on NICE and Technology 
Appraisals (TAs) noting that UHLT had achieved 100% compliance with TAs 
for the past 2-years.

ULHT was compliant with 95% (258) of NICE baseline assessments with 271 
of these applicable to the Trust.  Benchmarking with other Trusts had been 
considered however it was recognised that there was limited information in 
the public domain regarding this.
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Review of the actions associated with NICE assessments was being 
completed to ensure that there were realistic timescales to complete relevant 
actions and, should it be required, derogations agreed.

Work had commenced in respect of the Group for NICE and TAs to 
standardise the approach across the Group with a willingness for this work to 
progress.

Assurance in respect of Objective 1d – Deliver clinically led integrated 
services

No items received. 

Assurance in respect of Objective 5b – Co-create a personalised care 
approach to integrate services for our population that are accessible and 
responsive 

No items received.

Assurance in respect of Objective 5d – Transform key clinical pathways across 
the group resulting in improved clinical outcomes 

No items received.

Assurance in respect of other areas

Group Board Assurance Framework 2024/25
The Committee received the draft Group Board Assurance Framework (BAF) 
with assurance noting the ongoing work to continue to populate the narrative 
within this.    

During the meeting the Committee considered the RAG ratings of the 
objectives where assurance reports had been received and noted that there 
were no changes to these in month. 

Risk Report
The Committee received the joint report with assurance noting the dynamic 
nature of the risk register with a reduction in one very high risk due to the 
realignment of the risk.  

The Committee noted that the risks presented were reflective of the 
discussions held during the course of the meeting. The report was accepted.

Internal Audit – Assurance review of Pharmacy Procurement Processes 
(ULHT)
The Committee received the report noting that this offered reasonable 
assurance with relevant actions being taken.

Group CQC Forward View
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The Committee received the report with assurance noting that the report 
provided focus to the proactive work being undertaken in respect of the new 
CQC Single Assessment Framework.

The Committee noted the development of the virtual libraries which would 
hold the available evidence and recognised the need to ensure the quality of 
the information being provided.  As the quality was assured there could be a 
change in the self-assessment ratings presented.  

Committee Performance Dashboard (ULHT and LCHS)
The Committee received the performance reports for ULHT and LCHS with 
assurance, noting that performance had been considered through the reports 
presented and performance was not outside of the expected control limits.

Operational Plan Report (LCHS) and Integrated Improvement Plan: 
Patients Assurance Report (ULHT)
The Committee received the Integrated Improvement Plan report for 
information noting the moderate assurance and recognised the need to 
further discussion through the September Committee.  The Operational Plan 
Report was due to be received in October.

Interim ToR and Work Programme
The Committee received the interim terms of reference and work programme 
accepting the updates made to reflect the 2024/25 LCHG Strategic Aims and 
Objectives and the revised membership.

Issues where assurance remains outstanding for escalation to the Board

No escalations required.

Items referred to other Committees for Assurance

No items for referral.

Attendance Summary for rolling 12-month period
Voting Members J F M A M J J A S O N D
Jim Connolly Non-Executive Director 
(Chair)

X X X X X X

Chris Gibson Non-Executive Director X X X X X X
Karen Dunderdale Executive Director of 
Nursing, ULHT/LCHS

X X D D X X

Colin Farquharson Medical Director, 
ULHT

X X X X X X

Rebecca Brown, Non-Executive Director 
(Maternity Safety Champion), 
ULHT/LCHS

X X X X X X
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X in attendance 
A apologies given 
D deputy attended

Gail Shadlock, Non-Executive Director, 
LCHS

X X X X X X

Julie Frake-Harris, Chief Operating 
Officer, ULHT/LCHS

X X X X X X

Anne-Louise Schokker, Medical Director, 
LCHS

X X A X A X



Maternity & Neonatal Safety Assurance 
Report

Libby Grooby, Director of Midwifery

July 2024

CQC rating: Good
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Item 2: Key highlights

2.1 Maternity and Neonatal Safety Improvement Plan (MatNeoSip) 

As of July 2024

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 22 (+6) 0 (=) 17 (+6) 4 (-1) 1 (+1)
Optimise Experience 6 (-2) 0 (-1) 6 (-1) 0 (=) 0 (=)
Improve Leadership 0 (=) 0 (=) 0 (=) 0 (=) 0 (=)
Choice & Personalised 
Care

5 (-1) 1 (=) 3 (-1) 1 (=) 0 (=)

Provide Assurance 3 (=) 0 (=) 3 (=) 0 (=) 0 (=)
CNST 11 (-42) 3  (+1) 6 (+5) 2 (-48) 0 (=)
SBL 11 (-2) 0 (=) 6 (-1) 5 (-3) 0 (=)
3YDP – ULHT 46 (+46) 0 (=) 19 (+19) 25 (+25) 2 (+2)
3YDP – ICB 29 (+29) 1 (+1) 8 (+8) 20 (+20) 0 (=)

TOTAL 133 (-34) 5 (+1) 74 (+43) 57 (-7) 3 (+3)
Archived Actions 291 (+64) Completed, embedded and signed off by MNSC for closure

Action 
No

Action Milestone Responsible 
Lead

Due Date Comments

1 CPC19 All trusts must ensure adequate numbers of staff are trained to take post-mortem 
consent, so that families can be counselled about post-mortem within 48 hours of 
birth. They should have been trained in dealing with bereavement and in the 
purpose and procedures of post-mortem examinations.

Bereavement 
Lead Midwife (RB)

Obstetric Leads

30/09/2024 Bereavement Midwife collates compliance. Have requested for the 
module to be added to ESR, work in progress since October 2023, ELOD 
now prioritising workload. RB exploring if this can be added to the risk 
register to aid prioritisation of adding the modules to ESR. Remains on 
Obstetric and Mortuary Governance agendas. Compliance as of 13/06: 
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Compulsory ELFH bereavement communication and PM consent package to be 
completed 3yrly by all Obstetric and Neonatal Registrars & Consultants.

Post-mortem consent training compliance; LCH Consultants = 10/11 
(91%); LCH Reg = 3/15 (20%); PHB Consultants = 7/9 (78%); PHB Reg = 
8/12 (67%).
Bereavement training compliance; LCH Consultants = 10/11 (91%); LCH 
Reg = 4/15 (27%); PHB Consultants = 5/9 (56%); PHB Reg = 9/12 (75%).
Obstetric Leads contacted to update on their support to improve 
compliance.

2 CNST04
.6

Does the neonatal unit meet the British Association of Perinatal Medicine 
(BAPM) national standards of nursing staffing? And is this formally recorded in 
Trust Board minutes?

Lead Neonatal 
Nurse (CF)

Neonatal Matron 
(RW)

March 2025 QIS remains a concern and we will unlikely be able to submit compliance 
for this action. To achieve compliance with this action in MIS Y5, a 
mitigation plan was submitted. In view of this action remaining a concern 
in MIS Y6, this action will remain on the MatSIP for continue oversight, 
and will be monitored within the CNST MIS Y6 Audit Tool.
12/06/2024 Position presented at MNOG/LMNS 03/06 & 10/06 as per 
CNST Year 6. Situation replicated nationally. NNU peer review due 24th 
June.

3 CNST.Y
6.08.02

Can you demonstrate the following attendance at the end of the 12 month period 
1 December 2023 to 30th November 2024 (concerning groups in bold):
Maternity emergencies and multi-professional training
90% of obstetric consultants
90% of all other obstetric doctors including staff grade doctors, obstetric trainees 
(ST1-7), sub speciality trainees, obstetric clinical fellows foundation year doctors 
and GP trainees contributing to the obstetric rota
90% of midwives (including midwifery managers and matrons), community 
midwives, birth centre midwives (working in co-located and standalone birth 
centres) and bank/agency midwives
90% of maternity support workers and health care assistants (to be included in 
the maternity skill drills as a minimum).
A) 90% of obstetric anaesthetic consultants and autonomously practising 
obstetric anaesthetic doctors
B) 90% of all other obstetric anaesthetic doctors (including anaesthetists in 
training, SAS and LED doctors) who contribute to the obstetric anaesthetic 
on-call rota in any capacity. This updated requirement is supported by the 
RCoA and OAA.
C) 70% of non-obstetric anaesthetic doctors (including anaesthetists in 
training, SAS and LED doctors) who contribute to the obstetric anaesthetic 
on-call rota in any capacity. This updated requirement is supported by the 
RCoA and OAA.

Clinical Education 
Team

30/11/2024 03/06/2024 May compliance: >90%. On track for first 4 groups.
Compliance: 
A) May: LCH 87.5%, PHB 76.92% 
Trust-wide 82.75% (reduction in compliance)
B) April: LCH – 75% (2 Staff currently out of date. 1 staff needs 
rebooking, 1 booked for 24th May 2024)
PHB – 71.43% (2 Staff currently out of date. 1 rebooked for 11th July 
2024 and 1 rebooked for 8th August 2024)
Trust – 73.33% (Need 3 more staff to be at 90%, X3 staff already booked 
so will be at 90% by 8th August)
C) May: Trust-wide: 12.5% (April 0%)

Plan at present is to hold an anaesthetic PROMPT half day for OC cons 
to attend. We will have 4 dates over Sept & Oct, 1 per site per month and 
content will include scenarios from PROMPT package. Education team to 
facilitate. This will be MDT teaching as the education team will be there as 
midwives.
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4 CNST.Y
6.08.04

Can you demonstrate the following attendance at the end of the 12 month period 
1 December 2023 to 30th November 2024:
Neonatal basic life support
90% of neonatal Consultants or Paediatric consultants covering neonatal units
90% of neonatal junior doctors (who attend any births)
90% of  neonatal nurses (Band 5 and above who attend any births)
90% of maternity support workers, health care assistants and nursery nurses 
*dependant on their roles within the service - for local policy to determine.
90% of advanced Neonatal Nurse Practitioner (ANNP)
Is a formal plan in place demonstrating how you will ensure a minimum of 90% of 
neonatal and paediatric medical staff who attend neonatal resuscitations have a 
valid resuscitation council NLS certification by year 7 of MIS and ongoing.
90% of midwives (including midwifery managers and matrons, community 
midwives, birth centre midwives (working in co-located and standalone birth 
centres and bank/agency midwives)

Clinical Education 
Team

30/11/2024 21/05/2024: Trust: 89.8% (-1) LCH 87% (21 out of date, all rebooked). 
PHB 92%, Bank 95%
May >90% 
NNU action turned red due to no confirmation of neonatal medical 
compliance and lack of monitoring between MIS periods. WF to contact 
Piper Coghill to share position and concern.

5 3YDP.IC
B.01

Commission and implement perinatal pelvic health services by the end of March 
2024, in line with national service specifications, to identify, prevent, and treat 
common pelvic floor problems in pregnant women and new mothers.

ICB March 2024 PPHS for LMNS covers ULHT service users only, those using NLAG and 
NWAFT will access service. Business Case presented at Investment 
Panel 15/3/24; did not meet the thresholds’ for assessment, or priority for 
ICS. This is now a risk to compliance, propose to include on ULHT and 
LMNS Risk Register.

2.2 CNST MIS Year 6: 10 Steps to Safety

Safety Action
Total 

requirements Red Amber Green Blue
Anticipated 
compliance Comments

1 PMRT 6 0 0 6 0
On track to 
achieve

Evidence filed to date- on track

2 MSDS 2 0 2 0 0
Close monitoring 
required

On track- no concerns
(Closely monitored weekly by digital team)

3 TC 3 0 1 2 0
On track to 
achieve

Evidence filed to date. QI project registered with QI team and initial audits 
underway. Updated at MNOG and QSM. 

4 Clinical 
workforce 16 0 15 1 0

Close monitoring 
required

Obstetric workforce: Audits underway until end of August. 1 x action returned to 
red awaiting confirmation of short-term locum compliance.
Anaesthetic workforce: Rotas filed and under review
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Neonatal workforce: Awaiting Peer Review paper. QIS mitigations in place 
including reporting as per MIS Year6 

5 Midwifery 
workforce 6 0  0 6 0

On track to 
achieve

On track-no concerns

6 SBLv3.1 6 0 3 3 0
On track to 
achieve

On track-no concerns

7 MNVP 6 0 5 1 0
On track to 
achieve

1 x red turned to amber as evidence now received in part (awaiting JD from ZL 
and BC. For clarification on budget document. 

8 Training 18 3 7 8 0
At risk of non-
compliance 

PROMPT: below 90% (anaesthetists and support workers) however all but 1 
are booked onto PROMPT training in July and August. July’s compliance 
anticipated to be over 90%.

NLS: RW to submit NNU training date by COP 08/07/2024

9 Floor to Board 8 0 8 0 0
On track to 
achieve

PQSM document under review- plan to update following confirmation of safety 
champions. LMNS review returned.

10 MNSI 8 0 8 0 0
On track to 
achieve

On track- no concerns

Total 79 3 49 27 0  
No concerns to escalate at present. Actions will remain amber/green until formal sign off prior to submission. 

2.3 Saving Babies Lives Care Bundle (v3)

% of interventions 
fully implemented 
(LMNS) validation

Assessment one Assessment two Assessment three Assessment four Comments/actions

Review quarter Q2 July-Sept 2023 Q3 Oct-Dec 2023 Q4 Jan-Mar 2024 Q1 Apr-Jun 2024
Assurance review date 02/10/2023 29/12/2023 18/03/2024
Element 1 50% 70% 90% Gap in training compliance for VBA – now on PROMT 

so will be mandatory from April.
Element 2 90% 90% 95% Digital BP equipment for community due for delivery
Element 3 100% 100% 100%
Element 4 20% 100% 100%





https://lincshealthandcare.sharepoint.com/sites/Maternity/SitePages/Maternity-Dashboards.aspx
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Neonatal Dashboard

Lincoln County Hospital

% NNU Term Admissions 
(Live Term births) - Target 
<5%

6.3% Term admissions increased in June 2024.  Under review

Hypothermia - 2 cases for both May and June for NNU and one 
case for both May and June for TC

Training for midwives due to vomiting and becoming cold

Neonatal Death 1 Placental abruption

BLS (Target >95%) 79% Sessions in place for staff to attend 

% staff with in-date NLS 
(Target 100%)

98% One member of staff to undertake a resit 

Pilgrim Hospital Boston

Hypothermia 3 cases in May for NNU, 2 cases in June for 
NNU and 1 for TC

Notes currently being reviewed.  To give update next month.  Staff 
reminded to Datix hypothermias.

Ex-utero transfer (<32weeks) 1 1 x 28/40 delivered and transferred to Hull.  Unable to transfer out 
inutero.

Mandatory training 
compliance

Core – NNU 97% / TC 91%
Core Plus – NNU 91% / TC 90%

Decreased due to modules being added. Staff reminded to complete. To 
be monitored by ward manager on a monthly basis

% staff with in-date NLS 
(Target 100%)

90% Two members of staff expired NLS certificate.  To be booked asap
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2.9 Regional Maternity Heatmap
















































