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EXCLUSION OF THE PUBLIC

In accordance with Standing Order 3.1 and Section 1(2) of the Public Bodies (Admission to
Meeting) Act 1960: To resolve that representatives of the press and other members of the
public be excluded from this part of the meeting having regard to the confidential nature of
the business to be transacted, publicity on which would be prejudicial to the public interest.




NHS

Lincolnshire Community Health Services NHS Trust
United Lincolnshire Hospitals NHS Trust

Minutes of the Public Board in Common Board Meeting

Held on 3 September 2024

Via MS Teams Live Stream

Present

LCHS

Voting Members:

Mrs Elaine Baylis, Group Chair

Mr Jim Connolly, Non-Executive Director
Miss Gail Shadlock, Non-Executive Director
Mr Sam Wilde, Director of Finance and
Business Intelligence

Mr Daren Fradgley, Group Chief Integration
Officer

Mrs Nerea Odongo, Group Chief Nurse

ULHT

Voting Members:

Mrs Elaine Baylis, Group Chair

Mr Daren Fradgley, Group Chief Integration
Officer

Mrs Nerea Odongo, Group Chief Nurse

Mrs Rebecca Brown, Non-Executive Director
Ms Dani Cecchini, Non-Executive Director
Mr Neil Herbert, Non-Executive Director
Professor Philip Baker, Non-executive Director
ULHT

In attendance:

Mrs Jayne Warner, Group Director of
Corporate Affairs

Dr Anne-Louise Schokker, Medical Director for
Frailty

Mrs Rachel Lane, Trust Board Administration,
LCHS (Minutes)

Sister Lisa Roberts, AMSS ULHT (ltem 2.1)
Sister Kerry Nuttall, AMSS ULHT (ltem 2.1)
Sister Lisa Codd, Hospice in the Hospital ULHT
(Item 2.1)

Katie Clements, Clinical Lead Childrens
Respiratory Services, LCHS (ltem 7)

Apologies

LCHS

Non-Voting Members:

Mrs Rebecca Brown, Associate Non-Executive
Miss Claire Low, Group Chief People Officer
Mrs Kathryn Helley, Group Chief Clinical
Governance Officer

Mr Mike Parkhill, Group Chief Estates and
Facilities Officer

ULHT

Non-Voting Members:

Miss Claire Low, Group Chief People Officer
Mrs Sarah Buik, Associate Non-Executive
Director

Mrs Vicki Wells, Associate Non-Executive
Director

Mrs Kathryn Helley, Group Chief Clinical
Governance Officer

Mr Mike Parkhill, Group Chief Estates and
Facilities Officer



Professor Karen Dunderdale, Group Chief

Executive

Dr Colin Farquharson, Group Chief Medical
Officer

Ms Caroline Landon, Group Chief Operating
Officer

Mr lan Orrell, Non-Executive Director, LCHS

218/24 | Item 1 Introduction

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

219/24 | The Chair took the opportunity to formally welcome new Group Executive Directors;
Dr Colin Farquharson, Group Chief Medical Officer, Miss Claire Low, Group Chief
People Officer, Mrs Nerea Odongo, Group Chief Nurse, Mr Daren Fradgley, Group
Chief Integration Officer, Mrs Kathryn Helley, Group Chief Clinical Governance
Officer, Mr Mike Parkhill, Group Chief Estates and Facilities Officer and Mrs Jayne
Warner, Group Director of Corporate Affairs.

220/24 | Item 2 Public Questions
Q1 received from Vi King

Please can | ask why in urology that when patients are going for a yearly
check-up and an ultrasound is required as informed via a letter from their
previous appointment; why they are not booked before the patient's
appointment with the Doctor. Patients are going for appointments with the
Doctor who do not have anything to compare with from the previous year. This
is a waste of time for the Dr and the patient.

Patients are then having to go for their ultrasound then have to have another
appointment with the Doctor. If the ultrasound had been done before it would
have been better and more cost effective for everyone.

221/24 | The Group Chief Integration Officer thanked Vi for the question and explained that
the team had confirmed there was a process in place for urology patients to ensure
those requiring repeat diagnostics had them undertaken prior to their next review.
This was to ensure the results were available at the time of the next Consultant
appointment.

222/24 | However it was acknowledged the process had not worked in this instance, and the
team had therefore been asked to review the processes to ensure this was
compliant. Should any issues be discovered they would be appropriately dealt with.
The Group Chief Integration Officer advised that if there were specific concerns
relating to individual patients, the organisation should be made aware to enable
review on an individual basis.

223/24




The Chair thanked the Group Chief Integration Officer for the response and Vi for
posing the question.

224/24
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228/24

229/24

230/24

231/24

Item 2.1 Ward Accreditation

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

Sisters Lisa Codd and Kerry Nuttall, Acute Medicine Short Stay (AMSS) and Lisa
Roberts, Hospice in the Hospital were welcomed to the meeting to celebrate their
achievements.

The Group Chief Nurse introduced the two teams who had successfully achieved the
Bronze award as part of the quality accreditation programme. Board members were
reminded of the core requirements the departments were required to achieve against
a range of quality indicators, in addition to presenting a portfolio of evidence to the
Quality Accreditation Panel.

Colleagues described areas of improvement within their Ward and Departments.

Sister Codd described a process that had been put in place to prevent incidents of
lost property; the team had recognised that there had been some issues with this and
therefore had introduced a list for patients on admission to the Ward which had
reduced the number of items being lost. A particular patient story was described
where a patient had lost a very sentimental item, however the team had quickly
discovered that this had not been brought to the Ward when the patient had been
admitted and was discovered within the Emergency Department. The patient was
subsequently reunited with this irreplaceable item and the patient’s reaction to this
had been priceless.

Sister Nuttall was extremely proud of the large team of staff within AMSS advising
that they would continue to work hard to make further improvements to strive for
excellence and the team had already commenced working towards achieving the
silver accreditation.

Sister Roberts explained that the Hospice in the Hospital based at Grantham Hospital
was celebrating its ten-year anniversary. An area of improvement made for patients
had been for those at the end of life, to orientate them when they may have been
sleeping for long hours and at unusual times. Dementia clocks had been added to all
rooms within the department, which clearly showed the date and time in order that
patients could easily recall when and where they were. Sister Roberts also described
personalised care that the team provided to patients at the end of life, which included
helping them to spend time with family and friends and to also to help the patient to
feel more comfortable. Sister Roberts added that the Hospice in the Hospital team
were relatively small, however was proud of what had been achieved and for all that
they did to ensure patients were kept safe.




232/24

233/24

234/24

The Chair thanked the teams noting the passion and compassion for the work that
they did and the focus on the patients had really shone through within the
presentations.

Mrs Wells commented on the addition of dementia clocks and suggested that a wider
conversation took place to introduce them on all wards across the organisation.

The Chair explained that these awards were an important way of the Board gaining
assurance on the safety and quality of care being provided for patients and added
that this was also an important way of being able to reflect upon and acknowledge
the leadership within the organisation.

The Chair endorsed comments received on behalf of the whole Board and added that
the teams should be proud of their achievements, and thanked colleagues for
attending the meeting.

235/24

Item 3 Apologies for Absence

Apologies were received from Professor Karen Dunderdale, Group Chief Executive;
Dr Colin Farquharson, Group Chief Medical Officer; Ms Caroline Landon, Group
Chief Operating Officer and Mr lan Orrell, Associate Non-executive Director, LCHS.

236/24

Item 4 Declarations of Interest

There were no new Declarations of Interest.

237124

Item 5 Minutes of the meetings held on 2" July 2024/action log

The minutes of the Board in Common meeting held on Tuesday 2" July 2024 were
approved as an accurate record. There were no open actions.

238/24

239/24

240/24

Item 6 Chief Executive Horizon Scan

The Group Chief Integration Officer presented the report to the Board in the Group
Chief Executive’s absence, noting that work was underway in respect of alignment
with the new Government and the early priorities set out by the Secretary of State for
Health. This included the digital agenda which was being kept in mind as the next
cycle of Strategy setting was undertaken.

The Group Chief Integration Officer explained that the Group continued to work
closely with primary care colleagues and the Primary Care Network (PCN) Alliance to
ensure patients were kept safe during collective industrial action by GP colleagues.
Planning for those instances was going well and for action taken so far there had
been plans in place to manage safety and patient flow accordingly.

In terms of the partnership agenda, the Group Chief Integration Officer drew attention
to the first graduates from the Lincoln Medical School and the work being undertaken
through the Health and Armed Forces Conference including internal Staff Network
focus.
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The new Executive Director appointments were referenced within the report and the
Group Chief Integration Officer offered congratulations to all newly appointed
members of the team.

Several visits to the new Community Diagnostic Centres (CDCs) had been
undertaken in recent months and the Group Chief Integration Officer drew attention
to the significant amount of investment in local communities, some within areas of
highest deprivation which should not be underestimated. The Group Chief Integration
Officer added that this also presented an opportunity for the Group to partner with
primary care to deliver care more locally and to work on the diagnostic pathways.

On behalf of the Group Chief Executive, the Group Chief Integration Officer also took
this opportunity to thank Mr Young, Director of Finance for all his hard work over the
last ten years whilst he had been working with ULHT, as he would be leaving the
organisation in mid-September. On behalf of all the Executive team, the Group Chief
Integration Officer wished Mr Young best wishes for the future.

The Chair thanked the Group Chief Integration Officer for the comprehensive report.
The Chair expressed a view that the Group were best placed to deliver on any
forthcoming national developments in respect of out of hospital prevention and the
digital agenda and added that the Group would continue to act in the best interests of
the population of Lincolnshire, to deliver high quality safe healthcare across the
County.

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

245/24

246/24

247/24

Item 7 Patient/Staff Story

The Group Chief Nurse introduced this item and explained that this was a very
moving patient story and took the opportunity to thank the team for their hard work
and for providing care to this patient and his family and expressed a view that this
story truly demonstrated the work of the Group.

The Board were presented with a video of Ethan (patient) and Celia’s (mother) story
where details of Ethan’s chronic lung condition and other conditions were shared.
Ethan had been provided with support from the rapid response respiratory
physiotherapists since he had been a child. Celia outlined how Ethan’s chest
problems were managed to ensure that where possible, he could remain within his
own home and she added that without the support of the team, Ethan would not have
been able to remain at home and numerous hospitals admissions had been avoided.
Celia added that the team had taught family members to manage Ethan’s condition at
pace, should this deteriorate, whilst not losing sight of Ethan’s requirements. Celia
expressed a view that the service provided life changing results whilst dealing with
complex issues across the county to enable patients to remain within their home
environment, for which she was grateful and without which family life would be much
more challenging.

The Clinical Service Lead, Children outlined the specialist service provided to both
children and adults with complex physical disabilities who also had additional
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respiratory problems. The service was physiotherapy led and had two aspects;
preventative and alignment to the virtual ward, offering a seven-day service with 20
beds available during Autumn/Winter and 10 beds during the Summer months. The
service was also now aligned to the virtual ward project, which relied on good multi-
disciplinary working and good relationships with partners within the Group.

The Chair thanked the Clinical Service Lead for the inspirational and emotional story,
and extended thanks to Ethan and his family for allowing their story to be shared so
that the nature of the care provided could be understood by the Board and how the
service had responded to Ethan’s needs and had transformed his life.

The Group Chief Integration Officer thanked the Clinical Service Lead for presenting
the story noting that there had been a description of some benefits that the Group
needed to focus on more in the future, in particular the work of out of hospital
services within the community. The Group Chief Integration Officer added that this
was a good example of referral free care and delivering services close to home for
patients to provide improved access where care was not congestive. The Group
Chief Integration Officer thanked the team and expressed a view that there would be
more that could be done for residents within the future Group Strategy.

The Chair agreed with the Chief Integration Officer's comments and added that
careful thought would need to be undertaken in terms of the Group and recalled
when the original business case for this service had been presented to the LCHS
Trust Board. The Chair thanked the Clinical Service Lead for believing and delivering
the vision for Ethan and other patients and members of the community and also
thanked the Clinical Service Lead for being robust and tenacious in ensuring that this
was the correct service to move forward with and for leading the team.

The Board:
e Received the Patient/Staff Story

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

251/24

252/24

253/24

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 meeting held on 23 July 2024 where
there had been two items to bring to the Board’s attention.

Mr Connolly informed those present that the ULHT Infection Prevention Control
Annual Report for 2023/24 had been received and would be recommended to the
Board for approval in due course. The Committee had noted the good collaborative
work starting to develop across the Group in this area, recognising that there were
still some areas of improvement; however shared learning was being progressed.

A focussed discussion had taken place at the July meeting in respect of the LCHS
Children in Care service, which provided health assessments for children between 0-
18 years entering the care system. Mr Connolly advised that this service had a
history of challenge over the years and more recently achieved an improved position
in terms of delivering against the 20-day target, however this had not been sustained
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and the Committee wished to escalate the Children in Care service to the Board as a
fragile service. Mr Connolly explained that there were mitigations and development
plans in place to stabilise the service, and further updates would be provided to the
Board in due course.

Mr Connolly explained that a six-month review of the Quality Committee in Common
would shortly be undertaken and requested Board members provided feedback on
areas for improvement outside of the meeting. The Committee received and
recommended to the Board the Patient Experience Annual Report 2023/24.

Mrs Brown provided the assurances received by the Committee from the August
2024 meeting held on the 20 August. The Interim Governance Advisor had been
present at the meeting to evaluate and assist with moving the Committee forward
from a governance perspective.

At the August meeting there had been continuing concern and limited assurance in
respect of medicines management and a further deep dive had been requested by
the Committee. Mrs Brown commented that actions were being taken, however
sustained improvement was not being seen. A further deep dive in relation to the
deteriorating patient area had also been requested where there had been several
changes in leadership over recent months.

A positive presentation had been received from the Human Factors Faculty and this
was an area the Committee would see more of in the future and was a growing area
within ULHT with development taking place across the Group. The Board would also
be undertaking some training to champion this area in the coming months.

The Maternity Regional Scorecard had been received and Mrs Brown was pleased to
inform Board Members that there had been continued improvement in the position
and the latest scorecard showed the organisation at the top of the league. Mrs
Brown commented that the Executive Team, in particular the Group Chief Executive,
who had supported the team to get to this position, should be proud of this
achievement.

The Committee had requested an update around the Clinical Negligence Scheme for
Trusts (CNST) position and Mrs Brown explained that it was important for the Board
to be fully sighted on this and documents had been appended to the upward report.
The Committee had received and approved the detailed update and plans for the
required standards on behalf of the Board. Mrs Brown added that at this stage the
Committee was confident that the service continued to meet most areas, there were
some challenges however the team were working closely to ensure delivery and
evidence was being captured which was being externally scrutinised, which was a
forward-thinking way of managing evidence.

The Chair acknowledged the escalations to the Board in respect of Children in Care,
which had been a fragile service for some time, and expressed a view that it was
important for this group of children to be supported in the right way.

The Group Chief Nurse explained that discussions were taking place with ICB
colleagues, and the business case was being reviewed. Full time paediatric medical
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cover had also been reviewed and the Executive Leadership Team (ELT) had
agreed, in the short term, some additional monetary support to mitigate the position,
which would allow cases to be reviewed and bring the service back in line with the
20-day target.

The Chair thanked the Group Chief Nurse for the reassurance and for progressing
this issue.

The Chair was pleased to see that a deep dive relating to deteriorating patients was
being undertaken as historically this area had required close review. The Chair
expressed concern regarding the leadership issue and the Group Chief Clinical
Governance Officer explained that there had been some leadership issues across the
Group and as a result some of the workstreams had slowed, however the leads had
been working closely on a potential way forward. A paper would be submitted to the
next Patient Safety Group meeting to demonstrate progression and an update would
be provided to the Board in due course. The Chair thanked the Group Chief Clinical
Governance Officer for the reassurance.

Mrs Brown commented that the three areas of children in care, deteriorating patients
and medicines management were complex areas and needed to demonstrate
improvement over the last 12 months; whilst there had been some slight
improvement this was not at the level the Group would want it to be at for patients.
Mrs Brown was hopeful that the deep dive at the September meeting would show
some additional improvement.

On behalf of the Board, the Chair asked the Quality Committee in Common to
exercise scrutiny on these three areas and to undertake the required due diligence
and looked forward to receiving a report which demonstrated improvements.

In respect of maternity and neonatal services, the Chair drew attention to the series
of reports that had been shared with the Board and the CNST standards referenced
within pages three and four of the upward report. It was evident that the Quality
Committee had reviewed those documents in detail and that the relevant due
diligence had been undertaken. The Chair also took the opportunity to thank the
Director of Midwifery and team for the clarity of detail within the papers and the
additional regional performance underlined throughout the scorecard, which
demonstrated that good working was being undertaken across maternity and
neonatal services.

The Chair acknowledged the Patient Experience Annual Report which set out
positive engagement with patients and the step changes made throughout 2022/23.

The Board:

¢ Received the assurance reports
¢ Received the Maternity and Neonatal Oversight Group reports
¢ Received the Patient Experience Annual Report 2023/24

268/24

Item 8.2 2023/24 ULHT and LCHS Safeguarding Annual Reports
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The Group Chief Nurse presented the 2023/24 Safeguarding Annual Reports for both
ULHT and LCHS, which demonstrated the good work across the Group, improving
processes and working with system partners.

The reports highlighted the number of Section 42’s and themes particularly in relation
to pressure ulcers and discharge. The Group Chief Nurse provided assurance to the
Board that work was being undertaken regarding themes and learning to improve
care for patients.

The Chair commented that the reports provided a sense of the two organisations
coming together and a positive focus and assurance.

The Board:
e Received and approved the 2023/24 Safeguarding Annual Reports for
LCHS and ULHT

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

271/24
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Item 9.1 Assurance and Risk Report People and Organisational Development
Committee

Professor Baker provided the assurances received by the People and Organisational
Development Committee, at the meetings held on 16 July 2024 and 13 August 2024.

Professor Baker acknowledged it had been encouraging to see some of the
trajectories in relation to nursing vacancy rates, with ULHT having the lowest rates in
the Country, which was a remarkable achievement. Good progress had also been
made on DBS checks in conjunction with the Fuller report and the timescales set for
compliance to ensure all staff received the appropriate checks. Professor Baker
added that whilst it was unlikely that the timescales would be achieved the
organisation was ahead of the revised trajectory.

The current vacancy control process was having an impact and there had been some
concern that some of the fiscal savings may not be achieved along with the level of
clinical input in relation to some decision making for authorising vacancies. This had
been raised with Executives and the Group Chief People Officer confirmed that the
Group Chief Nurse and Group Chief Operating Officer would be joining the vacancy
control meetings moving forward to add an additional layer in terms of decision
making.

Work had been undertaken to raise the profile of the Freedom to Speak up Guardian
which had seen a positive impact; however this had created a significant workload for
the Guardian and the Committee wished to draw this to the Board’s attention.

A GMC Junior Doctor survey had been undertaken and the Committee wished to
raise significant concerns in relation to the provision of education within the Trust to
the Board. It was highlighted that there was a reliance of teaching fellows and locums
to deliver education which raised challenges when individuals were unable to deliver
the education.
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Engagement challenges with consultant staff had also been highlighted and whilst it
was recognised that some staff had been appointed to positions where there was no
expectation of education responsibilities, as a medical practitioner there was a
responsibility to teach trainees. Actions were being taken to address concerns
around the provision of education within the Trust and a new sub-group was being
formed to bring together those responsible for education across the Group, once a
new People Committee in Common was formed.

The Workforce Race Equality Standards (WRES) and Workforce Disability Equality
Standards (WDES) Annual Reports for 2023/24 had been received by the Committee
along with an action plan to address areas for improvement, moving from one to
three year action plans. Whilst the Committee welcomed that, there was a request for
increased development around the milestones within the action plans.

The Trust had also received a national award for pastoral care provision for
international staff.

In relation to the Freedom to Speak up Guardian workload, the Group Chief People
Officer explained that a meeting would be taking place to review the workload and an
update would be provided at a future meeting once a plan was in place to move
forward. It was noted that there were also potential opportunities to work across the
Group.

The Chair acknowledged that it was good to see that individuals were raising
concerns with the Guardian, however it was also important for people to be
thoroughly supported and that the workload was managed accordingly.

The Chair expected a greater focus on education, specifically in respect of the Board
Assurance Framework, which would support the work of the Committee in terms of
scrutiny and that there would be additional opportunities once objective setting for
2025/26 commenced.

The Chair commented that the 2023/24 WRES and WDES Annual Reports and
action plans were well written and unequivocal in terms of what work was required
and acknowledged the signs of improvement in terms of service metrics where a
significant step change was required for both disabled colleagues and those of ethnic
backgrounds.

The Board:
¢ Received the assurance reports
e Approved the 2023/24 WRES and WDES Annual Reports and action
plans

283/24

Item 9.2 Sexual Safety Charter Update

The Group Chief People Officer provided the Board with an update on the progress
of the Group towards full compliance with the NHS Sexual Safety Charter, which also
provided the framework for the Group to be ready for the forthcoming Worker
Protection Act 2023, which would come into force on 26 October 2024.
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An action plan had been developed for all sources of sexual misconduct and the
Group had signed up to the Charter, committing to a zero tolerance policy in respect
of this type of behaviour and to the ten principles outlined within the Charter. A further
update would be provided to the Board once the Charter was live.

Miss Shadlock commented that the document was well set out however expressed a
view that one challenging area would be where work moved into social life. The Chair
agreed that this was a salient point, however the organisation should start with
people within its employment at times when they were at work.

The Director of Finance and Business Intelligence asked if incidents would be
reported via Datix. The Group Chief People Officer responded that in terms of
reporting this would be part of the national Charter and any incidents would need to
be formally reported, however agreed to meet with the Group Chief Clinical
Governance Officer in relation to this in respect of reporting any cases that fall within
the sexual charter characteristic or definition of.

Action: Group Chief People Officer/Group Chief Clinical Governance Officer, 5
November 2024

The Board:
¢ Noted the progress made thus far towards full compliance with the ten
NHS Sexual Safety Charter requirements
e Championed the remaining steps required to achieve 100% compliance
with the NHS Sexual Safety Charter
e Committed to Sexual Safety Charter for the Group

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

287/24
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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 meetings held
on 26 July 2024 and 27 August 2024 meetings, noting that good progress had been
made in relation to objectives 2a and 2b, particularly in relation to the development of
a collaborative bank across the Group, where there had been a reduction in agency
staffing use.

Good progress had also been made in relation to equality, diversity and inclusion and
the 2023/24 WRES and WDES Annual Reports had been received and would be
published by the required deadline. Key highlights from the reports included that
individuals were becoming more open to disclosing disabilities and long term
conditions. There had also been an increase in the number of Black and ethnic
minority staff members and there were some clear actions ensuring people, including
leaders, were aware of how to address bullying and harassment issues. There was
also a plan in place to undertake a period of reverse mentoring across the Group,
starting at Board level.




290/24

291/24

292/24

293/24

294/24

295/24

296/24

In respect of finances for months three and four, there was an improving position,
and a revised system financial report and financial recovery plan had been received.

In terms of risk, number 455 which had been failing to achieve, had been decreased
in July due to the signing of the ICB contract, however the same risk had increased
again during August as a no faults letter had been received from the ICB in respect of
the MSK contract.

The National Cost Collection submission had been made and overall activity had
risen by 5%, whilst costs had risen at 4% demonstrating an overall increase in
productivity.

Good progress was being made in respect of digital and Miss Shadlock confirmed
that the Electronic Patient Record (EPR) Business Case had been approved for
LCHS by NHS England and had been positively supported.

There were red rated areas of concern highlighted in respect of Estates, however the
Board were advised that the Trust would be moving away from a Shared Service to a
more joined up contract with ULHT shortly. The Committee had been reassured of a
significant amount of work being undertaken led by the Group Estates and Facilities
Officer and the team and a detailed update had been received relating to water
safety. An Estates Strategy was also under development.

Miss Shadlock advised that a discussion had taken place regarding procedural
documents and concern had been raised that the Fire Safety policy had been out of
date since September 2023. Reassurance had been provided that significant work
was being undertaken on fire safety and related operational issues and the policy
was being updated.

The Chair thanked Miss Shadlock for the comprehensive report, and acknowledged
the due diligence of the Committee in respect of the 2023/24 WRES and WDES
Annual Reports.

The Chair remained apprehensive in respect of estates and facilities, specifically
regarding water safety which had been an ongoing issue within LCHS in recent
years. However it was acknowledged that the Group service would begin to
understand the risks and actions that were required to mitigate areas of real concern
moving forward.

The Board:
¢ Received the assurance reports

297/24

298/24

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 25 July 2024 and 22
August 2024 meetings.




299/24

300/24

301/24

302/24

303/24

304/24

305/24

306/24

Ms Cecchini informed the Board of a deteriorating financial position and advised that
August had closed with a £15.1m deficit, £4m adverse to plan. The Committee
however had been reassured that some of this was due to items of inflationary
pressure, not funded within the plan. Alongside this there had been good Cost
Improvement Programme (CIP) delivery to date, which was ahead of plan. Ms
Cecchini reminded Board members of the rephasing to deliver significant cost
savings to move to a deficit position of £6.9m.

In respect of capital, good progress had been made and £13.5m had been spent year
to date, however this was £3m short of the plan. The Better Payment Practice Code
continued to achieve the 90% target.

A medical agency CIP deep dive had been received and the report would be made
available for Board members to review. Whilst there were good processes in place,
this was set up with significant risk and the initiative was responsible for a quarter of
the total CIP target.

The Health and Safety Committee upward report had been received and it was
reported that there had been some improvements however moving and handling
remained a concern specifically in relation to hoists and this would be kept under
review. A policy group had also been established to manage the health and safety
policies to ensure these were appropriately updated and approved for sign off.

In terms of estates, a review of confined spaces was expected to be completed by
the end of August and a report would be received shortly. The team had been
working on the premises assurance model which had been submitted during August
and there was no expectation that there would be any deterioration since the last
submission.

A Patient-Led Assessment of the Care Environment (PLACE) light review had been
undertaken where some issues had been identified with food, and the Estates team
would be undertaking a review of catering arrangements.

Lincolnshire Fire and Rescue had recently visited some of the sites and found no
significant issues.

Ventilation issues continued to be a concern across the estate; however assurances
had been received that clinical risk oversight was taking place within the Infection
Prevention and Control Committee. The Emergency Preparedness, Resilience and
Response (EPRR) annual submission had also been made at the end of August
2024 and the Trust was expected to meet most of the core standards.

July had been challenging from an operational perspective due to industrial action
and infection prevention and control issues and there had been concern raised
relating to Urgent and Emergency Care (UEC) metrics and theatre capacity regarding
the ability to deliver against some targets. There had also been concern at the time of
the meeting regarding GP collective action which had been due to commence.
Challenges had been seen during July and August with achieving 65 week waits,
making it unlikely to deliver on the September target. A deep dive report on
productive theatres had also identified further work required and a need for additional




307/24

308/24

309/24

310/24

311/24

312/24

313/24

staff, however there was work to be done to understand if the current number of
theatres were required as well as determining theatre capital requirements.

Ongoing discussions were taking place relating to the ULHT EPR and the profile of
the funding. A full business case was expected to be received at the October meeting
to progress the development of this.

A planning paper had been launched for the new financial year and beyond and had
been positively received.

Mrs Brown asked about the resource investment the Board had previously committed
to and asked if this was pertinent to the improvements in capital fund spending. The
Director of Finance responded that this was due to the positive work the existing
team had undertaken, however the investment in resource would take this to the next
level.

The Chair acknowledged the current revenue position and identified risks and was
pleased to hear that the Committee was undertaking a deep dive regarding medical
agency spend and that the CIP position was exceeding the plan.

The Chair also acknowledged the improvement in Estates and Facilities reporting
and the assurances from the Lincolnshire Fire and Rescue visit.

The Group Chief Integration Officer offered to the Board that work was being
undertaken to develop a new Group Performance Report which would be developed
and reported to the Committees in due course.

Miss Shadlock raised the issue of separate business cases being submitted by both
LCHS and ULHT in respect of EPR, which there were valid reasons for, and
suggested that there may be some oversight required of this moving forward. The
Group Chief Integration Officer explained that in terms of EPR, one approach often
did not work and in this case it was better to have two EPRs and a shared record that
would sit over the top as the functionality of the two systems would be greatly
different in terms of how they operated.

The Board:
¢ Received the assurance reports

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.
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315/24

316/24

317/24

Item 13 Integrated Performance Reports

The Integrated Performance Reports were taken as read noting that they had been
received and reviewed in depth by Committees.

Mrs Brown commented that it was pleasing to hear that a more streamlined report
was being created in respect of measures both in and out of hospital. There had
been some good improvements relating to ambulance delays and ambulance triage
however it was acknowledged that the organisation was not seeing any traction on
12-hour trolley waits. Mrs Brown asked if there was work being undertaken across
the pathway.

The Group Chief Integration Officer responded that this had been discussed within
Committees and advised that a UEC sprint programme of work was being
undertaken looking at decongesting A&E pathways, starting at the access portal; this
included speciality referrals in reaching to A&E and looking at the downstream
metrics. Discussions had also taken place regarding increased oversight of UEC and
the planned care pathways including in and out of hospital care; all of which should
see a move on 12-hour trolley waits, length of stay and over occupancy on sites.

The Director of Finance and Business Intelligence advised Board members that from
an LCHS perspective there were now only two indicators not capable of achieving
target, which was an improvement from four at the previous meeting.

The Board:
e Received the Integrated Performance Reports noting the moderate
assurance

Item 14 Risk and Assurance

318/24

319/24

320/24

321/24

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 some changes since the previous update. ULHT
now had nine very high quality and safety risks; there had been one reduction in risk
score relating to the processing of echocardiograms and the test work teams had
undertaken.

Three risks had increased to high; one new very high risk linked to the People and
OD Committee in relation to the cancellation of elective lists as a result of a lack of
theatre staff and the finance related risks remained static as previously reported.

In respect of LCHS one new risk had been added pertaining to Children in Care, one
risk had reduced in score aligned to the Finance, Performance, People and
Innovation Committee relating to the fire risk at Skegness Hospital.

In relation to the new risk regarding theatre staffing, Ms Cecchini commented that
given the discussion at the Finance, Performance and Estates Committee it would be
helpful for follow up conversations to take place to understand what exactly the Board
would be required to do, or what action Executives were planning to take to mitigate




322/24

the risk. The Chair agreed that this was a good observation and asked the Group
Chief People Officer to discuss with the Executives the triangulation of information
into Committees and how that pulled through as a risk for the Board. The Group
Chief Clinical Governance Officer advised those present that the team had been
asked to consider this in terms of wider work around theatre productivity.

The Chair thanked the Group Chief Clinical Governance Officer for the report noting
the reassurance provided that the risk confirm and challenge meetings were
producing some dynamic movement within the Risk Register.

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

323/24

324/24

325/24

326/24

Item 14.2 Board Assurance Framework

The Director of Corporate Affairs presented the report noting that the Board
Assurance Framework remained work in progress in respect of populating the detail,
and work was ongoing with the newly appointed Executives and their teams. This
had been considered by all Committees during July and August 2024 and there had
been no change to the ratings, which remained static during this period.

Professor Baker commented that it was pleasing to see the increased focus on
education and noted the challenges in respect of research and innovation and the
grip of this. It was anticipated that the new Committee would work in conjunction with
the People and OD Committee on this area moving forward.

The Chair agreed that 2024/25 was a transitional year and the new Executive
Directors would need time to review this, additionally the two organisations managed
the Board Assurance Frameworks differently and standard procedures would need to
be implemented moving forward.

New strategic objectives would be established from 1 April 2025 and Board
Development time would be planned in the meantime to discuss priorities and how
those would align to Committees and work programmes in order to execute
strategies moving forward. The Chair added that during this time the Board
Assurance Framework would continue to be used in the way that it was intended and
was a good indication of progress being made.

The Board:
e Received the report noting the moderate assurance

327/24

328/24

Item 14.3 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 meeting held on 8 August 2024 with the report
being taken as read.

Mr Herbert explained that the Committee had received four new internal audit reports
with 3 providing reasonable assurance and one providing limited assurance with the




Committee recognising the positive improvements being seen in the control
environment.

329/24
The local Counter Fraud Specialist Annual Report had also been received which had
been appended to the report and was an excellent summary of the work undertaken
during the year.

330/24
There had been a disappointing deterioration in overdue policies and guidelines and
the previously agreed trajectory for improvement had been missed. The Committee
agreed this should be escalated to the Board.

331/24
The Committee had also approved its own Annual Report for 2023/24.

332/24
The Chair thanked Mr Herbert for the report which demonstrated strong process and
controls in place, with the exception of policies and guidelines. The Chair
acknowledged the escalation from the Audit Committee and requested Executives
discussed this matter further, requesting an update in due course.

333/24

The Group Director of Corporate Affairs explained that following the escalation from

the Audit Committee, policy data had been shared with ELT and had been escalated
through Performance Review Meetings (PRMs), with specific actions to address the

failings noted on the trajectory. The Chair noted the escalation process in place and

commented that the impact of this would need to be understood.

The Board:
e Received the assurance report and the Local Counter Fraud Annual
Report

334/24 | Item 15 Any Other Notified Items of Urgent Business

The Chair informed those present that this would be Mr Young’s last Public Board
meeting, as he would be leaving the organisation on 20 September 2024. The Chair
took the opportunity to thank Mr Young for his hard work over the last ten years.

335/24 | The Chair commented that the organisation was in a much improved place, as a
consequence of his personal input and leadership of the Finance team in becoming
more modern and fit for purpose. The Chair added that Mr Young would leave a great
legacy behind, and wished him well in his future endeavours. The Director of Finance
thanked Board colleagues for their kind comments.

336/24 | No further items were discussed.

The next scheduled meeting will be held on Tuesday 5 November 2024 via MS
Teams live stream.

Voting Members 7May | 2July | 3 Sept
24 2024 2024

Elaine Baylis X X X




Andrew Morgan

x

Karen Dunderdale

lan Orrell

Jim Connolly

Gail Shadlock

x| x| > >

Chris Gibson

Philip Baker

Neil Herbert

Rebecca Brown

Dani Cecchini

x| X| X| X

Julie Frake-Harris

Colin Farquharson

>

Sam Wilde

X[ X| P X| X| X| P X| X| X X X

Anne-Louise
Schokker
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Daren Fradgley

Nerea Odongo

Caroline Landon
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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/ The Board is asked to note the update.
Decision Required

System Overview

a) All parts of the Lincolnshire health and care system remain under significant
operational pressure as we enter the autumn/winter period, 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.

b) There is continued focus on the 2024/25 system operational plan and we
continue to work with partners to deliver this.

c) The Lincolnshire system had its quarterly system review meeting with the NHS
England regional team in October. This was a very supportive meeting, where
we received positive feedback on our continued improvements, alongside an
acknowledgment of the challenges and risks that the system face.

d) The system received the Winter planning and H2 priorities letter in September
which set out year 2 of the UEC recovery plan. This was followed by the NHS
IMPACT Clinical and Operational Excellence Programme, which sets out a
series of improvement guides and supporting infrastructure. The purpose of this
work is to bring together and codify the best clinical and operational practice
from across the country, to support further local improvement. Encouragingly
our planning captures all the points in the Winter letter and we continue to work
collaboratively to ensure we are in the best position over the coming 6 months.

e) Professor Lord Darzi published his review into the state of NHS. The review
sets the tone for the development of the 10 year Health plan which will be
overseen by the King’s Fund former Director of Policy, Sally Warren.



Group Overview

a)

b)

c)

d)

f)

g)

h)

Following the last public board meeting, | have now appointed to all the board
executive roles with the final appointment of Paul Antunes Goncalves as the
Chief Finance Officer, who joins us from Nottingham University Hospital on a
12 month secondment.

At Month 6, ULHT’s YTD position is a £18.1m deficit, £7.6m adverse to the
planned £10.6m YTD deficit.

LCHS’s YTD position is a £1.0m deficit, £0.2k better than the planned £1.2m
deficit position.

The ULHT CIP YTD has delivered savings of £15.9m, which is £2.2m higher
than planned savings of £13.7m. The CIP delivery is offsetting cost pressures.
LCHS CIP YTD has delivered £2.6m, which is in line with plan.

United Lincolnshire Hospitals Trust (ULHT) received final confirmation from the
Department of Health & Social Care of the official recognition and
Establishment Order change to reflect Teaching hospital status. From the 16
September ULHT became United Lincolnshire Teaching Hospitals NHS Trust
(ULTH).

Congratulations to our ULTH Armed Forces staff network for winning two
awards at a recent event in the House of Lords for the work they have
undertaken as part of the Step into Health programme, which reinforces our
commitment to our Armed Forces community that we are fully supportive in
their journey towards a career in the NHS.

LCHS was recognised with a Defence Employer Recognition Scheme Gold
Award in September. This recognises the support we offer to Reservists,
Service leavers, Cadet Force Adult Volunteers, veterans and the spouses and
partners of serving personnel, and follows ULTH in gaining the same award last
year.

On the 20t September the Secretary of State for Health visited the Midlands
region and met with Acute and community providers, ICB, mental health
providers and local authority CEOs. | attended with Lincolnshire colleagues to
listen to his priorities for the NHS.

October was Black History Month and our REACH & CODE staff networks
arranged an all-day event on ‘Reclaiming the Narrative’. This was attended by
excellent external speakers, colleagues from the global minority workforce
across Lincolnshire and allies.



j) Finally, | would like to thank Sam Wilde for all his dedication and commitment
to LCHS over the last 6 years and more recently across the Group as the
Director of Finance and wish him well in his new role.
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Date of Meeting 5 November 2024

Item Number

Unannounced Assessment of Urgent and Emergency Care

Accountable Director Nerea Odongo, Group Chief Nurse

Presented by Nerea Odongo, Group Chief Nurse

Author(s) Kathryn Helley, Group Chief Clinical
Governance Officer

Recommendations/ The Board is asked to:-
Decision Required
Note the content of the report.

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

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 (ULTH)

3f Reducing unwarranted variation in planned service delivery and ensure we meet all
constitutional standards (ULTH)

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 Core20PLUSS5 with our ICS

5b Co-create a personalised care approach to integrate services for our population
that are accessible and responsive

5¢ 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




Executive Summary

Background

On 16 October 2024 the Care Quality Commission (CQC) undertook an unannounced visit
to Lincoln County Hospital to review Urgent and Emergency Care Services.

No immediate patient safety concerns were reported back to the Trust as a result of the
visit.

The CQC thanked the Trust staff for all the help and support offered throughout the day.
They saw examples of good safeguarding practice with emergency department staff and
ambulance staff working well together to protect patients. They also observed good patient
care throughout the different areas within the department and staff working hard whilst the
department was at capacity.

Some initial actions were identified as follows:-

¢ ensure that the National Early Warning Score process is fully embedded
e improve access to trolleys in the emergency department to assist with patient flow
e review staffing within the CDU escalation area.

Next Steps

To conclude the assessment process a number of focus groups and interviews are to take
place. A request for evidence has been received and is due to be submitted on 31 October
2024. Following this, the Trust will receive a report outlining the finding of the assessment
and any actions identified.

Trust Board Action

The Trust Board is asked to note the content of the report.
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Group Development — Next Phase

Accountable Director Professor Karen Dunderdale, Group CEO
Presented by Professor Karen Dunderdale, Group CEO

Author(s) Professor Karen Dunderdale, Group CEO
Wendy Booth, Interim Governance Advisor

Recommendations/ The Board is asked to.-

Decision Required e Note the work which is underway to refresh the group
development programme plan including proposed
work streams and key actions / milestones;

Agree the need for any further information, assurance
or actions at this stage.




Executive Summary

Following the appointment of the Group Executive Leadership Team and the appointment
of Group Non-Executive Directors there is now a need to review the programme of work
supporting the next phase of the groups development.

The key initial actions are included within the report along with the workstreams that have
been identified as being critical to the next stage of the groups development.




1.1

2.0

2.1

Background & Introduction

Having completed the process of appointing the Group Executive Leadership
Team and following the NHSE approval for the appointment of four ‘group’
Non-Executive Directors (NEDs) as well as one trust specific NED within each
trust, there is also now a need to review the programme of work supporting
the next phase of the group’s development. Key initial actions include:

+ Refreshing the group development programme & timeline to include
a review of:

o work streams — do the previously identified work streams remain
appropriate and / or are other work streams required?;

o actions / milestones & enablers: what are the actions / milestones &
enablers within each work stream which are critical to the ongoing
development of the group;

o timescales: agreement of timescales which are sufficiently challenging
but also realistic and achievable.

+ Refreshing the group development programme governance &
oversight arrangements including reporting on progress to:

Group Leadership Team (GLT)

Trust Boards

wider organisation

key external stakeholders (as required)

o O O O

Current Position

Following an initial discussion at the Executive Leadership Team Time-Out
held on Thursday, 12 September 2024, the following work streams have been
identified as being critical to the next stage of the group’s development. A
high level summary of proposed key actions within each work stream and the
proposed Senior Responsible Officer (SRO) for each work stream is also
detailed below:

e Work stream 1: Group Operating Model & Leadership
(development of the group model structure and associated
implementation plan including the proposed re-design of the operating
functions to work on a wider footprint and ensuring that clinical
leadership remains central to the group model)

SRO: Group Chief Executive

e Work stream 2: Accountability, Information & Reporting
(development of a Group Accountability Framework including an



aligned Integrated Performance Report (IPR) / Key Performance
Indicators (KPIs) and an aligned performance review process)
SRO: Group Chief Executive (supported by the Group Chief
Integration Officer)

Work stream 3: Aligned Governance & Decision-making
(development of an aligned board reporting framework and the move
from boards-in-common to a group or joint board, review of the
combined quality committee(*), transition of the remaining board
committees to work jointly, development of harmonised board and
committee templates and common reporting writing guidance and
agreement of executive governance structures which are aligned to
and support the agreed group and trust level operating model)

SRO: Group Director of Corporate Affairs / Group Chief Clinical
Governance Officer

(*It is worth noting that review of the Quality Committee is now
complete. The review was undertaken by the external Interim
Governance Advisor currently working with the two trusts and the
report from that review concluded: “In summary, the combining of the
two trust Quality Committees appears to have worked well and there is
a good level of participation, debate and challenge in the committee.
The committee also appears to have oversight of the key quality &
safety issues affecting the two trusts and wider group although the
dilution of reporting into the committee from some of the previous sub-
groups (e.q. Safeguarding & Vulnerabilities and Infection Control) is a
potential risk. Inevitably, there is still work to do to further strengthen
and embed the revised arrangements and recommendations have
been made to support this work”. The outcome of the external review
was considered by the Quality Committee at a workshop held on Friday
18 October 2024 and the outcome of that discussion and the response
to the recommendations from the external review will be reported to the
boards-in-common in due course. It is also worth noting that there is
learning from the review of the Quality Committee which can be
transferred to the other board committees as they transition to working
jointly. The relevant recommendations have therefore been captured
within Work stream 3: aligned governance & decision-making.)

Work stream 4: Comms & Engagement (socialising / launch of group
brand and associated actions (e.g. review of signage, documentation,
social media etc.)

SRO: Group Director of Corporate Affairs

Work stream 5: HR & Workforce (harmonisation of employment
policies & processes, T&Cs, reward & recognition, induction etc.,
development of group values)

SRO: Group Chief People Officer

Work stream 6: Organisational Development (agreement of long
term organisational development programme to support the transition

5



2.2

2.3

2.4

to group and the new operating model including the provision of
external expertise as required)
SRO: Group Chief People Officer

e Work stream 7: Digital (alignment of digital infrastructure and
capabilities including the development of the ‘Vision for Information’)
SRO: Group Chief Integration Officer

e Work stream 8: Estates & Facilities (development of a group estates
strategy (including the completion of an estate rationalisation review)
and the strengthening of estates & facilities management governance
structures)

SRO: Group Director of Estates & Facilities

e Work stream 9: Strategy & Planning (development of the group
strategy and strategic aims & objectives and development and
alignment of the underpinning strategies e.q. clinical, quality, people
etc.)

SRO: Group Chief Integration Officer

e Work stream 10: Finance (development and agreement of a financial
strategy and plan for the group, harmonisation of policies and
processes, aligned approach to budgetary control etc.)

SRO: Group Chief Finance Officer

The Interim Governance Advisor has been asked to support each SRO to
identify and / or firm up the actions / milestones & enablers within each work
stream which are critical to the next phase of the group’s development and to
populate the programme plan accordingly. This work is currently underway.

Once populated, the plan will be formally shared with the boards and once
agreed, it is proposed that progress against delivery of the agreed actions and
milestones within the programme plan is reported to the boards through the
Chief Executive’s bi-monthly briefing. Reporting will, in the first instance, focus
on delivery against agreed programme milestones, but over time will include
reporting on benefits realisation of the move to group.

Where required and / or directed by the boards, specific aspects of the
programme may also be reviewed through the relevant board (assurance)
committee(s) or discussed in more detail at board development sessions. One
such example: the boards have recently agreed to move from five to three
strategic aims for the group for 2025 / 26 with a focus on: Patients, People &
Population. The detailed strategic objectives under each aim are currently
being worked up and a board development workshop is planned early in the
New Year to agree them, alongside agreement of the group’s ‘risk appetite’
and any required changes to the format of the Board Assurance Framework
(BAF) for 2025 / 26.



3.0 Trust Board Action Required
3.1 The boards-in-common are asked to:

e note the work which is underway to refresh the group development
programme plan including proposed work streams and key actions /
milestones;

e agree the need for any further information, assurance or actions at this
stage.

Professor Karen Dunderdale
Group Chief Executive
October 2024
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Quality Committee in Common Upward Report of the meeting held on
17 September 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, (ULTH)

Recommendations/ The Board is asked to:-

Decision Required o 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 the review being
undertaken in respect of the reduction in reported incidents for ULTH.

Duty of Candour was reported positively across the Group. Despite the LCHS
figures appearing low it was known that this was due to timescales and data
availability.

A new approach was being developed across the Group in respect of Central
Alert System and Field Safety Notices so that this was joined up.
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Triangulation of incident and complaints would also tale place and would
enable consideration of the Patient Safety Incident Response Framework plan
for the next financial year.

In respect of the deteriorating patient the Committee recognised the ongoing
work with the division to seek improvements with the Committee noting that
alignment of the responsibility for this was being considered. It was
recognised that it would take some time for any implemented changes to
demonstrate improvements.

The Committee was keen to understand if there was a patient safety impact
being seen due to their being no deteriorating patient lead across the Group.
Assurance was offered that incidents were reviewed on a daily basis and
there was no evidence to suggest an impact.

The Committee was pleased to note the positive report received by the group
form the Medicines Quality Group in respect of there having been a 25%
increase in Controlled Drug audits.

The Committee received and noted the Infection Prevention and Control (IPC)
Board Assurance Frameworks (BAF) for both LCHS and ULTH nothing that
there were some red rated areas within the LCHS BAF however this was a
timing issue in reporting to the region to identify the Director of IPC.

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.

Children in Care Service Update Report — LCHS

The Committee received the report with assurance noting that funding had
been secured until March 2025 for full paediatric services with interest from 2
Doctors to work part time within the service.

Work was being undertaken in order to algin current reporting systems to
ensure appropriate visibility of data and administration support was noted as
being in place in order to support performance reporting.

The Committee noted that escalations had been made to the System Quality
Group as this was an ICB statutory responsibility however the Trust was
progressing at risk as current funding only ran until March 2025.

A formal update would be received by the Committee in December in respect
of the improvements in service provision.

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 the ongoing work
to improve Friends and Family Test responses with continued themes from
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feedback being received relating to communications. As a result, this was
being considered for mandatory training for staff.

The Committee noted the escalation raised by the group in respect of Equality
Diversity and Inclusion (EDI) which had recognised that whilst the was strong
leadership in place for staff, this was not the case for patients. Therefore, the
group was considering how the patient EDI agenda could be delivered. This
could support triangulation of patient survey data for the Group to understand
whose voice was being heard.

The group had considered a number of patient surveys including the cancer
inpatient and CQC inpatient survey. The outcome of these had been positive
and indicated improvement in terms of the position of ULTH.

Concern had been noted in respect of mixed sex accommodation due to a
number of breaches being reported from the surgery division within ULTH and
it was noted that this was due to the management of patients.

The Committee was pleased to note that the group had considered the staff
survey results for the previous year for both organisations with the Committee
specifically pleased to note the statistically significant improvement for ULTH.

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 Epilepsy 12
audit which had been appended to the report where there was a risk of ULTH
being an outlier. As a result, an action plan had been requested from the
Family Health Division to address this.

The Committee considered the Sentinel Stroke National Audit Programme
(SNNAP) data for which a recovery action plan was noted as being in place
with some improvements being seen across the areas of audit. The
Committee focused discussions on those patients remaining on the stroke unit
longer than necessary and recognised the work being undertaken to review
the service delivery. A referral was made to the Finance, Performance and
Estates Committee, ULTH, in respect of the service review to seek assurance
on the timeline for delivery of the revised service provision.

Lose notes had been highlighted by the group as an area of concern with the
Committee noting the need for a referral to be made to the Finance,
Performance and Estates Committee, ULTH due to the reporting route for
this. Concern was raised that lose filing could have a quality impact on the
patient journey if information was not available.

Focussed Discussion — National Audit Programme

The Committee undertook a focused discussion on the National Audit
Programme noting the year-on-year increase in the number of audits to be
undertaken.



The Committee noted the participation of ULTH in 58 audits over the year for
which the Trust was 100% compliant.

The programme was LCHS was being reviewed as there were currently on 2
national audits being participated in and therefore there was a need to ensure
all relevant audits were being addressed.

The Committee noted the clear process in place to undertake and manage
audits with reports presented to specialty governance meetings. Clinical Audit
Facilitators offered links to the division and assisted the Clinical Audit Leads
with both national and local audit programmes.

Work was underway to ensure that those audits spanning multiple divisions
were appropriately allocated and actions and outcomes were addressed
accordingly. It was recognised that at times, where outlier status was
indicated, this was due to data accuracy and upon resolving removed outlier
status.

It was recognised that in order to support data accuracy there was a need to
ensure that the audit clerks within the divisions were appropriately supported
and that there was a network in place to ensure skills were maintained.

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

Not for discussion.
Assurance in respect of Objective 5b — Co-create a personalised care
approach to integrate services for our population that are accessible and
responsive

Not for discussion.

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

Not for discussion.
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 updates continued to be sought on a monthly basis for
consideration by the Committee.

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.



Emergency Planning Quarterly Report: Quarter 1 2024 — LCHS
The Committee received the report with assurance noting the partial
compliance that was reported and reflected that this position had been
consistent for some time.

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 and the
realignment of a risk to the People Committee for ULTH.

There had been a number of changes to high risks for LCHS with the
Committee noting the difference in risk ratings across the 2 organisations.
Work was also being undertaken to ensure that risks were appropriately
reflected across the Group where necessary.

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

Group CQC Forward View

The Committee received the report with assurance noting that the report
provided an update on the progress being made in respect of the new CQC
Single Assessment Framework.

The Committee noted that the evidence collection would support discussions
as to areas requiring support with a need to ensure the quality of the evidence
and data being provided.

Quality Impact assessment Quarterly Assurance Report — LCHS and
ULTH

The Committee received the reports with assurance for both ULTH and
LCHS noting what had been received by the QIA panel for both organisations
with work also progressing in respect of a joint policy process moving forward.

Committee Performance Dashboard - ULTH and LCHS

The Committee received the reports for ULTH and LCHS with assurance
noting that the discussions held by the Committee through the reports
reflected the performance position reflected.

The Committee noted concern in respect of the reporting of the Summary

Hospital-Level Mortality Indicator (SHMI) through the SPC chart as this was
not responsive to the moving target for which ULTH reported against. Work
would be undertaken to determine the most appropriate reporting approach.

Integrated Improvement Plan - ULTH

The Committee received the Integrated Improvement Plan report for
information noting the moderate assurance and recognised that the report
triangulated with the wider discussions of the Committee.



Interim ToR and Work Programme
The Committee received the interim terms of reference and work programme
for information.
Issues where assurance remains outstanding for escalation to the Board
No escalations required.

Items referred to other Committees for Assurance

The Committee referred to the ULTH Finance, Performance and Estates
Committee the issues of lose notes and stroke services.

Attendance Summary for rolling 12-month period

Voting Members JIFIMA J|IJ|/A|S|O|N
Jim Connolly Non-Executive Director XXX X[ X[IX[|X|A[X
(Chair)

Chris Gibson Non-Executive Director XXX X[X|X]A

Karen Dunderdale Executive Directorof | X | X |[D |D | X | X

Nursing, ULHT/LCHS

Colin Farqguharson Medical Director, XIX[|X[|X[X[|X[|X[|X[X
ULHT

Rebecca Brown, Non-Executive Director | X [ X [ X [ X [ X | X [ X | X | X
(Maternity Safety Champion),

ULHT/LCHS

Gail Shadlock, Non-Executive Director, X X X[ XX
LCHS

Julie Frake-Harris, Chief Operating X X[ X|X[X|X]|D
Officer, ULHT/LCHS

Anne-Louise Schokker, Medical Director, | X | X [A [ X [A | X [X

LCHS

Nerea Odongo, Group Chief Nurse XXX
Caroline Landon, Group Chief Operating X | X
Officer

Daren Fradgley, Group Chief Integration X | X
Officer

X in attendance
A apologies given
D deputy attended
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Recommendations/ The Board is asked to:-

Decision Required o 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 the group had
reviewed the data associated with the perceived reduction in incident
reporting however, due to the charts not correlating further investigation would
be undertaken.

There had been a positive position reported in respect of Field Safety Notices
with an improvement since March 2024 of 86% in terms of closure of actions.
This was as a result of dedicated focus being given to this work.



The Committee was pleased to note the feedback from the Healthcare Safety
Investigation Board (HSIB) in respect of the ULTH being the leading
organisation in the country in respect of the work undertaken to implement the
requirements of the Patient Safety Strategy.

The group had received an update in respect of Martha’s rule with a number
of reports shared with the Committee for oversight, specifically the Call 4
Concern documents. The Committee noted the implementation date of
December and noted further national guidance was awaited in respect of
reporting expectations.

The Committee noted the report received in respect of DKA which had been
awaited for some time and demonstrated the significant work which had been
undertaken offering reassurance to the group and Committee.

Detailed upward reports continued to be received by the group from the
Divisions which demonstrated the level of grip and control in place.

The Committee noted the terms of reference for the Medical Devices Safety
Group with a query regarding appropriate membership to ensure this was
reflective across the Group, this would be reviewed and revised if necessary.

The Medicines Optimisation Strategy was received with the Committee noting
the content and reflecting that this had been well written however noted the
need to ensure that there was a clear direction of travel across the Group in
respect of strategies and how and where these were approved and managed.

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 report with assurance noting the improved
position of ULTH on the regional heat map having achieved a score of 18 in
month. It was anticipated that this score would continue to reduce over time,
further improving the position of the Trust.

The roll out of Badgernet was anticipated in April 2025 with the project team
progressing the associated work to achieve this. The Committee noted that
the Trust was compliant with Saving Babies Lives with preparation underway
for the go live of physiology on 6 November 2024.

The Committee was pleased to note the upgrade of the service from
‘participating’ to a ‘recognised’ maternity unit in respect of the Twins Trust
Audit. This was a positive development for the small team who managed the
twin pregnancy pathway.



The Pelvic Health Project Lead Midwife had been appointed an would
commence in post at the end of October supporting delivery of the service,
incorporating education in relation to prevention.

The Committee received and noted a number of appended reports in relation
to the neonatal workforce including the action plan to achieve the 75%
trajectory of qualified in specialty staff.

A significant increase in safeguarding cases had been noted with 2
Safeguarding Midwives within the service however it was noted, due to the
increase, that further work was required to support the team.

In respect of the Clinical Negligence Scheme for Trusts (CNST) the
Committee noted the midpoint review, receiving and approving a series of
associated documents which have been made available to the Board in the
reading room of iBabs.

CNST Standard 4: Short-term locum engagement: Note the exception report
See Appendix 9.1 and agree on decision to submit non-compliance with
additional request for NHSR to review the evidence relating to this action with
a potential to upgrade to complaint.

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 Quality Committee and Trust
Board should note the progress made in respect of the previous action plan.
See Appendix 1.5, 1.5.1,1.5.2, 1.5.3, 1.5.4

CNST Standard 6: Trust Board should note the progress made towards
Saving Babies Lives Care Bundle and the agreement for divergence to the
guidance relating to obstetric leads. The ICB and the Business Unit has
reviewed the position and feels that the standard has been met with the
0.1wte in addition to the Fetal Monitoring Lead Midwife. See Appendix 1.1,
10, 10.1, 10.2, 10.3

CNST Standard 10: Upward reporting to Trust Board of appendix 1.6, and
narrative that demonstrates that during this reporting period there have been
no additional MNSI/EN cases. The accumulative numbers for the current
CNST reporting period are currently 3 MNSI cases, 2 of which qualified for
Early Notification. For all three cases, families received both verbal and
written Duty of Candour and the relevant information about the role of EN and
MNSI.

Focussed Discussion — Pressure Ulcers

The Committee undertook a focused discussion on pressure ulcers following
the deep dive undertaken in June 2024 to understand the progress that had
been made.



The Committee received the report and associated action plan noting 3 key
themes of education standards for staff, identification through care pathways
and processes for escalation and holistic care for LCHS.

LCHS had initiated an assurance programme for skin integrity in May 2024
which continued to meet on a weekly basis which maintained oversight of the
position. Since the introduction of the assurance programmes there had been
an increase in awareness amongst staff in respect of pressure damage with
the assurance profile improving over time.

The Committee noted that pressure ulcers was held as a high risk on the
LCHS risk register and at this time it was not felt appropriate to reduce this.
There was a clear action plan in place with oversight assurance processes
along with Group working to support improvement.

Consideration had also been given to Moisture Associated Skin Damage
(MASD) and continence due to potential concern of a correlation. Whilst it
was noted that, following a case note review, there was no direct correlation
further work would be undertaken by the Skin Integrity Group to consider any
learning and actions that could be identified.

The Committee noted the update provided by ULTH through the focussed
discussion with significant improvements having been noted from the position
2 years prior.

Monthly Skin Integrity meetings were held in addition to a Skin Integrity
Improvement Group being in place which offers support to specific areas if
required.

Moisture was noted as one of the main issues for ULTH with a range of
actions in place to ensure this was a priority for improvement. A moisture
group had been established across the Group with the intention to
standardise some of the variances being seen in care.

A project was also taking place to consider the impact of temperature on
moisture damage as peaks had been noted in the summer and winter months.
Data was being gathered to determine if there was a need for temperature-
controlled environments to support the nursing teams.

The Committee was pleased to note the progress that was being made in
respect of pressure ulcers and recognised the significant journey ahead for
the teams to continue to realise improvements. The Committee requested a
further update be provided in 6-months with the anticipation of seeing further
improvements.

Focussed Discussion — Pharmacy/Medicines Management

The Committee undertook a focused discussion in respect of Pharmacy and
Medicines Management following concerns that had been raised at previous
meetings in respect of the service.



The Committee noted the work that had been undertaken in the service over
the past 18 months including successful recruitment of over 50 staff. Whilst
some attrition was noted there was a low vacancy rate of 1.6% against the
funded establishment.

The service had undertaken a number of cultural surveys with the repeat
survey undertaken in March 2024 showing significant progress however
issues remained in respect of staff progression, weekend working, staff
retention and ePMA.

To address ePMA issues the service had set up a focus group to involve the
team and to ensure collaboration with others to ensure progress was made in
respect of the project.

The Committee noted the impact on staff of weekend working with drop-in
sessions being held to support staff. A case of need had been developed in
order to support full working days at the weekend, including bank holidays.

To support staff the service had introduced regular newsletters which offered
celebrations of the team and showcasing developments within the service
along with wellbeing support for staff.

Medicines reconciliation remained static and whilst a bid had been made for
recent winter monies it was noted that this had not been successful. Despite
this the Committee noted that the service continued to pursue the national
standards required.

Progress was noted in respect of the CQC actions as well as the
implementation of the self-administration policy. Work was also taking place
across the Group with the review of the medicines management policy and a
new Aseptic unit, processes and staff were in place for ULTH.

The Committee was pleased to note the update that was provided including
noting the areas of excellence that had been demonstrated, however reflected
on the need for further support to be offered to the service for continued
development which would be undertaken by the Group Chief Integration
Officer.

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 the data
considered by the group was now joined up across the Group, allowing LCHS
to access and triangulated data, mirroring the ULTH process.

It was noted that there would be continued development of the dashboard to
ensure appropriate narrative supported the data presented as well as
developing You Said, We Did, in order to determine required actions. Work
was also taking place to improve the Friends and Family Test with the
Committee noting the approval of the performance indicators.
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Through the Patient Advice and Liaison Service the group continued to note
the common theme of communication and waiting times with the Committee
noting that there was a failure to communicate waiting times clearly to
patients.

The group received updates from the divisions demonstrating where
improvements were being made, including learning from patient stories.

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 low Hospital
Standardised Mortality Ratio (HSMR) along with a low crude death rate. The
Summary Hospital Mortality Indicator (SHMI) was also reported as within the
expected range and work continued in respect of the appropriate reporting for
the indicator.

The Committee noted the reduction in the completion of Structured
Judgement Reviews (SJRs) within timescale to 81%, below the set
benchmark of 90%. It was noted that this was reported on a 12-month rolling
reporting analysis.

The group received a detailed update from LCHS regarding the Integrated
Urgent and Emergency Care position with significant improvements noted in
overdue NICE guidance. The group would continue to monitor the position
however reassurance had been received.

National Confidential Enquiry into Patient Outcome and Death (NCEPOD)
audit data for ULTH continued to show outstanding actions which were over
12 months old. Whilst there had been an improvement in the position from 33
to 18 overdue the group had sought updates from the Divisions as to the
actions being taken to address the overdue NCEPOD actions.

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

Not for discussion.
Assurance in respect of Objective 5b — Co-create a personalised care
approach to integrate services for our population that are accessible and
responsive

Not for discussion.

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

Not for discussion.



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 updates provided.

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 and recognising the work taking place across the
Group to align risk. It was noted that a joint policy had been developed with
an anticipated implementation date of 1 December 2024 which would provide
a consistent approach to risk across the Group.

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

Policies Overdue for Review

The Committee received the report with assurance noting the position
presented in respect of overdue policies noting that this would continue to be
reported on a monthly basis to ensure oversight and progress.

The Committee noted that there would be benefit in the inclusion of a
trajectory to address the updates required.

Quarterly Group CQC Progress Update

The Committee received the report with assurance noting that there had
been a number of changes to the position since the report had been
produced.

It was noted that the changes to the assessment process had been placed on
hold by the CQC however the Group would continue to monitor any
outstanding actions whilst the new assessment framework was determined by
the CQC.

Maternity Insights Visit — 24 September 2024 - ULTH

The Committee received the report with assurance and noted the feedback
offered. It was recognised that any actions resulting from the visits would be
collated and monitored through the clinical governance team however the
formal report was still awaited.

CQC Feedback Letter — Assessment of UEC

The Committee received the letter noting the outcome and recognised that a
formal report would follow. Where necessary and action plan would be
developed for those areas identified as requiring improvement.

Committee Performance Dashboard - ULTH and LCHS
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The Committee received the reports for ULTH and LCHS with assurance
noting the transition work of the dashboard which had been discussed at the
Quality Committee workshop.

The Committee noted the performance reported reflected the discussions held
during the course of the meeting and reporting would in future be aligned to
the patient journey.

Operational Plan Report - LCHS and Integrated Improvement Plan -
ULTH

The Committee received the reports with assurance noting that work was
taking place to move this to a Group approach which would provide greater
oversight and triangulation of the position.

The Committee noted the new approach to divisional reporting with a new
style report expected to be received from November to the Committee.

Interim ToR and Work Programme
The Committee received the interim terms of reference and work programme
for information.

Any Other Business — Quality Committee Workshop

The Committee received a verbal update following the workshop which had
been held on the 18 October, as the 6-month review of the Committee in
Common.

The Committee noted that the workshop had considered the report of the
external consultant which contained a number of recommendations. The
report, along with the feedback from the reporting groups would be reported to
the Committee formally in November, outlining the discussions and
recommendations and would also be reported to the Board.

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

Officer

Voting Members JIFIMAM|J|J A 0)
Jim Connolly Non-Executive Director XXX X[ X[X[|X]|A X
(Chair)

Chris Gibson Non-Executive Director XX X[ X[X|X]A

Karen Dunderdale Executive Directorof | X | X |[D |D | X | X

Nursing, ULHT/LCHS

Colin Farquharson Medical Director, XX XXX [X[|X]|X X
ULHT

Rebecca Brown, Non-Executive Director [ X [ X [ X [ X [ X [ X [ X | X X
(Maternity Safety Champion),

ULHT/LCHS

Gail Shadlock, Non-Executive Director, X X X | X X
LCHS

Julie Frake-Harris, Chief Operating X D

Officer, ULHT/LCHS

Anne-Louise Schokker, Medical Director, | X | X |A | X [A | X | X

LCHS

Nerea Odongo, Group Chief Nurse X | X D
Caroline Landon, Group Chief Operating X X
Officer

Daren Fradgley, Group Chief Integration X X

X in attendance
A apologies given
D deputy attended
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NHSE Listening to Women and Families — APPG Birth Trauma
Report
Accountable Director Nerea Odongo, Group Chief Nurse
Presented by Nerea Odongo, Group Chief Nurse
Author(s) Libby Grooby, Director of Midwifery

Report previously considered at MNOG
June 2024
For information

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

1¢ 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

3¢ 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 (ULTH)

3f Reducing unwarranted variation in planned service delivery and ensure we meet all
constitutional standards (ULTH)

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 Core20PLUSS5 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 Insert risk reqister reference
Financial Impact Assessment Insert detail
Quality Impact Assessment Insert detail

Equality Impact Assessment Insert detail

Assurance Level Assessment Insert assurance level
Significant
Moderate
Limited
None

Recommendations/ e The Board are asked to note the content of the report
Decision Required




Executive Summary

The All-Party Parliamentary Committee launched a report on their findings from the Birth
Trauma Inquiry on the 13t of May entitled “Listen to Mums: Ending the Postcode Lottery on
Perinatal Care”. The background to the report includes the three major investigations into
failures in maternity care and that almost half of maternity units in the UK are rated as
“‘inadequate” or “needs improvement” by the CQC. The report asserts that in spite of the
numerous policy documents that there is no single overarching strategy to improve
maternity care.

The inquiry received 1300 submissions from people who had experienced traumatic births
and a further 100 submissions from maternity professions. There were also seven
evidence sessions which included both parents and experts. The inquiry has documented
harrowing experiences of maternity care and the impact in both the short and long-term of
birth trauma. Research evidence indicates about 4-5% of women develop post-traumatic
stress disorder and around 1/3 describe their births as traumatic, the report considers the
significant social and economic costs associated with these outcomes. The inquiry
concluded that “The picture to emerge was of a maternity system where poor care is all-too-
frequently tolerated as normal, and women are treated as an inconvenience”.

The report has made a number of recommendations many of which are already included in
the Three-Year Delivery Plan. The initial benchmarking demonstrates a positive position for
ULHT. The only red action we had in ULHT was the delayed support for the use of SDF
funding to develop a perinatal pelvic health service across Lincolnshire as per the Three-
Year Delivery Plan. The funding has now been approved and we are in the process of
implementing a service for the women of Lincolnshire.

The recommendation is ‘Maternity units to implement NHS England’s Perinatal Pelvic
Health service specification, which includes providing information for women in antenatal
period, such as the importance of pelvic floor exercises; increased education for health
professionals including GPs; and early access to care for symptoms of incontinence.
Women with perineal injuries to be seen by specialists in pelvic health clinics.
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» Regional:
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o medical directors

o chief midwives

o |ead obstetricians

Dear colleague,

Maternity and neonatal services — listening to women and families

The importance of listening to women, and taking appropriate action in response, has again been brought into sharp focus
this week following publication of the report by the All-Party Parliamentary Group (APPG)_on Birth Trauma (https://www.theo-
clarke.org.uk/sites/www.theo-clarke.org.uk/files/2024-
05/Birth%20Trauma%20Inquiry%20Report%20for%20Publication_May13_2024.pdf).
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We are grateful to the APPG on Birth Trauma for giving a voice to mothers and families who have experienced birth trauma.
There is no single solution to reducing risks before, during and after birth, and the needs of each mother, baby and family
affected by a traumatic birth will be different, and local services have important roles to play in preventing traumatic births,
and better supporting those who experience them. We urge all Boards, and those that work in maternity and neonatal
services to read the report and how its themes and recommendations inform existing local plans to implement the three year
delivery plan for maternity and neonatal services.

The Priorities and operational planning_guidance 2024/25 (https://www.england.nhs.uk/publication/priorities-and-operational-
planning-guidance-2024-25/) makes clear that the implementation of the Three year delivery plan for maternity and neonatal
services (https://www.england.nhs.uk/publication/three-year-delivery-plan-for-maternity-and-neonatal-services/) continues to
be a key priority for integrated care boards (ICBs), Trusts and primary care. The vast majority of women, babies and families
receive safe care, and the plan commits the NHS to making maternity and neonatal care safer, more personalised, and more
equitable, and prioritises listening to women and families to achieve this.

Trust boards and ICBs have a duty to ensure regular, robust oversight of maternity and neonatal services in line with the
perinatal quality surveillance model (https://www.england.nhs.uk/publication/implementing-a-revised-perinatal-quality-
surveillance-model/). In particular, if not already done so, boards must review the commissioning and implementation of
existing commitments for which you have received funding for implementation in 23/24, and which will help address
recommendations in the All-Party Parliamentary Group (APPG) on Birth Trauma report:

» perinatal pelvic health services, in line with the national service specification
(https://www.england.nhs.uk/publication/service-specification-perinatal-pelvic-health-services/)

« maternal mental health services, in line with national guidance

« availability of bereavement services 7 days a week

 local maternity and neonatal system (LMNS) equity and equality action plans, working across organisational
boundaries
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Since 2020 there has been a contractual requirement to offer women a maternal postnatal consultation with a GP
(https://www.england.nhs.uk/long-read/gp-six-to-eight-week-maternal-postnatal-consultation-what-good-looks-like-
guidance/), and in December 2023 we issued ‘what good looks like (https://www.england.nhs.uk/long-read/gp-six-to-eight-
week-maternal-postnatal-consultation-what-good-looks-like-guidance/)” guidance in support of this. We therefore ask ICBs to
review local delivery of this standard.

NHS England is providing an additional £3 million of funding for maternity and neonatal voice partnerships (MNVPs) in
2025/26 and 2026/27, with a part-year effect of £1.2 million in 2024/25. This funding is part of a £35 million package of
additional investment in maternity and neonatal services over three years that was announced in the Spring budget. ICBs
should already be providing appropriate levels of funding and resourcing to MNVPs, and therefore the additional funding
recognises the central role MNVPs play in helping to improve care as outlined in Maternity and neonatal voices partnership
guidance (https://www.england.nhs.uk/long-read/maternity-and-neonatal-voices-partnership-guidance/), and the need to
strengthen the neonatal parental voice component. This letter confirms allocations for 2024/25 (Annex 1
(https://www.england.nhs.uk/long-read/maternity-and-neonatal-services-listening-to-women-and-families/#annex-1-
integrated-care-board-allocations-for-maternity-and-neonatal-voice-partnerships)), which have been calculated on a per unit
basis. The funding will be available for ICBs to draw down by June.

We look forward to continuing to work with you to improve maternity and neonatal care.
Yours sincerely,

Dame Ruth May, Chief Nursing Officer, NHS England.
Professor Sir Stephen Powis, National Medical Director, NHS England.
Dr Emily Lawson DBE, Chief Operating Officer, NHS England.
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Annex 1: Integrated care board allocations for maternity and neonatal voice partnerships

Org code Org name No. of units Allocation 2024/25

Bath and North East

QOX Somerset, Swindon and £23,077
Wiltshire ICB
Bedfordshire, Luton and

GHG Milton Keynes ICB £23,077

QHL Birmingham and Solihull £23.077
ICB

QUA Black Country ICB £30,769
Bristol, North Somerset and

QUY South Gloucestershire ICB £15,385




Org code

Org name

No. of units

Allocation 2024/25

Buckinghamshire,

QU9 Oxfordshire and Berkshire £23,077
West ICB
Cambridgeshire and
QUE Peterborough ICB £23,077
e Cheshire and Merseyside £61.538
ICB
Cornwall and The Isles Of
QT6 Scilly ICB £7,692
QWU Coventry and Warwickshire £93,077
ICB
QJ2 Derby and Derbyshire ICB £23,077




Org code Org name No. of units Allocation 2024/25
QJK Devon ICB £30,769
Qvv Dorset ICB £15,385
QNQ Frimley Integrated Care ICB £15,385
QR1 Gloucestershire ICB £7,692
Greater Manchester
QOP Integrated Care ICB £61,538
Hampshire and The Isle Of
QRL Wight ICB £38,462
QGH Herefordshire and £15385

Worcestershire ICB




Org code

Org name

No. of units

Allocation 2024/25

Hertfordshire and West

QM7 Essex |CB £23,077

Q0Q Humber and North Yorkshire £46,154
ICB

QKS Kent and Medway ICB £38,462
Lancashire and South

QE1 Cumbria ICB £38,462
Leicester, Leicestershire

QK1 and Rutland ICB £15,385

QJM Lincolnshire ICB £15,385




Org code Org name No. of units Allocation 2024/25
QH8 Mid and South Essex ICB 3 £23,077
QMM Norfolk and Waveney ICB 3 £23,077
QMJ North Central London ICB 5 £38,462
QHM g‘:mf:%g”d North 10 £76,923
QMF North East London ICB 5 £38,462
QRV North West London ICB 6 £46,154
QPM Northamptonshire ICB 2 £15,385




Org code

Org name

No. of units

Allocation 2024/25

Nottingham and

QT Nottinghamshire ICB £23,077
QoC al/wrreok[:i)sr:geB, Telford and £7 692

QSL Somerset ICB £15,385
QKK South East London ICB £38,462
QWE South West London ICB £38,462
QF7 South Yorkshire ICB £38,462
QNG Staffordshire and Stoke on £7 692

Trent ICB




Org code

Org name

No. of units

Allocation 2024/25

Suffolk and North East

QJG Essex |CB 3 £23,077
QXU Surrey Heartlands ICB 3 £23,077
QNX Sussex ICB 5 £38,462
QWO West Yorkshire ICB 6 £46,154
Total 156 £1,200,000

Date published: 17 May, 2024

Date last updated: 17 May, 2024
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About

About the Birth Trauma Inquiry

On 9 January 2024, the All-Party Parliamentary Group (APPG) on Birth Trauma established the first
national inquiry in the UK Parliament to investigate the reasons for birth trauma and to develop
policy recommendations to reduce the rate of birth trauma. Seven oral evidence sessions took place

on consecutive Mondays between 5 February and |8 March 2024 in the House of Commons.

The Inquiry was also informed by written submissions which were received following a public call-

for-evidence.
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the Birth Trauma Association. She has also published two books about birth trauma: “Birth Trauma:
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FOREWORD

For any parent, having a child will be one of the most momentous and memorable occasions of their
life. When something unexpected happens during a pregnancy or birth it can lead to lifelong physical

and psychological consequences that often remain unknown and unspoken about.

This Birth Trauma Inquiry is, in its simplest form, an attempt to break this taboo and share the stories
and experiences of mothers and fathers publicly and start a public discussion on the realities of giving

birth and how we can practically improve maternity services.

Our key conclusion has been on the need to introduce a base standard in maternity services across
the United Kingdom. Currently there are several strategy documents relating to
maternity but no single overarching document. We believe that maternity strategy
should be brought into a single, living document, hosted on the UK government

website and continuously brought up-to-date.

To this end, the All-Party Parliamentary Group on Birth Trauma calls on the UK
Government to publish a National Maternity Improvement Strategy, led by a new
Maternity Commissioner who will report to the Prime Minister, which will outline ways

to:

I.  Recruit, train and retain more midwives, obstetricians and anaesthetists to ensure safe levels
of staffing in maternity services and provide mandatory training on trauma-informed care.

2. Provide universal access to specialist maternal mental health services across the UK to end
the postcode lottery.

3. Offer a separate 6-week check post-delivery with a GP for all mothers which includes
separate questions for the mother’s physical and mental health to the baby.

4. Roll out and implement, underpinned by sufficient training, the OASI (obstetric and anal
sphincter injury) care bundle to all hospital trusts to reduce risk of injuries in childbirth.

5. Oversee the national rollout of standardised post birth services, such as Birth Reflections, to
give all mothers a safe space to speak about their experiences in childbirth.

6. Ensure better education for women on birth choices. All NHS Trusts should offer antenatal
classes. Risks should be discussed during both antenatal classes and at the 34-week antenatal
check with a midwife to ensure informed consent.

7. Respect mothers' choices about giving birth and access to pain relief and keep mothers

together with their baby as much as possible.
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Provide support for fathers and ensure nominated birth partner is continuously informed
and updated during labour and post-delivery.

Provide better continuity of care and digitise mother’s health records to improve
communication between primary and secondary health care pathways. This should include

the integration of different IT systems to ensure notes are always shared.

. Extend the time limit for medical negligence litigation relating to childbirth from three years

to five years.

. Commit to tackling inequalities in maternity care among ethnic minorities, particularly Black

and Asian women. To address this NHS England should provide funding to each NHS Trust
to maintain a pool of appropriately trained interpreters with expertise in maternity and to

train NHS staff to work with interpreters.

. NIHR to commission research on the economic impact of birth trauma and injuries,

including factors such as women delaying returning to work.

Over the past three months, we have been privileged to hear from parents from across the United

Kingdom. They have trusted us with some of their most personal reflections and thoughts, often

relating to deeply troubling memories and experiences. This, the first Parliamentary Inquiry into Birth

Trauma, is as much their report as it is ours.

Our special thanks also go to all those who have supported the Inquiry and most especially to Kim

Thomas who has authored this report. The issues and stories contained in the following pages may be

difficult to read but underline that this issue transcends party lines and it will be up to whoever forms

successive Governments to listen and act.

Theo Clarke MP Rosie Duffield MP
Chair Co-Chair
APPG on Birth Trauma APPG on Birth Trauma
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EXECUTIVE SUMMARY

The inquiry received more than 1,300 submissions from people who had experienced traumatic
birth, as well as nearly 100 submissions from maternity professionals. It also held seven evidence
sessions, in which it heard testimony from both parents and experts, including maternity

professionals and academics.

The stories told by parents were harrowing. They included accounts of stillbirth, premature birth,
babies born with cerebral palsy caused by oxygen deprivation, and life-changing injuries to women as
the result of severe tearing. In many of these cases, the trauma was caused by mistakes and failures
made before and during labour. Frequently, these errors were covered up by hospitals who

frustrated parents’ efforts to find answers.

There were also many stories of care that lacked compassion, including women not being listened to
when they felt something was wrong, being mocked or shouted at and being denied basic needs such
as pain relief. Women frequently felt they were subjected to interventions they had not consented
to, and many felt they had not been given enough information to make decisions during birth. The
poor quality of postnatal care was an almost-universal theme. Women shared stories of being left in

blood-stained sheets, or of ringing the bell for help but no one coming.

The inquiry also heard, both from the submissions and the evidence sessions, accounts of the short-
term and long-term impact of birth trauma. This included difficulties in bonding with the baby, stress

on the relationship with their partner and wider family and, often, an inability to return to work.

Some of the most devastating accounts came from women who had experienced birth injuries,
causing a lifetime of pain and bowel incontinence. Many of these women said they could no longer
work, and described their injuries as having destroyed their sense of self-worth. Other women
wrote movingly of having to provide round-the-clock care for children left severely disabled as a

result of birth injuries.

Women from marginalised groups, particularly those from minoritised ethnic groups, appeared to

experience particularly poor care, with some reporting direct and indirect racism.

The inquiry also heard from partners who had been psychologically distressed after witnessing

traumatic birth, but whose emotional needs were disregarded, both during the birth and postnatally.



Birth
228 | Trauma

Many women wrote of their difficulty in accessing maternal health services, either facing long waiting
lists or being told they didn’t meet the criteria for help. There were, however, some positive stories

from women who had successfully accessed therapy and been helped to recover.

We also heard from maternity professionals who reported a maternity system in which overwork

and understaffing was endemic. Some referred to a culture of bullying.

The picture to emerge was of a maternity system where poor care is all-too-frequently tolerated as
normal, and women are treated as an inconvenience. We have made a set of recommendations that
aim to address these problems and work towards a maternity system that is woman-centred and

where poor care is the exception rather than the rule.



| Birth
228 | Trauma

Introduction

Why an inquiry into birth trauma?

While many women in the UK have a positive experience of birth, resulting in a healthy baby, this is
not always the case, and this inquiry has focused on the times when birth has been traumatic, leading
to poor outcomes for the mother or baby. In the past |0 years, there have been three major
investigations into failings in maternity care at specific NHS trusts: Morecambe Bay!, Shrewsbury and
Telford?, and East Kent3. A fourth is underway at Nottingham University Hospitals. These reports all
led to recommendations to improve maternity care, but a current programme of inspections by the
Care Quality Commission (CQC) has resulted in nearly half of maternity units in England being rated
as either “inadequate” or “requires improvement”.# Current policy on improving maternity care is
fragmented. Although there are several national policy documents that address the need to improve

maternity care, the inquiry heard that there is no single overarching strategy document.

Donna Ockenden, who is chairing the inquiry into maternity care failings in Nottingham, told the
inquiry: “Leaders across maternity services report continuous requests for information from
multiple bodies responsible for ‘oversight’ of maternity care in the UK. Frequently the requests are
duplicated or only very slightly different showing that there is ineffective coordination between these
multiple bodies. This is not efficient and wastes time. The system of maternity service oversight must

be streamlined & this made more effective.”

Research evidence shows that 4-5% of women develop post-traumatic stress disorder (PTSD) every
year after giving births, amounting to approximately 30,000 women in the UK, while about a third of

women experience birth as traumatic.t

It is clear that this could have significant social and economic consequences, including: the cost to
the NHS of treating PTSD and birth injuries; the cost to the NHS of litigation; of the effect on
women’s relationship with their baby and partner; and the effect on women’s ability to return to the
workplace. Yet the data on the impact of birth trauma is sparse. We welcome the UK government’s
decision to include birth trauma in the Women’s Health Strategy, an important step in recognising

the importance of birth trauma and making it possible to take steps to address it.?

Inspired in part by a parliamentary inquiry into birth trauma in New South Wales, Australia,
launched in 2023, the aim of this inquiry was to look at the reasons why women experience birth
trauma, how the condition affects them, the wider social impact and the steps we can take to

prevent birth trauma.

10
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The inquiry was guided by a Special Advisory Group (SAG) consisting of representatives from five
organisations that campaign on issues relating to maternity (the Birth Trauma Association, MASIC,
Make Birth Better, the Maternal Mental Health Alliance and Mumsnet), as well as birth campaigner
Gill Castle.

How we gathered and analysed evidence

Our inquiry invited written submissions both from parents about their experience of traumatic birth
and from maternity professionals. The call for evidence was published on Theo Clarke MP’s website

and advertised widely through social media. Witnesses were asked to provide their evidence as free-

text submissions, up to 1,500 words in length.

The window for submissions ran from 9 January to 20 February 2024. We received 1,311 personal
submissions from parents, and 92 from professional bodies, charities, campaign organisations and

individuals working in maternity, such as midwives and obstetricians.

The inquiry also carried out seven oral evidence sessions, each with a different theme, which ran on
consecutive Mondays from 5 February to 18 March. The inquiry heard from many NHS professionals

as well as parents.

Apart from the second session, which heard from international experts and was held online, all the
sessions were held in parliament in front of members of the all-party parliamentary group (APPG) of
MPs, and were open to the public. The parliamentary sessions consisted of two 45-minute panels,
with one panel consisting of expert witnesses, and the other of parents with lived experience of
birth trauma. The final question for each panel was about the policy steps they’d like to see the UK
government take to improve maternity care in the area discussed in the session._ Their answers

helped us shape our final recommendations.

Finally, Chair Theo Clarke MP held a separate online meeting with parents affected by failings in care

at Nottingham. A short report on this meeting is included in Chapter I.

Both the professional and personal written submissions were read by a team of volunteers linked to

the organisations represented on the SAG.

11
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The team reading the submissions kept a record on a spreadsheet of each account, including quotes
and key details of the birth (such as the year it took place, whether it was a caesarean section,

whether the baby was induced, whether the woman experienced tearing and so on).

We also used an open-source statistical package using R software to help us identify some of the
word clusters and hence, key themes, to be found in the submissions. For example, the words

” 9 ¢

“pain”, “agony” “screaming” and “paracetamol”, I”

epidural” and “finally” were often clustered
together, leading us to stories where women were offered paracetamol for serious pain. Similarly,
“husband,” “Covid”, “hospital” and “home” often appeared together, pointing to stories where
partners were sent home from hospital during the pandemic. The words “forceps,” “bladder”,

LTS

“stitches,” “incontinence” and “surgery” also appeared together, telling their own story.

The oral evidence sessions were all transcribed, and, along with the written submissions, informed

the findings of this report.

The structure of this report
We begin with a section on the key themes to emerge from the written submissions from parents.

The following seven chapters map on to the themes of the seven inquiry sessions:

I. Birth trauma: an overview

2. What we can learn from other countries
3. Birth injuries

4. Birth trauma and mental health services
5. The wider impact of birth trauma

6. Partners’ perspectives

7. Marginalised groups

Each chapter draws on research evidence, as well as evidence from the personal written
submissions, the professional written submissions and the oral evidence. We conclude the main
body of the report with a Vision chapter, which describes what we think a good maternity care
system would look like. Appendix | lists recommendations for improvement in maternity care.
These were drawn up by SAG members and are largely based on the recommendations made by

witnesses in the oral sessions in answer to the question about policy changes.
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Note on quotations
Unless otherwise stated, the quotations in this report come from the written evidence, and, except
for one standalone case study in Chapter 5, who gave permission to be named, they have been kept

anonymous. Names are used for quotations from the oral evidence sessions.

Thanks

We are immensely grateful to everyone who wrote in, particularly those who shared personal
stories, many of which shared intensely distressing experiences. Every single story was read, and,
although we were unable to acknowledge each one individually, they all provided valuable insights

that have gone to inform the findings in this report.
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KEY THEMES

Although the majority of personal submissions related to medical emergencies, the emergency itself
typically only formed part of the trauma. Many spoke of feeling fearful that they or their baby would
die: the word “terrified” appears in 266 submissions. Words like “shame,” “humiliation” and
“embarrassment” also come up repeatedly, while the word “broken” appears in 328 submissions.
The overwhelming narrative was one of distress at being neglected, ignored or belittled at a time

when women were at their most vulnerable.
Below are some of the most common themes to emerge.

Failure to listen

A failure to listen to women when they said that something was wrong was a feature of many, if not
most, of the written submissions. Often, they were told they were being over-anxious. One woman
who was in extreme pain for the last few weeks of her pregnancy, had “anxious mother” recorded
on her notes. In fact, she was bleeding internally as the result of spontaneous hemoperitoneum, a

rare and often fatal complication of pregnancy whereby tissue had torn behind her uterus.
Another woman wrote of how she kept calling the hospital for a scan:

“My bump height had dropped 8 days before and my midwife had sent for a growth scan, but
nobody contacted me to tell me the scan had been refused. | called up chasing it 44 times on one
day, but was just told there was a note saying ‘scan refused, bring induction forwards’, which nobody
did. My midwife kept reassuring me it was her head in my pelvis, so | didn’t know whether to be

worried or not so | pushed for the scan to see if there was something wrong.”

Had she been given a scan, as recommended in National Institute for Health and Care Excellence
(NICE) guidelines, it would have identified that her baby was experiencing growth restriction and

appropriate action taken. Her baby died during labour-.

This failure to listen continued postnatally. One woman who experienced “horrendous urinary and
faecal incontinence” was told by a consultant that there was nothing physically wrong with her, and
that the symptoms were a result of her poor mental health. Another described reporting her

concerns about her baby:
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“l was concerned that my baby was looking ‘yellow’ and asked the midwife. She told me | was being
overly anxious and he was fine. She wrote in my notes that | was an overly anxious mother and my
baby was NOT jaundiced. My husband intervened and a doctor confirmed my baby was jaundiced

and he was treated. The next day the page written by the midwife had been torn out.”

One woman described how her severe physical symptoms, including fatigue and tremors, were
wrongly diagnosed as psychological in origin, leading her to receive eight sessions of

electroconvulsive therapy. After several years, she was diagnosed as having a rare thyroid condition.

Lack of informed consent
The problems with consent start antenatally. Although the case of Montgomery v Lanarkshire8

established that patients should be informed about risks, this is often not happening in practice.

Many women told us that they were not informed that they had raised risks of particular
complications, such as tearing, which would have enabled them to make more appropriate decisions.
One woman was told she had a bicornuate uterus, but was not told that this put her at risk of
premature birth. She went into labour at 28 weeks, and her baby died shortly after birth. Another

wrote:

“Nobody informed me of the tear or in fact any risks associated with episiotomies and forceps
deliveries, and when it became clear to me, due to daily incontinence, that extended well beyond 6
weeks postpartum that | had suffered some major injuries, it took constant emails to the midwives
and my GP before anyone would refer me to gynaecology where they eventually, after months and
months on a waiting list, diagnosed the tear, multiple organ prolapse, cysts caused by infected

stitches, and nerve damage.”
During labour itself, numerous women told us that they had procedures such as vaginal examinations
or cervical sweeps performed without consent. This caused a lot of understandable distress. One

wrote:

“Whilst contracting and alone a doctor came to examine me. She did a vaginal examination and

without consent broke the rest of my waters.”

There was also a clear problem with consent when interventions such as forceps or caesarean

sections were being carried out. Many women said that, at the point when they were required to

15



| Birth
228 | Trauma

sign a consent form, they were in no position to give informed consent, either because of the

urgency of the situation, or because they were too ill:

“Feeling slightly delirious and with tears streaming down my face | kept asking [my partner] where
the doctor was. | became more hysterical by the minute and felt nauseous and disoriented from all
the gas and air. Finally the doctor arrived to tell me that a theatre was being prepared and to talk me
through the consent form. | had absolutely no interest in going through anything, and | could barely
talk properly anyway. | took the gas and air attachment out of my mouth, nodded my consent then
scribbled my signature on the form and stuck the mouthpiece straight back in again. | closed my

swollen, tear-stained eyes and just wished for the whole experience to be over.”

A number of women also reported having their request for caesarean section denied, either before

labour or during labour. One wrote:

“l had stated | felt my little boy was stuck and that | was not going to be able to get him out myself. |
was only getting pain on my right side which was so intense. | had to wait for what felt like forever
for an epidural and begged them for a c-section as | just knew something wasn’t right. She laughed at

me and told me it doesn’t work like that.”

Poor communication
Many women described not being told what was happening during labour, with some only finding out
that they had a particular condition when they read their medical notes or had a birth debrief

months later.

In other cases, there were unfortunate communication mix-ups. Heather Simmons, giving oral
evidence in session 5, told the inquiry that, after an intensely traumatic birth, in which her baby was
taken to the neonatal intensive care unit (NICU) and she herself was barely able to walk, she was
told by the midwife that her blood results showed she had been taking drink and drugs in her
pregnancy. As a result, her daughter was given an HIV test, without Heather’s consent. In fact, the

midwife had been reading from someone else’s notes.

One woman described in a written submission how her daughter was born poorly. Although she

was well cared for, the neonatal team did not give clear information about her prognosis:
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“They were saying her condition could cause anything from mild dyslexia to severe cerebral palsy,
and in the same conversation they were talking about end-of-life care. How is a discussion about

mild dyslexia compatible with deciding on end-of-life care?”

Her daughter was transferred to a specialist unit at a different hospital, where she received good
care until she died when she was five days old. The first hospital, however, had informed the health
visitor team of the birth, but not the circumstances, so the day before she died, the mother received

a call: “Congratulations on your baby! When can | come and see you?”

At her daughter’s inquest, the hospital repeatedly called their daughter by the wrong name.

Lack of pain relief

A high proportion of the submissions referred to a lack of pain relief, with women left to labour in
agony. In many cases, women in acute pain were offered paracetamol. One woman who turned
down paracetamol because she thought it was insufficient says the midwife responded by throwing

the paracetamol in the sink:

“l was literally left lying on the ground in pain wanting to die as the pain was so intense and
unbearable. Although | was not dilated enough to push, | was having intense contractions every 2
minutes and the pain was excruciating and exhausting. My partner kept asking for help but was

dismissed.”

During her 36-hour labour, she was also denied an epidural because her platelets were too low. She
remembers being violently sick, and jolting from the pain of having her waters broken. She sustained

a third-degree tear:

“Without an epidural the pain was intense, but the midwife nonetheless chastised me for flinching in

pain when he had a go at stitching me up when in fact surgery was necessary.”
Lack of kindness
The overwhelming majority of written submissions referred to a lack of kindness or compassion on

the part of the health professionals looking after them:

“My husband was sent home. It was after visiting hours. | was moved to the ward. | could not stand

or walk. | had a catheter. | was covered in blood and my own faeces but there was no one to help
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me wash. A plastic sheet was put on the bed and | lay on it in my filth. Around midnight | was woken
up by a woman (I don’t know who she was? A nurse! A midwife?) who reprimanded me for not
feeding my baby. He was asleep. | didn’t know what to do and | couldn’t pick him up. | tried to get
out of the bed but when she saw | was covered in blood and shit and hooked up to a catheter, she
told me to get back in and said she’d hand him to me. | didn’t know how to breastfeed. She told me
if | didn’t get it, she would take my son and give him a bottle. | felt like | was failing at mothering and

I'd only been a mother for a few hours.”

This lack of kindness was apparent even in cases where the baby died. Giving oral evidence in
session 4, Emily Barley told the inquiry that staff ignored red flags during her labour, including
meconium-stained waters. After her baby was found to have died, Emily pleaded for a caesarean, but
the consultant obstetrician refused, and then walked out, without explanation, followed by all the

other midwives and obstetricians who had been in the room:

“l was around eight centimetres dilated. The baby was imminent. But | was left without care for over

half an hour. Just my mum. | remember asking ‘Where has everyone gone? Where are they?””

A few written submissions mentioned how much women valued kindness from health professionals
when it was displayed, with one writing: “The kindness of midwives/nurses where it exists stands out

for its rarity — and there were, both times for me, some truly wonderful staff.”

Breastfeeding problems

A large number of women referred to problems with breastfeeding as major contributory factors in
their trauma. There were stories about being forced to attempt breastfeeding when it was
impossible (for example because they had a severe postpartum haemorrhage), or being made to feel

like a failure for not being able to breastfeed.

Frequently, women were pressured to breastfeed, but not given help to do so:

“As my baby lay crying, waiting for a feed that | had no idea how to give, covered in my own blood,
without even a glass of water by the bed, | have never felt so alone. | had no idea how to breastfeed

— ringing the bell brought no one during the night, and attempts to ask midwives during the day were

brushed off.”
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“When the midwife returned | said | wanted to breastfeed my baby, she just lifted my top and flipped
my breast up and said ‘You’ve got no milk in there’. | was completely blindsided and humiliated, |

couldn’t process what was happening to me.”

Postnatal care

Poor postnatal care was mentioned in nearly all the personal submissions. On the postnatal ward,
women described being left alone, often unable to move after an emergency caesarean or difficult
forceps birth, but with no one to help them go to the toilet or lift their baby. Many wrote of ringing

the bell to call for help and having no one come:

“About 6 hours after [my son] was born, | experienced a heavy bleed. | could see my white hospital
bedsheets going red and | thought | was haemorrhaging again. | pressed my bell, nobody came. |
pressed it again harder and nobody came. Another mum opposite me saw the sheets going red and
my distress and went to get somebody. In that moment, | believed | was dying and my baby was
going to be there in the hospital alone, with his mother dying next to him and nobody there who

loved him or even knew his name. | was terrified.”

Several had stories of being left to lie in their own blood, urine or excrement, or even berated by
midwives for having soiled themselves. One woman said that after an emergency caesarean she
developed sepsis and was put on an antibiotic drip, restricting her mobility. Her husband was sent
home. Her baby, having been taken away and given antibiotics for suspected meningitis, was brought

back:

“l was not only expected to try and calm her but also change her as she had been sick and was
soiled on arrival. Staff pushed her in to the end of the bed, told me to clean the baby up because
she’d been sick and was soiled and walked off. | could hear the staff all outside the bay sat at the

nurses’ station laughing and planning on ordering a Chinese takeaway before they closed.”

The poor care typically continued once women had gone home. In some cases, women reported
having birth injuries that went undiagnosed. Mental health symptoms as the result of a traumatic
birth were ignored or treated dismissively. The six-to-eight week GP check, if it happened at all, was
often cursory, and frequently focused on the baby rather than on the physical or mental health of

the mother.
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Giving evidence to the enquiry, Professor Angie Doshani, a consultant gynaecologist and
obstetrician, quoted an American obstetrician, Alison Stuebe on the lack of postnatal care: “The
baby is the candy, the mum is the wrapper, and once the baby is out of the wrapper, we cast it

aside.” This felt particularly pertinent in the stories we read.

The impact of Covid

Surveys of women in England after they had given birth showed a sharp increase in the proportion
experiencing postnatal post-traumatic stress (PTS) in 2020.° The most plausible explanation is that
restrictions during pregnancy and birth (for example, partners not being allowed to attend
throughout the labour or remain on the postnatal ward, and the absence of mental health support

or networks postnatally) raised the likelihood of women becoming traumatised by birth.

We had numerous submissions from women who gave birth in 2020 and 2021. They typically spoke
of feelings of isolation and fear when their partners were not allowed to be with them during the
early stages of labour, or sent away after the birth. One woman experienced a postpartum
haemorrhage on the postnatal ward after her husband had been sent home, and was given a manual
clot removal. “It was the scariest and most painful experience of my life,” she wrote. “My daughter
lay nearby, but | couldn’t reach her. | felt like a failure... My husband was contacted, and he came

back, but I'd already experienced my trauma alone.”

Another woman who gave birth during lockdown, found herself left alone after a traumatic birth:

“l cried. | cried and cried. | couldn’t walk, | had no strength to hold my baby, | had no breast milk
yet, | had no help, no aid, no support. This was the most vulnerable state I'd ever been in. The magic
and joy of having your first child, experiencing the hardship yet pride of childbirth had been brutally
removed."

The midwife told her to “stop being a baby” and that it was “time to grow up.”

She added: “I felt bullied, humiliated and dirty. As | was wheeled away, covered in dried blood stains,
oily hair, dirty skin, smelly sweaty clothes, pants still covered in my birth water. | felt disgusted and

embarrassed.”

For some, the pandemic reawakened memories of earlier trauma. A woman whose traumatic birth

happened in 1990 has been left with long-term anxiety, flashbacks and intense needle phobia. She
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wrote that the pandemic “was unbearable, it was like living in my own hellish mind. Who would have
thought that the whole world would become reliant on the NHS, and a needle delivering a vaccine?
The continuous news stories, images, publicity campaigns and conversations tormented me to the
point of a breakdown. | had multiple triggers every single day. | had to have 6 months off work.” She

now despairs of ever overcoming her trauma:

“My life is like a never-ending horror show, with triggers every day. It is often unbearable. | took an

overdose in December 2023 out of pure desperation, and | was disappointed that | survived it.”

Complaints and medical negligence

Many written submissions described how the experience of birth trauma was made worse by a
failure of hospitals to deal sensitively with complaints about poor care. A common theme was that
complaints were often treated dismissively, with failings in care unacknowledged. Birth notes were

often falsified or lost.

One woman gave birth to a stillborn baby. At 36 weeks she reported that her baby’s movements
had slowed, and she says she was told that this was “normal for this stage in pregnancy”. Her notes
incorrectly stated that she had said the baby’s movements were normal. In labour, she was denied a
caesarean section and administered a morphine injection that she did not consent to. Later she
agreed to a post-mortem for her daughter “with the expectation and assurance that my placenta
would also be analysed.” The placenta, however, was “lost due to midwife admin errors resulting in

no details as to why my daughter died.”

Some women struggled to take legal action because, by the time they felt well enough to go to law,
they had passed the three-year time limit. In other cases, hospitals challenged the woman'’s version

of events. One husband wrote:

“The hospital basically discounted her account, and seemingly tried to find flaws, even saying that
someone suffering with PTSD could not have mentally written the complaint. The eventual outcome
was the hospital admitted failures and settled out of court, after stringing her along for over a year, |

believe in the hope she would give up.”
It is clear that the statutory duty of candour, introduced in the wake of the Francis report, is not

being applied effectively. The government’s decision, announced in December 2023, to review the

statutory duty of candour may help to change this.
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Chapter |: Birth trauma: an overview

Drawing on research evidence, testimony from the first oral evidence session and written testimony
from parents and maternity professionals, this chapter offers an overview of the causes and effects
of birth trauma, and highlights the key themes to emerge from the inquiry. It also has a section
looking specifically at stillbirth and neonatal death, because these were a feature of many of the
personal submissions. It concludes with an account of concerns reported by parents affected by
poor maternity care in Nottingham in a meeting with Theo Clarke MP. Later chapters will explore in

more detail the wider consequences of birth trauma for the NHS and for the economy.

What is birth trauma?

Birth trauma can be defined as “a woman’s experience of interactions and/or events directly related
to childbirth that caused overwhelming distressing emotions and reactions, leading to short- and/or
long-term negative impacts on a woman’s health and well-being.”'® Some people also use the term
to describe injuries the mother may have sustained during birth, such as third- or fourth-degree
tears. Traumatic birth experiences are subjective — it is the woman’s perceptions of threat that are
most important. About 4-5% of women develop post-traumatic stress disorder (PTSD) every year

after giving birth, equivalent to approximately 30,000 women in the UK.!!
Women with postnatal PTSD are also at greater risk of developing depression.

Symptoms and diagnosis
Birth trauma presents on a scale. At the most severe end, women may meet the clinical diagnosis of
PTSD, a severe and debilitating mental illness. Even those who would not meet the diagnostic

criteria, however, can struggle intensely with their symptoms.

To be diagnosed with PTSD, someone has to have been exposed to actual or threatened death,
serious injury or sexual violence. Women who develop postnatal PTSD have almost all had an
experience of childbirth where they believed that they or their baby were going to die. There are
four symptom categories: intrusions; avoidance; changes in cognition and mood; and arousal and
reactivity (such as becoming hypervigilant). A diagnosis of PTSD requires someone to experience all

four symptoms for at least one month. 12

Intrusion symptoms typically encompass flashbacks and nightmares, while arousal symptoms take the

form of a feeling of intense anxiety or being on high alert. Avoidance means that an individual avoids
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any reminder of the trauma, such as television programmes about birth or appointments with health

professionals. Characteristic changes in cognition are feelings of guilt or low mood.

Causes of birth trauma

Research has identified particular risk factors for developing PTSD. Women who have preterm
births, stillbirths, or severe complications are more likely to develop PTSD (16%-19%).!3 Other risk
factors include a negative subjective birth experience, an assisted vaginal birth (forceps or Ventouse)

or caesarean, and psychological dissociation. Support during birth is a protective factor.'4

Certain factors not related to the birth also increase the likelihood of a woman developing PTSD.
These include depression in pregnancy, fear of childbirth, poor health or complications in pregnancy,
previous trauma (such as sexual assault), or previous therapy for pregnancy or birth-related
problems.!s Survivors of sexual abuse, for example, are 12 times more likely to experience birth as a

traumatic event.'é

People are twice as likely to develop PTSD after a traumatic event caused by another person (such
as rape) than after an impersonal trauma such as a natural disaster.!” Research into postnatal PTSD
suggests that for most women, it is not simply the birth complications, but the combination of
complications with poor care from health professionals, that leads to psychological distress.!'8

This was supported by the first-hand personal accounts we received in written submissions, as well

as the evidence we heard in the oral inquiry sessions from both experts and women.

Am analysis of the personal submissions highlighted some of the most common features of women’s

birth experiences:

® 694 gave birth by caesarean section (in almost all cases, this was an emergency rather than

planned)
e 378 women gave birth by forceps
e 247 had a baby who spent time in intensive care or special care
e 106 experienced a third-degree tear

e 4] experienced a fourth-degree tear

In most cases, then, there was an objectively traumatic element — a baby who was born poorly, for

example, an emergency resulting in caesarean or forceps, or a physical injury. On their own,
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however, these don’t necessarily mean that a woman will develop postnatal PTSD. In practice, the
vast majority of evidence, both in the written submissions and in the oral testimony, spoke of poor
and sometimes negligent care as major contributory factors to the trauma, as we already saw in the

Key Themes section.

In session |, Rachael McGrath gave oral evidence about her twin pregnancy, which ended with her
being rushed to hospital with an abrupted placenta, and believing that she was bleeding to death. Her
babies were born by caesarean section under general anaesthetic and then taken to special care.
Rachael went into renal failure and on day five postpartum experienced a complete dehiscence
(disintegration) of her C- section scar. “Nobody treated the fact that my insides were now on the
outside,” she said. “They stuck a sanitary towel over my abdomen and left me there for 10 days until

eventually...| became gravely ill again.”

Rachael described being treated as “a birthing vessel” and “a slab of meat.” She added: “It was so
impersonal...| would have somebody holding a blood pressure cuff taking my blood pressure and on
their phone giggling and texting with the other hand. | was in for such a long time and some of the
staff would come and get in my room and talk about other patients unkindly and talk about other

staff members unkindly.”

Many of the personal submissions talked about feeling unprepared for childbirth, with many women
unaware of the possible adverse outcomes, such as third- or fourth-degree tearing. Dr Ranee
Thakar, president of the Royal College of Obstetricians and Gynaecologists, told session | of the
inquiry that women commonly asked her why they hadn’t been told that perineal tearing was a
possibility: “We often don’t talk to them because we think that women will be frightened and they
will want to have a caesarean section if we tell them about birth trauma, but research that we have
done has actually shown us that women want to know, they want to know the details and they will

be the people who will make the decisions.”

How birth trauma and PTSD affect women

At a time when a woman is already dealing with the difficulties and stress of looking after a newborn,
PTSD is debilitating. Women may avoid mother-and-baby groups because they fear being triggered
and experiencing flashbacks. They may be so fearful of the baby coming to harm that they refuse to
leave the house or let anyone else hold the baby. Rachael told the inquiry how postnatal PTSD made
her terrified her babies were going to die: “If | don’t check that the babies are still breathing, they

will stop. If | go and get a shower, the babies will be dead by the time | get out. If | go downstairs the
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dog is downstairs, the dog is dirty, the babies will catch a bug.” Her marriage nearly broke up, and
because she couldn’t go back to work, for a while faced financial ruin. Eleven years on, she still

experiences the mental and physical health consequences of what happened to her.

While the majority of the submissions we received described births that happened in the past 5-10
years, a minority of submissions came from women still affected by a traumatic birth that happened
decades ago. These were profoundly moving. Women in their 60s and 70s wrote about how the
memory of the birth was still vivid, and how the experience of writing it down had affected them
emotionally. Some of these stories were heartbreaking accounts of baby loss, often compounded by
a lack of care and compassion. One woman who gave birth in 1973, for example, wasn’t allowed to
see her stillborn baby, or told whether it was a boy or a girl. In other cases, it was the trauma of the

birth itself that continued to affect them.

There were other women who had given birth in the past 10-25 years who were deeply affected,
physically and psychologically, by their traumatic birth. In many cases, they continued to suffer
depression or PTSD. Often their marriages had broken up, or they had chosen to have no more
children, supporting the findings of a joint survey carried out by the APPG on birth trauma and
Mumsnet in 2023. This survey, which received 1,042 responses, found that more than half of the

mothers who replied said they were less likely to have more children because of their experience.!?

Some women had had to give up work. Many spoke of having their self-confidence, and their sense
of worth, destroyed. Others wrote of living with constant physical pain or incontinence as a result of
damage sustained during the birth. One woman provided a list of injuries she had sustained as a
result of birth, and which continued to affect her many years afterwards. These included a broken
hip, broken pelvis, multiple internal injuries and infections, a twisted bowel, damage to the base of
her spine and damage to her glutes. She can no longer carry out simple tasks such as standing to

wash dishes.

Kate Lough, a pelvic health specialist physiotherapist, told the inquiry that she sees women in their
60s and 70s who have developed prolapse many years after their birth, but are able to vividly
describe the events of their birth decades earlier: “They can still tell you exactly what went on, how

they felt, the language that was used.”

Some women described how the memory of the birth continued to affect them. One wrote:
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“I've tried, but at times I'm transported back to that darkened room where I'm held down as
someone cuts me open without my consent and then belittles me for daring to show that | was in
excruciating pain. Fifteen, nearly sixteen years down the line, and that feeling of being dehumanised is
still as fresh in my mind as the day it happened. Mothers are frequently described as heroes, but how

much of our heroics are only necessary because our pain is dismissed?”

Stillbirth and neonatal death

Some of the most concerning stories in written submissions came in those (a sizeable minority) that
recounted stories of babies who were stillborn or died shortly after birth. These stories were
almost all characterised by two things: mistakes made during labour and a lack of compassion

towards the mother. One wrote:

“The scenes in theatre can only be described as chaotic and these along with subsequent events have
left me traumatised and suffering with PTSD. During the operation | could hear phrases such as

‘where the bloody hell is the consultant’, as well as other panicked comments.”

There were several stories from women who experienced signs of labour in the second trimester
but were told that they were mistaken. One woman carrying twins, who went into premature

labour at 19 weeks, was initially disbelieved. After she lost the first baby, she wrote:

“l was told by one of the consultants to stop my crying, calm down and try to save the other baby.
His words were: ‘This baby was dead a long time anyway so you should stop stressing over it and

let’s try to save the other one.”

Iu

The other baby also died, however, and 17 years later she is still “traumatised by this whole
experience that has left me suicidal. | am unable to move on with a normal life, while still struggling
with my mental health...I don’t know if | will ever be myself again. Animals are treated better than

the way we were treated in hospital.”

In another case a woman who had a high-risk pregnancy started having period-type pains at 23
weeks. Initially the hospital told her they were “growing pains” and gave her paracetamol. A few
days later, a midwife told her the pains were caused by thrush. Shortly afterwards, it became clear

that she was in labour. She gave birth to a little boy who died | | days later.

Other women mentioned being put on a ward with other women who were labouring. One woman,

who gave birth three years ago, was advised to terminate her pregnancy because her baby had an
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abnormality that meant she would likely die before birth. She describes having an injection to stop

the baby’s heart and then being admitted to the labour ward for an induction:

“l was ultimately there for || days trying to deliver my dead baby, listening to other women'’s
labouring noises and baby’s cries. They had a ‘bereavement suite’ which we were able to move into

partway through but it was still on labour ward.”

In some cases, the neglect continued after the birth. One woman, who gave birth to a stillborn baby
at 23 weeks in 2023, described being told by her GP that she wasn’t entitled to a six-week check

because she didn’t have a living baby.

Almost all the women who had lost a baby, whether recently or decades ago, said that it had

permanently affected them psychologically, with many reporting feeling suicidal.

What does good care look like?

It is clear that some problems in maternity arise from under-staffing, resulting in overworked staff
experiencing burnout. As Gill Walton, president of the Royal College of Midwives, told session | of
the inquiry, having a “fully-staffed and highly-trained workforce that have time to work with women
antenatally to provide the right care during labour and birth” is a prerequisite to preventing birth

trauma.

Donna Ockenden, chair of the Independent Review of Maternity Services at Nottingham, told
session 4 of the inquiry that there was a particular problem with retention, which was not easily
solved by recruiting junior midwives: “If we are losing midwives with 20, 30, 35 years’ experience, if
they are leaving the NHS in their fifties, early sixties because they can’t cope with the physicality of
the role, and if they are then being replaced by a more junior workforce who are not being

supported in those early days of their career...two going out doesn’t equal two coming in.”

Without addressing the issue of retention and recruitment, improving care will be challenging. Some
women who wrote to the inquiry were able to provide examples of good care, however, despite the
birth itself being traumatic. One contrasted the care she received at her local hospital with the care
she later received at a tertiary care hospital. Initially, she was told by a consultant that one of her
twin babies would likely die, thereby causing the death of the other. He recommended “selective
feticide”. She decided to keep the babies, and from that point had shared care between her local

hospital and the tertiary hospital 160 miles away.
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The care at her local hospital was poor (for example, she was kept waiting up to 12 hours for
regular blood tests), but her babies were delivered “safely and calmly” at the tertiary hospital, at 27
weeks, 5 days of pregnancy. While the birth was traumatic, there was “a strong sense of solace and
comfort that here...they clearly had done this many times before and they knew what to do. | felt as
a patient, actively heard and firmly and safely ‘caught.” The delivering consultant proudly telling me
hours before the birth, ‘This is the safest place in the world for your girls to be born today.” And |

believed and trusted her. | remember her.”

This sense of being heard, and being cared for, seems to be the key to good care, and the element
that is missing from so many of the other stories we received. Having a premature baby is a
traumatic and anxious experience, and she describes her twins’ 150 days in NICU as “filled with
major surgeries, ventilation and many blood transfusions.” Two years on, she reflects that she is
“one of the lucky ones”, because her babies came home, but her maternity journey was a bumpy
one, and she has not found an NHS service to provide her with the emotional support she needs.

She adds: “We have to provide safety netting universally throughout the whole passage.”

Nottingham families
After the formal inquiry sessions were over, Theo Clarke MP met with seven families affected by
failings in maternity care at Nottingham University Hospitals Trust. Currently nearly 1,900 cases are

being investigated by Donna Ockenden as part of her review into maternity services at the trust.

All the families shared stories in which medical neglect led to the deaths or injuries to their babies,
or in one case, injury to the mother. The neglect was compounded by a cover-up on the part of the
trust, who failed to acknowledge mistakes, falsified notes and lied to families about what had

happened.

The stories were uniformly horrifying. Jack and Sarah Hawkins spoke of how Sarah had experienced
contractions for six days but was refused admission to the maternity unit. Their baby Harriet was
stillborn, because of staff’s failure to perform basic checks. The hospital then falsely told the parents
that Harriet had died from an infection. Because Harriet was stillborn, there was no inquest. “The
reason she was a stillbirth was because | had such negligent care that she couldn’t take a breath,”

Sarah said.

In another case, Natalie Needham’s son Kouper died of respiratory problems one day after being

born. Natalie told the meeting that a midwife had wrongly stated on Kouper’s discharge papers that
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she'd seen him have a four ounce bottle and that she was “happy and content that he was
established feeding.” Natalie and her husband were initially arrested on suspicion of murder, and not
told for six months that they were in the clear. She was also mistakenly sent pictures of Kouper’s

postmortem in the post.

During an emergency caesarean, Felicity Benyon had her healthy bladder removed, and was wrongly
told that the placenta percreta had enveloped the bladder, and that she would have lost it anyway. It

was a urologist who blew the whistle and told her that the mistake had been covered up.

Sarah Sissons’s son Ryan suffered brain damage at birth. Again, the hospital tried to avoid taking
responsibility for his injuries, and at one point Sarah was accused of having Munchausen’s by Proxy —

in other words, of inventing his injuries.

Kimberley Errington’s son Teddy died after the hospital failed to carry out monitoring for post-natal
hypoglycaemia. Carly Wesson and Carl Evlington had a test that indicated their baby had a condition
that meant she wouldn’t survive much beyond birth and were advised to terminate the pregnancy.
After they made a complaint about aspects of their treatment, the hospital carried out a further
investigation and told them that tests showed there had been nothing wrong with their daughter.

No one has been held accountable for the errors.

Sarah Andrews’s daughter Wynter died after numerous mistakes were made during labour, including

a failure to monitor the baby’s heart rate.

The parents felt it was important that hospitals should be subject to greater accountability than they
are at present. Jack Hawkins said: “Not a single person has been held to account in any way
whatsoever by the regulatory bodies...All of these are manslaughter, failure of duty of care, failure

of duty of candour. “
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Chapter 2: What we can learn from other countries

Introduction
In session 2 of the inquiry, we heard evidence on birth trauma from experts based in Australia,

Switzerland and the Netherlands.

Access to, and provision of, maternity care varies widely across the globe. Women in low and
middle-income countries (LMICs) generally have poorer access to maternity care and higher levels
of socio-economic disadvantage, leading to worse maternal and infant outcomes.2® Information

gathered during the UK-led INTERSECT study (www.intersectstudy.org), which publishes its first

results later this year, is expected to highlight vast differences in access and type of maternity care

across countries.

Most research on traumatic births and postnatal post-traumatic stress disorder (PTSD) has been
conducted in high-income countries, such as the UK, Australia, USA and some European countries.
Research on postnatal PTSD in LMICs is sparse but largely suggests a higher rate than that in
developed countries (29% in Iran, for example?'), though a study from Sri Lanka reported a rate of

3.6%.22

In Europe, collaborative work has resulted in a set of recommendations for reducing traumatic birth,
including respecting women'’s rights before, during, and after childbirth; preventing maltreatment and

obstetric violence; and integrating principles of trauma-informed care across maternity settings.2

Initial work on prevention by Professor Antje Horsch at the University of Lausanne found that, by
engaging women who’d experienced a potentially traumatic birth in a visuo-spatial game, Tetris, it
was possible to interrupt the laying down of traumatic memories and stop the development of
PTSD.2* This proof-of-principle study is now being followed by a double randomised controlled trial
with 100 women, in which women are asked to come back to the hospital where they had a
traumatic birth, having avoided it for up to several years afterwards. “If they play Tetris for 20
minutes as part of a procedure that we carry out with them, we are actually able to reduce the
already established post-traumatic stress and symptoms,” Professor Horsch told the inquiry in the

oral evidence session.

Support for women with birth trauma is limited, however. A 2021 mapping exercise of |8 European

countries, which looked at policies on prevention and support for traumatic birth, found that only
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one, the Netherlands, had a national policy relating to screening, treatment and prevention of a
traumatic birth. The exercise “highlighted a lack of national policy guidance on the prevention, care,
and treatment of a traumatic birth experience.”? In a small number of countries, the gap is filled by
charities, notably the UK’s Birth Trauma Association, founded in 2004, the Australasian Birth

Trauma Association (ABTA) and New Zealand’s Birth Trauma Aotearoa.

Australia

Australia’s Birth Experience Study (BESt), a national survey of more than 8,500 women who had
given birth in the previous five years, found that | 1% responded “yes” or “maybe” to a question
asking whether they had experienced obstetric violence, which refers to abusive behaviour or forced
intervention on the part of a maternity professional. Many of these reported feeling violated,
dehumanised or powerless.2¢ Complaints from dozens of women about traumatic births experienced
as a result of poor care at Wagga Wagga Base Hospital led to a decision by the New South Wales
parliament to hold an inquiry into birth trauma. The inquiry, whose results have not yet been
published, received more than 4,000 submissions and heard oral testimony from many deeply

traumatised women.?’

ABTA’s submission to the New South Wales inquiry, based partly on its own survey of women with
birth injuries, included stories in which physical injuries combined with poor care to cause
psychological trauma. Women in severe pain as a result of injuries found it difficult to access medical
treatment, with one saying: “l also presented to an emergency department on multiple occasions in
extreme pain, being barely able to walk. The medical staff laughed at my extreme reaction of pain to

a physical examination and dismissed me as a stupid woman who should see her GP.”28

Amy Dawes, CEO of ABTA, told the UK inquiry that the Australian maternity care and training
system are largely modelled on the UK and therefore have similar outcomes. One of the themes to
come out of the New South Wales inquiry was a lack of informed consent. Ms Dawes said that
women were not informed antenatally about the risks of instrumental birth. This includes obstetric
tearing and ani levator avulsion, when the ani levator muscle separates from the pubic bone, creating
a risk of urinary and bowel incontinence and pelvic organ prolapse. She said it was impossible to
“provide informed consent if the first time you’re hearing about an induction is in that moment, and
you’re not being given the facts and the risks and the potential outcomes of a cascade of

intervention.”
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Ms Dawes said that birth injuries could have a major impact on women'’s ability to lead a normal life.
They may be unable to engage in physical activity, for example, return to work, or enjoy a sexual
relationship. Often women'’s self-esteem suffers, and women with these injuries have higher rates of
suicidal ideation, Ms Dawes added. She highlighted her concerns about the normal birth policy,
“which is really adopting that one size fits all approach to birth and not looking at individualized care

and bringing it down to an individual's unique set of wants and needs.”

ABTA, Ms Dawes told the inquiry, recommended a model of care “where we have midwives and
doctors and pelvic health, physios and mental health clinicians working collaboratively to provide
information that's relevant to their expertise so that women can be empowered with information

and make the choices that best suit their individual wants and needs.”

Emma Hurst, an MP in the New South Wales Parliament, who chairs the Australian inquiry into birth
trauma, said that she had also heard stories from sexual assault survivors who had been given
physical examinations during birth without consent being sought, retraumatising them: “It’s made
them feel as though they were sexually assaulted again, so we need to make sure that trauma-

informed care goes across the entire healthcare system.”

Some women who had experienced stillbirth gave accounts of being left in a birthing suite where
they could hear other mothers giving birth. Others reported being denied pain relief, or of being
subjected to inappropriate comments, such as being mocked for not knowing how to breastfeed

their babies. Many said that they felt they were not listened to.

Like the UK, Australia has a high proportion of women giving birth whose first language isn’t English,
with 30-40% of birthing women having immigrated from another country. Ms Hurst said that while
there were interpreters available, they weren’t always expert in health care: “This adds more stress

on the marginalised women that are entering hospitals to give birth as well.”

Dr Hazel Keedle, senior lecturer and director of academic programmes for midwifery at the School
of Nursing and Midwifery, Western Sydney University, added that the BESt study had found that
First Nations communities had a birth trauma rate of 37%, higher than non-Indigenous women,
whose rate was about 28%.22 Among Indigenous groups, one in six said they had experienced

obstetric violence, compared to one in 10 of non-indigenous women.
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Dr Keedle said she would like to see the implementation of a continuity of care model, in which a
woman is supported during birth by a midwife who knows her personal history and what her
expectations are for the birth. Women would also be better able to provide informed consent,

because they would have had conversations with their midwife during pregnancy.

Europe

Across Europe, there is variation in the incidence of birth injury, particularly obstetric anal sphincter
injury (OASI), also known as a third- or fourth-degree tear. The association between OASI and
postnatal PTSD is well-established,3° so efforts to reduce OASI rates could also reduce the incidence

of PTSD.

OASI is much more common with forceps births and, to a lesser extent, Ventouse (also known as
vacuum) births. In England, approximately 7.5% of all births are by forceps, while 5.1% are by
Ventouse.3! Forceps can result in damage to a woman’s pelvic floor, anus and perineum leading to
urinary and bowel incontinence and pelvic organ prolapse, in which the uterus, for example, bulges

out of the vagina.32 In some cases, the prolapse occurs many years after the birth.33

In certain European countries, such as Sweden and Austria34, the incidence of forceps use is much
lower, and some countries have abandoned its use altogether.3> These countries use Ventouse as
the main instrument of delivery, leading to much lower rates of OASI. One plausible explanation for
the differential use of forceps is that in the UK, the failure rate with Ventouse is high — about 25%,
compared to a 2% failure rate for forceps.3¢ If a Ventouse delivery fails, then the obstetrician is likely
to move either to forceps or to a more risky emergency caesarean section (compared to one
planned or performed earlier in labour). For this reason, anecdotally, many obstetricians prefer to

avoid Ventouse in favour of forceps.

In contrast, the Netherlands has a 3% failure rate for Ventouse.?” If we could identify why some
countries have a lower failure rate for Ventouse, that could help improve Ventouse success rates in
the UK, and reduce the use of forceps, thus lowering the number of women experiencing birth
injuries and developing PTSD or birth trauma. Jan Willem de Leeuw, a Dutch obstetrician, told our
inquiry that in the Netherlands, only 7% of births used instruments, and in the vast majority of cases,
this was Ventouse rather than forceps. At the same time, caesarean rates are much lower than the
UK — about 18% to the UK’s 28%. Leeuw attributed the difference in rates of forceps use between

the Netherlands and the UK to “tradition”, adding: ““I had discussions with colleagues from the UK
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who denied my thesis that it is possible to perform modern obstetrics almost entirely without the

use of forceps.”

One woman’s written submission to this inquiry contrasted her experience of giving birth in the UK
with that of giving birth in Switzerland. After her baby was born she developed a prolapse, but the
physiotherapist she sought help from did nothing other than to perform a “very rough” internal
examination, announce she was “fine” and advise her to do some Kegel exercises. She noted that
she had not been informed of the possibility of prolapse antenatally. In Switzerland, however, she
was given help from a psychiatrist to help her process her first birth and a consultation with an
anaesthetist to discuss pain relief options. In the waiting rooms there were leaflets about common
postnatal difficulties such as prolapse, and after birth women are offered sessions to rehabilitate
their pelvic floor. The new Perinatal Pelvic Health Initiative (PPH) is now making this available in

England.
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Chapter 3: Birth injuries

This chapter addresses the topic of perineal tearing, drawn on personal testimony from women in
written submissions, and oral testimony from both experts and women with lived experience given
in session 3. It goes on to look at work in Norway that shows how we could reduce the rates of

birth injury.

During vaginal birth, many women experience perineal tearing. In most cases, these tears are minor
and heal quickly. Some women, however, experience third- or fourth-degree tears, also known as
obstetric anal sphincter injuries (OASI). These can cause lasting problems, including urinary and
bowel incontinence, chronic pain and pelvic organ prolapse, when an organ such as the uterus or
bladder descends into the vagina. Professor Mike Keighley, a colorectal surgeon, told the inquiry that
he and his colleagues saw a high referral rate in women aged 50-60, “in whom incontinence or
prolapse had either emerged for the first time or has become worse, all due to an injury during

childbirth that becomes unmanageable in later life.”

Financial cost of OASI to the NHS
There has been little research on the financial cost to the NHS of anal sphincter injuries sustained

during childbirth, though it can be partly measured through litigation costs. NHS figures show:

e The highest rate of litigation in clinical practice is for childbirth injuries.
e The value of maternity claims doubled between 2016/17 and 2022/23.38 In 2022/2023 the total

cost of maternity payouts was £1.1bn.3?

The value of the average damages awarded for these claims has increased significantly. In 2006/2007
the average maternal injury claim was worth approximately £82,01 | and in 2022/2023 it averages at

£301,492.

Other costs to the NHS (GP appointments, repeated surgeries, physiotherapy and counselling) have
not been measured — though Professor Keighley told the inquiry that he estimated the cost to the
NHS of one woman’s repeated procedures over 20 years to be approximately £80k. His

“guesstimate” of the overall cost to society was £100-400m a year.
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Incidence of OASI

There is a shortage of good quality data about OASI incidence, but the most recent available figures
suggest that 3.1% of all vaginal births result in OASI — roughly 14,000 a year in the UK.4° This is likely
to be an underestimate, however, because so many tears are missed, with one study estimating the
incidence as about 10% of all women who give birth vaginally.#' This is important, because if an OASI
is diagnosed and repaired shortly after birth, it is possible for women to make a full recovery. In the
past |2 years, Professor Keighley told the inquiry, he had seen more than 200 women with third- or

fourth-degree tears, and in 60% of cases, the tear had been missed when the baby was born.

Risk factors for OASI

The two biggest risk factors for OASI are first vaginal birth and instrumental (assisted) birth.
Amongst first-time mothers giving birth instrumentally, 7.5% experience a severe tear, compared
with 1.6% of those who have a spontaneous, non-instrumental vaginal birth, and have given birth
before.#2 The risk of OASI is nearly six times higher with forceps, and three times higher with

Ventouse, than with spontaneous vaginal delivery.®

Canadian research found that more than a quarter of successful forceps births involved maternal
trauma. In nearly nine out of 10 of those cases, the injury was an OASI, but other injuries included
cervical tears, vaginal lacerations and damage to the urethra or bladder.# Forceps birth is also

associated with a greater risk of pelvic organ prolapse.+

As we saw in Chapter 2, one likely reason for the UK’s high incidence of OASI is the preference
amongst obstetricians for forceps: 7.5% of all births in England are by forceps, compared with 0.5%

in Sweden and Austria.#647

Currently a collaborative group led by the two main obstetric societies and including representatives
of the royal colleges, is producing a consensus statement on assisted vaginal birth, which aims to
ensure the safety of mother and baby. The statement may help obstetricians to make decisions

about when forceps or Ventouse may be more appropriate.
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While first-time vaginal birth and forceps use are the two principal risk factors for OASI, others

include?8:

e Prolonged second stage of labour

e Persistent occipito-posterior position (baby is “back-to-back”)

e Baby’s birthweight is greater than 4kg

e Older maternal age

e South Asian ethnicity

e Baby is born quickly (precipitate labour)

e Shoulder dystocia (the baby’s shoulder gets stuck behind the pubic bone)

e Short maternal stature

OASI risks and informed consent
There are good arguments for making women aware of their individual risk profile during pregnancy,
taking into account factors such as age and ethnicity. One study has found, for example, that Asian

women have an OASI risk nine times higher than that for Caucasian women.#?

The 2015 Supreme Court Montgomery ruling states that clinicians should disclose risks of childbirth
with patients.5° Yet many women told us that their care providers did not discuss the risks of OASI
with them before giving birth. Geeta Nayar, a South Asian woman who gave oral evidence to the

inquiry, said that she had not been informed antenatally of her higher risk.

We saw many other examples where informed consent was not sought. In a written submission, one
woman described telling a community midwife that, as a sexual assault survivor, her biggest fear was
a forceps birth, and that in the case of an emergency, she would prefer a caesarean. The midwife
told her a caesarean would be dangerous, without further explanation. In the event, she experienced
a frightening forceps birth that led to a complex third-degree tear and two organ prolapses leaving
her in constant pain. She feels that if she had been informed of the comparative risks, she would
have requested caesarean. She describes feeling “broken” and “permanently damaged,” adding: “I

used to think | was a resilient and strong woman. Birth showed me | am not.”

Diagnosing and treating OASI

If OASI is diagnosed shortly after birth, and treated appropriately through a repair of the tear
followed by a course of physiotherapy with a specialist, then women can make a full recovery. We
received dozens of submissions, however, from women who wrote of their distress at their tear

either going undiagnosed or being misdiagnosed (for example, as a second-degree tear), leading to
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significant long-term problems. They then found it difficult to access support, as Sarah Embleton told

session 3 of the inquiry:

“GPs are the gatekeepers to any referrals. So, first of all you have got to have a GP that understands
there is something wrong and acknowledges it and understands it and can send you somewhere else.
Then there is: where do you go? Do you go to the gynaecologist? Do you go to a colorectal
surgeon? Do you go to physio? You know you probably need a multidisciplinary team, but | couldn’t

get referred. | couldn’t get anyone to understand there was something wrong with me.”

One woman described in a written submission how her fourth-degree tear was misdiagnosed by a
midwife as a second-degree tear and repaired accordingly. Her later bowel incontinence was then
wrongly diagnosed as irritable bowel syndrome, while a consultant at the hospital where she gave
birth told her simply that her symptoms were the result of being “psychologically traumatised”.

Over the course of 21| years she had |18 surgical procedures, the last being a colostomy in 2019.

In a number of cases, health professionals seemed ill-equipped to give even basic guidance about
managing a tear. One was given a booklet that said she should not wash her wounds, until a

gynaecologist told her otherwise. She wrote:

“For three months, with urinary and faecal incontinence as well as post-partum bleeding, | hadn’t
been washing properly. Sometimes | think | can still smell myself, on days where my mental health is

really low.”

This theme was echoed in many of the submissions. Twenty-two women experienced rectovaginal
fistula (a hole between the rectum and vagina), yet some reported being disbelieved by health

professionals. One wrote:

“In the months that followed | suspected | wasn’t healing well. | had many trips back and forth to the
GP practice and to the local hospital, nobody seemed to appreciate my concern that stool was
leaking from my vagina. My GP questioned the direction | was wiping, which felt really
condescending. | was told by one gynaecologist that what | was describing was ‘extremely rare and

normally only seen in third world countries.’ | felt dismissed and unheard again.”

Much of the problem stems from a lack of understanding on the part of many health professionals,
including midwives and GPs, of the causes and impact of OASI — a midwife who assisted at a birth is
unlikely to see a woman again and therefore may not be aware of the long-term impact. Midwife

Posy Bidwell told the inquiry that midwives currently receive little undergraduate training in pelvic
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health anatomy and the impact of tearing on a woman’s pelvic health. She recommended that there

should be an annual “mandatory perineal health update day for every midwife on the shop floor.”

The planned introduction of pelvic health clinics, as part of NHS England’s new perinatal pelvic health
initiative (PPHI), which offer a one-stop shop for women with problems such as incontinence and
prolapse, aim to address the difficulty women have in accessing expert help. There is also a case,
argued Professor Pauline Slade, for linking the pelvic health clinics with maternal mental health

services so that women can receive integrated care.

Impact of OASI
In both the written submissions and oral evidence, women spoke movingly about the lasting impact

of OASI on their lives. This included:

e Ongoing physical pain

e Bladder and bowel incontinence

e Sexual dysfunction and difficulties in their relationship with their partner

e Effect on body image

¢ Difficulties in bonding and developing a relationship with their child

e An inability to return to work, because of incontinence and the need for multiple surgeries over
the course of many years

e Financial problems, resulting from the inability to work and the cost of treating the injury

e Psychological distress, including depression and suicidal feelings, as well as a loss of confidence

¢ An inability to carry out normal everyday activities such as going shopping, taking exercise or

socialising with friends

In written evidence, one specialist pelvic health physiotherapist described the emotional impact of
OASI as “isolation, loneliness, shame, disgust, depression and anxiety.” This was confirmed by
women who highlighted the profound psychological impact OASI had on their self-confidence.
Geeta, a high-flying lawyer at the time her daughter was born, described how, as a result of her birth
injury, she “went from being a resilient, independent young woman to needing significant help, not

able to leave the house, enduring multiple repair procedures.”

A number of women found that an OASI affected their ability to work. Jenny Tighe told session 3 of
the inquiry: “l was having daily episodes of bladder incontinence, bowel incontinence. My job initially
was quite supportive, but | got demoted and that just destroyed my self- esteem and confidence, so

in the end | just resigned and then | didn’t work properly for several years.”
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Many women described in written evidence how her fourth-degree tear affected their ability to lead

a normal life. The following experience described in a written submission is typical:

“I still had accidents. | had to take spare clothes with me at all times. | had to strip off in disabled
toilets with my children watching as | cleaned the faeces off me. | was scared to be intimate with my
husband, as the risk of soiling myself was so high. | would never have another child. | was ‘tutted’ at
for using the disabled toilets by strangers and acquaintances. | eventually had to leave a job that |
loved. | was teaching children with complex needs, but | couldn’t control my bowels during a lesson
and would have to take the children back to their classes so | could get changed. | could only wear

black jeans, otherwise the staff would know | had soiled myself again.

"The pain was chronic and still is after 10 years. Being in constant pain and soiling myself had a huge
effect on my mental health. | was diagnosed with severe depression and anxiety, was given more
medication. | didn’t want to leave the house. | didn’t want to socialise, | was constantly thinking
about where the closest toilets are and | still am. My pain was stopping me being able to do basic
functions in the house, like cooking for the family, walking the dogs or sorting out the laundry. The
pressure on my husband and our relationship took its toll and there were times we were close to

divorce.

“l had to reduce my hours at work and we decided that we would make adaptations to the house so
| could have more independence. We had to re-mortgage our house to do so. Financially we were
close to bankruptcy, so | applied for PIP. | had to go to tribunal, where the doctor on the panel said
to me ‘why don’t | just a stick an anal plug in and get on with my day,” one of the many comments
from healthcare professionals that don’t understand the complexities of a birth injury. In 2023 alone,
| have had three gynaecologist appointments, two pessary fittings for my prolapse, three pelvic floor

physio sessions, two colorectal appointments and surgery planned again for a few months’ time.”

Addressing OASI

OASI can best be tackled through prevention, as well as better diagnosis and treatment. One
method is to adopt a risk assessment tool such as UR-CHOICE, which can calculate a woman’s risk
of developing symptoms in the long-term after pelvic floor injury and enable women to make
decisions based on that information.5! Risk calculators are routinely used to assess risk in other

areas of health care, such as prostate and breast cancer and heart disease.
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Several Scandinavian studies have shown it is possible to cut OASI rates by manually supporting the
perineum during the pushing stage. In Norway, this change in practice has cut rates of OASI by

50%.52 In the UK, an OASI care bundle developed jointly by RCOG and RCM incorporates:

e Antenatal education that informs women about OASI and how to reduce the risk of it
occurring

e Manual perineal protection during birth

e Episiotomy when indicated

e A rectal examination after birth, provided the woman consents

It has been piloted in |6 maternity units, which saw OASI rates fall in over 50,000 women by 20%.53 In
Norway, the two pilot hospitals showed a rapid reduction of 50%. When rolled out more widely,
however, the reduction was more gradual, and it took a number of years before a national reduction
of 50% was achieved (see graph). In total, however, the policy has led to approximately 16,000
women avoiding OASI between 2005 and 2022.

The Norwegian success
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Despite the successful pilot, the OASI care bundle has not been implemented in all maternity units,
partly because it has not been recommended by the National Institute of Health and Care Excellence

(NICE).
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Chapter 4: Birth trauma and mental health services

Introduction

This chapter looks at the mental health support available for parents with birth trauma. It includes

evidence from experts and people with lived experience of birth trauma from session 4 of the oral
evidence session, as well as testimony provided in written evidence from women and mental health

organisations.

After birth, about one in 10 women develop postnatal depression, while one in 25 develop post-
traumatic stress disorder (PTSD).5>* A larger number develop symptoms of psychological distress
such as intense anxiety as the result of traumatic birth. While not meeting the full criteria for a

PTSD diagnosis, these women may still be in need of mental health support.

Postnatal PTSD is more common in women who have had previous trauma or pre-existing health
challenges.>s About half of women who develop postnatal PTSD also develop postnatal depression.¢
About one or two in 1,000 women develop postpartum psychosis, the most severe form of
postnatal mental illness. It is characterised by symptoms such as mania, delusions and low mood, and

is considered a psychiatric emergency.57

Mental health problems after birth can be debilitating and need to be taken seriously. Suicide is the
leading cause of maternal death six weeks to a year after birth.58 Left untreated, PTSD symptoms can
continue to affect women for many years: the inquiry heard from women in their 60s, 70s and even
80s, who still felt traumatised by their experience of giving birth decades earlier. One mother wrote
in to describe, tragically, how her daughter had taken her own life, having been profoundly affected
by a traumatic twin birth nine years previously. Many others wrote that they had attempted suicide

or were plagued by suicidal feelings.

Postnatal PTSD and other symptoms of trauma can, in the majority of cases, be treated effectively by
two therapies, both recommended by NICE: trauma-focused cognitive behavioural therapy (CBT)
and eye movement desensitisation and reprocessing (EMDR). In people with PTSD, the experience
of the trauma feels ever-present: they continually relive the traumatic event. Both trauma-focused
CBT and EMDR are intensive therapies that involve going over and over the trauma until it is stored
in long-term memory, the same as any other memory. Typically, these therapies require eight to 12
sessions with a specially-trained therapist. Other treatments are available, but lack the strong

evidence base of trauma-focused CBT and EMDR.
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Peer support has also been shown to be effective in helping people experiencing trauma symptoms

after a traumatic birth.>?

Mental health services in the UK: current provision
Specialist perinatal mental health community services support women and their families experiencing

the most severe mental health problems, during pregnancy and for the first year after birth.

Money for these services is now administered at the local level, as part of the general allocation to
integrated care systems, but 73% of teams in England reported a shortfall in funding for 2022/23.60

Workforce-related issues were the most frequently cited reason for underspending against budgets.

Between 2019 and 2024, NHS England set up regional Maternal Mental Health Services (MMHS) that
provide treatment for serious mental health problems arising as a result of a woman’s maternity
experience, including stillbirth, postnatal PTSD, tokophobia (fear of childbirth), neonatal death,
pregnancy termination and loss of custody. These offer support up to two years after birth. Susan
Ayers, professor of maternal and child health at City University, London, told session | of the

inquiry that in providing these services, England was “ahead of the rest of the world”.

The services face challenges, however. There is significant variation in size and therefore the support
they are able to provide.¢! Some have not secured ongoing funding. An NHS workforce census in
2023 concluded that the rapid set-up and expansion of these services mean there are workforce
challenges that are likely to remain for some time.¢2 Similarly, a report by the Maternal Mental
Health Alliance in May 2023 found that many women still face long waiting lists for therapy, through

a combination of high demand and under-staffing.63

A joint submission to the inquiry from Oxford Specialist Perinatal Mental Health Services (OSPMH)
and Oxfordshire Maternal Mental Health Service (MMHS) spoke of a lack of funding to recruit
permanent staff, resulting in staff burnout. Women were having to wait six months for a psychologist
appointment, and nine months for a debrief. The submission also reported challenges in integrating

with maternity wards that do not see mental health as a primary concern.

Another challenge mentioned in submissions from MMHS organisations was of communication being
fragmented across services, because of the use of different electronic record systems. A submission
from the Perinatal Parent Infant Mental Health Service) and TULIP/Maternal Mental Health Service in

North East Foundation Trust mentioned problems caused by the 28-day window midwives have for
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making a referral, which meant that some women were being referred too soon after birth, when

often their symptoms resolve on their own without the need for specialist input.

Women who want to access a mental health service can ask for a referral from their community
midwife, health visitor or GP. In practice, while new guidelinesé* state that GPs should ask women
about birth trauma at the six-to-eight week postnatal check, some women report that GPs ask little,

if anything, about mental health.65

Other specialist services

In England, women experiencing mental health problems postnatally can also self-refer to NHS
Talking Therapies (formerly IAPT). The therapies offered vary locally and not all have specialists in
perinatal mental health. Waiting lists are often long. There are also specialist perinatal mental health
midwives and consultants who work within maternity teams or the local perinatal mental health
team to make sure that there are clear integrated pathways of care for women with perinatal mental

illness.

Many maternity units run birth debriefing services, which offer women the opportunity to review
their maternity notes with a clinician (usually a midwife) to better understand their birth experience.
Research shows a wide variation in how the services are run, however, and there is currently no
published standard for how a debriefing service should be carried out.6¢ One specialist debriefing
midwife said in written evidence that women were often referred inappropriately to the debriefing
service when they should have been referred to the complaints service, with the debriefing

experience then leaving them frustrated and angry.

A number of voluntary organisations also offer peer support services, including SANDS, the Birth
Trauma Association and MASIC. In their written submissions, some women reported being

supported by these charities when they could not access help elsewhere.

Devolved nations

Scotland, Wales and Northern Ireland all offer community-based perinatal mental health services.
There are examples of good practice, such as Scotland’s introduction of a participation officer role,
working with health boards and the Scottish government to gather feedback from women and family
members to improve the service. Nonetheless, provision is patchy in each of the devolved nations,

and all face workforce challenges.¢’
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Accessing mental health services: barriers to care

The inquiry heard evidence that mental health provision is very much a postcode lottery.

We received many submissions from women who had been unsuccessful in accessing appropriate
mental health help. Reasons included a failure on the part of GPs or other health professionals to
recognise PTSD symptoms, long waiting lists, or a refusal by services to accept women because they
were not ill enough or, in some cases, too ill, or because they were past the cut-off point of one
year after birth. One woman whose baby was stillborn wrote that in the area in which she lives,

there was no specialist maternity loss and trauma service:

“The final kick in the teeth after she died and | was feeling intensely suicidal was that the perinatal

mental health team wouldn’t take me on because | had no living baby.”

Dr Rebecca Moore, a consultant perinatal psychiatrist, told the inquiry of her concern that some
services were “tailored to diagnoses, so to fit this service you have to have PTSD, whereas in reality
you can have seven of the | | symptoms of PTSD and be significantly affected and traumatised day-

to-day, and that might persist for years and flare up in the next pregnancy.”

In oral evidence, Natalie Tasker told the inquiry that when she described her obsessive anxiety
about the baby to her GP, the GP responded with: “| just don’t...sorry, what's the actual issue here,
because you’ve had this beautiful baby. Are you depressed? Are you upset? | don’t really get what
you’re saying is wrong.” Even though Natalie’s husband explained that she wasn’t depressed, but was

experiencing intrusive thoughts, the GP wrote a prescription for anti-depressants.

Emily Barley, whose daughter was stillborn after failings of care during labour, was told by the
perinatal mental health team that they were unable to help her. However, her GP was able to refer
her to the local mental health trust’s specialist suicide prevention team. She had her first session
within two days of referral, and in all had nine weeks of treatment. Giving oral evidence, Emily said:
“They did save my life. They were amazing.” The service was a pilot project, however, available in

only a few areas of the country.

One written submission describes a woman’s difficulty accessing support after a traumatic birth,

which had left her psychologically distraught:

“I was crying uncontrollably daily; suffering flashbacks multiple times a day; nightmares; screaming in

my sleep; unable to leave my son and hypervigilance; lost contact with friends; no socialisation with
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other parents; unable to go to or past the hospital; panic attacks when seeing ambulances; unable to

travel down certain roads”.

When she eventually decided to seek professional help, she was given a diagnosis of severe complex
PTSD with severe anxiety and moderate depression, but because her son was more than |2 months
old, she was not eligible to be fast-tracked. After spending time on a waiting list, she was assigned a
trainee counsellor, and, later, a trauma-focused CBT counsellor who had no experience of birth,
which meant she had to explain to him some of the practical elements of childbirth. This was so
distressing that her trauma scores increased. She decided to seek EMDR, which involved being
discharged, completing a second self-referral and starting the whole assessment process from the
beginning: “By the time | received EMDR it was approximately 18 months after my first self-referral.
| had no support at all whilst on the waiting lists. At no point did | receive therapy from any one with

experience of birth trauma.”

Other women told us they had no option but to turn to private therapy. Neera Ridler-Mayor, who
experienced nightmares and intense anxiety after she lost seven litres of blood in a postpartum
haemorrhage, told session 4 of the inquiry that she had spent over £6,000 for more than 50 hours of

mental health support after she was unable to access NHS therapy.

Barriers to access for marginalised groups

Giving oral evidence, Honey Attridge said that she had been frightened that if she admitted to mental
illness, her baby would be taken away from her. Since becoming a peer support worker for an NHS
perinatal mental health team, she had found that many other women have a similar fear. These fears
may be particularly prevalent among ethnic minority women, younger women and women from
disadvantaged communities, who are (often with reason) distrustful of people in positions of
authority. Some women may feel that seeking specialist help is a sign they have failed as a mother. Dr
Moore told the inquiry that peer support could play an important part in bridging the gap for women

who felt reluctant to access professional help.

Dr Moore also noted that, among the women who have died by suicide, very many are young
women with multiple disadvantages, who have been let down by fragmented services: “Often when
you look at the women that have died, they have been involved with numerous services, none of
whom have been communicating with each other and they have often had lots of different support,
but nobody has really looked at it as a whole. Then when you see the story afterwards, you see that

everybody held a vital piece of information but no one shared it together.”
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Good practice

We saw examples of good practice in some of the written submissions. Several women said they
received excellent support from their perinatal mental health team and were helped to recover by
referral to appropriate therapy. One woman said that the care she received from the perinatal

mental health team had been “second to none” and that “| truly believed they saved my life.”

For women who have had a traumatic birth, a subsequent pregnancy can be a very fearful time, and

it is important that they are supported through the pregnancy and birth. One woman described in a
written submission how she had developed PTSD after experiencing poor care during a long, painful
labour, followed by a retained placenta and postpartum haemorrhage. In her second pregnancy,

however, she was well looked after:

“As a result of my prior experiences, | was placed under the case of the perinatal health team
during my pregnancy, and | was allowed to carefully plan my delivery and chat through my concerns
in advance with a specialist midwife and anaesthetist. The team looking after me during and before
my son’s birth spoke to me with kindness and compassion, always explaining their actions and

seeking consent. | can say that my son’s birth was the happiest day of my life.”
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Chapter 5: The wider impact of birth trauma

This chapter looks at the impact of birth trauma, not just on the individual who experiences it but
on those around them. It includes evidence heard in session 5 from experts and people with lived
experience of birth trauma, as well as testimony provided in written evidence from women and

health professionals.

Birth trauma can have a profound psychological impact, with flashbacks, nightmares and feelings of
intense anxiety. This means that birth trauma can affect every aspect of a woman’s life, including her
bond with her baby, her relationship with her partner, her older children and her friends and family.
It can also affect her ability to work. All of this ripples out into wider society, with the cost felt in

NHS treatment, family breakup and the removal of women from the workplace.

Relationship with the baby

Research suggests that birth trauma makes it harder for some women to bond with their babies,
while others become excessively protective, sometimes to the extent of refusing to leave the house
with their baby.686° Traumatic birth is also associated with low birth weight and lower rates of
breastfeeding,’® and there are suggestions that postnatal PTSD “may be associated with an increased

number of problems in mother-infant attachment and child behaviour.””!

The inquiry received submissions from a number of women who found their relationship with their
child had suffered as a result of traumatic birth, though some also wrote that it had improved with
time. Feelings of guilt are common. One woman wrote: “| struggled with sleep deprivation and |
started to become really tearful and have negative thoughts about putting my baby up for adoption

as | felt that | couldn’t do it. | couldn’t be a mum.”

Four years on, she has “the most special bond” with her child, but is still “haunted” by the birth
trauma, which included losing four litres of blood: ““I continue to struggle with anxiety and
depression and feel that | will never be the person | was prior to this experience. | am now trying to
navigate life as a mum with a mental illness and | am at last hoping to start some trauma-based

therapy in the near future.”

Physical injuries can also affect the mother-child bond. A survey of 325 women by the charity
MASIC, which supports women with third- and fourth-degree tears, found that 85% believed their
injury had affected their relationship with their child, with 14% saying the damage to the relationship

was irrevocable.’2 In a written submission, one woman said that her third-degree tear had affected

48



her ability to mother effectively: “l am now just over a year postpartum and still unable to actively
play with my children. | can’t lift or chase my eldest child, the tear has completely limited the mother

| want to be for my children.”

Relationship with partner and family

A mother’s relationship with her partner may be affected in several ways after a traumatic birth.73
Some report that, because their partner did not advocate for them effectively during birth, they no
longer trust them.’# Others find that their partner discourages them from talking about the birth,
telling them to “move on” or “focus on the baby”, making the woman feel isolated. Postnatal PTSD
can make people feel irritable or lead to outbursts of anger, further damaging the relationship. Many
women avoid sexual intimacy, in some cases because a birth injury has made it too painful, or
because sex triggers flashbacks to the birth, or because they fear becoming pregnant again.’> One
woman wrote: “Even though I’'m on birth control | am so scared it won’t work and | will end up

pregnant | won’t go anywhere near my husband which is starting to put a strain on our marriage.”

A number of women said in written submissions that their birth experience affected relationships
with friends and wider family as well as with their partner. This was particularly the case for those
whose babies were born with brain injuries caused by being deprived of oxygen at birth (see box-

out).

In cases where a child has a severe disability, siblings live with the knowledge that when their parents
die, they may be expected to take over the care of the child, Suzanne White, head of clinical
negligence for law firm Leigh Day, told the inquiry: “That’s a huge responsibility that they live with all

their life.”

Economic cost
There is currently no research on the economic cost of birth trauma. Professor Susan Ayers of City
University, London has suggested that NHS Resolution data on litigation claims could be used as a

proxy measure, and that there is a lack of current funding to analyse the data.

A government cost-benefit analysis of the women'’s health hubs notes that the average cost of a
maternity claim is about £293,000, and that if the harm leads to brain injury at birth the average cost
of a claim is about £9.4 million. This economic impact applies only to cases where there has been a
physical injury leading to litigation, however. We know that the majority of women psychologically

affected by traumatic birth will not make a negligence claim.7¢
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It is clear, however, from the numerous submissions we received from women either unable to go
back to work, or delaying going back to work, as a result of PTSD triggers, that there must be a

wider economic cost.

In other cases, women felt that financially they had no choice but to return, even if they were too ill
to do so. Heather Simmons, giving oral evidence to session 5 of the inquiry, described how her
traumatic birth had led to her child having a hypoxic brain injury. Before the birth she’d worked in a
hospital as an ophthalmic technician. She described how her “place of safety,” where she’d always
felt comfortable, became her “place of trauma”. When her daughter was six months old, Heather
was in the middle of a “full breakdown,” but returned to work for financial reasons. It was, she said,

a “horrific” experience: “| had panic. | couldn’t concentrate. | couldn’t bear to be away from her.”

Heather left the NHS and took a private job working nights so she could be with her daughter
during the day. Ultimately, however, the culture of workplace bullying was too traumatising and she

left, later becoming a full-time carer for her husband when he fell ill.

Women with birth injuries may also find their physical ill-health prevents them from returning to the
workplace, with one survey finding that one in five women with birth injuries said it had affected
their ability to work.”” Even those who do go back to work say that their trauma has had an impact
on their working life. The woman with a third-degree tear, quoted earlier, wrote in her submission
that she “spent thousands of pounds on private appointments, gynaecology, and pelvic floor

physiotherapy”.

Ms White noted that, even if a woman returns to work after a birth injury, the effect of the injury
can re-emerge at menopause. One professionally successful client was “likely to be incontinent after
menopause because the perineum deteriorates at that stage, and that is something that she is

dreading throughout her whole life.”

Case Study: Helen

Helen’s son Julian was born with a hypoxic brain injury as a result of proven medical negligence
during his birth, which the hospital tried to cover up. (Helen won substantial damages against the

hospital to pay for the care of her child.)

Her son’s injury has affected every aspect of Helen’s life.
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“My marriage broke down as he [her husband] could not handle a disabled child. He more or less

had a breakdown and ran away to start a new life,” she says. He has not seen his child for nine years.

Her own life has been turned upside down: “l am now a single mother, doing this alone. Julian will
always be dependent on me. | had my elder children young and always thought that | would be able

to live life when they were older, but now | have Julian as a forever dependant.”

Her other children have been affected too: “They are all fantastic with their little brother but
ongoing sleep and behavioural issues have caused disruption with exams and schooling through lack

of sleep for instance.”

Helen still suffers mental and physical pain, and has never been able to heal. Having to explain what
happened to her over and over again during a six-year litigation was particularly mentally draining.
She adds: “My life will never be as it should be. | never returned to work, | live a very secluded life,
as friends and family shun you when you have a disabled child that they might not understand or are

scared of.”

Maternity staff

Evidence suggests that midwives in particular experience high levels of stress and burnout, with data
showing that they have the highest rate of absences for mental health reasons of any group in the
NHS.78 One large-scale survey of midwives found significant levels of emotional distress, with two-

thirds saying they had considered leaving the profession.”

Several studies have looked at the incidence of PTSD in maternity professionals. A review of
research that looked at studies of midwives, nurses and obstetricians found that the proportion of
participants meeting the diagnostic criteria for PTSD ranged from 3.1%-46%.8° Authors of a scoping
review of research found that “witnessing abusive care was associated with more severe post-
traumatic stress than other types of trauma events” and concluded that “adverse events during
childbirth have a serious impact on care providers.”8' An Australian study found that staff of black or

minority ethnicity were at increased risk.82

Amongst the submissions we received from midwives, common themes included under-staffing, a
poor physical environment and a harmful working culture. Some found it difficult to see how women
were treated in the system: one midwife wrote that she and her colleagues “are witness daily to the
devastating impact of poor staffing, poor provision of resources, poor care and poor communication,

which result in people lacking confidence in the service and the standard of care they will receive.”
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Another former midwife described how she’d left the NHS in 2022 after 15 years as a result of
“accumulated vicarious trauma and moral injury”. She described working in a particularly hierarchical
maternity unit where one consultant obstetrician behaved aggressively towards staff and treated the
women in his care inappropriately. In one instance, during repair of a second-degree perineal tear,
the woman “was leaping up the bed and groaning in agony due to his stitching. | asked him to stop
and provide more pain relief; he shouted at me in front of the woman and told me that ‘women do

not have nerves in their vagina’.” She also described an extraordinary incident when the same doctor

“dragged another outspoken midwife by her hair along an antenatal clinic corridor.”

In her final NHS shift, she described caring for a mother whose baby was stillborn before being
called to an emergency forceps birth in which “the woman was screaming with fear and panic in her
eyes, the obstetrician was useless in her communication and didn’t gain consent for the episiotomy
or the forceps.” The result was “another unnecessarily traumatised mother and father starting

parenthood.”
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Chapter 6: Partners’ perspectives

This chapter looks at the impact of traumatic birth on partners, using evidence from written

submissions and oral testimony to session 6 of the inquiry.
Partners can be affected in two main ways by a traumatic birth:

e They may develop psychological symptoms of trauma, as a result of experiencing the terror
of believing that they are going to lose both mother and baby. A review of research has
found that 1.2% of fathers develop PTSD after witnessing their partner give birth —
approximately 7,000 people every year in the UK.8 It is likely that many more develop some
trauma symptoms.

e They may be required to support — practically, emotionally and financially — a woman who is

experiencing the physical and psychological consequences of traumatic birth.

Yet there is very little help available for partners. After birth, the focus is on the mother, and her
partner will not normally be asked by health professionals whether he (or she) is coping
psychologically. Many partners feel that, because they did not go through the traumatic birth
themselves, they are not entitled to ask for help. They may also feel that they have a responsibility to

be strong and hold the family together.

The impact of traumatic birth on partners

The small amount of research on the impact of witnessing traumatic birth on partners has identified
recurring themes, such as feelings of helplessness as the trauma unfolds, a fear that the mother or
baby are going to die, a sense of abandonment if the mother and baby are taken to a different room

and a lack of communication from staff.84

Dr Andrew Mayers, an academic psychologist at Bournemouth University, told the inquiry that his
research had found that “fathers who are in that birthing room when it all starts going so
dramatically wrong feel utterly helpless.” He added: “They are witnessing potentially the loss of their
partner, wife and/or baby and yet what we were finding consistently was that they were not being
informed.” Conversely, his study found, when health professionals communicated effectively, this

acted as a protective factor against the father developing postnatal mental health problems.8s

Dr Mayers’s findings were echoed in the submissions the inquiry received from fathers. One man
wrote that his wife experienced an obstetric emergency that resulted in the death of their baby

daughter. Describing the “chaos” in the operating theatre, he wrote:
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“As a father | was sat at the head end of the table with my partner and had no explanation as to
what was happening or going on. When my partner started feeling sick and shaking | was literally
presented with an anaesthetist sat to my left on her mobile phone and handed a sick bowl and told
she will be all right in a minute...Prior to that any other requests for information were ignored, all |
knew was that alarms were going off and people were running into theatre. No support was offered
to myself or my partner. This experience has left me with regular flashbacks, mental health issues

and a diagnosis of PTSD.”

Scott Mair, whose son was taken to intensive care after the birth, had to visit him alone while his
wife lay ill in bed. That was traumatic enough, he told session 6 of the inquiry, adding: “My biggest
trauma came from the fact that | was then told to go upstairs and break that news to my wife that
our baby might not make it. There is no support, there was nobody to come with you to have that

conversation.”

One man told us in a written submission that after he had witnessed his wife receiving abusive
treatment during birth, he found himself reliving the birth in the form of flashbacks and nightmares.

He added:

“l developed avoidance behaviours in the form of avoiding any conversation about birth or hospitals,
avoiding friends, family and isolating myself from the outside world. During conversations | would
completely tune myself out to the point | could not hear or take in what was being said. Having

another baby felt like an impossibility.”

He also experienced “heightened feelings of a sense of threat in the form of over sensitivity to

sounds, feeling jumpy, extremely irritable, worried about losing my wife or daughter.”

In some cases, both partners are affected. Mark Williams and his wife both developed mental health
problems after her traumatic birth experience 20 years ago in which he feared that she and their
baby would die. The effect has been long-lasting: Mark told the inquiry that even recently he had

woken up in “in sweats, thinking my wife and baby died.”

The impact of traumatic birth on the couple relationship and family life
We saw in Chapter 5 the impact a traumatic birth could have on the partner relationship, often
creating tension and anxiety, with women sometimes blaming their partner for not advocating

effectively for them during labour. 8¢

Physical injuries such as OASI can, as we have seen, have a devastating impact. One man said that his

wife’s birth injury, sustained before they met, had affected every aspect of their lives: “where we can
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go, our careers, the additional financial outgoings associated with treatments, our sex life, not being
able to have further children, our health and wellbeing.” Before each of his wife’s surgeries, he had
had to prepare himself for the possibility that she might die on the operating table, adding: “I’'m just

grateful that she has shown the resilience and courage to keep going.”

There may often be a financial impact. Paternity leave is only two weeks, but if a mother is too ill to
look after herself and the baby, the partner may have to take unpaid leave to take care of her or
sometimes drop out of employment altogether. Lucy Allen-Goss, whose partner was unwell after a
traumatic birth, told the inquiry she was unable to return to her academic post, leaving a year-long

gap on her CV that she couldn’t easily explain — which led, ultimately, to a change of career.

Same-sex partners

There is a dearth of research on the impact of traumatic birth on same-sex partners. Laura-Rose
Thorogood of LGBT+ Mummies told the inquiry that there was an assumption in the NHS that
same-sex partners were less important, even though in some case, the partner may be genetically
related to the child through egg donation. There was, similarly, a lack of awareness amongst health
professionals that some same-sex couples will have a history of trauma in overcoming barriers to

conception, such as repeated attempts at IVF.

Lucy told the inquiry of witnessing her female partner have a traumatic emergency c-section, after
which both mother and baby developed sepsis: “One of the things that went wrong was that people
didn’t know who | was. So | kept getting shut out of the room she was in and they tended to think |

was another nurse or another midwife.”

This happened both during the birth and postnatally. While she was in the postnatal ward with her
partner Emma, staff assumed that she was a health professional taking care of her: “My partner was
catheterised, she was bleeding very heavily, she was very high on morphine, she didn’t know where
she was. And she was being expected to change and also to tube feed this very fragile newborn we’d
got, and a lot of the time | couldn’t get to her. We realised quite a bit later that we nearly killed our
daughter because they had expected both of us to tube feed this baby without actually having told us

how to do it.”

When they returned home, Lucy found that the midwives and health visitor who attended Emma
seemed to resent her presence: “l remember at one point the health visitor saying, “You know you

can tell her to go away’ to my partner about me, and my partner said, ‘I don’t want her to go away.””
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Laura-Rose and her wife have both given birth twice, and their experiences echoed Lucy’s, with the
non-birthing mother being asked to leave the room and make tea while the health professional was

talking to the birthing mother.

Mental health support for partners

The lack of support for partners continues postnatally. Scott shared with the inquiry his experience

of leaving his sick wife and baby in the hospital: “The worst thing is after all of that you get in the car
and you go home. Nobody helps with that transition out to the car park, nobody sits you down and

says ‘Is everything okay? That was rough’. You don’t get any sort of debrief.”

Currently, neither mothers nor fathers are screened postnatally for PTSD, though the means to do
so is available — researchers at City, University of London have devised separate scales to measure
postnatal PTSD in mothers and partners.8” Whereas mothers are routinely screened for postnatal
depression, and have opportunities to mention mental health difficulties to health professionals,
fathers and non-birthing mothers are not offered mental health screening after the birth. The NICE

guideline on antenatal and postnatal mental health does not mention fathers at all.88

The only time partners have the opportunity to share their mental health difficulties with a health
professional is if they choose to accompany the mother to a birth debrief. Otherwise, a father who
wants mental health support must actively seek it. In England, this will typically be by self-referring to
the local NHS Talking Therapies service. In the other UK countries, it will entail asking for a GP
referral. Kieran Anders, operations manager for Dad Matters, told the inquiry that, while new
mothers with psychosis are treated as a blue-light emergency with direct treatment, a father with

psychosis may have a three month wait for treatment, even though the risk to the child is the same.

Research suggests that fathers would welcome the opportunity to share their experience of the
birth. In one study, fathers expressed the view that healthcare professionals were unconcerned
about fathers’ mental health, and that support is only offered once “you try to harm yourself or you
have a breakdown.”®? Fathers, another study found, “specifically wanted healthcare professionals to
sign-post them to someone they can talk to for emotional support, and to be taught coping

strategies which would help them to support both their partner and baby.”?%

Since 2018, NHS England has been gradually expanding its perinatal mental health services to include
partners, so that if a woman has a perinatal mental health problem, her partner is also offered a
mental health check and signposted to professional support if necessary. The limitation of this, as Dr
Mayers pointed out, is that it does not identify those fathers who have developed mental health

problems, but whose partners are not in contact with perinatal mental health services.
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There is a postcode lottery to the support available. Dr Mayers noted that, when he helped develop
local mental health services for fathers, in Hampshire and Dorset these were provided through the

local mental health trust, but in London, they were provided through the charity Mind.

There are areas of good practice, however. Leeds Perinatal Mental Health Service, for example, has
set up a Partners Peer Support Service to support new fathers. These include face-to-face sessions,
dads and kids pram walks, baby sensory sessions and Zoom games nights to help new fathers gain
confidence as parents and talk about their mental health.?! In Greater Manchester, the NHS funds
Dad Matters as part of their peer support offer alongside Home Start and other charities. Dad
Matters takes referrals from professionals who see fathers, and offers attachment and bonding

support, as well as signposting fathers to Talking Therapies if necessary.

Financial and economic costs

A 2014 report calculated that perinatal health problems in women cost the country £8.1bn a year,
and that an investment of £280m annually could offset much of that cost.?2 Similar figures are not
available for partners, but Dr Mayers told the inquiry that he believed that investment in caring for
partners, coupled with extended paternity leave and greater support in the workplace, could reduce

the likelihood of PTSD and subsequent problems for the child.
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Chapter 7: Marginalised groups

This chapter looks at the experience of birth trauma on marginalised groups, using evidence drawn
from written submissions and oral evidence given by experts and parents in oral sessions,

particularly session 7, of the inquiry.

There are approximately 700,000 births a year in the UK.?3 Regular reports from the MBRRACE-UK
(Mothers and Babies: Reducing Risk through Audits and Confidential Enquiries across the UK)
programme, however, show that maternal outcomes vary widely according to demographic factors
such as age, ethnicity and deprivation. These outcomes include maternal deaths during pregnancy,

childbirth and the postnatal period, as well as stillbirths and neonatal deaths.

Evidence suggests that marginalised groups also have a poorer experience of maternity care. As well
as ethnicity, deprivation and age, other factors that may affect an individual experience of maternity

care can include neurodiversity, sexuality and gender identity. Some factors may, of course, interact.

Maternal outcomes

The most significant variations in maternal outcomes relate to ethnicity and deprivation.

In 2021, 28% of babies in England were born to mothers of non-white ethnic minority origin.?
MBRRACE’s most recent report, which analysed data from 2020-22, showed that Black women
were almost four times as likely as white women to die during pregnancy, childbirth or the postnatal
period, while Asian women were twice as likely to die as white women. Similarly, the maternal
mortality rate for women living in the most deprived areas of the UK was more than twice as high as

that of women living in the least deprived areas. %

Ethnic disparities can also be seen in stillbirth rates, which are significantly higher for babies of Black
ethnicity (7.52 per 1,000 total births) and babies of Asian ethnicity (5.15 per 1,000 total births) than

for babies of white ethnicity (3.30 per 1,000 total births). Again, there are striking disparities relating
to socioeconomic status, with rates of 2.37 stillbirths per 1,000 total births in the least deprived

quintile compared with 4.69 in the most deprived quintile.%

Although Black and Asian mothers are more likely to live in deprived areas, and are therefore
particularly affected by the socioeconomic disparity, MBRRACE found that stillbirth rates for babies
of Black and Asian ethnicity are higher than for babies of white ethnicity in all five socioeconomic

categories.

58



Black women are also one-and-a-half times more likely to develop pre-eclampsia than white women,

and six times more likely to develop pre-eclampsia superimposed on chronic hypertension.?’

Gypsy, Roma and Traveller women are not included in the MBRRACE statistics, but a review of

research suggests they have worse maternal outcomes than other groups.®

Certain other marginalised groups experience strikingly poor outcomes. Women in prison are five
times more likely to have a stillbirth,?® while young women who have been through the care system
are far more likely to die by suicide in the perinatal period.'® Women aged |9 and under are more

likely to have premature babies and extremely low birthweight babies than women aged 20-35./0!

Disparities in experience of maternity care

The reasons for the disparities in maternal outcomes are not clear — apart from suicide, the causes
of maternal deaths are not broken down by ethnicity or socioeconomic status. Research provides
some clues, however. Studies show that risk factors vary between ethnic groups. For example, Black
women are more likely to have a history of cardiovascular disease than white women,'%2 while South
Asian women have higher rates of gestational diabetes than white women,'%? and six-to-nine times
the risk of anal sphincter injury.!% Yet, as Professor Angie Doshani, a consultant obstetrician

gynaecologist, told the inquiry, women are not routinely informed antenatally of their greater risk.

Similarly, Black and South Asian women are at greater risk of Vitamin D deficiency, which leads to a
greater risk of diabetes, miscarriage, pre-term birth, high blood pressure and pre-eclampsia. This
could be addressed by a simple campaign to take Vitamin D in pregnancy, Carol King-Stephens, the

equality, diversity and inclusion lead midwife at Walsall Healthcare NHS Trust, told the inquiry.

A 2022 report by campaign group Five X More, based on a survey of 1,320 Black or mixed heritage
women, found three areas where maternal health care fell short: attitudes, knowledge and
assumptions. These included, for example, using racially discriminatory language, poor awareness of
Black women’s physiology (one woman was told that “black people are more stretchy”) and an
assumption that Black women were being over-dramatic. Some reported that health professionals
did not understand how particular conditions such as jaundice might appear differently on black

skin.105
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One South Asian woman, Neera Ridler-Mayor, told session 4 of the inquiry that the reason her
major obstetric haemorrhage was initially missed was because of her skin colour: “A Caucasian lady
who has a postpartum haemorrhage would go pale. | don’t go pale. | will go grey and ashy.” It was
Neera’s mother who spotted that her skin colour had changed, but her medical notes had been
amended to state, incorrectly, that the midwife had noticed she had a haemorrhage because she had

gone pale.

A survey on the experiences of Muslim women in maternity found many reported being patronised
and having decisions made without their consent.!% Describing a focus group of Somali women,
some of whom had previously given birth in European countries, the report says that in the UK
maternity system they were “subjected to racist attitudes” whereas in countries such as Norway and

the Netherlands they were treated “with more kindness, consideration and compassion.”

Mothers from ethnic minority backgrounds may be more likely to suffer from mental health
problems, with one study finding that Indian and Pakistani women were at greatest risk.!%7. A study
of Black Caribbean women found, however, that their interactions with professionals in the perinatal
period were “protocol driven and formulaic, affording little scope to discuss psychological distress,

identify morbidity, or deliver interventions that might restore or maintain maternal mental health.”!8

Language is also an important factor in the experiences of minority ethnic women in maternity care.
In 2022, 30.3% of all live births in England and Wales were to women born outside the UK, the
majority of whom were non-EU nationals. The most common country of birth for non-UK mothers

was India, followed by Pakistan, Romania and Poland respectively.!0?

Many of those women will not have English as a first language, meaning that interpreters are
essential. Yet an investigation by the BBC found that a lack of interpreters in the NHS is leading to
adverse outcomes in maternity. Interpreting issues, it found, “were a contributing factor in at least
80 babies dying or suffering serious brain injuries in England between 2018 and 2022.” Some staff are

using online translation tools to deliver serious news to non-English speaking patients.!!°

Giving oral evidence to the inquiry, Professor Doshani said that for some women, the use of
interpreters from their own community could be problematic because of the lack of confidentiality.
She also noted that some women from ethnic minority communities can’t read, even in their mother
tongue. The app she has developed, JanamApp, includes animated videos to reach those women.

Speaking to service users, she also found that if they didn’t understand a question they were asked
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by a health professional, they would often say “yes”, creating the impression that they were giving

consent when they weren’t.

Ms King-Stephens told the inquiry that many women from marginalised groups simply cannot afford
to travel to the hospital or their GP practice, and therefore miss important antenatal appointments.
In Walsall, the council and the local bus company have now provided free day savers so mothers can
attend the appointments. Sometimes the NHS is not mindful of cultural practices, she added —
offering appointments to Muslim women on a Friday, for example, when they might be at mosque.
Similarly, Clotilde Abe, co-founder of Five X More, giving evidence in session |, suggested that it was

possible to reach some minority women through offering sessions after church services.

A number of submissions, including some from professionals, mentioned more explicit racism, with
one Asian woman, for example, saying that she was treated with greater respect when her white
husband was present. Another, who was very seriously ill after a complicated birth (and suffered

permanent injuries) wrote of the on-call consultant:

“She came the next morning and spent the whole time talking to my sister (who is also brown
skinned) who was sat on the chair next to me. She said | looked much better and didn’t even realise

that wasn't me.”

In a written submission, Dr Aditi Sharma, who conducted research with South Asian women on
birth trauma, said that many feel coerced and dehumanised in childbirth, with one saying that two
white women giving birth at the same time “had a lot more support and staff were being very
responsive to them.” Similarly, some organisations representing Black mothers said that many were
treated automatically as being of higher risk than white women, and therefore put on a more

medicalised pathway.

There were examples too of medical professionals making inappropriate comments. One woman
wrote: “| tore, and as | was being stitched up, the doctor said, ‘I'll stitch you up so you’ll never do
this again.”” | thought the doctor told me this because | was young and my baby was of mixed

heritage. | thought | probably deserved it.”

Other marginalised groups

We have less information about the outcomes and experiences of women from other marginalised
groups, such as lesbian women or women with neurodivergent conditions, though a large-scale
Californian study found that same-sex couples had significantly higher risk of adverse outcomes such

as postpartum haemorrhage.'!
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There is some research evidence that marginalised groups may experience poorer maternity care,
supported by testimony heard by the inquiry. Same-sex couples, for example, can face prejudice
from health professionals, including the assumption that a birthing mother must be heterosexual.
They therefore find themselves having to “come out” repeatedly to health professionals throughout
the pregnancy, birth and postnatal period.!'2 One qualitative Swedish study found that LBTQ parents
experienced “disrespectful treatment from healthcare professionals that violated their bodily

integrity.”!!3

Laura-Rose Thorogood, a woman in a same-sex relationship, told session 6 of the inquiry that when
she introduced her wife to the consultant, the consultant’s attitude “just switched”, and from that
point on the care was “unprofessional”. This included “shouting at the midwife in front of a whole
room of us because she couldn’t work out where baby was facing, to giving me an internal and
crudely yanking a massive clot out of me, without an apology or explanation.” When the baby was
born by forceps, the doctor “pulled the baby out and she was ‘flung’ on top of my lower stomach
and landed like a sack of potatoes. My wife gagged, because as she did, blood flew up everywhere

and went all up me and over my face.”

Qualitative research on how autistic women experience pregnancy has found they have more
physical difficulties, such as nausea and pain, during pregnancy than non-autistic participants.
Maternity professionals did not have a good understanding of autism and the women did not always
feel comfortable telling professionals about their autism diagnosis. They also needed professionals to
communicate with them clearly and to make changes during appointments such as dimming lights to
reduce sensory overload.!'* Because autistic women may appear calm even when in severe distress,
caregivers do not always trust women’s reports of being in pain.!'> As one woman quoted in a
submission from the National Autistic Society said: “It can be difficult when people expect you to be
performing your pain in a way they recognise at a time when you have nothing spare to spend on

doing the right facial expressions!”

Some submissions from young mothers suggested that they were treated less sympathetically
because of their age. Jayde Edwards, who became pregnant when she was |5, told session 7 of the
inquiry that the first question her GP asked her was whether she had considered having an abortion:
“When | said to her, ‘No I’'m keeping the baby’, she made a referral to social services and didn’t tell
me why...if she had explained, ‘Maybe you need a bit more support,” | would’ve said | have family

around, | was attending a church at the time and | have a really strong support network.”
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Jayde drew the inquiry’s attention to the fact that many people may be marginalised in more than
one way, and that certain types of marginalisation go together: young mothers, for example, are 22%
more likely to be living in poverty by the age of 30!'é, while those who have been through the care

system are three times more likely to become mothers by the age of 18.!7

Exceptionally vulnerable women

There are some women who are so vulnerable their voices are rarely heard: women in prison, for
example, refugees, women who have been through the care system, or women whose babies are
taken into care. One woman described in her submission feeling that she was “tortured” by
midwives withholding essential care from her while she was in labour, which she believes is because
she had been a heroin addict, though clean by the time of giving birth. She was given opiates for pain
relief, and the fact that her urine test then showed traces of opiate was used against her in court
when a decision was made to take her baby away from her. She wrote of the aftermath of her
traumatic birth: “l have urine infections constantly and need to always be near a toilet as | have to
urinate frequently, but the mental scars are far worse. | was treated like an animal, a second-class

citizen that didn't deserve to be treated with any form of care.”

Naomi Delap, a director of the charity Birth Companions, which supports marginalised women in
childbirth, told the inquiry that many women have overlapping vulnerabilities: they may be victims of
domestic abuse, of child sexual abuse, of trafficking; these women are likely to be single mothers,
and they may be in prison, or have had a baby taken into care. Birth Companions is able to advocate
for these women, who often may not feel listened to, or and who often feel pressured into
particular choices during labour. Women who have had previous trauma, she pointed out, are three
times as likely to develop postnatal PTSD as other women. Survivors of sexual abuse, for example,
may find vaginal examinations —a common way of establishing progress during labour — intensely
traumatic. “If maternity staff are aware of this aspect of woman’s history this is something that can

be planned for,” she said.

Improving care

The evidence presented to the inquiry demonstrated the variety of ways in which it is possible to
feel marginalised during labour and childbirth. Every individual who gives birth has their own unique
history and needs. It might be that their ethnicity puts them at greater risk of tearing, or that their
trauma history makes them terrified of internal examinations, or that their autism makes them
particularly sensitive to sensory input. As Jacob Stokoe, a trans man giving oral evidence in session 7,

said: “It’s about seeing the person in front of you and responding to them as they need.”
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Ms Delap emphasised the importance of continuity of care — which, she pointed out, “doesn’t
necessarily reside in continuity of carer.” Instead, it could be that “everybody has an understanding
of trauma, that everybody is compassionate and kind, that there is continuity of information-sharing
so that people don’t have to keep on reiterating their trauma, telling their stories over and over
again to different people.” It should, she added, “also include individualised approach, individualised

care plans, meaningful consent.”

If we are to offer good quality maternity care to everyone, then this focus on individuality, on care

and on consent is essential.
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Vision: what does ‘good’ look like in maternity?

Our inquiry has uncovered a pattern of poor maternity care across the country, resulting in many
women being deeply traumatised. In many cases, the effects extend beyond the individual woman to
her partner, her children, wider family and friends. Many women spoke of being unable to return to
work and of having to spend years undergoing NHS treatment for both psychological and physical

injuries. In some cases, the impact of traumatic birth was still felt decades later-.

We believe that it doesn’t have to be like that. Sometimes unavoidable emergencies happen during
birth, and sometimes, unfortunately, mothers or babies are harmed. It is not always possible to
prevent stillbirth, for example, and sometimes a woman will experience a severe obstetric tear as

the baby is born.

But it is possible both to reduce the incidence of harm and to make sure that women and their

partners are better supported when harm occurs.

The common theme running through the personal submissions was of women not being listened to
when they thought that something was wrong, or when they asked for help. Red flags that indicated
a difficulty in pregnancy or labour were often ignored. VWomen told us that they felt belittled or
dismissed when they raised concerns. After birth, women wrote of being unable to access basic help
on the postnatal ward, even if they were too ill or weak to lift their baby. Partners, too, wrote of
being ignored by staff and left unaware of what was happening. Attempts by parents to gain answers
after a difficult birth in which mistakes were made often result in efforts to cover up or minimise the

harm caused.
We suggest that a good maternity service would include the following elements:

Antenatal education

All pregnant women should have the opportunity to access good quality antenatal education that
explains, clearly and straightforwardly, what giving birth involves, what the risks are and the kinds of
choices they might have to make during labour so that they can think them through beforehand.
Women should also have access to a risk calculator that helps them understand their own individual

risk profile and to make choices about their birth accordingly.
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Listening to women

Too many of the stories we heard involved women not being listened to. If a woman is concerned
about bleeding in pregnancy, or reduced fetal movements, or that her bump has stopped growing,
for example, then these concerns should be taken seriously and investigated. If she asks for pain
relief, then she should be offered it. There should not be a default assumption that women are being

over-anxious or over-dramatic when they express concerns.

Sharing good practice and using evidence-based care

Women should be able to feel reassured that the care they receive is based on agreed standards and
guidelines. Where a maternity unit has been successful in, for example, reducing stillbirth rates, staff

in other maternity units should have the opportunity to learn from that. Training in known problem

areas (for example, correctly reading a CTG trace) should be given regularly, so that staff skills are

up-to-date.

Consent

Except in an emergency, no procedure should be carried out on a woman without her consent.

Safe working environment for staff
All maternity units should be fully staffed. Staff should not be subjected to bullying from other staff
members. It should be taken as a given that obstetricians and midwives work as a team, with the

same goals in mind. Instances of bullying or bad behaviour should be dealt with robustly.

Postnatal care

All women should receive good quality postnatal care. This means that, on the postnatal ward, they
are given appropriate help to go to the toilet, if necessary, or to pick up their baby. Women who
want to breastfeed should receive help from staff trained in breastfeeding support. No woman
should be made to feel inadequate or a failure for not being able to breastfeed. Staff should be

trained to identify signs of illness postpartum, such as sepsis or haemorrhage.

Transparency and accountability
If mistakes happen during a woman’s care, then hospitals must be open and honest with her about
the mistake, in line with the duty of candour requirement. Mistakes should be treated as an

opportunity to learn and improve future practice.
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Partners
If a woman chooses to have her partner with her during birth, then a staff member should be

assigned to keep the partner informed about what is happening if a problem arises.

Racism
No woman or staff member should be subjected to racist attitudes or assumptions. VWomen whose
first language is not English should be offered a good-quality interpreting service. Cultural differences

should be understood and respected.

Trauma-informed care

Women who disclose that they have had a previous traumatic experience (including traumatic birth)
should be offered trauma-informed care, including the opportunity to receive mental health support
from a professional and the opportunity to discuss potential triggers, and how they can be avoided,

with the obstetric team.

Mental health support
Women and partners should be offered routine screening to see if they display trauma symptoms

after birth, and offered appropriate mental health help if necessary.

Conclusion

Some of the findings in this inquiry — in particular the scale of birth trauma and the devastating
impact it has on women and their families — will be new to a lot of people. Yet there is much still to
be explored, and we hope this inquiry will begin a national conversation on birth trauma. Despite
being a relatively common experience, the very first time birth trauma was discussed in parliament
was in October 2023. Now that the taboo has been broken, we hope there will be many more such
debates and that birth trauma will be taken seriously. We call on the prime minister and the UK

government to implement our recommendations in full.
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APPENDIX |

Birth Trauma Inquiry Witnesses

Evidence session |: 5t February 2024

Ranee Thakar, President, Royal College of Obstetricians and Gynaecologists

Gill Walton, Chief Executive, Royal College of Midwives

Professor Susan Ayers, Professor of Maternal and Child Health, City University London
Maureen Treadwell, Co-founder, Birth Trauma Association

Rachael McGrath, Chair, Birth Trauma Association

Clotilde Abe, Co-Founder, Five X More

Evidence session 2: 12th February 2024

Emma Hurst MLC, Member of the Legislative Council of New South Wales

Dr Hazel Keedle, Researcher, BESt Study and New South Wales Birth Trauma Inquiry
Amy Dawes, CEO Australasian Birth Trauma Association

Professor Antje Horsch, University of Lausanne

Jan Willem De Leeuw, Consultant Obstetrician and Gynaecologist

Evidence session 3: 19th February 2024

Dr Nitish Raut, Gynaecologist, Stoke-on-Trent Hospital

Dr Posy Bidwell, Chair of the MASIC Foundation, Deputy Head of Midwifery, South
Warwickshire Foundation Trust

Professor Michael Keighley, Founder, MASIC Foundation

Geeta Nayar, mother with lived experience

Jenny Tighe, mother with lived experience

Sarah Embleton, mother with lived experience

Evidence session 4: 26th February 2024

Dr (h.c.) Donna Ockenden, Chair, Independent Review into Maternity Services

Dr Rebecca Moore, Perinatal Psychiatrist

Honey Attridge, Peer Supporter for the CNWL Maternity Trauma and Loss Care Service
Neera Ridler-Mayor, mother with lived experience

Emily Barley, mother with lived experience

Natalie Tasker, mother with lived experience
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Evidence session 5: 4th March 2024

Professor Pauline Slade, Professor in Clinical Psychology, University of Liverpool
Kate Lough, Chair, Pelvic Obstetric and Gynaecological Physiotherapy Group (POGP)
Suzanne White, Head of Medical Negligence, Leigh Day

Professor Robert Freeman, Consultant Gynaecologist, University of Plymouth
Heather Simmons, mother with lived experience

Neya Joshi, mother with lived experience

Evidence session 6: | 1th March 2024

Dr Andrew Mayers, Psychologist, University of Bournemouth
Mark Williams, Founder, Fathers Reaching Out

Kieran Anders, Operations Manager, Dad Matters

Scott Mair, Director, Fatherhood Solutions

Lucy Allen-Goss, Academic and Writer

Laura-Rose Thorogood, Founder, LGBT+ Mummies

Evidence session 7: |18th March 2024

Professor Angie Doshani, Consultant Obstetrician and Gynaecologist

[llyin Morrison, Midwife and Birth Trauma Specialist

Carol King-Stephens, Midwife and Lead on Inequality for the West Midlands

Jayde Edwards, Project Manager at Mental Health Foundation for Young Mums Connect
Naomi Delap, Director, Birth Companions

Jacob Stokoe, Founder, Transparent Change
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APPENDIX I

Summary of Recommendations

Chapter One:
I. Recruit, train and retain more midwives, obstetricians and anaesthetists to ensure safe levels
of staffing in maternity services and provide mandatory training on trauma-informed care.
2. Make sure all NHS trusts offer antenatal classes to inform parents of what to expect from
birth and to outline their options.
3. Make an awareness of the causes and impact of birth trauma a mandatory part of both

midwifery and obstetrics training.

Chapter Two:
I. Make training in trauma-informed care a mandatory part of midwifery and obstetric
education.
2. At the 34-week appointment, discuss with women their options during birth, including the
risk factors relating to instrumental and caesarean birth.

3. Offer regular CPD training to maternity professionals on communicating risk.

Chapter Three:

I. Roll out and implement, underpinned by sufficient training, the OASI (obstetric and anal
sphincter injury) care bundle to all hospital trusts to reduce risk of injuries in childbirth.

2. Introduce mandatory data gathering, so we know exactly how many women experience
OASI.

3. Maternity units to adopt the recommendations of the consensus statement on instrumental
birth, to be published this year.

4. Government to provide funding to validate the UR-CHOICE pelvic floor risk disorders
calculator so it can be used in clinical practice.

5. Maternity units to implement NHS England’s Perinatal Pelvic Health service specification,
which includes providing information for women in antenatal period, such as the importance
of pelvic floor exercises; increased education for health professionals including GPs; and
early access to care for symptoms of incontinence. Women with perineal injuries to be

seen by specialists in pelvic health clinics.!'8
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Chapter Four:

Provide universal access to specialist maternal mental health services across the UK to end
the postcode lottery.

Make a more focused effort to train and recruit perinatal mental health staff.

Introduce specialist training in birth trauma for CBT and EMDR therapists.

Introduce national oversight of maternal mental health services, with resources developed
nationally instead of each service having to create their own.

NHS to commission research on birth debriefs, with the aim of creating a standard,
evidence-based model that works and can be applied throughout the country.

NHS to commission an academic researcher to develop two standard screening questions

about birth trauma that can be asked by the GP at the six-to-eight week postnatal check.

Chapter Five:

Government to commission research on the economic impact of birth trauma, including
factors such as women delaying returning to work, the break-up of relationships and the

costs of raising a disabled child.

2. Government to commission research on the costs to the NHS and social care of birth
trauma, including the long-term cost of repairing birth injuries, providing mental health
support and providing care for disabled children.

3. NHS to offer better support for maternity professionals, including opportunities to debrief
and receive counselling after witnessing trauma.

4. Government to introduce more robust procedures for investigating bullying behaviour in
NHS maternity care.

Chapter Six:

I. Offer mental health screening to partners after birth. This could be in the form of one or
two questions from a health professional.

2. NHS England to develop guidance for keeping partners informed about an obstetric
emergency (for example, assigning a health professional to update the partner on what is
happening during and after the emergency).

3. Government and employers to consider offering extended parental leave in cases where a

father or non-birthing mother has to support a new mother who is physically or mentally

unwell.
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Chapter Seven:

Commit to tackling inequalities in maternity care among ethnic minorities, particularly Black
and Asian women. To address this NHS England should provide funding to each NHS Trust
to maintain a pool of appropriately trained interpreters with expertise in maternity and to
train NHS staff to work with interpreters.

Launch a national NHS-wide campaign to publicise the importance for Black and Asian
women of taking Vitamin D during pregnancy.

Introduce specialist midwives for young parents who understand the intersection with other
vulnerabilities, such as deprivation or care experience.

Provide training for maternity staff in trauma-informed care.
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Purpose

This report summarises the assurances received and key decisions made
by the People and OD Assurance Committee. The report details the
strategic risks considered by the Committee on behalf of the Board and any
matters for escalation for the Board.

This assurance committee meets monthly and takes scheduled reports
according to an established work programme. The Committee worked to
the 2024/25 objectives.

The Committee meeting was shortened to reflect the reduced attendance
as a result of annual leave, receiving a number of papers for information
enabling focused discussions on relevant areas.

Assurances received by
the Committee

Assurance is respect of SO 2a
Issue: Making Lincolnshire Community and Hospitals NHS Group (LCHG)
the best place to work through delivery of the People Promise

Workforce Strategy and Organisational Development Group (WSODG)
Upward Report and Committee Performance Dashboard

The Committee received the report noting that the meeting was quorate
with the group continuing to focus on job plans and sharing of best practice
to ensure ongoing monitoring of the position.

An increase in the vacancy position was noted however there was good
assurance in respect of workforce plans with the increase resulting from
the availability and timing of data in ESR.

Appraisal compliance continued to be reviewed by the group and it was
noted that, whilst appraisals were being undertaken, they were not being
captured in the system. A clear action had been cascaded through the
divisions to ensure capture in the system to identify compliance.

Concern was noted in respect of the increase in sickness levels however
this was due to sickness episodes not being correctly closed when staff
returned to work.

Job planning was noted as an area of concern by the Committee with
recognition of the extension of the deadline for the completion of these. It
was however noted that, despite the extension, challenge continued to the
completion of these with formal escalations being made through the
divisional Performance Review Meetings.
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The Committee requested that the group consider more widely the
wellbeing agenda across the Trust and for there to be regular review of this
to identify further opportunities and risks.

Reward and Recognition Harmonisation Update

The Committee received the report noting that 12 of the 18 employee
benefits were now aligned across the Group with work required to align
the DBS approach across both ULHT and LCHS.

The Committee noted that the Reward and Recognition Policy was due to
go live in December and would be progressed as a Group policy with formal
agreement required from LCHS Staff Side.

NHS and System People Plan Update

The Committee received the update noting that focus continued in respect
of supporting the system financial recovery plan in respect of the Cost
Improvement Programme (CIP) gap.

External funding was now not available for the People Hub and the
Committee noted the full review of the ICB operating model which would
incorporate the People Hub.

Vacancy Control — verbal

The Committee received a verbal update in respect of vacancy controls
noting that the panel would be extended to include clinical and medical
representation to offer further check and challenge to the process.

The Committee noted that quarterly reviews were undertaken of all
decisions made and the impact of those from both a financial and patient
perspective.

Safer Staffing

The Committee received the report and was pleased to note that there had
been 0% agency off-framework usage in month along with a significant
reduction of agency use to 1.3%.

Despite these improvements there has been an increase in bank and
overtime use and therefore focus would be given to the triangulation of
this against recruitment.

Increases were noted in respect of the AHP workforce as a result of
recruitment to the Community Diagnostic Centres (CDCs) posts which
should in turn see a reduction in the current agency use.

Concern was noted in respect of red flags associated to patient falls and
pressure ulcers however assurance was provided that this was not related
to staffing but due to patient type and acuity.
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Pharmacy Update

The Committee welcomed the Divisional Managing Director to the
Committee receiving an update against the CQC Actions and current
position of the service.

It was recognised that staffing continued to be an area of concern however
the service was now delivering a 7-day dispensary service, through the
utilisation of bank and additional hours.

There had been positive recruitment to the service and despite these not
all being pharmacists there had been some success in recruiting trainee
pharmacists.

The Committee recognised that the challenges being experienced by the
Trust were not isolated to Lincolnshire with others areas experiencing the
same pressures.

The Committee requested that a further update be provided in 6-months’
time and that this extended to include the position in respect of morale
and feedback from leavers to gain a wider understanding.

Assurance in respect of SO 2b
Issue: To be the employer of choice

Guardian of Safe Working Quarterly Report

The Committee welcomed the Guardian of Safe Working to the meeting
noting that concern had been raised in respect of tenancy costs for Junior
Doctors utilising housing on Trust sites. The Committee noted that this
was being addressed through the Executive Leadership Team.

Provision of educational supervisors was also raised as an area of concern
with the Committee noting that discussions were now ongoing between
the Guardian and Deputy Medical Director to progress the position.

Assurance in respect of SO 4c
Issue: Grow our research and innovation through education, learning and
training

University Teaching Hospital and Research and Innovation Report

The Committee received the report noting that recruitment numbers to
trials were not at the levels hoped however was reassured of the pipeline
in the current year which should see an increase in recruitment.

The Committee was pleased to note the increase in Principal Investigators
coming forward and the upcoming opportunities for research in family
health which would support recruitment figures.

Concern continued to be noted in respect of the lack of data reported in
respect of non-medical and non-clinical research and innovation activities
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with reassurance received that work continued to develop this for inclusion
in future dashboards.

Assurance in respect of other areas:

Integrated Improvement Plan
The Committee received the report for information noting the position
presented.

€QC Forward View

The Committee received the report noting the ongoing work in respect of
the self-assessment to identify the current position, measures and focus
for improvement.

Fuller Report

The Committee received the report noting there had been some capacity
issues in respect of administration in order to record competencies within
ESR with a need to define resource within the relevant teams to support
this.

Progress had been made in respect of DBS checks however there
remained a small number of outstanding checks with work being
undertaken with the Estates team to attempt to resolve the position.
Escalations would be undertaken if required.

Band 2 and 3 Position

The Committee received a verbal update noting that work was ongoing to
review the position of bands 2 and 3 recognising that this would be taken
through appropriate governance and approvals.

Issues where assurance | None
remains outstanding

for escalation to the

Board

Items referred to other | None

Committees for
Assurance

Committee Review of
corporate risk register

The Committee received the risk register noting the current risks presented
with changes to the very high and high rated risks from the previous report.

Matters identified
which Committee
recommend are
escalated to SRR/BAF

The Committee considered the BAF ratings and determined that objective
2b would be rated amber, from green, due to a lack of robust assurance.

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

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

People Committee in Common Upward Report of the meeting held on
15 October 2024

Accountable Director Claire Low, Group Chief People Officer

Presented by Professor Philip Baker, Non-Executive
Director (ULTH)
Author(s) Karen Willey, Deputy Trust Secretary, (ULTH)

Recommendations/ The Board is asked to:-
Decision Required

o Note the discussions and assurance received by the People
Committee in Common

Purpose

This report summarises the assurances received, and key decisions made by the
People 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
Teaching NHS Trust (ULTH). The Committee worked to the 2024/25 objectives for
the Lincolnshire Community and Hospitals NHS Group (LCHG) and was attended by
both ULTH and LCHS colleagues.

Upward Report

Assurance in respect of Objective 2a — Making Lincolnshire Community and
Hospitals NHS Group (LCHG) the best place to work through delivery of the
People Promise

LCHG Workforce Strategy Group Upward Report and Committee
Performance Dashboard — LCHS and ULTH

The Committee received the reports with assurance noting that this had been
the first meeting held in common and the dashboard had been developed to
mirror both organisations.



A Group dashboard was also presented with the Committee noting the
continuation to identify opportunities for best practice when developing further.

The Committee noted an increase in sickness levels for LCHS which were
being monitored with targeted areas being addressed in order to bring levels
back in line with trajectory.

LCHS Medical and dental vacancies were noted as appearing to be a high
percentage however reassurance was provided that this equated to a small
number of whole-time equivalents and therefore was not currently a cause for
concern.

The Committee was pleased to note the very positive position for nursing
establishment, which was due to the intake of newly qualified nurses and
reflected the joint working between nursing and recruitment.

Safer Staffing Nursing and AHP

The Committee received the joint report with assurance noting that the report
had been further developed to include the wider staff groups. Despite this
remaining under development the Committee was pleased to note the £6m
year to date saving achieved in respect of the nurse agency workforce.

The midwifery staffing position was noted with a number of new starters due
to commence in post in November which would reduce the current 10 whole-
time equivalent vacancy to 0.

The Committee noted the ULTH AHP dashboard recognising the challenges
with the associated data however this would increase overtime. It was noted
that there was a high number of vacancies and a high turnover rate, however
there was an impact on this due to the recruitment associated with the
Community Diagnostic Centres (CDCs).

Due to positive recruitment in the LCHS AHP workforce it was noted that the
associated patient backlog had been addressed, reducing from 58 week waits
to 2 weeks.

Safer Staffing Medical

The Committee received a verbal update in respect of the development of the
reporting which offered reassurance to the Committee on the actions being
taken, with a focus noted on job planning.

Sexual Safety Charter

The Committee received the update in respect of the Sexual Safety Charter
with assurance which demonstrated the Group’s commitment to the charter
with the Group signing up to all 10 charter compliance factors.

The Committee noted the progress made against the charter requirements
and offered continued support and approval to the next steps in order to
achieve 100% compliance.



The Committee noted that the Group Chief Executive was the Sexual Safety
Charter responsible officer for the Group with the work led by the People
Directorate and work being aligned to ensure both organisations were in the
same position.

Nurse Revalidation - LCHS
The Committee received the report with assurance noting that there would be
further context added to future reports to detail appropriate NMC reporting.

The Committee noted that 32% of the LCHS nursing workforce had
revalidated over the past year with only 2 extensions required, for which staff
had successfully revalidated.

Community Nursing Establishment — LCHS

The Committee received the report with assurance noting the completion of
the review had identified themes related to skills mix and the benefit of the
District Nurse Specialist Practitioner Qualification.

The recognition of the qualification would mean that those holding this would
be a Band 7 District Nurse with changes being seen to the establishment as a
result.

The changes being proposed, including the consideration of apprenticeship
training plans, would support a skills escalator approach to recruitment.

The Committee recognised the financial implications of the changes to the
establishment noting that this would also be considered by the Finance,
Performance and Innovation Committee for LCHS however recognised the
positive cultural impact this would have.

National Quarterly Pulse Survey — LCHS
The Committee received the report with assurance noting that the frequency
of the survey was undertaken in line with best practice.

The utilisation of the quarterly survey enabled Trusts to undertake more
relevant surveys due to the adaptability of local questions with LCHS having
an above average response rate to the survey.

The Committee noted the reporting to the divisions in respect of the results
with oversight of the themes from the surveys being considered through the
reporting groups of the Committee. This would include the development of
action plans where necessary.

Medical Engagement Development Plan — ULTH

The Committee received the report with assurance noting that the report
offered the themes being seen across the medical workforce with a need to
better understand interprofessional standards and cross specialty working.



The intention was to continue to utilise and strengthen already established
meetings to support engagement with the medical workforce and to ensure
appropriate representation was in place.

The Committee was pleased to note the amount of progress described
through the delivery of the paper however reflected that this was not evident
within the report which was offering reassurance on the progress.

The Committee requested that an updated paper be offered to the Committee
in November so that assurance could be taken in respect of the significant
progress that had been described during the meeting.

Assurance in respect of Objective 2b — to be the employer of choice

Staff Benefits — LCHS

The Committee received the report with assurance noting the work being
undertaken in order to develop the Reward and Recognition Policy across the
Group which would support the harmonisation of benefits to staff.

The policy was expected to go live in December which would ensure ongoing
support to staff.

Freedom to Speak Up Quarterly Report — ULTH

The Committee received the report with assurance noting the continuation of
the small number of anonymous staff speaking up which was a positive
position.

The Committee noted the increase in the number of Freedom to Speak Up
Champions supporting the organisation and noted that high level feedback
was being offered through professional network meetings, where this was

appropriate to be offered.

GMC Junior Doctor Survey Action Plan - ULTH

The Committee received a verbal update noting that whilst a detailed action
plan had been developed this had not been received. The report would be
considered by the Committee at the November meeting.

Assurance in respect of Objective 4c — Grow our research and innovation
through education, learning and training

Research, Development and Innovation and University Teaching
Hospital Update — ULTH

The Committee received the report with assurance noting the content and the
changes to reporting moving forward as the Committees in Common
developed across the Group.

Concern was noted in respect of the funding of clinical academic posts
however, the challenges in identifying such monies were recognised; it was
noted that there may be an opportunity to consider funding across the health
and care system in future.



Medical Education Update - ULTH

The Committee received the report, noting ongoing concerns regarding
teaching not being led by consultants as would be expected; this raised
cultural concerns.

The Committee noted the developments within the Medical Directorate to
identify teaching leads within services, noting that there was a need for a
sustainable, divisional led approach to teaching. Work was taking place to
ensure time was allocated within job plans with clear roles and responsibilities
outlined for those with teaching roles.

An ongoing deep dive was being undertaken in respect of funding to identify
where this was being held and managed in order to offer assurance to the
Committee that funding was being spent in the correct areas.

Assurance in respect of other areas

Interim ToR and Work Programme

The Committee received the interim terms of reference and work programme
for the Committee noting these reflected the 2024/25 LCHG Strategic Aims
and Objectives.

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.

Following consideration of the ratings the Committee confirmed that there
were no changes to the objective ratings in month.

Reporting Group update and ToR

The Committee received the report noting the work which had been
undertaken to develop the reporting groups to the Committee across the
Group.

The Committee noted the benefit of having the groups in place to provide
assurance to the Committee however noted that the Education Oversight
Group had not yet met which would be pivotal to the assurances required for
objective 2b.

The terms of reference for the reporting groups were approved by the
Committee with a view for the groups to progress. A review of the reporting
groups and the Committee would be scheduled for 6-months’ time to ensure
these were functioning effectively.



Integrated Improvement Plan
The Committee received the report with assurance noting the content as
reported.

Risk Report
The Committee received the joint report with assurance noting the dynamic
nature of the risk register with 5 very high risks noted.

The Committee noted the movement of risks over the month and noted there
were no escalations to consider.

Policy Position Update

The Committee received the report noting the position presented and the
ongoing work to review and update policies across the Group. The
Committee noted that all LCHS policy and guideline documents were in date
with ULTH having 31 overdue policies of a total of 46 for the People
Directorate. Updates would be offered to the Committee on a monthly basis
via the dashboard.

The complexity of working in partnership with union bodies was noted due to
these being different across the organisations however a policy group had
been established with appropriate representation.

Internal Audit Recommendations

The Committee received the report noting the outstanding actions with actions
in place to review and ensure updates are offered to close the actions.

CQC Report
The Committee received the report with assurance noting this for information.

Issues where assurance remains outstanding for escalation to the Board

e Cultural issues relating to the provision of undergraduate education
e Outstanding policies

Items referred to other Committees for Assurance

No items for referral.
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Title Report on the Finance, Performance, People and Innovation Committee meetings
held on 25" October 2024.

Report of Gail Shadlock, Non-Executive HEWEIGCR Jayne Warner, Group Director of
Director and Chair of FPPIC 0} Corporate Affairs

Previously None Approved? R\l
considered by /
Date

The FPPIC Committee met on 25t October 2024.

Green: Effective controls are definitely in place and the committee is satisfied that
appropriate assurances are available

Effective controls are thought to be in place but assurances are uncertain
and/or possibly insufficient

Red: Effective controls may not be in place and/or appropriate assurances are not
available

(AR XYYl 1a. Deliver high quality care which is safe, responsive and able to meet
GUENLWYAEEICRLGEE the needs of the population

responsive
patient services

1b. Improve patient experience
1c. Improve clinical outcomes
1d. Deliver clinically led integrated services

AR L X-UEL NI 2a. Making Lincolnshire Community and Hospitals NHS Group (LCHG) X
people to lead, the best place to work through delivery of the People Promise

work differently,
be inclusive,
motivated and
proud to work
within LCHG

3. To ensure 3a. Deliver financially sustainable healthcare, making the best use of X
services are resources

sustainable,
supported by
(UL T 2CUL I 3¢c. A modern, clean and fit for purpose environment across the Group

delivered from an . . .
T a3 3d- Reduce waits for patients who require urgent and emergency care X

and diagnostics and ensure we meet all constitutional standards

2b. To be the employer of choice X

3b. Drive better decision and impactful action through insight X

x

3e Reducing unwarranted variation in cancer service delivery and
ensure we meet all constitutional standards (ULHT)
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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 X
ensure we meet all constitutional standards (LCHS)

W N[BT 1 Il 4a Establish collaborative models of care with all our partners including
AGENE I ELA Primary Care Network Alliance (PCNA), GPs, health and social care and = X

care, ICS and voluntary sector
external partners . . .
N A 4b Successful delivery of the Acute Services Review

models of care, X

trans-form 4c Grow our research and innovation through education, learning and
services and training

grow our culture

SEEEEEIGERIE 4d Enhanced data and digital capability
innovation X

5. To embed a 5a Develop a Population Health Management (PHM) and Health

IJJIEU[LILEEL G Inequalities (HI) approach for our Core20PLUSS with our ICS X
approach to

improve physical ) ; ;
anz menra|¥1ea|th 5b Co-create a personalised care approach to integrate services for our

outcomes, population that are accessible and responsive
promote well-

LU IEURRELEIEY 5¢ Tackle system priorities and service transformation in partnership X

_health " with our population and communities
inequalities

TN (-9l 5d Transform key clinical pathways across the group resulting in
population improved clinical outcomes

Impact of Please outline the potential impact/ expected outcome (Quality/ Equality, Diversity/
olfelolel-U/M(=1olela @Ml Equality Delivery System 3/ Health Inequalities/ Financial/ People)

Safe Caring Effective Responsive Well-Led
Links to risks 390, 391, 393, 418, 441, 442, 443, 444, 455, 491, 649, 651, 665, 676
Legal/ Regulation N/A

Recommendations/ Actions Required

Board is asked to:
- NOTE the report.

Appendices

None

Glossary

A&E — Accident and Emergency
BPPC — Better Payment Practice Code
CIP — Cost Improvement Programme
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DEG - Digital Executive Group

DQIG - Data Quality Improvement Group

DSPT — Data Security and Protection Toolkit

EDI — Equality, Diversity and Inclusion

EDS3 - Equality Delivery System 3

FEG - Finance & Business Intelligence Executive Group

FPPIC — Finance, Performance, People and Innovation Committee
FRP — Financial Recovery Programme

ICS — Integrated Care System

IPR — Integrated Performance Report

LCHS - Lincolnshire Community Health Services NHS Trust
LSIIG - Lincolnshire Strategic Infrastructure and Investment Group
NCCI — National Cost Collection Index

NHS — National Health Service

NQPS — National Quarterly Pulse Survey

PEG — People Executive Group

PMR — Performance Management Review

Q3 — Quarter 3 2023/24 (October 2023 — December 2023 inclusive)
Q4 — Quarter 4 2023/24 (January 2024 — March 2024 inclusive)
QSRM — Quarterly System Review Meeting

TLT — Trust Leadership Team

ToR — Terms of Reference

UTC — Urgent Treatment Centre

WDES - Workforce Disability Equality Standard

WRES - Workforce Race Equality Standard
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Report on the FPPIC meetings held on 25t October 2024

1. Purpose
To make the Board aware of key issues from the Finance, Performance, People and
Innovation Committee (FPPIC) meetings held on 25" October 2024.

2. Key Issues
Key issues for the Board to be aware of are as follows:

GREEN ASSURANCE

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

Strategic Objective 3a. Deliver financially sustainable healthcare, making the best use of
resources

Strategic Objective 3b. Drive better decisions and impactful action through insight

Strategic Aim 4. To collaborate with our primary care, ICS and external partners to
implement new models of care, transform services and grow our culture of research and
innovation:

Strategic Objective 4a. Establish collaborative models of care with all our partners including
Primary Care Network Alliance (PCNA), GPs, health and social care and voluntary sector
Strategic Objective 4d. Enhanced data and digital capability

Strategic Aim 5. To improve physical and mental health outcomes, promote well-being,
and reduce health inequalities across an entire population:

Strategic Objective 5a. Develop a Population Health Management (PHM) and Health
Inequalities (HI) approach for our Core20Plus5 with our ICS

AMBER ASSURANCE

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

Strategic Objective 3d. Reduce waits for patients who require urgent and emergency care and
diagnostics and ensure we meet all constitutional standards

Strategic Aim 4. To collaborate with our primary care, ICS and external partners to
implement new models of care, transform services and grow our culture of research and
innovation:

Strategic Objective 4b. Successful delivery of the Acute Services Review

RED ASSURANCE

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

Strategic Objective 3c. A modern, clean and fit for purpose environment across the Group
Strategic Objective 3g. Reduce unwarranted variation in community service delivery and
ensure we meet all constitutional standards (New objective not yet rated)
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Strategic Aim 5. To improve physical and mental health outcomes, promote well-being,
and reduce health inequalities across an entire population:

Strategic Objective 5c. Tackle system priorities and service transformation in partnership with
our population and communities

Electronic Patient Record Business Case

The committee received an update on the business case for the LCHS EPR (electronic
patient record). Confirmation of funding for LCHS EPR had now received with the approval of
the Full Business Case (FBC). This amounted to £2.5m capital and £263k revenue.

The Committee sought confirmation from the Executive that the required legal review had
been instructed.

The EPR would be a continuation and strengthening of what was already in place. Work
continued on how the systems could align and integrate across the two organisations going
forward. No one supplier can provide this functionality at present.

District Nursing Establishment Review Update

The Committee received a report which updated on the District Nursing Establishment
Review. The report also presented options for change in respect of banding for roles. The
Committee were supportive but recognised that there was more work to be done in terms of
the delivery plan for the proposals made. The Committee sought further assurance on how
the plans would be delivered in terms of funding and the impact on health outcomes for
patients.

The Committee noted that the report had previously been considered by the Executive
Leadership Team who had also queried how the plans could be achieved financially. The
Committee were advised that the service were working hard to address the overspend in
overtime and bank and were confident that this could be achieved.

The update would be taken away and considered further by the Executive Team.

Single Point of Access for Community Services

An update was provided to Committee giving assurance that the single point of access was
going live in November 2024. This would provide a single point of access across all
community services.

Monthly Finance Reports
The committee reviewed the month 6 finance reports at its meetings noting the financial
position of a £1m year to date financial deficit which was £178k favourable to plan.

It was noted that the Trust CIP (Cost Improvement Programme) delivery remained on plan
noting that the CIP was backloaded to year end. The plan was underpinned with fully
identified schemes. None of the schemes were RAG rated as RED for month 6.

Capital performance remained strong, and the Committee were advised that a request for the
capital-related risk score to be reduced would be made to the Risk Confirm and Challenge

Great care, close to home



Group.

The cash position improved but remains below planned levels. Agency expenditure levels
remain below plan.

The Committee noted that concerns had been raised previously about the stability of staffing
in the finance team and sought assurances that this was being resolved.

The Committee agreed that the assurance rating in respect of Objective 3a should remain as
Green.

Integrated Performance Report
The committee reviewed the Integrated Performance Reports covering September 2024
performance.

2 indicators were not statistically capable of achieving performance targets without redesign
at the end of September 2024

(i) Home Visiting Compliance
(i) Ethnicity recording in A&E data sets

The committee received an update that changes were being made to shift times to improve
compliance. A new system for recording ethnicity will be in place from November which
should support driving up performance.

It was noted that there had been some evidence of deterioration in four other metrics and
evidence of improvement in five others.

Performance Management Review (PMR) Report
The committee reviewed the reports from the August PMR meetings.

PMR reporting format was being brought together across the Group for consistency. No
specific issues were alerted to the Committee.

Procurement Waivers
There had been no waivers in the period.

Non Acute Productivity Measure Update
Positive improvement could be seen in productivity during 23/24 when compared to previous
year but remains below pre pandemic levels.

Operational Plan Progress Report

The Committee were advised that overall there had been a decline in progress against the
plan since the previous quarter. Quarter 1 performance had been very strong but seen some
fall back in Quarter 2. Two projects had slipped from Green to Red. The first was delivering
a population health needs-based service that maximises the potential of our estate from
Archer Assessment Unit (AAU). The second was transparency in our estates utilisation.
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The Committee heard that the first AAU project linked to the Frailty Service and the
Grantham Hub and Ward. It was noted that the Trust then looked at the use of the AAU at
Louth but work was paused when these beds were used to take patients from Skegness.
Consideration is being given, within available resource, the development of a frailty hub at
Louth and at Skegness. Both plans are on hold due to operational pressures within the
teams and the impact of GP collective action where a withdrawal of some services is being
seen. Existing staff are moving to support some of these treatment areas as we are seeing
increased footfall in some areas as a result of this. . The Committee heard that the Trust
continue to monitor this with the ICB. This has impacted on the intended development of the
AAU.

Health and Safety and Estates Update

The Committee were advised fresh oversight was being given on these areas as part of the
group working. Solutions were not being offered at this stage but these would be delivered
over the next 6 months with action plans for areas of concern.

The Committee were advised that lease data was being gathered but that some gaps in this
data and the information held had already been identified. The Trust were currently in the
process of confirming whether legal advisors had retained copies of relevant documents but
the Committee were advised that there was a risk that some information would not be able to
be obtained.

Once the position was confirmed it was anticipated that there would be a proposal for better
utilisation.

The Committee were advised that water risk assessments were currently being done across
the estate.

Space utilisation audits had also commenced. Every site was showing people in unsuitable
spaces and people needing further space. Details would be brought to the Committee once
this work was completed.

The Committee were advised that a full and more detailed report in respect of Health and
Safety would be brought back to a future meeting.

The Committee noted that on the basis of the overview presented in the reporting it was clear
that the assurance being provided was limited assurance and that the area should be rated
as RED.

The Committee agreed that an escalation of these issues was needed to Board and that this
was a real step back from what had previously been presented to the Committee. The
Committee noted the significant risk and the work that was being completed at pace to
deliver a clear presentation of the position to the Committee and Board.

Premises Assurance Model (PAM)
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The PAM provides self-assessment using a national reporting tool. The Committee were
advised that there was no documented evidence available to support the previous returns.
This was being pursued.

The Committee were advised that the self-assessment reflected a comparison to previous
returns which showed a significant backward step against the previous submission.

The submission covered

Hard FM (Facilities Management) Safety
Soft FM safety

Patient Experience

Efficiency

Effectiveness

Governance

The Committee agreed that this issue also needed to be presented to Board.

Authorising Engineer Report on Fire

The Committee were advised that the Chief Estates and Facilities Officer was now the
executive with defined responsibility for fire.

The Committee noted the recommendations and actions from the report in respect of the
effectiveness of fire safety and management from the independent Authorised Engineer. The
report provided no assurance with a lack of escalating of issues in respect of fire.

The Committee were advised that work was underway to bring together a Health and Safety
Committee for the Group which would support the governance arrangements around Fire.
Having the appropriate safety groups including fire group under this would support
Committee and Board by providing the assurances needed.

The Committee also reflected that there may be a need for retraining to be completed in
some areas.

The Committee would seek support from Board in monitoring the position going forward and
a prompt response to the actions.

Finance Executive Group Report
The report was noted.

Risk Assurance Report

The committee reviewed the Risk Assurance Report at each meeting noting proposed new
risks, closures and changes in risk scores. The Committee asked for the risk relating to fire
to be further considered through the Risk Confirm and Challenge Group based on the
discussion at the meeting.

Board Assurance Framework
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At its October meeting the committee reviewed its elements of the BAF 2024/25, noting this
continued to evolve. Assurance ratings were agreed for the strategic objectives for which
FPPIC has oversight responsibility as set out above.

Procedural Documents Renewal Calendar

The committee reviewed the Procedural Documents Renewal Calendar report at its May
meeting and noted that the Fire Safety Policy was now under review as part of the Fire
Improvement Action Plan with an expected completion date of end of November 2024.

FPPIC Reporting Cycle
The committee reviewed its reporting cycle at each meeting.

Meeting Review
At the end of each meeting the committee had a short discussion to review how the meeting
had gone and identify any opportunities for improvement going forward.

Control Issues Framework
No control framework issues were identified during the course of the meetings.

The following items were approved:
- Minutes of the meeting held on 23 August 2024

Issues referred to or from Audit Committee
None. However, the Committee did review the outstanding audit recommendations at the

request of the Audit Committee. Noting that issues were still being experienced in aligning
the position in the report from the audit portal and the Trust view of position.

Items referred to or from Quality Committee
None

Items referred to or from Trust Board

The Committee escalated specifically to Trust Board the risks associated with Health and
Safety, Fire Safety and the Premises Assurance Model and the limited assurance for these
areas.

The Committee also wished to escalate the impact of the delay in implementation of plans for
the AAU and Frailty Service. This had been operationally impacted by the need to move
operational staff to support some of the treatment areas which were seeing increases in
footfall resulting from patient transfer produced from the GP actions.

3. Conclusion/Recommendations
Board is asked to:
- NOTE the report.

Great care, close to home



NHS

OUTSTANDING CARE United Lincolnshire

P@I"SOM[@ DELIVERED Teaching Hospitals

NHS Trust

Report to:

Lincolnshire Community and Hospitals Group Board Meeting

Title of report:

Finance, Performance and Estates Committee Assurance Report to Board

Date of meeting:

19 September 2024

Chairperson:

Dani Cecchini, Chair

Author:

Karen Willey, Deputy Trust Secretary

Purpose

This report summarises the assurances received, and key decisions made
by the Finance, Performance and Estates Committee (FPEC). The report
details the strategic risks considered by the Committee on behalf of the
Board and any matters for escalation for the Board’s response.

This assurance committee meets monthly and takes scheduled reports
from all Trust operational groups according to an established work
programme. The Committee worked to the 2024/25 objectives.

Assurances received
by the Committee

Assurance in respect of SO 3a Deliver financially sustainable healthcare,
making best use of resources

Finance Report inc Efficiency, Contracts, Capital, CRIG upward report
The Committee received the finance report with limited assurance
noting the month 5 deficit position o £15.9m which was £5.1m adverse
to plan with further challenges expected as the year progresses.

It was noted that the £16m planning shortfall, agreed as part of the
overall Integrated Care System (ICS) plan had been reduced by £6m,
transacted through contract variation into the Trust position. The
resolution of a further £10m remains outstanding of which £4m has
been identified.

The Committee noted the £48m Cost Improvement Programme (CIP)
which includes £4m stretch target and the full year impact of the
previous year’s plans. At month 5 £12.2m was delivered against a
target of £9.8m. Schemes to reduce use of medical bank and agency
were highlighted as a risk, with a cE6m unmitigated shortfall forecast.

Productivity was recognised as an area requiring more focus and
improvement in order to support the financial and operational position
of the Trust with oversight now in place from NHS England.

The Committee received and noted the contract report, particularly in
terms of the transfer of AQP activity from the ICB. Concern was raised
in terms of the impact on both the financial position and operational
performance. Discussions are currently underway to clarify the
position. Moderated assurance was received in respect of the overall
position.




The Committee received the capital report with moderate assurance
and noted the full year capital plan of £78.1m, inclusive of IFRS 16 lease
allocations. Positive activity continued to track an upward trajectory
month on month in respect of the capital spend with £20.4m spent year
to date. Whilst this was £3.3m behind plan this was due to timing and
was not a cause for concern.

The development of the Electronic Patient Record FBC continued to
progress with recent meetings taking place with the NHS England
Regional Finance Capital Lead. Discussions centred on funding available
and profile of spend which was different to values believed to have
been previously agreed. Some re-assurance had been received in
respect of the capital funds with other opportunities being explored in
respect of required revenue funding.

The Patient Level Information Costing System (PLICS) report was
received with moderate assurance, and which continues to indicate
areas for potential productivity gains and cost savings. This will
become increasingly important as the Trust develops its productivity
improvement plans and strategies.

Procurement Update

The Committee received the report with significant assurance noting
the ongoing training taking place within the team and the achievements
of the team in passing various procurement exams.

The Committee was pleased to note the achievement of £4.5m CIP
delivery in the financial year with the team aiming to delivery over £5m
of savings in total.

The Inventory Management System was being implemented although
the Committee noted that there had been some delay in this due to the
time taken to recruit to the project manager role.

The Committee received a detailed update in respect of the
Procurement Act which was expected to go live at the end of February
2025. There had been training undertaken by the team to prepare for
this due to the introduction of a number of legal requirements,
including the need to publish an 18-month procurement pipeline and
the ceasing of the use of waivers.

The challenges to publish the pipeline were noted by the Committee
however it was recognised where capital spend spanned multiple years
this would be possible.

The Committee noted the forward view of contracts as reported noting
these would come forward to the Committee and Board at the

appropriate time.

Strategic Projects — Pilgrim ED Update




The Committee received the report noting that progress was being made
however recognised that a number of risks remained in respect of the
substation and high voltage ring which were being managed.

Assurance in respect of SO 3b Drive better decisions and impactful action
through insight

No reports due

Assurance in respect of SO 3c A modern, clean and fit for purpose
environment across the Group

Estates Report

The Committee received the upward report from the estates and
facilities team, noting the overall improvement in assurance being
offered whilst continuing to recognise areas for ongoing improvement
and focus including ventilation, fire and water.

Cleanliness Audits following NSoHC guidance identified average star
ratings of 4 and 5 across all risk categories. Within that position MEAU
returned a rating of 3 or below as did three admin areas at Pilgrim
Hospital. A recent recruitment event at Lincoln would look to address the
current staffing vacancies contributing to this position.

The Patient-Led Assessments of the Care Environment (PLACE) had been
undertaken at Louth Hospital with issues identified regarding disability
and dementia facilities. A case had been put forward to the Charitable
Funds Committee to support the purchase of dementia clocks.

Water safety improvements had been seen in the low use flushing over
the past quarter and whilst some concern remained it was noted that this
was being overseen and managed through the Infection Prevention and
Control Group.

The Committee was pleased to note the continued Authorised Engineer
reports which were being received with notable improvements in
ventilation.

Progress was noted in respect of the Carbon Energy Fund and the project
to move to net zero for the Trust. Cases had been developed and would
now be taken through the appropriate governance process.

Assurance in respect of SO 3d Reduce waits for patients who require
urgent care and diagnostics to constitutional standards

As reported at SO 3f

Assurance in respect of SO 3e Reducing unwarranted variation in cancer
service delivery and ensure we meet all constitutional standards

As reported at SO 3f




Assurance in respect of SO 3f Reducing unwarranted variation in planned
service delivery and ensure we meet all constitutional standards

Operational Performance against National Standards

The Committee received the report for information as senior members
of the operational team were unable to attend the Committee meeting
this month.

Improvement Programme Deep Dive — Outpatients

The Committee received the report noting that wider engagement was
required in order to realise sustained improvements for outpatients
with discussions due to take place with the Group Chief Operating
Officer regarding the approach to be taken.

Focus was now being provided through the Deputy Chief Operating
Officer taking on the Senior Responsible Officer (SRO) role with a focus
on 3 workstreams including slot utilisation, clinical templates and nurse
led clinics.

Specialty reviews were also being completed and it was noted that
there was a need to embed improvements whilst also understanding
the totality of the outpatient delivery model for which a 5-year plan was
being developed.

Assurance in respect of SO 4a Establish collaborative models of care with
our partners including Primary Care Network Alliance (PCNA)

No reports due

Assurance in respect of SO 4b Successful delivery of the Acute Services
Review

No reports due

Assurance in respect of SO 4d Enhanced data and digital capability

Information Governance Group Upward Report

The Committee received the report noting the update provided and
noted concern regarding Data Security Protection Toolkit achievement
and Subject Access Request Compliance.

The Committee would ensure more detailed discussions were held at the
November Committee.

Assurance in respect of SO 5a Develop a Population Health Management
(PHM) and Health Inequalities (HI) approach for our Core20PLUS5 with
our ICS

No reports due




Assurance in respect of SO 5c¢ Tackle system priorities and service
transformation in partnership with our population and communities

No reports due

Assurance in respect of other areas:

Topical, Legal and Regulatory Update

The Committee received the report noting the update provided
recognising that at this time there were no items raised within the
report which required consideration as an agenda item.

Integrated Improvement Plan (lIP)
The Committee received the report noting this offered moderate
assurance at month 5.

Progress was being seen against 67 of the patient metrics giving
moderate assurance, people also remained moderate with services
reported as limited due to overall performance.

The Committee noted that assurance in respect of population health
remained moderate and noted the ongoing work in respect of partners
and the development of the health inequalities dashboard.

Improvement Steering Group (ISG) Upward Report

The Committee received the report with moderate assurance noting the
positive CIP position at the end of month 5 however there would be an
increase in delivery targets from month 6 onwards which would require
an increased level of savings to be achieved.

The Medical Workforce schemes continued to be a key area of focus
with the programme currently behind target. Work was being
undertaken to ensure the programme would have the expected impact.

The Committee was assured in respect of the processes in place to
support the programmes of work and noted that should revision of
targets to be met or areas to be considered required refocus this would
require a Board discussion.

Committee Performance Dashboard
The Committee received the report noting the 4-hour target which was
set at 78%, for which the Trust had achieved performance of 73.67%.

It was recognised that there had been 17.68% of patients exceeding 12-
hour waits in the emergency departments and ambulance conveyances
had averaged 32 minutes.




In terms of long waits the Committee was pleased to note zero 104-
week waits and only 3 patients waiting over 78-weeks, 2 due to patient
choice and 1 due to validation.

The Committee note that the errors in previous DMO1 reporting had
been resolved and recognised the pressured areas in diagnostics as MRI
and audiology.

Faster Diagnosis Standards (FDS) for cancer had achieved 76.2% against
a target of 75%, with deterioration seen in 62-calssic standards at 64%
in July.

Scorecard of system plan commitments

The Committee received the scorecard noting that a monthly report
would be produced which would reflect all elements of the dashboard
and provide triangulation and a system perspective.

Further work would be undertaken to determine how a single scorecard
could be developed in order to avoid duplication.

Issues where
assurance remains
outstanding for
escalation to the
Board

None

Items referred to other
Committees for
Assurance

None

Committee Review of
corporate risk register

The Committee received the risk register noting the risk as presented.

Matters identified
which Committee
recommend are
escalated to SRR/BAF

No items identified

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

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

Areas identified to
visit in dept walk
rounds

None
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Purpose This report summarises the assurances received, and key decisions made

by the Finance, Performance and Estates Committee (FPEC). The report
details the strategic risks considered by the Committee on behalf of the
Board and any matters for escalation for the Board’s response.

This assurance committee meets monthly and takes scheduled reports
from all Trust operational groups according to an established work
programme. The Committee worked to the 2024/25 objectives.

Assurances received Assurance in respect of SO 3a Deliver financially sustainable healthcare,
by the Committee making best use of resources

Finance Report inc Efficiency, Contracts, Capital, CRIG upward report,
National Cost Collection

The Committee received the report noting month 6 year to date
delivery of £18.1m deficit compared to a plan of £10.6m deficit. The in-
month plan for month 6 was for a surplus of £0.3m compared to actual
in month result of £2.2m deficit.

Work was now taking place in respect of the forecast for the remainder
of the year. The Trust received £0.7m of funding to support the
industrial action from earlier in the year against total costs of £1.2m
which had been expected in the previous month’s figures. Significant
risks to delivery were highlighted requiring further work to ensure
appropriate mitigations were in place.

Further work would be required in respect of income and activity
reporting to ensure better transparency and understanding of delivery.
The Committee noted the planning £16m risk which had been agreed
with the ICB but not funded of which £5m had been resolved with a
further £11m to be identified.

The Committee noted that the Trust had delivered £15.9m of Cost
Improvement Programme (CIP) savings against a £13.7m target. A
forecast gap of £6.9m was noted with work taking place to mitigate the
position and ensure recurrency of the programme.

The cash position was reported as £7m, a positive variance to the
planned £6.4m, this was an area of concern however with a request
made to the national team for a £14m cash draw down to support the
position. The Board has previously approved this request.




Positive performance was noted against the Better Payment Practice
Code (BPPC) for September at 96% / 93% by value/volume with a
number of invoices to be cleared which would impact on the position.

Capital had been delivered above the monthly target for September
with a £28m spend year to date. 37% of the annual programme had
been committed in the first half of the year with the spend run rate
increasing in line with plan over the second half of the year.

Pay expenditure has significantly exceeded budget with key elements of
this being the year-to-date variance on the increase in expenditure on
medical bank and agency, the investment to support delivery of CIP
schemes, incremental drift in addition to the agreed but unfunded
elements of the planning investments.

Work was taking place in respect of the medical workforce to address
the premium pay for both usage and rate reductions, this would
continue to be pursued over the remainder of the year.

Initial work on the forecast outturn position has identified some
significant challenges with work progressing to stress test the
unmitigated FOT, including reviews of the ERF position, understanding
the drivers of the pay position, service improvement schemes, grip and
control and any other non-recurrent opportunities.

The Committee received and noted the Capital, Revenue and
Investment Group Upward report.

Strategic Projects — Pilgrim ED Update

The Committee received the report noting the ongoing discussions
regarding compensation events due to the delays resulting from
electrical supply issues.

Strategic Projects — Endoscopy Project Update

The Committee received the report noting the progress being made in
respect of the project and noted concern in respect of costs as these
were not yet secured.

Assurance in respect of SO 3b Drive better decisions and impactful action
through insight

No reports due

Assurance in respect of SO 3c A modern, clean and fit for purpose
environment across the Group

Premises Assurance Model

The Committee received the report with significant assurance noting the
progress demonstrated through the assessment process for 23/24
compared to the prior year’s findings.




Action plans would be developed for all areas with the report appended
for Board oversight and onward approval to NHS England.

Emergency Planning Group Upward Report

The Committee received the report which was taken as read and noted
the improvement in business continuity plans which were now being
maintained by the directorates and business units.

Assurance in respect of SO 3d Reduce waits for patients who require
urgent care and diagnostics to constitutional standards

As reported at SO 3f

Assurance in respect of SO 3e Reducing unwarranted variation in cancer
service delivery and ensure we meet all constitutional standards

As reported at SO 3f

Assurance in respect of SO 3f Reducing unwarranted variation in planned
service delivery and ensure we meet all constitutional standards

Operational Performance against National Standards
The Committee received the report noting that this reflected the
discussions held through the Committee Performance Dashboard item.

Improvement Programme Deep Dive — Discharge and Urgent and
Emergency Care

The Committee received the report noting that there was focus on the
sprint discharge work.

Three areas of focus were noted including seeing discharge as part of
the whole patient journey rather than an objective to achieve,
recognising patients admitted to an acute bed would likely flow to a
community bed in future months and improvement of processes for
smoother discharge.

The sprint work being undertaken would continue through the winter
and would be refined as progress was made with a recognition that
there was an imbalance in the number of non-complex and complex
discharges that needed to be resolved.

An intensive support team would also be introduced to support the
activity being undertaken with a focus on interprofessional standards
for pathway zero.

Assurance in respect of SO 4a Establish collaborative models of care with
our partners including Primary Care Network Alliance (PCNA)

No reports due




Assurance in respect of SO 4b Successful delivery of the Acute Services
Review

Grantham ASR Implementation Update

The Committee received the report which was taken as read noting that
previous commitments had been made however it had not been possible
to incorporate plans into the current financial year.

Plans would be reviewed and revised and offered back to the Committee
at the appropriate time.

Assurance in respect of SO 4d Enhanced data and digital capability

Digital Hospital Group Upward Report and EPR Upward Report

The Committee received the upward reports noting the progress both in
respect of the Electronic Patient Record (EPR) and Electronic Document
Management System (EDMS).

Further work was being undertaken on the revenue position in respect
of the EDMS business case which would be presented back to the
Committee in November with cross benefits from the EPR being
considered to support the EDMS programme of work.

Assurance in respect of SO 5a Develop a Population Health Management
(PHM) and Health Inequalities (HI) approach for our Core20PLUS5 with
our ICS

No reports due

Assurance in respect of SO 5c Tackle system priorities and service
transformation in partnership with our population and communities

No reports due

Assurance in respect of other areas:

Annual Planning Update

The Committee received the report noting that the focus on the annual
plan was population health and whilst this was noted as the right
strategic direction there was recognition by the Committee that
achievement of this would take some time.

The Committee noted the ask of the ICB for investment cases to be
submitted by the end of October however this would not be achievable
given there was a need for the first draft of the plan to be in place to
support identification of investment requirements. A planning
timetable was included in the report together with a clear governance
structure support review, oversight and approval.

Productivity was noted as a core element of the plan with more detailed
conversations required with the divisions to ensure a clear




understanding of the requirements. Triangulation between capacity,
workforce and finance would also be required.

Integrated Improvement Plan (IIP) and Improvement Steering Group
(ISG) Upward Report

The Committee received the reports with an alignment of executive
owners being undertaken against improvement programmes of work to
gain further traction.

There were some areas of significant risks in respect of CIP delivery, one
being the medical agency spend with focus being given to the
programme of work. It was noted that the ambition of £9.2m would
not be achieved however it was anticipated that circa £7m could be
delivered, however reforecasting would take place to confirm the
position.

Theatre productivity was also noted by the Committee as an area
requiring focus with a recognition of the ongoing work to support
capability and productivity. Whilst staffing challenges were recognised
this was not the main driver of the position.

Committee Performance Dashboard

The Committee received the report noting the timeline for the redesign
of this to follow the patient pathways with similar discussions held with
the Quality Committee with the intention of being able to identify
performance issues across a pathway.

Work had commenced on the availability of live performance data
which would be expanded in the coming months, particularly from
those areas undergoing sprint activity.

The Committee noted that ambulance handover times were exceeding
the 30-minute target by 4minutes 15 seconds with work taking place at
the front door and with EMAS to improve the position.

12-hour patient waits had increased, and it was recognised that this was
due to the discharge position not enabling admissions to take place in a
timely manner. Work was due to commence with ECIST on board
rounds and professional standards to improve the position.

Bed occupancy was high, and it was noted that the 92% target was not
realistic give the current demand.

Performance for 28-day cancer had been delivered since May 2024 and
continued to increase with 2-week wait patients subsumed within this
metric.

The 62-day backlog had reduced in month however an increase was
starting to be seen due to the impact of the challenges being faced in
the cancer centre with interim support being sought.




The Committee noted that there were 3 patients in September waiting
over 78-wekks, 2 due to clinical reasons and 1 due to patient choice.
The 65- week also continued to be challenging and whilst 392 was
delivered the Trust continued to work on the route to zero by the end
of December 2024.

Improvements were noted in DMO1 with further improvements
expected as the Community Diagnostic Centres commenced activity.

The Committee noted the productivity piece noting that focus was
required in respect of the waiting list as well as appropriate grip and
control on the booking system to ensure bookings were well managed.

Policy Position Update
The Committee received the report with assurance noting the position
presented and the ongoing work to review and update policies.

The Committee noted the benefit in the lead directors being identified
within the report and the consideration of trajectories.

Internal Audit Recommendations

The Committee received the outstanding audit recommendations
noting the requirement for the actions to be reviewed to ensure these
were accurate and to enable closure.

CQC Update
The Committee received the report for information noting the position
presented.

Issues where
assurance remains
outstanding for
escalation to the
Board

None

Items referred to other
Committees for
Assurance

None

Committee Review of
corporate risk register

The Committee received the risk register noting the risk as presented.

Matters identified
which Committee
recommend are
escalated to SRR/BAF

No items identified

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

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

Areas identified to
visit in dept walk
rounds

None
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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
1¢ 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 (ULTH)

3f Reducing unwarranted variation in planned service delivery and ensure we meet all
constitutional standards (ULTH)

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

5¢ 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 Full E&F Risk Register

Financial Impact Assessment N/A
Quality Impact Assessment N/A
Equality Impact Assessment N/A

Assurance Level Assessment Insert assurance level
e Significant

Recommendations/ Note the internal NHS PAM self-assessment outcomes for
Decision Required information and assurance
Approve the submission of the 2023-2024 PAM
assessment to NHSE/I




Executive Summary

Executive Summary

The Trust estate and its related services are integral to the delivery of high-quality clinical
care. Therefore, it is essential that the Trust provide a safe, high quality, efficient and
effective estate.

The NHS Premises Assurance Model (PAM) is a national Estates and Facilities
benchmarking tool designed to be used by NHS organisations for Board reporting, and
externally to provide assurance to Regulators and Commissioners.

NHSE/I PAM require the assessment to be formally approved by the Trust Board or a
suitable subcommittee with delegated powers (FPEC), prior to submission online.

NHS England and NHS Improvement (NHSE /1) developed NHS PAM reporting template.
It is used to collect a snapshot of Estates and Facilities performance to ensure services
are “fit for purpose based on national best practice and the current regulatory
requirements”. A Series of Self-Assessment Questions (SAQ’s) require response to
produce a summary report that to demonstrate that robust systems are in place to assure
that Trust premises and associated services are safe or identify actions to address.

Additional SAQ’s areas have been added for the 2023/24 these are , SH21 Ligature
Reducing Harm by practice, FM Maturity 002, all additional tabs have been completed as
part of the assessment.

The attached report (Appendix 1) provides a high-level summary overview of the NHS
PAM process undertaken for 2023/24 and details the results of the self-assessment
exercise.

Following submission of the PAM assessment, action plans need to be developed by
Estates and Facilities to address areas identified as inadequate or requiring improvement.

The ratings of the PAM assessment for -2022 -23 have been included in the report as a
comparator to the ratings for 2023-24.

Introduction

The Trust’'s estate and its related services are integral to the delivery of high-quality
clinical care. Therefore, it is essential that the Trust provide a safe, high quality, efficient
and effective estate. Completion of NHS PAM was made mandatory for all NHS Trusts
from April 2020.

The objectives of NHS PAM is to support the NHS constitution pledge to:

“Provide services from a clean and safe environment that is fit for purpose based on
national best practice” and the current regulatory requirements to ensure that “service
users are protected against risks associated with unsafe and unsuitable premises”.




NHS PAM is a self-assessment management tool, designed to provide a nationally
consistent approach to evaluate NHS premises performance against a set of common
indicators. NHS PAM has six domains:

« Safety (Hard),

« Safety (Soft),

« Patient Experience,
- Efficiency,

+ Effectiveness,

« (Governance.

Each domain has a set of Self-Assessment Questions (SAQs), with a sub set of questions
known as prompt questions covering specific areas e.g. fire safety, car parking and
cleanliness. The response to the prompt questions are scored/rated with due regard to
the evidence gathered in relation to the following requirements:

* Relevant guidance and legislation: Policies, procedures, working practises etc.
should comply with any relevant guidance and legislation,

« Evidence should demonstrate: The approach (policies, procedures etc.) is
understood, operationally applied, adequately recorded, reported on, audited and
reviewed.

This provides a structured framework to facilitate evidence based self-assessment and
measure compliance with each of the requirements.

Assessment Methodology

For each SAQ, information and evidence was collected which would be used to determine
the rating based on qualification criteria issued by NHSE. The assessor(s), then rated
accordingly.

The assessments for each SAQ have been reviewed on a monthly basis by domain leads
and Subject matter experts through dedicated review meetings, progress being feedback
through monthly updates to E&F SMT and via the upward report to FPEC.

All documentation to support the rating has been stored in an evidence folder on the
Estates and Facilities M Drive, in the event NHSE look for clarification of rating.

Summary of 23-24
For the Domains below key points to note are:

« Safety (Hard) — a number of evidence-based improvements were achieved, in this
domain, training, costed action plans and more robust action plans.

« Safety (Soft) — improvements identified, further improvements will be achieved
with the ongoing catering waste and portering reviews.

» Patient Experience — ratings remain as good.

« Efficiency — improvements made, further improvements in progress.

« Effectiveness — Travel and Transport plan included on this year’s assessment -.

« Governance — internal governance and escalation processes were improving
based on the 22/23 assessment with regular reporting through relevant boards.




* Helipad — Some slippage on the compliance scoring due a further understanding
of the CAP 1264 regulations with the ongoing Helipad review.

Appendix one provides a detailed comparison between financial years 2022/23 &
2023/24.

4. Next steps

The EFM Division will use the PAM submission as a baseline throughout the year and
working groups have been set up to review 24/25 submission and create action plans.
Progress will be monitored via Divisional SMT and via the upward report to FPEC.

5. Conclusion

The NHS PAM assessment process for 23/24 demonstrates good progress within Estates
and Facilities when compared to 22/23 final ratings.

A mitigation / action plan for all categories rated as Inadequate or requiring Moderate
improvement will be developed by November 2024 and updated on a Quarterly basis.

6. Recommendations
FPEC are requested to:

1) Receive the report and approve for official submission.

2) Note the internal NHS PAM self-assessment outcomes for information and
assurance,

3) Receive quarterly updates of progress against the mitigation/action plans via the
routine EFM FPEC report.
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Decision Required

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
1¢ 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 (ULTH)

3f Reducing unwarranted variation in planned service delivery and ensure we meet all
constitutional standards (ULTH)

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




Executive Summary

Our aim is always to deliver high standards of care for patients in the right place and at the
right time.

Taking into consideration that NHS England believes the delivery of care in temporary
escalation spaces (TES) in departments experiencing patient crowding (including beds and
chairs) is not acceptable and should not be considered as standard, the current healthcare
landscape at ULTH means that the Trust are using temporary escalation spaces for
increased periods of time and not just in time of extremis.

The management of the Rapid Placement of Adult Patients across ULTH is a process of
shared risk across the organisation when the Emergency Department(s) and Medical
Emergency Assessment Unit-Lincoln (MEAU), Surgical Emergency Assessment Unit-
Lincoln (SEAU) and/or Integrated Assessment Unit Boston (IAC) has more patients than
it can safely care for and to prevent holding patients on ambulances which has a direct
impact in delays to responding to emergencies in the community. Allocating one
additional patient to suitable wards on a risk assessment basis, shares this risk across
the Trust and reduces risk within the ED and the community. There is a Standard
Operating Procedure (SOP) (Appendix 4) in place to support safe, decision making
when Rapid Plus One is instigated. It is recognised the decision making will be based
on a specific risk assessment for each patient that is to be placed, in the context of the
risk on the accepting ward. The SOP outlines the principles to be considered. The key
principle is that the decision to place any patient will be based upon risks to patient
safety and will seek to balance the risk to patients across ULTH and the community.
Assessments of risk for potential harm and safety for staff and patients that are being
considered for care in Temporary Escalation spaces are assessed by criteria as part of
the Plus One Principles (Appendix 1). Patients are only be moved under the Plus
One placement of patient SOP if they meet criteria for transfer from ED /Assessment
Units and the receiving ward can accommodate the care needs of the individual
patient.

The aims of the Rapid Plus One (where patients are sent from an admitting area to a
receiving base ward prior to the bed being available on the receiving ward) are to stop
the need for patients to be held on ambulances due to high occupancy within the ED,
reduce congestion in ED & facilitate specialty patients moving at the earliest opportunity
to the right ward.

The SOP guides and supports all staff involved in the implementation of Rapid Plus One
principles to ensuring equitable access to appropriate beds for all patients admitted to
ULTH and that our patients are treated with respect, dignity and in accordance with
ULHT values. A risk assessed approach ensures the risk of patients being exposed to
Hospital Acquired Infections is minimised. A full Infection Prevention assessment is
made for any areas affected by outbreak or high prevalence of infection and the option
to Plus one is suspended until resolved to minimise risk.

Safe staffing levels are assessed 3 times per day by the Operational Matron and Safer
Staffing Lead and included within the Workforce Safeguard Report as an itemised




assessment to ‘plus one’. For each area an assessment is made to determine whether
it is safe for the area to take an additional patient as per Plus One placement. This
assessment is supported with Decision Support Criteria to aid the decision making and
risk assessment process. The assessment is completed as part of the Safer Staffing
Operational process so with all safety measures have been considered. This is a
dynamic risk assessment that can be completed at any opportunity that wards report
that they feel the risk to take a plus one patient is too great. The decision to NOT
temporarily escalate in an area is made on the assessment of safety by the divisional
senior nursing leadership team and the risk confirmed with Divisional Nurse/Deputy
and/or the Deputy Chief Operating Officer or on call manager. Areas of concern are
escalated to the Group Chief Nurse, Group Chief Medical Officer, Group Chief Operating
Officer or nominated deputy. Overall, the balance of risk relating to staffing and staff
wellbeing is considered in the context of unseen risk within our communities.

All temporary escalation areas are a designated space within each ward that has a full
supported risk assessment (Appendix 2) and fire risk assessment (Appendix 3)
completed.

Patient and colleague experience impact is reviewed through reported incidence by the
Divisions and Patients Experience teams by monitoring the number of reported Datix
incidents in relation to temporary escalation placement and patients experience
indicators and complaints are monitored.




\
Plus One Placement of Patients Process activated only when:
e OPEL Level 4 And/Or
e Unable to handover patients on ambulances or due to no capacity across ED (Majors
and Resus) or no capacity for inbound ambulances
- _J

-
e Bed Management Team Manager utilise daily discharge list to identify patients to be

transferred to the Discharge Lounge. Identify potential discharges and prepare areas to
except Plus One patients from 08:00hrs

. J
4 )
We would transfer from ED to Assessment areas 24/7 as required
e We will Plus One from the Assessment Units to base wards 08:00hrs- 22:00hrs
e All areas will accept a maximum of +1 patient as per risk assessment
\_ J

Clinically unstable with an unmanaged NEWS >4

Patients requiring Humidified, High Flow Oxygen or NIV

Patients requiring Level 1/high dependency care

Patients requiring Cardiac Monitoring

Patients with severe cognitive impairment i.e. restless / agitated, delirium, requiring
enhanced monitoring

Patients with complex learning disabilities

Patients whose death is imminent (within 12hrs)

Patients being discharged from a side room (IPC reasons)

Patients where dignity cannot be maintained within the Plus one space
Patients who require isolation because they are at risk of transmitting or
acquiring an infection.

/The following groups of patients are excluded from patient placement: \

Ko Patients identified as requiring enhanced falls prevention measures /

In the event at 22:00hrs there is an additional patient on the Ward after Plus One has
occurred and the scheduled discharge is no longer happening. The Ward based team
must contact the Clinical site manager/Bed Manager for the most appropriate patient on
the Ward to be allocated an alternative bed space within the organisation, unless the plus
one space the patients is residing in has been risk assessed as being suitable for the
patient to remain overnight.

THE PATIENT WILL NOT BE RETURNED TO THE ASSESSMENT UNITS

\




United Lincolnshire Hospitals INHS

Risk Management Policy and Procedures NHS Trust

Appendix 2: Risk Assessment Proforma (Reviewed September 2014)

Plus One Statement

Plus One patient MUST be placed into a bed space with a fit and well
discharge/potential discharge patient placed in the boarding space identified.

Activity (or area) being
assessed

To assess the risks for boarding patient in treatment room and relatives room

People/Service affected by
the risk

Patient x[O Trust Staff Ox  Visitor/Relative [x

Tick all that apply Contractors x Agency/locum [Ix  Other (e.g. service) SPeCify...........ccccceveeieiiii.n.
Site Lincoln

Division/Specialty Surgical Division

Location Hatton Ward

Name of assessor

Date of assessment

04/03/2019

What is the hazard?

Something that has the
potential to cause injury,
iliness, harm, loss or
damage

During boarding, there is going to be disturbance for patients, staff and visitors.

Patient would be boarded in corridor by nurses’ station with no access to call bell,
emergency bell, or oxygen. This will also reduce access to ward corridor which is the
main fire escape as well as reducing accessibility in clinical emergency situations.

Impact on ability to maintain patient confidentiality as the nurses’ station has the main
ward telephones so there is potential for the boarding patient to overhear confidential
information.

Say how the hazard could
cause harm

Give a very brief description of
the risk scenario or event.

¢ If patient becomes unwell the patient is not in a bed space so any initial
lifesaving treatment would be administered in the corridor and then the patient
would require rapid transfer to a bed space resulting in another patient being
boarded in the corridor

¢ If any patients require resuscitation in the ward boarding a patient in the
corridor will potentially hinder the access to the resus trolley

¢ In the event of fire boarding a patient at the nurses’ station will potentially
reduce access to the main evacuation route from the ward, it could also impact
in the event of the neighbouring ward needing to evacuate into the ward.

e Extra patient boarding will impact safe staffing levels

ULHT-HR-RMPP
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Risk Management Policy and Procedures

United Lincolnshire Hospitals INHS

NHS Trust

Existing control measures
used

What is already in place to
reduce the consequence or
likelihood of harm occurring?

e Not currently an area used routinely to board patients due to the unsuitability of
the environment and the risks of harm detailed above

e When used in times of extreme pressure the following measures are taken:

o Ensure that the patient is boarding for the shortest time

o Provide additional support to expedite any discharge to release

o Ensure ward is appropriately staffed and if required reallocation of
nursing resource

o Ensure all members of ward team are aware of boarding patient

o Complete Intentional Rounding for boarding patient

Risk Rating

(Rate from 1 to 5 for likelihood
and severity using the risk matrix)

Note if risk score is 12+ risk must
be escalated to Division, and
recorded on risk register.

Likelihood:

Severity:

Risk Score 15

High

Proposed actions

What action can be taken to
reduce the likelihood and/or
the severity of the risk?

Who is responsible for
implementing the action plan?

What is the timescale for
implementation?

e Due to lack of a suitable space and the risks associated the proposed
action is for this ward not to be used for boarding — this would need
to be an action agreed at a senior level

Risk Rating after proposed

action Likelihood:

Re-assess the likelihood and Risk Score 5 low
severity to show how the

proposed action will be Severity:

effective in reducing the risk.

Date action started 04/03/19

Date action completed

ULHT-HR-RMPP
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Patients would be boarded either in corridor by nurses’ station or in non-bedspace areas with no access to call bell, 2 Clinical governance standards 5 SAFER principles embedded in wards/departments
[} o
emergency bell, or oxygen and suction. This will also reduce access to clinical rooms in clinical emergency situations as well as | ¥ Matron quality assurance - Fire risk Asssessment reviews Productive Ward roll-out to all clinical areas
potential reduced access to fire exits. Ward Lead Spot Checks Effective communication to all wards/departments regarding
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1. Introduction

1.1 This document sets out the United Lincolnshire Hospitals NHS Trust (ULHT) Standard
Operating Procedure (SOP) for the Management of the Rapid Placement of Adult Patients
across ULHT. The SOP describes the process of sharing risk across the organisation when
the Emergency Department(s) (ED) and Medical Emergency Assessment Unit-Lincoln
(MEAU), Surgical Emergency Assessment Unit-Lincoln (SEAU) and/or Integrated
Assessment Unit Boston (IAC) has more patients than it can safely care for and to prevent
holding patients on ambulances which has a direct impact in delays to responding to
emergencies in the Community. Allocating one additional patient to suitable Wards on a
risk assessment basis, shares this risk across the Trust and reduces risk within the ED and
the Community.

1.2 The placement of patients occurs when specialty patients are transferred from the
admitting areas (Emergency Department (ED) and Assessment Units) to specialty
Base Wards, into a bed space of a patient identified as being discharged that day from
the specialty Ward/or a designated area of the Ward. These patients will be transferred
against the base wards known discharge profile.

1.3 The principle will be in the first phase of patient flow; patients will be transferred from
ED into the Assessment Units (maximum x1 patient per assessment areas
(medical/surgical). In the second phase of flow, the patient(s) will be transferred from
the Assessment Unit(s) to specialty base wards, in relation to normal discharge profile,
to facilitate patient safety and at a rate of 1 patient perhour.

1.4 Patients nominated for placement should not be placed to another specialty base ward e.g.
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1.5

1.6

2.1

2.2

3.1

a)

Medicine to Surgery or Surgery to Medicine. Patients will be transferred to the correct
receiving Ward when they are ready to proceed from the ED

The purpose of this SOP is to support safe, decision making when Rapid Plus One is
instigated. It is recognised the decision making will be based on a specific risk assessment
for each patient that is to be placed, in the context of the risk on the accepting ward. This
SOP will outline the principles to be considered. The key principle is that the decision to
place any patient will be based upon risks to patient safety and will seek to balance the risk
to patients across ULHT and the community.

The aims of the Rapid Plus One (where patients are sent from an admitting area to a
receiving base ward prior to the bed being available on the receiving ward) are to:

Stop the need for patients to be held on ambulances due to high occupancy within the ED
Reduce congestion in ED

To facilitate specialty patients moving at the earliest opportunity to the right ward

To promote each ward discharging patients before 12:00hrs and maximize utilisation of the
Discharge Lounge

To improve flow and operational performance into admitting areas

This SOP will guide and support all staff involved in the implementation of Rapid Plus One
principles to ensure:

Equitable access to appropriate beds for all patients admitted to ULHT

Patients are treated with respect, dignity and in accordance with ULHT values
Accommodation of patients in single sex areas with the exception of Level 1 facilities & the
Intensive Care Unit (ICU).

The risk of patients being exposed to Hospital Acquired Infections is minimised

The inability to affectively risk assess patients in ambulances and/or the Community
Patients waiting extended lengths of time in ED

The Rapid Plus One principle is defined as being, the transfer of a patient from an admitting
area to a receiving Ward prior to the bed being available on the receiving ward.

Scope

This SOP applies to patients admitted through ED and the Admission Units and will be the
responsibility of the Clinical Site Managers (CSM) and Bed Management Team, ED
Coordinators, Lead Nurse, Matron and Ward Managers to implement.

This SOP relates specifically to the Placement of Adult patients admitted to adult beds
within ULHT.

Rapid Plus One Placement Triggers

The ULHT Capacity Meeting considers activation of the Rapid Plus One SOP process when
one or more of the following criteria have been met:

OPEL Level 4 and/or

OUTSTANDING CARE
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b)

c)
d)

4,

4.1

b)

d)

4.3

4.6

Unable to handover patients on ambulances or due to no capacity within ED or no
capacity for inbound ambulances and/or

No Capacity in Resus with no out flow and/or

Majors full with priority patients in the Chairs For Treatment Area waiting to access
majors cubicles

Roles

Chief Operating Officer, Director of Nursing and Medical Director are the Executive Leads
for this SOP:

All beds within the Trust remain under the executive responsibility and management of the
Chief Operating Officer.

The day-to-day operational responsibility for Capacity and Flow through ULHT is managed
by the Site Operational Team who have overall responsibility for decisions made to place
patients during normal operating hours during the week, in line with Capacity Meetings and
Plus One placement triggers

Out of Hours responsibility (evenings, weekends and Bank Holidays) is via Strategic
Command), Tactical Command and the Site Operational Team as appropriate

Have responsibility for safe operationalisation of this policy, monitoring safety, patient, and
staff experience incidents

Operational Lead Nurse Divisional Nurse/Divisional Managing Director/Divisional Clinical
Director/General Manager/Deputy Divisional Nurse/Lead Nurse:

Have a responsibility to ensure that Plus One is carried out in line with this SOP and in line
with Operational Pressures Escalation Levels (OPEL)

Ensure that processes are in place to monitor each patient, the length of time patients are
waiting for an available bed and document any concerns via the Datix reporting system

Ensure that processes are in place to provide Live WebV update availability and accurately
reflect patient pathway and predicted date for discharge (PDD).

Ensure that all patients on ward wards have received a consultant led review in order to
maximise discharges

ULHT Clinical Site Manager:

Support and facilitate divisional plans to enable the emergency and elective flow of patients
throughout the Trust

The ULHT Capacity Meetings held x 3 daily should determine the ability to provide sufficient
admitting capacity and influence the decision making around Plus One placement.

Consultants:

Responsible in conjunction with the multidisciplinary team for identification of patient’s
suitable for a morning discharge at ‘Daily Board’/'Ward Rounds’ and at ‘Afternoon Huddles’.
Documentation to be completed on both WebV and in the patients’ medical notes

Patients who are placed will become the responsibility of the named Ward Consultant

Matrons

OUTSTANDING CARE

D

W25 personally DELVERED



United Lincolnshire Hospitals INHS |

Clinical Operational Flow Policy NHS Trust

D

a)

Provide clinical advice, and where necessary, practical support with the implementation of
the Plus One SOP with particular reference to ensuring patients are identified and those
identified meet the criteria

The Matrons are responsible for undertaking a professional nursing assessment in the
Base Wards to understand the relative risk in the clinical areas at the time

The Matrons have the responsibility to ensure that effective board rounds take place daily
led by Matron/Ward Lead & WebV/Patients notes reflect accurate patient pathway, plan
and PDD

Ward Sisters / Charge Nurses / Nurse in Charge

The Nurse in Charge (NIC) of ED with the support of the Flow Co-ordinator is responsible
for maintaining ED flow by ensuring the timely and appropriate transfer of patients to
Assessment Units and other direct admission wards
(Cardiology/Stroke/Orthopaedics/ENT/Frailty)

The NIC of Assessment Units are responsible for maintaining flow collaborating to ensure
1 patient is transferred to Wards every hour between 08:00hrs and 20:00hrs. They will
ensure that by 20:00hrs every night there are empty beds.

Appropriate and prompt escalation to Divisional CBU teams for all delays to patient
pathway

Ensure early utilisation and maximise the utilisation of Discharge Lounge

The NIC of each inpatient Ward is responsible for ensuring that all:

Patients receive a Consultant / senior medical review on a daily basis (with escalation if
this does not occur)

Pathway Zero patients have been discharged from the Ward before midday.

Identifying the most suitable patients to transfer to the identified Plus One space

They must ensure that the bed state accurately reflects expected discharges / transfers
and work with the Matron to identify appropriate patient transfers

Provide support at Ward level for the implementation of the Rapid Plus One SOP; with
particular reference to ensuring that patients identified meet the criteria

Ensure WebV remains a live reflection of the patient pathway/journey

Ensure discharge information is provided to the Bed Management Team in line with OPEL
levels

Communicating with the patients’ family / carers regarding placement of patients
Complete a Datix for patients any patient that have been moved into a Plus
One area that does not meet the inclusion criteria

Bed Management Teams:

Day to day responsibility in hours for the placement of elective and emergency admissions
Maintains patient in flow and out flow of admission units and escalates capacity problems
to the Clinical Site manager.

Communicates timely and accurate bed states, capacity issues and delay actions if any to
the Clinical Site Manager
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d)

4.9

5.1

Monitor and record patient movement and ensure early utilisation and maximise the
utilisation of Discharge Lounge

Infection Prevention Team

Provide Infection Prevention (IP) advice to Ward based nursing and medical staff,
Operational & Bed Management Teams, with specific reference to identification of patients
to be placed

The Process of Rapid Plus One

If there is a need for the placement of Plus One patients between 08:00hrs — 22:00hrs, this
should be done in line with plans identified by Clinical site Management Team and enacted
by the Bed Management Team at a specific threshold (section 3). This will take place at
the 08:30hrs, 12:30hrs and 17:00hrs ULHT Capacity Meetings and the decision to enact
discussed and agreed with the Chief Operating Officer / nominated Deputy.

WebV must be regularly updated and always show current ward position so that the bed
state across the Trust can be accurately known. This will enable timely decision making
and reduce the number of phone calls to confirm the bed state

Early discharge (home or Discharge Lounge) before midday. The Discharge Lounge should
be used for all patients waiting for discharge medication (TTO) or transport, in order to
facilitate discharge before midday. Discharge Lounge should be used routinely for all
discharges from elective and non-elective bed bases.

Direct admission and Admission Unit patients will transfer from the Emergency Department
24hrs a day 7 days a week

Placement of patients occurs in line with individual ward discharge profiles between
08:00hrs and 22:00hrs across all three sites (appendix 1). This can be at the rate of 1
patient per hour

In phase one of placement of patients the incoming patient from the ED must be admitted
to a bed space whilst the exiting patient is placed in the dedicated area

In phase two of placement of patients the incoming patient from the Admission Unit will
either be admitted to the bed space on the Ward or into the dedicated area. This will depend
on the clinical needs of the patients involved in the transfer and will require the professional
judgement of the nurse receiving the patient transfer

Bed Management Teams will liaise with Admission Unit Nurses in Charge to identify
suitable patients to transfer to the relevant Wards. This will be dependent on the gender of
the incoming patient admissions and Wards normal discharge profile

Prior to Plus One taking place on inpatient Wards, the patient must be accepted by the
respective medical / surgical team as per current process.

Transferring Ward: The registered nurses currently looking after the patient must provide
the receiving Ward with a verbal handover. Web V must be updated detailing all clinical
data relating to the patient’s admission and care of the patient. They should also inform the
patient’s family / carers of the transfer.

Receiving Ward: The receiving Ward Lead/ coordinator takes overall responsibility
for the ward placement and on-going care and management of the patient who has
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been placed onto their ward. The patient placed will become the clinical responsibility
of the named Consultant for the ward area. If the ward is unable to identify a bed for
the plus one patient, then this will require escalation to the Matron & Clinical Site
Manager

All Medical and Nursing documents, medication and property, should transferwith the
patient to the placement Ward

Specific risk issues must be communicated verbally to the receiving Ward, staff on
duty will need to re assess the patient when they arrive on the Ward

The Patient and family / carers need to be advised of the early transfer to another
Ward

Bed Management Team will communicate regularly with the Clinical site manager to
ensure that Plus One patient placement information is up to date

Patients will continue to have timely, on-going treatment or continued discharge
planning whilst Rapid Flow is occurring on inpatient Wards

Plus One placement will not take place after the hours of 22:00hrs on base wards. In
the event at 22:00hrs there is an additional patient on the ward after Plus One has
occurred and the scheduled discharge is no longer happening, the Ward based team
must contact the site team to advise them and to ascertain if a more appropriate
patient should be allocated and an alternative bed space found within the
organisation. Some plus one areas within ULHT have been identified as suitable to
have a plus one patient remaining within the allocated space overnight. However,
there needs to be a plan implemented for the movement of the patient the following
day thus not to prevent further flow. The patient should not be returned to the
Assessment Units or ED.

The Divisional Nurse/Lead Nurse will approve the cessation of Plus One placement
in Ward areas

Adult Patients suitable for placement

Patients nominated for placement must have seen a Consultant already during that
admission to ensure medical clerking and a treatment plan /medications have been
confirmed

Patients nominated for placement will have been identified at the morning Board / Ward
round/Afternoon Huddle by the Consultant or Registrar in conjunction with the Ward
Lead / Ward coordinator the previous day

Patients must have a clear medical management plan and Predicted Date of Discharge
that can be followed on the inpatient Ward

Patients should only be moved under the Plus One placement of patient SOP if they
meet criteria for transfer from ED /Assessment Units Floor and the receiving Ward can
accommodate the care needs of the individual patient. This will differ depending on the
specialism of the Plus One patient placed and the area being placed too (equipment
needs etc.)

The following groups of patients are excluded from patient placement:
Clinically unstable with an unmanaged Early Warning Score (NEWS >4)
Patients requiring Humidified, High Flow Oxygen or NIV

Patients requiring High Dependency level care

Patients requiring cardiac monitoring
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5. Patients with severe cognitive impairment i.e. restless / agitated, delirium, requiring 1:1
care

6. Patients with complex learning disabilities

7. Patients whose death is imminent (within12hrs)

8. Patients being discharged from a side room (occupying a side room due to isolation)

9. Patients whose dignity is unable to be maintained within the allocated plus one space
(this will be assessed by the ward team

10. Patients who require isolation because they are at risk of transmitting or acquiring an
infection.

11. Patients identified as requiring enhanced falls prevention measures

12. Any concerns in relation to placement of patients, at any time should be escalated to the
Matron/Lead Nurse in hours and Clinical Site manager OOH

6. On-going Management of Plus One patients

6.1 The receiving Ward takes overall responsibility for the Plus One patient placement
and on-going care and management of the patient who has been placed onto their
Ward

6.2 The patient placed will become the clinical responsibility of the named Consultant for
the Ward area

6.3 The Plus One patient should be placed into an identified bed space with the query /
confirmed discharge or another appropriate patient placed into the dedicated plus
one space

6.4 The Ward Lead/Ward co-ordinator needs to ensure that the placed patient has
appropriate treatment, observations and medication regimes prescribed including
TTOs and a designated Registered Nurse accountable for their care

6.5 Inthe event at 22:00hrs there is an additional patient on the Ward after Plus One

has occurred and the scheduled discharge is no longer happening. The Ward based
team must contact the Clinical site manager/Bed Manager for the most appropriate
patient on the Ward to be allocated an alternative bed space within the organisation,
unless the plus one space the patients is residing in has been risk assessed as
being suitable for the patient to remain overnight.

7. The Process of Plus TWO

7.1 Ifthere is a need for the placement of Plus Two patients between 08:00hrs — 22:00hrs,
this should be done in line with plans identified by Clinical site Management Team and
enacted by the Bed Management Team at a specific threshold (section 3). This will
take place at the 08:30hrs, 12:30hrs and 17:00hrs ULHT Capacity Meetings and the
decision to enact discussed and agreed with the Chief Operating Officer / nominated

Deputy.

Plus TWO can only be enacted when:
1. ALL Plus One areas has a patient boarded
2. All available escalation has been utilised
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8.2
8.3

8.4
8.5

9.1

3. Staffing is re-reviewed and risk assessed as safe to take a further additional
patient.

WebV must be regularly updated and always show current ward position so that the bed
state across the Trust can be accurately known. This will enable timely decision making
and reduce the number of phone calls to confirm the bed state

Early discharge (home or Discharge Lounge) before midday. The Discharge Lounge should
be used for all patients waiting for discharge medication (TTO) or transport, in order to
facilitate discharge before midday. Discharge Lounge should be used routinely for all
discharges from elective and non-elective bed bases.

Direct admission and Admission Unit patients will transfer from the Emergency Department
24hrs a day 7 days a week

Placement of patients occurs in line with individual ward discharge profiles between
08:00hrs and 22:00hrs across all three sites (appendix 1). This can be at the rate of 1
patient per hour

In phase two of placement of patients the incoming patient from the ED must be admitted
to a bed space whilst the exiting patient is placed in the dedicated area

In phase two of placement of patients the incoming patient from the Admission Unit will
either be admitted to the bed space on the Ward or into the dedicated area. This will depend
on the clinical needs of the patients involved in the transfer and will require the professional
judgement of the nurse receiving the patient transfer

Bed Management Teams will liaise with Admission Unit Nurses in Charge to identify
suitable patients to transfer to the relevant Wards. This will be dependent on the gender of
the incoming patient admissions and Wards normal discharge profile

Prior to Plus Two taking place on inpatient Wards, the patient must be accepted by the
respective medical / surgical team as per current process.

ULHT Capacity Meeting

Identification and need for patients to be placed is to be determined at the Trust
Capacity Meetings. These meetings are held at specific points in the day, but times

can be adjusted according to the organisational response levels required

These meetings will focus on the provision and availability of daily admitting capacity

for Emergency and Elective activity

Numbers of patients placed will be reviewed during these meetings

Escalate any delays in Plus One patient placement to the respective Division

In the event at 22:00hrs there is an additional patient on the Ward after Plus One has
occurred and the scheduled discharge is no longer happening. The Ward based team must
contact the Clinical site manager/Bed Manager for the most appropriate patient on the
Ward to be allocated an alternative bed space within the organisation, unless the plus one
space the patients is residing in has been risk assessed as being suitable for the patient to
remain overnight.

Safer Staffing

Included within the Workforce Safeguard Report is an itemised assessment to ‘plus one’.
For each area an assessment needs to be made to determine whether it is safe for the
area to take an additional patient as per Plus One placement.
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9.2 This assessment will be supported with Decision Support Criteria to aid the decision making
& risk assessment process.

9.3 The assessment will be completed as part of the Safer Staffing Operational process so with
all safety measures have been considered.

9.4 This is a dynamic risk assessment that can be completed at any opportunity that wards
report that they feel the risk to take a plus one patient is too great.

9.5 The decision to NOT support Plus One/Plus Two in an area is made on the assessment of
safety by the divisional senior nursing leadership team and the risk confirmed with
Divisional Nurse/Deputy and/or the Deputy Chief Operating Officer or on call manager.
Areas of concern should be escalated to the Director of Nursing, Medical Director, Chief
Operating Officer or nominated deputy. Overall, the balance of risk relating to staffing must
be considered in the context of unseen risk within our communities.

10. Education and Training

10.1 Training should be given to the necessary individuals responsible for bed management
within the Operational Team and Ward staff operationalising the placement of patients’
process.

11. Monitoring Compliance

What will be measured to monitor | How will Monitoring Frequency Reporting
compliance compliance be | lead arrangements
monitored
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a) Number of Times Plus One Recording Operation Quarterly Quality and
placement of patients SOP sheets / Web al Safety Groups
enacted V reports Command

b) No. of Datix incidents received in Lead/Ope
relation to Plus One placement Datix incidents rational

c) Patient Experience indicators / Lead
Complaints Complaints

d) Patient impact: Datix incidents Operation Quarterly Quality
1) Timely administration of al and Safety

treatment Complaints Command Groups
2) Delays in the completion of Lead/Ope
assessments due to rational
additional patients on Wards Lead
3) Reduced visibility of patients
due to increased RN / HCA
ratio
4) Delays in meeting patients
personal hygiene
requirements due to
increased RN / HCA ratio
5) Altered patient experience
due to being allocated a non-
clinical bed space
e) Colleague experience Datix incidents Operation Quarterly CMG Quality
al and Safety
Command Groups
Lead/Ope
rational
Lead
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Appendix 1 Plus One Placement Principles

4 )

Plus One Placement of Patients Process activated only when:

e OPEL Level 4 And/Or
e Unable to handover patients on ambulances or due to no capacity across ED (Majors

and Resus) or no capacity for inbound ambulances

e Bed Management Team Manager utilise daily discharge list to identify patients to be
transferred to the Discharge Lounge. Identify potential discharges and prepare areas to
except Plus One patients from 08:00hrs

)

In the event at 22:00hrs there is an additional patient on the Ward after Plus One has
occurred and the scheduled discharge is no longer happening. The Ward based team
must contact the Clinical site manager/Bed Manager for the most appropriate patient on
the Ward to be allocated an alternative bed space within the organisation, unless the plus
one space the patients is residing in has been risk assessed as being suitable for the
patient to remain overnight.

THE PATIENT WILL NOT BE RETURNED TO THE ASSESSMENT UNITS }

.
a N

The following groups of patients are excluded from patient placement:

e Clinically unstable with an unmanaged NEWS >4

e Patients requiring Humidified, High Flow Oxygen or NIV

e Patients requiring Level 1/high dependency care

o Patients requiring Cardiac Monitoring

o Patients with severe cognitive impairment i.e. restless / agitated, delirium, requiring
enhanced monitoring

o Patients with complex learning disabilities

e Patients whose death is imminent (within 12hrs)

e Patients being discharged from a side room (IPC reasons)

e Patients where dignity cannot be maintained within the Plus one space

o Patients who require isolation because they are at risk of transmitting or

acquiring an infection.
o Patients identified as requiring enhanced falls prevention measures

e We would transfer from ED to Assessment areas 24/7 as required
e We will Plus One from the Assessment Units to base wards 08:00hrs- 22:00hrs
e All areas will accept a maximum of +1 patient as per risk assessment
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Appendix 2
Areas that can Plus One/Two

STROKE UNIT LCH BED

BURTON WARD LCH BED BED

NAVENBY WARD LCH CHAIR

JOHNSON WARD LCH BED

CSSU LCH BED

WITHAM/RSU LCH BED CHAIR
FAU/LANCASTER WARD |LCH BED OR CHAIR CHAIR

SCAMPTON WARD LCH BED OR CHAIR

DIXON WARD LCH BED

MEAU LCH Used as Rapid Handover |Used as Rapid Handover
NEUSTADT-WELTON LCH Used as Rapid Handover |Used as Rapid Handover
WARD

CATH LAB LCH

CARLTON COLEBY LCH

CLAYTON WARD LCH

GREETWELL LCH BED CHAIR-OVERNIGHT
HATTON LCH BED BED

SEAU LCH TROLLEY BED
SHUTTLEWORTH LCH BED BED

DIGBY LCH CHAIR

SAL LCH

WADDINGTON LCH TROLLEY

ASHBY LCH

WARD 1 PHB BED

7B PHB BED BED

8A PHB BED TROLLEY/CHAIR
8B PHB BED

ACU PHB CHAIR

6A PHB

6B PHB BED OR CHAIR CHAIR

IAC PHB

AMSS PHB Used as Rapid Handover |Used as Rapid Handover
5A PHB BED BED

5B PHB BED BED

7A PHB BED BED

9A PHB BED BED

BOSTONIAN PHB CHAIR

HARROWBY GDH BED

EAU GDH

GSU GDH
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This paper provides a briefing on H2 / Winter Priorities.

It provides an overview of where we are at month 6 from an
operational annual plan perspective, and the key actions we are

taking in H2 to bring us back on track against our 2024/25 plan.

NHSE stand-up the Winter operating functions from 1st November
2024. In preparation for this, Trusts were asked to:

* Review general and acute core and escalation bed capacity
plans.
Review and test full capacity plans.
Ensure the fundamental standards of care are in place in all
settings at all times.
Ensure appropriate senior clinical decision-makers are able
to make decisions in live time to manage flow.
Ensure plans are in place to maximise patient flow
throughout the hospital, 7 days per week

Each winter, the health service faces significant challenges due to
increased pressures across all parts of the system. Effective and
comprehensive planning is essential to maintain resilience and
ensure continuity of care during these demanding times. 24/25
Winter plan is attached in appendix 1.
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Executive Summary

The Lincolnshire Integrated Care System (ICS) Winter Plan for 2024/25 has been developed collaboratively and influenced by national winter guidance
issued by NHS England as well as applying learning from previous winters within our local system, regionally and nationally.

During the summer of 2024, the Lincolnshire system experienced sustained levels of demand following the winter period and did not experience the
usual small dip in activity. We must ensure that our services can respond to the expected increases in demand over winter and that resilience can only
be achieved through continued partnership working across the health and care system. As partners of the Lincolnshire ICS, we are committed to working
together to manage these challenges and ensure that our population can access safe services and have good outcomes with a positive experience.

The purpose of this Winter Plan is to highlight the local assumptions for winter and set out our planned response to manage the urgent care and patient
flow pressures that the system will inevitably experience. The plan is designed to supplement the ongoing improvements and developments in urgent
care in line with the National Urgent and Emergency Care Recovery Plan and is inclusive of those requiring both physical and mental health care. During
August 2024 NHS England Midlands Regional team shared a set of Key Lines of Enquiry (KLOES) to support development of local winter plans.

This year we have again focussed on the avoidance of patient harm by adopting an approach that focuses on clinical risk, the main areas of risk in the
Urgent and Emergency Care pathway are as follows:

Patients could Patients could Patients could Patients may
wait for an urgent experience long wait on experience waits
or emergency waits in ambulances prior for discharge
response in Emergency to entering home or into
community Departments Emergency community
settings Departments settings

Impact of GP Some service fragility Confusion
collective action on along the East Coast amongst the
Urgent and and Boston public regarding
Emergency Care specifically for the most effective
pathways and Childrens and Young access to health
patient experience Peoples and some and care services
Mental Health services

www.lincolnshire.icb.nhs.uk



http://www.lincolnshire.icb.nhs.uk/

NHS Lincolnshire Integrated Care Board

Contents

1. Introduction
2. Context
3. Preparation for Winter 2024/25
3.1 Capacity and Demand Reviews
3.2 Trends, Forecasts and Impact of Infectious Disease
4. Winter Response
4.1 Primary and Community Care
4.2 Hospital Care & Discharge
4.3 Mental Health
4.4 Children & Young People
4.5 Specific Support for Care Homes
5. System Working and Escalation
5.1 System Co-ordination Centre
5.2 Escalation and Assurance
6. Workforce
7. Quality and Risk Management
7.1 Risk Management
8. Communication

9. Conclusion & Evaluation

www.lincolnshire.icb.nhs.uk



http://www.lincolnshire.icb.nhs.uk/

NHS Lincolnshire Integrated Care Board

1.Introduction

Integrated care is about ensuring that people get the help and support they need, joined up across local councils, the NHS, and other local partners.
It removes traditional and historical divisions between hospitals and family doctors, between physical and mental health, and between NHS and council
services. In the past, these divisions have meant that too many people experienced disjointed care and over the years we have recognised the
importance of all local health and care providers and commissioners working together to provide the best services we can.

This document outlines the Lincolnshire collective response to urgent and emergency care during anticipated peak times of demand, during winter, to
ensure patients get the safest, most effective, and efficient services responding to their need. This winter we recognise the importance of managing
patients wherever appropriate and safe to do so including within their own homes or usual place of residence, providing health and care in an integrated
way and relying less on acute inpatient services. This plan sets out how we will ensure services provided by each of the partners that make up our
system will be resilient through this winter. We have arrangements across all Lincolnshire ICS partners to manage patient flow between our services.
Working together, we use the Operational Pressures Escalation Level (OPEL) system which identifies the actions we all need to take when we are
under increased pressure.

We learned much from the pandemic and from our response during that time and importantly it demonstrated that, on a day-to-day basis, all our
partner organisations in Lincolnshire are stronger and better when we work more closely together. We have a shared commitment and determination
to ensure people are cared for in the right place at the right time, so that they can achieve the best health outcomes.

During 2024 we have continued to deliver our system Urgent and Emergency Care strategy and our overall vision for Urgent and Emergency care in
Lincolnshire is:

“System Partners in Health and Care from across Lincolnshire have together committed to support people who present to our services in
an emergency or with urgent needs to access safe, seamless, compassionate and timely care in the right place from the right team.”

www.lincolnshire.icb.nhs.uk
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The recent review by Lord Darzi highlighted nationally several key themes for the 10-year health plan which align to our vision, including:

¢ Engagement of staff and empowerment of patients
e Shift care closer to home

e Simplify care delivery

e Increase use of technology

In addition, we continue to ensure that our clinical ambitions detailed below are at the forefront of all Urgent and Emergency Care service delivery and
any improvement work undertaken.

v' Our team members have optimal time and resources to provide great care, in line with agreed professional standards.

\

Our patients and team members are treated with respect, kindness, and compassion.

v' Our teams work collaboratively across the whole system, to join up care in a way which matters to our patients and those who
matter to them.

v All patients are cared for in an appropriate and safe environment, minimizing the risk of hospital acquired infection and harm.

v' Patient records are shared across clinical teams to enhance patient safety and reduce the need to share the same information
multiple times.

v" Where possible care is delivered ‘closer to home,’ if patients need a stay in hospital, they are admitted quickly to the right bed

to meet their clinical needs and when they are ready, they are discharged home without delay.

v" Our culture is one of learning and continuous quality improvement.

As a system we will work together to drive delivery of the plans set out in this document, managing risk and daily patient flow between all our partners
through our System Co-ordination Centre who, along with our Winter Director, will ensure a continuous focus on this plan so we deliver the safest,
most appropriate care we can, for the population of Lincolnshire, over the winter months.

www.lincolnshire.icb.nhs.uk
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2.Context

The purpose of this winter plan is to demonstrate the Lincolnshire system approach to operational management of winter, detailing the specific
pressures anticipated for our system and how we intend to mitigate them to ensure we deliver our vision for Urgent and Emergency Care across the
county.

Urgent and Emergency Care continues to be under significant pressure both locally and nationally and we have faced our busiest summer for many
years with increasing numbers of people attending our Emergency Departments and Urgent Treatment Centres as well as high levels of wider system
demand within primary, community and mental health care. Despite the growing demand for urgent care services, we have made some notable
improvements for our population with a marked improvement in overall category 2 ambulance response times and a reduction in handover delays from
our ambulance service (East Midlands Ambulance Service) to our acute provider (United Lincolnshire Hospital Trust). However, there is still much
more to do, alongside delivering our commitments in relation to cancer care, elective (those needing operations) and outpatient care, maternity and
children’s and young people’s care, as well as mental health care and support for those with, learning disabilities and autism.

Planning assumptions for the upcoming winter have been informed by data and insights from the UK Health Security Agency (UKHSA). Infectious
diseases such as Influenza, Covid-19, and Norovirus typically place increased strain on health and care services during the winter months. While the
expected profiles of these common infectious diseases for winter 2024/25 are not yet fully understood, early planning assumptions are based on a
cyclical pattern, with a likely early impact like that of the previous winter. To manage the associated risks, the Lincolnshire system has implemented
the following measures:

v' Arrangement with our community provider to prescribe influenza prophylaxis to those meeting the clinicalrequirements.

<\

Covid 19 Medicines Delivery Unit (CMDU) moving to 7-day service for winter.

v/ Care Home Infection Prevention and Control (IPC) support including local outbreak management support, with dedicated Senior
Health Protection Nurse for each setting.

v' Integrated Health Protection approach across the system and Infection Prevention and Control collaborative in place.

v Integrated Care Board (ICB) engagement in all outbreak meetings across the system.

As we navigate the post-pandemic landscape, our focus remains on protecting those in society who are at a higher risk of severe Covid 19 infection
and other infectious diseases. To achieve this, we continue to implement planned and targeted vaccination programmes across the county. Ensuring

www.lincolnshire.icb.nhs.uk
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a sustainable Covid 19 vaccination programme is a crucial aspect of health protection, and we are committed to making vaccination services accessible
to all eligible groups. The Lincolnshire Covid 19 vaccination programme has been highly successful, achieving excellent uptake amongst our
population, and we take pride in continuing to be one of the best performing systems both regionally and nationally.

Our vaccination strategy includes:

v' Care home residents and staff to be prioritised early in the programme and Covid 19 vaccination to begin by 3@ October 24.

v' Covid 19, and influenza vaccination delivery through a combination of Primary Care Networks and their GP Practices and

Community Pharmacies providing local access to vaccinations.

v' Respiratory Syncytial Virus (RSV) programme commenced 1% September 24 for those aged 75 — 79 years old delivered by

GP Practices.
v" Assurance that we have a skilled and competent workforce to deliver the programmes safely.

v' Delivery of a co-ordinated vaccination programme that incorporates co-delivery of other vaccinations when possible and

incorporates appropriate health advice/screening where appropriate.

v" Provision of dedicated clinics for at-risk children and our school based programme for all eligible Primary and Secondary

school children in Lincolnshire.
v' A robust staff vaccination plan, delivered at various locations across the county which champions peer to peer vaccinations.

v" A dedicated Immunisation programme team will monitor performance and ensure all eligible cohorts have access to a
vaccination, this includes coordination of a roving vaccination model to deliver to housebound patients, care homes and other

settings.

Uptake targets for Covid 19 vaccination are 76% of all eligible cohorts and we expect to achieve or exceed this based upon previous performance.
The influenza vaccination programme starts in October for adults aged over 65 and those identified as at risk and in September for our eligible school
age children. All 82 General Practices across Lincolnshire will be offering influenza vaccine with most offering them alongside Covid 19 vaccines.

www.lincolnshire.icb.nhs.uk
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3.Preparation for Winter 2024/25

Building on our learning from last winter, and the work undertaken throughout the year including our Urgent and Emergency Care Strategy and the
Urgent and Emergency Care prioritisation work completed by all system partners, the following preparatory work and actions has been undertaken:

e May: Finalisation of 24/25 operational plan assumptions around capacity and demand plans including winter period.

¢ May: Review of winter learning at Urgent and Emergency Care System Leadership Group and Service Delivery and Performance Committee

e July: System clinical and quality meeting facilitated by the ICB Medical Director in response to the ‘Maintaining focus and oversight on
quality of care and experience in pressurised services’ letter from NHS England.

e August: System Winter Workshop to review the anticipated requirements of the NHS England winter letter 24/25, respond to winter Key Lines
of Enquiry (KLOES) for the NHS England Midlands Region and determine and agree priority areas of focus for the Lincolnshire winter plan.

e August: Formal response to the regional winter KLOEs with high levels of assurance.

e September: System attendance at the NHS England Midlands regional winter event with early indications of national expectations.

e October: Local confirm and challenge of the system winter plan and finalisation of any winter initiatives.

In July 2023, NHS England wrote to all Integrated Care Systems setting out the national approach to deliver operational resilience across the NHS
this winter, building on the Urgent and Emergency Care Service (UEC) Recovery Plan published in January 2023, which was followed up in May 2024
with a year 2 plan to build on learning from year 1.

In September 2024, NHS England published the winter and H2 priorities letter which set out expectations of the NHS to support people to stay well
and to maintain patient safety and experience, https://www.england.nhs.uk/long-read/delivering-operational-resilience-across-the-nhs-this-winter/. The
letter provides focus in relation to performance metrics and this plan has been developed to support our key performance targets including our category
2 ambulance response times, ambulance handover delays and the time people wait in our Emergency Departments.

In addition, the letter specifically requests that we review progress against the 10 High Impact Interventions for Urgent and Emergency Care which
were originally detailed as part of the Urgent and Emergency Care Recovery Plan. A self-assessment against the national framework has been
completed and provides strong assurance against 9 of the interventions with them all either increasing their maturity score, compared to the
assessment completed last year, or remaining the same with ongoing improvement where the score was already high. The exception to this is the
provision of Acute Respiratory Infection (ARI) hubs which were in place as a pilot last winter. A review and evaluation of that pilot has been undertaken
and a new model for winter 2024/25 is in development.

www.lincolnshire.icb.nhs.uk
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3.1 Capacity and Demand Reviews

Capacity and Demand assumptions for Winter 204/25 were originally submitted as part of our operational plan for 24/25 earlier in the year, however,
we continuously revisit and challenge our original modelling assumptions both using the current activity and performance data, and when new
interventions are mobilised tor changes and improvements made to ensure that they are rebased using shared learning. Working across system
partners we will undertake dynamic reviews of demand and capacity modelling to understand and manage winter pressures effectively, minimise
excessive delays in the Emergency Departments including waits for admission and ambulance handover delays.

Throughout the winter period we will continue to refine and redefine modelling work considering:

e Further Urgent and Emergency Care programme and winter initiatives as they come online together with assessing our
assumptions for level of impact.

e Theimpact GP Collective Action.
e The position against recovery plans for Elective and Cancer activity and performance.
e The emerging assumptions and projections around infectious diseases such as Influenza, Covid 19 and RSV.

e Met Office forecasting for excessive cold weather periods, as a predictor of increased respiratory conditions and falls.

The capacity and demand modelling continues to suggest three key areas of focus for our system during winter which are critical in ensuring our
urgent care system can manage the anticipated pressures:

e Attendance Avoidance
¢ Admission Avoidance

e Reduced Lenth of Stay

www.lincolnshire.icb.nhs.uk
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3.2 Trends, Forecasts and Impact of Infectious Disease

Predicting trends and peaks in demand during the winter period is crucial for mitigating risks and managing system pressures. However, it remains
challenging to accurately forecast what the winter 2024/25 period may look like in terms of Covid 19, Respiratory Syncytial Virus (RSV), Invasive
Group A Streptococcal (iGAS) disease and Influenza. Despite this uncertainty, the transmission levels of viral respiratory pathogens in late summer
were as expected, suggesting that we are likely to see similar levels this winter as in recent years.

This suggests that we are likely to see highest rates of Influenza, Covid 19 and RSV during late December and early January. This period coincides
with Christmas, New Year, and the re-opening of schools, which aligns with hospitalisation and disease notification trends from previous years, as
illustrated in the charts below. Last winter, RSV followed the expected 6-week epidemic pattern, peaking in November and December, with the highest
admission rates in the 0—4-year age group. Nationally, influenza activity in 23/24 was lower but observed over a longer period, resulting in fewer
hospitalisations compared to previous influenza seasons.
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Covid 19 admissions to hospital across the Midlands during 2023/24 followed a cyclical pattern which is likely to continue throughout winter 2024/25.

Daily number of COVID-19 patients admitted to hospital Midlands data
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Norovirus has been higher across the East Midlands and England during the summer months, which is seasonally atypical, however at this time there
is nothing to suggest that the typical winter presentation will not occur.

Measles cases are now declining after a significant outbreak across England in early October 2023, primarily centred in Birmingham. To date,
Lincolnshire has reported minimal cases. Our focus remains on our preventative work which includes robust infection, prevention, and control
measures, as long with as targeted vaccination campaigns, to prevent and contain any potential outbreaks within the county.

Pertussis (whooping cough) cases have remained stable over the summer period but may increase in the autumn. These outbreaks are believed to
be linked to reduced exposure during the Covid 19 pandemic. Effective vaccination campaigns, particularly targeting pregnant women, are crucial in
preventing and controlling potential cases.

All respiratory syndromic data will be analysed weekly to ascertain significant changes in prevalence and incidence, as well as short-term trajectory.
These data will be shared across the system fortnightly, or on a needs basis based on likely impact, to ensure the system is informed on potential

future demand caused by communicable diseases.

System wide plans are in place to mitigate risks associated with both respiratory and other communicable diseases which may pose a threat this
winter. This includes plans for respiratory viruses (covid, flu, RSV, pertussis, and others), Mpox, measles, and other vaccine preventable diseases. All
plans include proactive and reactive elements, ensure that the system is doing all they can to increase vaccination uptake, cascade key messages of
how to keep yourself well, whilst also planning for significant outbreak response.

www.lincolnshire.icb.nhs.uk
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4. Winter Response
Over the last two years NHS systems have received financial investment for service improvement and additional monies to provide short term winter
services. This year, money was received as part of our overall financial allocation at the beginning of the financial year to aid planning and to allow

systems to continue to fund those initiatives implemented over the last two winters in a sustainable way.

Within Lincolnshire we have used our allocation to fund:

<\

Community services to support attendance and admission avoidance and to help patients be cared for in their own homes or
usual place of residence.

Children and young people (CYP) services, both within community settings and within our Emergency Departments.
Capacity within our Urgent Treatment Centres, Emergency Departments and Same Day Emergency Care (SDEC) units.
Jointly commissioned with Lincolnshire County Council, Active Recover Beds with Primary Care and Adult Care support.
Capacity for those patients being discharged from hospital that require rehabilitation services (Pathway One).

Extra acute and community bed capacity to be used during times of surge.

Capacity to support discharge processes across acute and community settings.

Extra transport capacity to support hospital discharge.

Additional therapy support to patients in community hospitals to increase flow

AN N NN Y N N NN

Additional support for patients, their relatives and carers who have been discharged from our Emergency
Departments not requiring admission to hospital.

\

Enhanced pharmacy support for those with complex illness following discharge from hospital.

\

Development of cardiology and respiratory Hot Clinics to reduce unnecessary admission to hospital.
v" Increased Mental Health support for those living in Boston and the east coast localities.

www.lincolnshire.icb.nhs.uk
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4.1 Primary and Community Care

Whilst the impact of GP Collective Action remains an unquantifiable risk the impact on Urgent and Emergency Care pathways could be significant,
to support mitigation the Integrated Care Board has introduced a system framework for monitoring, identification of early impact and to ensure a
coordinated response to any escalations.

There is an ongoing review of Primary Care Network (PCN) plans to make sure that these are being optimised ahead of winter. The work on self-
referral pathways is also continuing to promote and increase utilisation. Supporting use of online consultation tools will enable access and reduce
system demand.

The ongoing expansion of community capacity and increase in utilisation of community services is key in delivering our ambition to reduce reliance
on acute services. We know that increasing numbers of patients are accessing our Urgent Treatment Centres and demand across community
services is growing. Wherever possible we continue to work with wider system colleagues to ensure that wherever appropriate and safe to do so
we are accessing alternatives to attendance and admission, supporting people in their own home or within community settings through:

v' Consistent risk stratification of patients to proactively identity and support those that are vulnerable and frequent users of our
services by Care Co-ordinators within Primary Care Networks and neighbourhood teams.

v' Maximise utilisation of our 2-hour Urgent Community Response (UCR) service and other community-based admission

avoidance pathways.
v' Maximise utilisation and capacity of Virtual Wards across Lincolnshire.
v' Single Point of Access (SPoA) for Health Care Professionals (HCPs) to help navigate admission avoidance pathways including

ambulance crews calling for community support before conveying to an Emergency Department.

v Integration of the Lincolnshire Clinical Assessment Service, the East Midlands Ambulance Service (EMAS) Emergency
Operations Centre and the LIVES falls service to support timely and appropriate responses to people in the community.

www.lincolnshire.icb.nhs.uk
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We have heard clearly from our clinicians that attendance and admission avoidance pathways need to be simplified and the introduction of the
Lincolnshire Single Point of Access (SPoA) will further support simplification of access with professionals across the system not needing to know which
service they need. The SPoA was established during winter 23/24 and has continued to develop and is now available 24/7 and fully integrated into our
system. A full operational and clinical review of our Virtual Wards is currently underway to ensure that we can maximise this capacity, fully, over winter,
and we recognise the opportunity to increase the step-up utilisation to enable patients to be supported at home without the need for a hospital
attendance.

Frailty care and support continues to be a focus for Lincolnshire and this year we have developed a delivery model to implement the Lincolnshire Older
Peoples Strategy which focuses on 5 connected pillars, Proactive Care, Primary Care’ Single Point of Access, Integrated Services, and an Integrated
Workforce.

To date we have progressed the following which will help support our older adult population:

v' Communications plan which will launch in October to support older people to age well including directing people to existing
services, campaign leaflets, films, pop up events, and published service details.

14 pro-active care interventions to support older people living with frailty with harder to reach populations prioritised.
Frailty specific acute same day emergency care.

Centralised point of access, via our Single Point of Access for Health Care Professionals for all frailty needs.

AR VRN

Training for our workforce on undertaking comprehensive geriatric assessments (CGAs) to commence in October.

4.2Hospital Care and Discharge

Planning for effective hospital care and discharge must start at the point of arrival at one of our hospitals. Whilst we have made some significant
improvements to ambulance handover delays, we are committed to ongoing improvements, so our patients receive safe and effective care in a timely
way and delays are reduced to minimum. Over the winter period ambulance crews will have continued direct access to a range of alternative settings
where clinically safe to avoid an Emergency Department.

www.lincolnshire.icb.nhs.uk
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Where patients are admitted to inpatient areas for care we will ensure that they are discharged in a timely way with the correct level of support and with full
assessments taking place outside of the hospital setting. The ethos of Discharge to Assess (D2A) is well embedded within the system which means we should
have capacity and skill available to make patient assessments in their own home rather than in a hospital setting, and to wherever possible and safe to do so,
support patients in their own home rather than in a bedded service.

Ahead of winter, system partners have implemented new processes to improve community bed outcomes, and support efficiency and flow. This includes
clinician to clinician referrals pulling the most appropriate patients for therapy beds and supporting maximising Discharge to Assess capacity, flexible
support for social care led Active Recovery Beds and piloting an Assertive In Reach service as well as Therapy at the Front Door to maximise Discharge
to Assess discharges from our Emergency Departments rather than following an inpatient stay.

In addition, we will also:

v" Reduce the number of patients experiencing long waits in our Emergency Departments by ensuring our senior clinical decision
makers are available at our front doors and undertake rapid improvement cycles (sprints).

v' Maximise utilisation and impact of our Clinical Navigators employed by East Midlands Ambulance Service (EMAS) to ensure
people arriving on ambulances are directed to the most appropriate place within the hospital.

v' Ensure dedicated space within our Emergency Departments is available so that in times of escalation people can still access
hospital care and not be waiting on ambulances unnecessarily.

v' Minimise delays for people being discharged from hospital across all pathways supported by our Transfer of Care Hubs and our
non-emergency transport service which will respond to the growing requirements for additional support that patients need upon
discharge from hospital.

www.lincolnshire.icb.nhs.uk
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4.3 Mental Health

The implementation of the Mental Health Urgent Assessment Centre in Lincolnshire continues to be a great success and ensures that those patients
with a mental health need only, do not need to attend our hospital Emergency Departments and instead they can attend a more appropriate environment
which provides a better patient experience and improved outcomes. The service now delivers an all-age model of care, further supporting our Emergency
Departments and Urgent Treatment Centres with Children and Young People presenting with a mental health need this winter.

Patients in Lincolnshire will continue to be supported by robust crisis and home treatment teams and the integration of those services with NHS 111
option 2 Mental Health service was introduced in the early summer. This provides 24/7 Mental Health advice and increases capacity for our crisis teams
who were managing these calls previously. Crisis house capacity and ‘Crisis Café’ provision is in place across the county.

Two crisis response vehicles are in operation across our county to respond to those with urgent mental health needs alongside a trained nurse who is
based within the Police Control Room to support any calls and required response to 999.

We also invest in our Voluntary, Community and Social Enterprise (VCSE) partners over the winter period by creating warm spaces within our wellbeing
hubs, allowing our community connectors to establish targeted additional capacity in the form of initiatives to support people over the winter period,
alongside additional capacity in some of our wider mental health and wellbeing VCSE projects which provide activities tackling suicide prevention, social
isolation, befriending or other wellbeing support.

Key activities to increase resilience of the winter period include:

Employing dedicated staff to run the Crisis Vehicle Response (CVR) and Police Control Room (PCR) functions.
Expanding alternatives to specialist crisis services, including the expansion of crisis cafes across the county.
Expansion of Voluntary, Community and Social Enterprise support to create warm spaces within our wellbeing hubs.

Online resource to help people to navigate support and training - www.haylincolnshire.co.uk

Integrate Mental Health Support with NHS111 and supplement the local mental health helpline.
Mental Health Urgent and Emergency Care champions to raise awareness, provide visibility and interface with system partners.

N X X X X X

Reducing the number of patients experiencing long waits in our Emergency Departments by ensuring our senior clinical staff are
available to support decisions.

www.lincolnshire.icb.nhs.uk



http://www.lincolnshire.icb.nhs.uk/
http://www.haylincolnshire.co.uk/

NHS Lincolnshire Integrated Care Board

4.4 Children and Young People

Children and Young People with physical and mental health needs are a priority cohort for the Lincolnshire system this winter. We have continued with
last year’s investment in both paediatric support in our Emergency Departments and we continue with our recruitment plans to increase our Child and
Adolescent Mental Health service capacity in the Boston and east coast localities.

We have recently secured a pilot for Family Support Workers at Lincoln County Hospital funded by Barnardo’s, these Family Support Works will support
those who have attended with low level illness at either our Emergency Department of Urgent Treatment Centre, as well as supporting Children and
Young People who attend with asthma by organising access a post exacerbation review and annual review at their GP practice.

45 Care Homes

Keeping people well at home is a key strategic component of the Lincolnshire ‘Home First’ strategy and that includes people where a care home setting
is their own home and usual place of residence. When those living in care homes become (ill, staff have swift access to health care support. In Lincolnshire
the Clinical Assessment Service (CAS) has a dedicated service (CAS for care homes) available for care home staff where senior clinical advice can be
accessed swiftly. We have also invested in CAS this year with increased capacity and skill set that will further support care home staff and wider system
professionals to support people without the need for inpatient care wherever appropriate and safe to do so. Digital telehealth has also been available
across Lincolnshire for several years but during this winter period we will ensure that this strategy is maximised.

Each care home has an identified ‘wrap around’ PCN led Enhanced Health in Care Homes Team which undertakes weekly meetings with the care home
and Multi-Disciplinary Team (MDT) discussion to proactively manage any identified patients who may have health concerns. Each care home is aligned
to a Primary Care Network and with a named clinical lead. This is in addition to a named Nurse through the Local Authority Health Protection Team.
Leading into the winter period all care homes will receive regular updates with detailed information on how to manage seasonal illnesses which will
include guidance related to testing for COVID-19 and other Acute Respiratory Infections and pathways for escalation to the Local Authority and other
Health partners. Seasonal webinars are being offered to all Adult Social Care settings in addition to the core education offer providers receive through
the IPC Link Champion Programme and there will continue to be access to advice and guidance through the Local Authority Health Protection Duty
Desk during the week and UKHSA East Midlands Team Out of Hours.

Falls in care homes remains a priority and this year 80 care homes have received raiser lifting equipment from the Integrated Care Board to assist with
Falls response. An overarching policy has been agreed to assist with staff training, which is almost complete and will complement our bespoke
commissioned falls service across our county.
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5. System Working and Escalation

The Integrated Care System Urgent and Emergency Care Partnership Board (UECPB) has strategic responsibility for overseeing the development
and mobilisation of robust winter capacity and resilience plans for Lincolnshire. The Performance and Planning Group has operational responsibility
to monitor performance over winter and plan, accordingly, escalating as required. Our governance arrangements are detailed fully below:

ICB Board

!

Service Delivery &
Performance Committee

\
—

Whilst the Urgent and Emergency Care Partnership Board meets monthly, the Urgent and Emergency Care Leaders Group and the Urgent and
Emergency Care Clinical Reference Group meet weekly over the winter period, providing strategic and clinical leadership and guidance whilst
maintaining oversight of system pressures and risk.
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5.1 System Co-ordination Centre

System Co-ordination Centres (SCC) were introduced across England in 2022 to ensure the safest highest quality of care possible for the entire
population across every area by balancing the clinical risk within and across all acute, community, mental health, primary care, and social care
services.

The Lincolnshire SCC ensures that there is robust oversight of all system pressures and is operational 8am — 8pm, 7 days per week, reporting to the
ICB Deputy Director for System Delivery with escalation to the Director for System Delivery and Senior Responsible Officer for Urgent and Emergency
Care. After 8pm a full operational handover to ICB Strategic and Tactical On Call Commanders ensures full visibility of pressures and risk going into
the overnight period. On-call commanders in the ICB attend provider escalation calls throughout the overnight period as required for support in
addition to usual escalation processes and are also able to rapidly convene system calls as required.

The Lincolnshire SCC lead on monitoring demand, capacity and pressure within the system as follows:

v Daily system calls 0930 and 1300hrs, these facilitate early warnings of current and potential issues that are
logged, and actions raised for that day.

v Level of escalation for each provider discussed on system calls, including reasons for level and how we can work
as a system to de-escalate where necessary.

v' Extra system calls added if continued high demand.

AN

Attendance at Regional Reporting and Escalation Call each day.
v' Continued monitoring of demand using a range of digital options and dashboards including but not limited to
SHREWD Resilience dashboard and East Midlands Ambulance Service arrivals screen to pre-empt any delays.
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In addition to the operational management of the system the SCC also have dedicated staff to help rapidly diagnose issues, complete lessons learnt
through rapid cycles of improvement, this is a fundamental element of the SCC as we strive to improve our performance across the county and
ensure our patients receive timely access to Urgent and Emergency Care.

The SCC continually monitors systems pressures through reviewing data and daily calls with system partners to review new and emerging risks. It
has clinical leadership and Standard Operating Procedures to ensure consistent escalation into the ICB nursing and quality leads. In periods of
escalation nursing and quality leads join system calls to provide clinical input and oversight. Over the winter period the SCC will continue to facilitate
collaboration between system partners to enact resource sharing and resource flexing to increase flow out of acute settings.

5.2 Escalation and Assurance

The use of the NHS Operational Pressure Escalation Levels (OPEL) Framework and associated Action Cards are fundamental to the delivery of
assurance and governance for our system. Managed by our System Coordination Centre through daily calls which provide a focal point of operational
escalations and support and by working collaboratively with our system partners to resolve daily issues and challenges. Our SCC and partners utilise
the framework to ensure the correct level of response and urgency which is vital to ensuring a consistent system response which can be benchmarked
with other systems.

Executive level leadership for winter is in place with weekly oversight by our system Urgent and Emergency Care Leaders Group which is chaired
by the ICB Winter Director for Lincolnshire. Our Chief Executive Officers, along with our Chief Operating Officers and ICB Winter Director meet twice
weekly to consider Urgent and Emergency Care issues and oversee delivery and response as well as monthly updates by the Winter Director to the
Service Delivery and Performance Committee during the winter season for oversight and assurance from our Non-Executive Directors.
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6.Workforce

When we consider workforce we do this through two lenses, firstly how our workforce feel, particularly when under pressure and making sure they
have the right support to remain well and in work and secondly how we will move our workforce around where needed if critical services are
understaffed. Keeping our staff well this winter is part of supporting residents and patients across the system. All organisations are putting a strong
emphasis on the importance of having wellbeing conversations with team members to support their physical and mental health and signposting them
to our services across the system where necessary. We are providing the following support to our people:

v' Ensuring that managers are having the right conversations with their teams and signposting appropriately.

<

Influenza and Covid 19 vaccinations will be made available to all eligible staff.

v' Continuing to operate a hybrid way of working which includes, for those that can, a mixture of working from home and office
based.

v" Our system Wellbeing Hubs, provided by our Mental Health Trust have a range of support from financial wellbeing to mental
health support and ideas for physical activity.

v' Each organisation has an Employee Assistance offer which staff can access as well as Occupational Health services.

v" We have a number of cultural ambassadors, Mental Health First Aiders and Mentors across the system who are all offering their

support for one-to-one conversations where needed.

We have a Memorandum of Understanding in place across the Lincolnshire health and care system which allows the sharing of workforce across
individual organisations. This was used successfully during the Covid 19 pandemic and would be utilised again to mitigate against any potential
escalation in demand or shortage of workforce.
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7.Quality and Risk Management

People in our care as well as their families and carers deserve to be treated with kindness, dignity and respect and receive safe standards of care. There
is a shared responsibility across all our services to ensure quality (patient safety, experience, and outcomes) and we are working with partners to:

v" Provide alternatives to Emergency Department attendance and admission, especially for those frail older people who are better
served with a community response in their usual place of residence.

v' Maximising in hospital flow with timely discharge regardless of the pathway a patient is leaving hospital or a community
bedded facility on.

v' Ensuring that all care settings have the basic standards of care in place based on CQC fundamental standards. This includes a
project called ‘Care and Comfort’ which is improving the overall quality and safety of patient care and experience within our
Emergency Departments and Urgent Treatment Centres.

v" Working to ensure safe timely discharge out of Emergency Departments and out of hospital.

v" Reviewing services and providing feedback to ensure quality is maintained.

7.1 Risk Management

The system Urgent and Emergency Care programme maintains a risk register which is routinely reviewed as part of programme delivery but also in the
context of winter, the Winter Director will have ownership of any risks in relation to this plan, overseen by the Urgent and Emergency Care Leaders
Group.
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As identified, there are several unknown variables now that are likely to be influential on the success of our winter plan and the ability of the system to
deliver safe and effective care during the winter period. These include:

Measuring the impact of rapid improvement initiatives across the system and whether they deliver the assumed improvement.
The potential unquantified impact of GP Collective Action
The position against Elective and Cancer Recovery plans.

The emerging assumptions and projections around infectious diseases such as Influenza, Covid 19, RSV and potential impact of national
threats such as Mpox.

Met Office forecasting for excessive weather including:
» The potential for flooding in Lincolnshire as a result of heavy rainfall

» Cold weather periods and the impact of national changes to the eligibility for Cold Weather Payments, as a predictor of increased
respiratory conditions.

As a result, the overarching risk remains:

‘As a result of demand exceeding capacity and despite investment and service developments detailed within this plan,
we may still be unable to mitigate against all risks, previously outlined, to ensure our patients receive safe, timely and
accessible care’.
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8.Communication

The Urgent and Emergency Care Winter Communications Plan for 2024/25 aims to co-ordinate the joined-up communications work already happening
across Lincolnshire into a single point of reference for stakeholders. This iteration of the plan includes specific actions around the winter period and has
been developed as a whole Lincolnshire NHS communications system, with all partners signed up to supporting and delivering the activities within it.
Communication resources will originate both from system partners and the national team who produce dedicated winter campaigns and resources. The
objectives of this plan are to:

v' Raise awareness of the wide range of services that are available across Lincolnshire.

v Prioritise the ‘talk before you walk’ message about seeking the right service for your care needs.

v" Ensure that those who should be attending our facilities do so and are not dissuaded by messaging.

v" Normalise the discharge conversation when in a hospital setting.

v' Use staff communications to promote the patient safety message for improving Urgent and Emergency Care
performance

v' Putin place a trusted series of comms actions when the system is in an escalated position

v' Using social marketing techniques to deliver a targeted behavioural change approach which will supplement our standard
communications support

Our communications delivery will adhere to the following principles:

e Speak as one local Lincolnshire voice.

e Seek to influence behaviour through behavioural change/social marketing techniques.
e Prioritise signposting to appropriate services.

o Ensure that staff well-being messaging is a key part of our communication.

e Ensure that mental health is a key part of our messaging.
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This winter, we have segmented our approach into five key areas:

1. Talk before you Walk

Use of national ‘111 First’ messaging and localised campaigns (including the use of local case studies) encouraging patients to seek the right service
for their care need. This will include:
e Localised talk before you walk campaign using a series of local patient case studies to encourage people to think about their choices and
behaviours in making a decision about how to access care
e Promoting use of the WaitLess App
e Educating the population to think pharmacy first
e Promoting the use of NHS 111/ NHS 111 online
¢ Promoting the mental health element of NHS 111, alongside other local emotional support helplines and walk in at mental health urgent
assessment centre
e Working with primary care to highlight the most appropriate place/s to signpost patients to

2. Core communications approach

Including delivery of our Warning and Informing Emergency Preparedness Resilience and Response (EPRR) responsibilities and promotion of
vaccination programmes, prevention, and self-care campaigns.

This will include use of national resources around the below, as well as internal and external communications, as required, around specifics
Lincolnshire projects:

¢ Discharge communications - utilising Where Best Next and resources

e Admissions avoidance messaging

¢ Promotion of the vaccinations programme for both Covid19 and Influenza

¢ Promotion of the importance of looking after our own mental wellbeing

e Ordering medications early for Christmas and New Year Bank Holidays
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3. Escalation management approach
Our reactive and escalation communications approach will be taken in line with system escalation levels, as described below:

Operational Pressures Escalation Levels

OPEL1&2

Messaging posted on social media in line with usual organisation and system social media plans. Plans to incorporate seasonal
messaging, including:

e Promotion of the range of services that are available

¢ Promotion of Hay Lincolnshire and Night Light cafes

e Promotion of WaitLess

e Promotion of self-care

e Promotion of NHS 111 online and NHS 111

e Promotion of mental health helplines and urgent assessment centre

e Promoting pharmacies and what they can offer

OPEL 3 Messaging posted on social media as above, plus a slight reduction in organisational focused message, and increased posts on:
e Accessing services locally
e Discharge messaging — internally and externally
Where there is an identifiable specific cause of increased pressure, which public messaging can influence, unique social media content will
be developed and shared.
OPEL 4 Messaging posted on social media as above and paid for targeted social media activity to be stepped up where there is prolonged

pressures or industrial action and would be requested by Strategic Command meetings. Where there is a clear group/location needed to
be targeted, communications colleagues to step this up sooner at their discretion.

System to stand down non-urgent messaging on social media and unite behind key messaging agreed with tactical/ops leads. This will
incorporate any key asks of the public. Wider distribution through ICS partner channels e.g. local authority, fire, police, VCSE to be

encouraged.

Social media response to be developed in line with the agreed key messages, may include a short clip from a designated spokesperson,
image/text, infographic, stories — this will depend on time pressures and professional advice given by communications team.

Work with local media to push messaging.

Next Door to be used as an additional channel to reach specific neighbourhoods. We will offer proactive/reactive media interviews from
representatives.
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4. Data-driven behavioural change campaign

Using data and insight to develop a social marketing behavioural change campaign, focussed on those demographics and conditions which we know
are driving significant attendances to our Urgent and Emergency Care services. We will extend the work we undertook in 23/24 on this element of our
communications, incorporating the learnings from our campaign reporting process, updated data, intelligence gathered through an extensive public
engagement exercise on Urgent and Emergency Care as well as our recent strategy engagement and insights database. We will continue to liaise with
our involvement, informatics and public health colleagues in the development of this. This year we will again focus on the ages 0-4 as the highest
attending group, but also include messages targeting 75-79 year olds, as this group is also known to be high attenders.

We will use creative and graphic elements developed as part of the 23/24 winter campaign to retain familiarity and recall but building upon these to
incorporate updated intelligence and data for this winter, we will ensure we use the right messaging in the right style, via the right platforms and media
to optimise our impact.

5. Staff communication

Internal communications will be incredibly important to us this year. We know that, together, our staff make up a significant proportion of the Lincolnshire
population. They have a direct ability to impact performance, and of course they are also significant influencers across their peers, family and friends.

This year we will focus on two new aspects to our staff communications. These will complement the existing approach of informing and educating our
staff regarding the winter schemes, performance and rationale for the winter plan.

The first is a greater focus on patient safety. We know this is a national emphasis this year, and it has always been at the forefront of our work in
Lincolnshire. The difference this year will be the prominence of this messaging element alongside our performance information.

The second is the treatment of messaging to our staff. This year we will incorporate more ‘story-telling’ and emotive angles to our messages to staff.
This again will work alongside our informative, succinct and action focused messages, but by introducing more emotive approaches which highlight the
importance and impact of every single person’s actions, and elevating the feel of personal responsibility and impact, we intend to test the response of
our colleagues, adapting as we progress through the winter campaign.
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9.Conclusion & Evaluation

Our winter plan will be monitored via our governance routes and operationally, daily, through the System Co-ordination Centre activities and
specifically via:

v' System oversight through the Urgent and Emergency Care Partnership Board and associated sub governance groups

v" Weekly live oversight of the winter period via the Urgent and Emergency Care Leaders Group, chaired by our Winter Director,
with escalation where required.

v' Ongoing monitoring of Demand and Capacity to understand performance and delivery over the winter period and the impact
of existing, planned and any further initiatives and change.

v' Performance and Planning Group review of performance and activity including impact of interventions monthly.

v' Urgent and Emergency Care Partnership Board review of the Urgent and Emergency Care performance dashboard monthly.

This winter plan sets out the starting point for the management of winter 2024/25 in Lincolnshire across the health and care system. We
acknowledge that our assumptions around demand and the impact of the planned initiatives and interventions may not be completely accurate at
this point, but we will ensure ongoing dynamic review of demand, capacity, and impact of interventions.

We will utilise all available resource to ensure that we are delivering safe and accessible services to our patients and that we improve their
experience and outcomes. The Urgent and Emergency Care programme governance will ensure that there is robust oversight of the delivery of
this plan, with both strategic and clinical leadership and guidance. We will review the plan early next year to ensure we can identify the learning
and impact in preparation for winter 25/26 and to secure ongoing service development and improvement for our population.
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Executive Summary (1 of 2)

This paper provides an overview of where we are at month 6 from an
operational annual plan perspective and the key actions we are taking in
H2 to bring us back on track against our 2024/25 plan.

NHSE will stand-up the Winter operating function from 1st November 2024. In
preparation for this, Trusts were asked to:

. Review general and acute core and escalation bed capacity plans.

. Review and test full capacity plans.

. Ensure the fundamental standards of care are in place in all settings at all
times.

. Ensure appropriate senior clinical decision-makers are able to make
decisions in live time to manage flow.

. Ensure plans are in place to maximise patient flow throughout the hospital,
7 days per week

Each winter, the health service faces significant challenges due to increased
pressures across all parts of the system. Effective and comprehensive planning
is essential to maintain resilience and ensure continuity of care during these
demanding times. 24/25 Winter plan is attached in appendix 1.

Activity

* In line with system ambition in 24/25 ULHT submitted a plan to deliver 113%

(monetary value) of 2019/2020 activity. At the end of month 6, we are £113k
ahead of plan (CIP) slides 5-7)

ULHT activity target was to achieve 130% exit against 19/20 for elective
recovery by the end of the year (for all divisions except surgery which was
115%) and 25% reduction for follow ups without a procedure.

We are behind plan and under significant pressure to improve, we are focusing
on key specialties to drive activity forward through. The system and ULHT have
built the delivery of the ERF target into their financial plans. Any deviation from
the planned activity targets will directly impact the financial position of the
system and ULHT. This delivery and expectation of additional ERF income
forms part of the CIP programme in both the system and ULHT. Based on
current activity performance the step up to the targets in H2 will present a
significant challenge for the divisions. LCHS is on plan to delivery its CIP.

Productivity is intrinsically linked to activity and a key priority across multiple
improvement programmes (outpatients, productive theatres and medical
workforce), operational leadership and financial recovery.

To support the triangulation of productivity within ULTH improvement
programmes we are establishing a Productivity Steering & Oversight Group to
support and escalate points or actions from Productive Theatres Oversight
Group, Outpatient Recovery & Improvement Group, Workforce Steering Group
and Temporary Staffing Solutions Group. This grow will evolve naturally to
include operational, financial and corporate productivity items.

Great care, close to home

OUTSTANDING CARE persondl(l) DELIVERED



Executive Summary (2 of 2)

Workforce

« ULTH is outside of plan for substantive, bank and agency staff,
with an overall total workforce of -168.55 WTE against plan
(taking into account substantive, bank and agency).

« LCHS is within plan for substantive, bank and agency staff, with
an overall total workforce of 34.58 WTE against plan. (slides
13-14)

Finance

The Group’s financial plan for 2024/25 is a deficit of £6.9m. At
the end of month 6, the Group is reporting a deficit of £19.1m or
£7.4m adverse to plan. (slides 12.-13)

The Group’s CIP plan for 2024/25 is deliver savings of £47.1m
(or £51.1m including stretch). At the end of month 6, the Group
IS reporting savings delivery of £18.5m or £2.2m favourable to
plan.

The Group’s capital plan for 2024/25 is a capital programme of
£83.5m. At the end of month 6, the Group is reporting capital
spend of £29.9m or £0.9m adverse to plan.

Demand and capacity aspects covered via winter plan

Maintaining patient safety and experience

We continue to make progress against the patient safety
requirements as set out in the operational planning guidance
with a focus on quality and safety based on approach set out in
the Shared Commitment to Quality, Patient Safety Strategy and
applying Patient Safety Incident Response Framework (PSIRF)
(slides 14/ 15).

Long patient delays and patient safety issues - Monthly
incident reports are produced across LCHG that are presented
at the monthly Patient safety group and upwardly reported into
the Quality Committee in Common. The incident report for ULTH
includes all incidents that may have occurred as part of a clinical
delay, for example a 12 hour ED wait and if harm has been
caused these incidents are reviewed via our PSIRF processes.
The committee are also sighted on regular performance reports
as per business as usual.

Fundamental standards of care - Fundamental standards of
care are in place across the Group, for assurance the Matron’s
and Ward/Department leads undertake weekly and monthly
audits alongside the annual ward/department review visits as
part of the Quality Accreditation Programme.

Great care, close to home

OUTSTANDING CARE persondl(y) DELIVERED 3
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2024/25 ULTH Activity Submission

The Trust is planning to deliver 113% of 2019/20 activity
(financial value)

Perform
. . | Total |24/25 H1|24/25 H1 ance By
Electives 19/20~ | 23124 2425 | Actuals | Plan A&E Mar-24 March Sep-24
25
Total number of specific acute day case spells 44,299 | 62,993 | 65,783 | 33,508 | 31,887 Type 1 A&E Performance 35.20% | 50.70% 39.32%
Total number of specific acute elective spells 7.029 7.061 8,521 3.990 4,09 Type 3 A&E Performance 91.70% | 91.60% 92.47%
All Type A&E Performance 72.50% | 78.00% 74.35%
Perform
5 . | Total (24/25 H1|24/25 H1 ance By
Outpatients: 19720~ | 23724 24125 | Actuals | Plan Cancer Feb-24 March Sep-24
25
Total outpatient attendances (all TFC; consultant and non consultant led) 615,899 | 668,867 | 673,988 | 358.201 | 340,058 62 Day Standard 53.90% | 70.30%
Consultant-led first outpatient attendances (Spec acute) 168,368 | 168,156 | 190,206 | 88.432 | 89,813 28 Day Waits 74.60% | 77.00%
Consultant-led follow-up outpatient attendances (Spec acute) 277,190 | 268,953 | 290,717 | 144,857 | 152,619
Outpatient procedures - ERF scope 119,973 | 125,570 | 141,082 | 69,117 | 72.788 RTT Feb-24 T”’::C“’ Sep-24
0 by
Outpatient first attendances without a procedure - ERF scope 191,041 [ 193,737 [ 201,639 | 101,796 | 95,124 52 Week Waits 2,768 March 2949
2025
0 by
Outpatient follow up attendances without procedure - ERF scope 293,102 | 315,638 | 286,841 | 169,390 | 155,202 65 Week Waits 399 May 388
2024

" 19/20 based on ERF applicable specialties / baseline - Therefore not all specialties included
* Based on 23/24 M12 SLAM actuals, HRGs & 0 Price tarrif not taken into account within OP Proc split

All periods - Daycase figures include Bowel Screening

All Periods - Based on activity submitted to SUS therefore Therapies and Diagnostic Imaging not included

Daycases, OP 1sts and OP Fups (non-
procedure) are behind plan (day cases and OP
1sts too little, OP FUps too much)

Elective activity just ahead of plan

All suffered a little from industrial action and
August reduction in activity levels

Concern at all PODs as activity increases in H2
from H1, especially with winter pressures

Further work around re-introducing further faster
approach, looking at weekly increments of
activity from previous week with drive through
Divisions (notwithstanding other operational
pressures such as ED and 65 weeks)

ED behind trajectory for performance, sprint
actions taking place over previous few weeks to
address 4 hour performance, total waits in
department under 12 hours and ambulance
handovers

RTT - didn’t clear 65 weeks by September 2024
deadline, revised trajectory expected clearance
by December 2024, albeit ENT and
Gastroenterology remain areas of concern

OUTSTANDING CARE perwm(@ DELIVERED



Next Steps: Activity Plan 24/25 and 25/26

We have commenced planning for next year as part of our continuous planning
process.

In lieu of any national guidance, the initial plan for 2025/26 was set to match the total
overall activity plan for the full 24/25 financial year. Whilst this matches the overall
planned activity levels for 24/25, it does not take into account the phasing of 2024/25
planned activity which is expected to increase as we move through the year.

Based on current activity levels we need to have focussed approach to drive delivery
in order to achieve the overall planned activity target set for 24/25 ( based on SLAM
actuals and only ERF Pods & Specs).

The below table shows the variation in performance across the divisions for H1 of
24/25. The percentages indicate the extent to which the activity target is met. The full
year targets set for 24/25 were based the divisional plans which in some cases were
uplifted based higher historical activity levels. A phasing profile was applied to the
24/25 plan to achieve an exit of 130% of 19/20 in M12 (115% exit for Surgery). Based
on current activity levels only CSS look likely to achieve the M12 in month target. The
table below shows whilst the trust has hit the 24/25 plan for H1, it is unlikely to hit
either the H2 or full year targets due to the phasing of the plan. The ranges shown
within the H2 and overall columns take into account that historically more activity is
undertaken within the second half of the financial year.

H1 Actuals Likely Performance Against 24/25 Planned Activity
Division H1 (M1-6) H2 (M7-12) Overall Full Yr
Surgery No (92.1%) No (83.3%-87.5%) No (87.5% - 89.7%)
Medicine Yes (111.7%) Yes (104.1%-106.7%)
Family Health No (90.2%) No (82.6%-86.7%) No (86.2%-88.4%)
CSS Yes (120.4%) Yes (117.7%-123.6%) Yes (119%-122%)
Trust Yes (100.3%) No (90.7%-95.3%) No (95.3%-97.6%)

+ Based on the activity targets set this translated into an overall financial of

113% average delivery on ERF for the year. The system and ULHT have
built the delivery of this financial target into their financial plans. Any
deviation from the planned activity targets will directly impact the financial
position of the system and ULHT. This delivery and expectation of
additional ERF income forms part of the CIP programme in both the
system and ULHT.

Based on current activity performance the step up to the targets in H2 will
present a significant challenge for the divisions.

25/26 Planning

* The first cut activity for 25/26 is inclusive of any productivity improvements

the divisional teams indicated they could achieve. This includes any
reductions in DNA rates and improvements in both outpatient slot and
theatre utilisation.

Collation of divisional cut 1 returns show that the overall trust position for
the first cut of 25/26 is above both current activity levels (forecast outturn)
and the overall position last year (23/24 Actuals). This is the case for both
Inpatient and outpatient pods.

For inpatient pods, the overall 1st cut is broadly in line with the initial ask
(combining DC & EL spells). While OP 1sts are above the initial ask, OP
FUPs with a procedure are under target by a greater variance. Overall the
1st cut of activity is slightly under the initial ask for the ERF pods &
specialties.

OUTSTANDING CARE persmﬂ(@ DELIVERED



2024/25 L CHS ACtIVIty SU b m ISS I O n (source: 24/25 Planning Submission)

Virtual ward capacit

Plan Apr 2024-Mar

Jan-24 Basis 2025 Average Apr-24 May-24 Jun-24 Jul-24 Aug-24 Sep-24 Oct-24 Nov-24 Dec-24 Jan-25 Feb-25 Mar-25
Plan
E.T.5 Numerator The number of patients on the virtual ward 130 145 L L a8 L L L L L = - L L
Actual 97 88 100 100 102 95 96
Virtual ward . The number of patients that the virtual ward is Plan 172 172 172 172 172 172 172 172 172 172 172 172 172
. E.T.5 Denominator . 169
capacity able to simultaneously manage Actual 145 138 132 133 142 142 182
. Plan 84.35 80.23 80.23 80.23 80.23 80.23 80.23 80.23 90.12 90.12 90.12 90.12 90.12
E.T.5 Percentage Virtual ward occupancy 76.92
Actual 66.86 63.77 75.76 75.19 71.83 66.9 52.75

Staffing capacity on the Wards makes for lower numbers to be able to be handled - for example, Frailty is 40 but cannot safely handle more than 20 patients. Sometimes seasonal changes can cause lower referrals into services
also. We are currently working on 172 beds but the funding will not cover this.

Community beds occupancy - Community Hospitals + Transitional Care

Apr 2024-
g;:; Mar 2025 Apr-24 May-24 Jun-24 Jul-24 Aug-24 Sep-24 Oct-24 Nov-24 Dec-24 Jan-25 Feb-25 Mar-25
Average
Community beds Plan 184 187 183 184 172 175 176 177 189 189 189 192 189
E.T.6 Numerator .
occupied Actual 140 143 140 138 140 139 138
Community beds . Community beds Plan 200 210 200 200 195 195 195 195 203 203 203 203 203
E.T.6 Denominator .
occupancy available Actual 155 157 153 154 155 157 156
Plan 91.56 89.05 91.5 92 88.21 89.74 90.26 90.77 93.1 93.1 93.1 94.58 93.1
E.T.6 Percentage %
Actual 89.94 90.89 91.64 89.87 90.22 88.57 88.48

Bed occupancy fell slightly short of target but if admissions accepted but not arrived until the day after this figure would be above 90%. Were transport to be booked more proactively more admissions would arrive the same
calendar day that they were accepted. Whilst Community Hospitals do 'pull' patients from the Acute the most effective services to fill occupancy are the referring services, the Acute hospitals

Community services waiting list

Sep-23 Plan Basis Apr 2024-Mar Quarter 1 Quarter 2 Quarter 3 Quarter 4
P 2025 Average 2024/25 2024/25 2024/25 2024/25
. . e Plan 5694 5694 5694 5694 5694
; ) E.T.2 Count Community services waiting list 2375 Actual 5358 5 5626 5091
S MLIELILy Number of CYP (0-17 years) on community waiting lists Plan 2384 2384 2384 2384 2384
services waiting E.T.2a Count 1501
list per system Actual 718 720 716
ET.2b Count Number of Adults (18+ years) on community waiting lists 874 Plan 3310 3310 3310 3310 3310
o per system Actual 4640.5 4906 4375

Our NHSE submission also now goes through a sign off process that involves the deputy divisional leads so they have sight on the figures every month. At the beginning of the financial year, we had 2327 breached waits, at the7
end of Q1 we had 1029 and now we have 943. Our longest waiter has dropped from 68 weeks in April to 58 weeks. The average wait has dropped from 7 weeks to 5 weeks
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2024/25 ULTH Workforce Submission (as at M06)

Total of Establishment, Substantive Staff in Post & Total - - Vglrlance * U_LTH is outside of plan for substantive, bank and agency staff,
Workforce Outturn | Estb'mnt an ctua an v with an overall total workforce of -168.55 WTE against plan

(inc. Bank and Agency) M06 M06 A&g’gl (taking into account substantive, bank and agency).
Mar-24 | Mar-24 | Sep-24 | Sep-24 | Sep-24 ) )
Total Establishment (Funded 0,134.36 9,134.36| 9,218.76 9,617.74 -398.98 There has been a reduction in agency use of ¢.40.66 FTE across
! (Funded) SV 1 T ' the Trust which is a positive position.
[Total Workforce (Actual) 9,492.99 9,134.36] 9,454.11 9,622.66 -168.55 o _ _
* Bank use has not reduced at the level originally outlined in the
Substantive staff 8,522.10 9,134.36| 8,765.15 8,858.90 -93.75 workforce plan (as at the June 2024 submission).
Bank staff 743.15 0.00 493.22 608.68 -115.4§

* It should be noted that the ‘Total Establishment (Funded) shows
Agency staff 297 74 0.00l 19574 155.08 40.66 a plan which is and estimated profile in equal twelfths for
indicative purposes.

Varance| °©  Across the Staff Groups, there has been increases in the majority
Substantive 'Actual’ Staff in Post R T
by Staff G 0 Estb' Plan Actual Plan v Of Cl|n|Ca| Staﬁ GrOUpS W|th
(by Staff Group) utturn | ESIEMAL| 106 MO6 | Actual a) 98.78 FTE more Nursing/Midwifery against plan
_ MO6 b) 49.56 FTE more Registered/Qualified STT against plan
Substantive: Mar-24 [FMars2d™) Sep-24 | Sep-24 | Sep-24 c) 40.38 FTE more Medical & Dental staff against plan
Registered Nursing, Midwifery and Health visiting staff 2,464.83 2,482.06| 2,541.10 2,639.88  -98.78 which is largely due to an increased number of Junior
Drs within August 2024.
Registered/Qualified Scientific, Therapeutic and Technical Staff 813.21 980.60] 812.95 862.51 -49.56
Support to Clinical staff 2,081.33 2,218.78| 2,092.43 2,079.67  12.76 i Enle o feiee that.the varlance o sl i ULTH IS as a
result of delays to confirmed investment approvals within the
NHS Infrastructure Support 2,004.37 2,311.37| 2,228.32 2,146.12  82.20 System, and the plan not included all at the point of submission.
This is being monitored locally alongside Finance and the
Medical & Dental 1,068.36 1,141.55 1,090.35 1,130.73  -40.38 System.

Great care, close to home OUTSTANDING CARE (%YSOM(@ DELIVERED °



2024/25 LCHS Workforce Submission (as at MO6)

Total of Establishment, Substantive Staff in Post & Total VENEIES
. Plan Actual Plan v
Workforce Outturn | Estb'mnt MO6 MO6 Actual ) o )
(inc. Bank and Agency) MOB « LCHS is within plan for substantive, bank and agency
Mar-24 | Mar-24 | Sep-24 | Sep-24 | Sep-24 staff, with an overall total workforce of 34.58 WTE
Total Establishment (Funded)* (does not include bank & agency) 2,156.93 2,156.93 2,103.37 2,103.37 0.00 against plan.
[Total Workforce (Actual) 2,127.43 2,156.93| 2,113.20 2,078.62 34.58 . There haS been a I’edUCtion in SUppOI‘t to Cl|n|ca| Staﬁ
Substantive staff 2,011.40 2,156.93| 2,030.46 2,009.97  20.49 and increase in nursing and midwifery due to a
number of IEN’s successfully achieving their OCSEs,
Bank staff 86.95 0.000 6342  57.92 5.50 o : :
resulting in changes to the staff group. This was built
Agency staff 29.08 0.00 19.32 10.68 8.64 into the plan_
Baseline _ » There has been a slight reduction in NHS
Substantive 'Actual’ Staff in Post oan | acual | e Infrastructure support where a number of fixed term
(by Staff Group) Outturn | Estmnt| 06 | “\os | Actual posts have ended and corporate staff have left the
, bdlis Trust and not been replaced as we transition into the
Substantive: Mar-24 | Mar-24 | Sep-24 | Sep-24 | Sep-24
group model.
Registered Nursing, Midwifery and Health visiting staff 711.60 810.09] 752.10 753.10 -1.00
Registered/Qualified Scientific, Therapeutic and Technical Staff 310.00 329.45| 319.11  311.49 7620 * The vacancy control process is impacting on
S Cimical <tat c7800 51562 54150  540.25 o timescales for recruitment into a number of roles,
tt t . . . . . . . .
tpport fo ~inical s'a which has contributed to being below planned
NHS Infrastructure Support 389.60 470.57] 395.00 383.72 11.28 numbers.
Medical & Dental 21.30  31.00] 2275 = 21.27 1.48

OUTSTANDING CARE personal(y) DELIVERED 10
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Financial Plan 2024-25 : Key Metrics

Key Metric:

Income & Expenditure
Plan 2024-25

CIP Target (5%)

CIP Plans Identified £
CIP Plans Identified %

Unmitigated Risk
(2024-25 Excess
inflation)

Capital Plan

Capital Committed

Range

Capital to be Prioritised
Range

LCHS

£0.0m
Breakeven

£7.0m

£3.0m

43%

£7.0m

£3.9m

£3.9m

£0.0m

ULTH

£6.88m
Deficit

£40.1m

£34.2m

85%

£6.4m

£86.7m

£77.1m -

£80.7m

£9.6m -
£6.0m

£6.88m
Deficit

£47.1m

£37.2m

79%

£13.4m

£90.6m

N/A

N/A

Month 6

position

£7.4m YTD
adverse to
plan

£2.2m YTD
favourable to
plan

£0.9m YTD
adverse to
plan

+ The Group YTD financial position is £7.4m adverse to plan (driven by ULTH’s position):

£4m system planning pressure; £16m planning gap at start of the year of which
circa £5m has been addressed, leaving a residual pressure of £11m (£4m YTD).

£0.8m pay pressure linked to UEC nursing review that was anticipated to be
funded from the system risk pool (held by the ICB); the £4.1m risk pool is made up
of contributions from ULTH (£3.0m), LCHS (£0.5m) and LPFT (£0.6m); the UEC
investment is incurring in the run-rate, and funding needs to be resolved.

£0.8m pay pressure linked to investment in cancer services; this investment is
not built into the financial plan.

£0.5m shortfall in Industrial Action Funding; national funding for Industrial
Action is below actual costs resulting in a non-recurrent pressure.

£2.6m of other pay pressures; majority (E2m) of the pressure is within Medical
Workforce.

+ Mitigating actions (following a review of the baseline forecast to ensure appropriateness):

Resolve residual system planning gap of £11m to improve both the year-to-
date & year-end positions (as well as cash).

Resolve the release of funding from the risk pool re UEC nursing review to
improve both the year-to-date position year-end positions (as well as cash).

Develop appropriate proposals to access the remaining risk pool balance to
support the Trust in key areas of overspend.

Deep dive into current CIP schemes to maximise benefits in 24/25.
Assessment of ERF potential in year to go, maximising income available.
Overview of grip and control across the Group.

Detailed pay review focusing on productivity.

Assessment of potential non recurrent actions to support in year performance.

OUTSTANDING CARE persona(@ DELIVERED
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Financial Planning: Summary

The trust previously submitted a Mid Term Financial plan covering 23-24 to 25-26 with a £18m deficit assumed for 24-25.

From the 2023-24 deficit of £20.8m, an assessment was made of our underlying position, incorporating cost pressures arising in 2023-24, which results in an underlying
exit position of £35.0m (UDL). The ICB have agreed to fund excess inflation for 23-24, which reduces the underlying position to £29.8m Deficit.

Following the receipt of the national finance & contracting guidance, the technical planning assumptions differ from those assumptions made in the MTFP. These technical
adjustments have been applied to the UDL and consideration has been given to planned pressures which will have an impact on 2024-25.

Before CIP targets are applied, this results in a £46.89m planned deficit. After a target of £40.1m CIP is applied (5%), this results in a Final 2024-25 Plan of £6.88m
deficit.

The plan is aligned and triangulated with the workforce plan, specifically relating to any additional investments.

The plan excludes any investments which have not been approved through the Lincolnshire Investment Panel. This process is ongoing, and resolution is expected by the
end of May 24. This does present a risk in the system and to the trusts financial plan.

The CIP plan includes a 50/50 gain share approach with the ICB to the net benefit planned for the delivery of the 113% ERF activity modelling for 2024-25. Marginal costs
to deliver the elective activity plan have been included and agreed with the ICB.

No growth funding has been assumed for the Non-Elective services in 2024-25. This will be monitored in year and raised via the contract route with the ICB if significant
growth is seen. This is consistent with the approach across the Midlands.

Matched income & cost has been included for the two nationally funded investments (in line with the expected revenue allocations) for CDC’s & EPR.

The trust has contributed to a 0.5% Risk Pool in line with the Lincolnshire Financial Framework. This risk pool has been held at the ICB & ringfenced in the system plan.
This funding will be allocated on a criteria basis in year.

Great care, close to home OUTSTANDING CARE p@FSOM(@ DELIVERED
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2024/25 Priorities and Operational Planning Guidance

24/25 Planning Guidance Requirement

Group Position at month 6

1 |Focus on quality and safety based on approach set out in A Shared Review to be undertaken to assess the current position across the group. System work required and
Commitment to Quality. conversations have begun regarding this.
2 |Focus on quality and safety based on approach set out in the NHS LCHG gap analysis presented at a Board briefing session in June 2024 and a further updated taken to the
Patient Safety Strategy. Quality Committee in Common in October 2024. This demonstrated that the Group are mostly delivering
against target with further work being overseen by the Patient Safety Group.

3 |Applying the Patient Safety Incident Response Framework (PSIRF) in |Complete — both LCHS and ULHT have implemented PSIRF. A Joint Group Policy has been approved.

the development and maintenance of patient safety incident response |There are individual plans for 2024/5 with a view to having a joint plan for 2025/6.
policies and plans.

4 |Complete NHS IMPACT self-assessment and use this to crease a ULHT self- assessment undertaken during 2023/24. A strategy linked to the NHS Impact Assessment is

shared, measurable plan for embedding quality improvement. currently being developed. Work underway to determine LCHS position.

5 |Robust governance and reporting frameworks in place. The Insightful |Review when guidance published.

Board guidance to be published shortly.

6 |Embed a robust quality and equality impact assessment (QEIA) The QIA panel is now convened across the Group with work underway on a Group Impact Assessment

process. Policy and alignments with both QIA/EHIIA into a single oversight process with Group Chief sign off.

7 |Improve engagement of patients and families in response to incidents. |ULTH have appointed a 0.6wte FLO who commenced in post in September 2024. This appointment will
strengthen the patient / family engagement as part of the PSIRF process. This role is currently under review
to establish the needs within LCHS and this will be progressed through the Clinical Governance Directorate
in due course.

8 |Use the new Learn from Patient Safety Events (LFPSE) to support Both LCHS and ULHT have implemented LFPSE. Further work needed to ensure that it is used to full

learning. potential. To date, no national reports published by LFPSE.

9 |Support the uptake of training under the new Patient Safety Syllabus. |Level 1 and Level 2 training is now mandatory across LCHG. Level 1 and 2 training is live on ESR at LCHS
and compliance is being monitored. Level 1 training is live on ESR at ULTH however awaiting level 2
training to be uploaded onto the system.

10 |Ensure the patient insight is embedded by appointing at least 2 PSPs to| There are now 6 PSP's working across LCHG. Two PSP's have now progressed to level 4 and attend the

safety-related governance committees. Quality Committee in Common on a monthly basis.

Great care, close to home
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LCHS Winter Plans

Context

The Winter plan sets out the activity LCHS is taking to ensure there is alignment between Winter and Operational Plans and is also aligned to the
Urgent and Emergency Care Recovery Plan and Identified High Impact Interventions. LCHS is in the second year of the NHS England published
Urgent and Emergency Care Recovery Plan underpinned by an extensive programme of work to deliver improvements across urgent and
emergency care ahead of winter. The 24/25 Winter Plan, along with the NHS’s primary care and elective recovery plans, and the broader strategic
and operational plans and priorities for the NHS, provides a firm basis for preparing for the 2024/25 Winter period.

Despite recent improvements and ongoing transformation work, the UEC pathway remains fragile. While systems and providers are undertaking
significant programmes of work to recover and improve services, there is a collective responsibility to ensure that the NHS in England has plans in
place to remain as resilient as possible and respond to operational pressures this winter.

To address the NHSE Winter Operating Function, LCHS are undertaking the following:

The three key system priorities are community pathways, ambulance conveyance and accelerated discharge. All actions directly or indirectly also
support the system 4-hour performance of urgent care pathways/EMAS Category 2 response mean time and 12 hour waits in Emergency
Departments. LCHS services will support these system priorities through the following activities:

«  Single point of access and call before convey.

Community response and in-reach teams to ensure timely discharge of patients from the acute trust.

Maximising admission avoidance activity through Community Therapy, Community Nursing, the Clinical Assessment Service (CAS) and
Urgent Care Home Visiting including Urgent Community Response team.

Proactively managing the anticipated rise in demand at the Urgent Treatment Centres.

Providing operational leadership to manage local capacity and escalations relating to patient flow across the system.

Dynamic management response to any potential demand exceeding capacity within Community Hospitals.

17
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Health Inequalities

The ICB Health Inequalities and Prevention Team are gathering proposals for investment, assessing these proposals, and recommending to
system leadership which investment proposals will be most effective in increasing prevention and reducing inequalities. A number of proposals
were submitted from the Group and 2 were selected to progress to the next stage in the process which requires completion of a business case
and FSIP proforma to be submitted by the Health Inequalities team as part of the 25/26 planning process.

The two proposals are as follows:

e Reduction of Outpatient Did Not Attend (DNA) due to health Inequalities — following a successful pilot in ENT, funding would allow ULHT
Outpatients to continue this work across all specialties with a high DNA rate by employing a team to telephone patients, targeting those most
likely to DNA their Outpatient appointment inequalities across Lincolnshire, confirm and rebook where appropriate, and utilise vacant slots.
The ICB team have suggested our bid is increased to a funding envelope of £150k in year 1 and the business case is currently being written.

e Pop-up one stop health and social care bus stops - bringing care closer to home and promoting better health and prevention in a ‘one stop
shop, brought to you’ — the ICB have asked the LCHS Integrated Community Partnerships Team to work with two teams in the ICB to
combine this proposal with ones related to weight management and childhood vaccinations within a total funding envelope of £500k in year
1. Teams are working on this currently.

Divisions who submitted other proposals have been advised to consider these against the investment criteria and if appropriate, submit these via
the 25/26 planning process.

18
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LCHS Winter Bids

LCHS has submitted the following winter funding initiatives:

* Introduction of 7-day therapy in community hospitals. During Winter 23/4 this reduced average length of stay to below the annual
average and smoothed out discharges by reducing the traditional Friday surge. This will be of increased importance for Winter 24/25
where Community Hospital Occupancy rates are higher, fluctuating around the 95% mark, and there has been an increase in patients
with specialist therapy needs. Estimated cost of £328k.

» Two-day post-discharge pharmacy support. Reduces readmission, improves recording of medications stopped and changed. Targeted
at patients discharged on high-risk medicines, 4 or more medicines, aged 65 or higher, suffering from conditions requiring time-
criticaledicines, or have had a hospital admission in the last 6 months. Estimated cost of £82k.

» Establishment of 11 WTE staff (8 x B4 practitioners, 3 x B6 therapists) to increase Pathway 1 capacity. This will build resilience,
increase capacity for care visits and reduce length of stay by increasing capacity for additional care plan reviews.

» Assisted Discharge Offer 24/7. Either targeted discharge support for ward areas or direct deployment of staff to ED, both supporting
patients post-discharge for up to 72 hours. Estimated cost of £64Kk.

* Increase community flow manager to 7-day cover. This will support an increase in flow at weekends to reduce length of stay and
support weekend discharges. This was proven to work in Winter 23/24. Estimated cost of £83k.

« On-site Community Support Officer for Lancaster Ward. Provides additional health and social care input to support patients who are
medically fit for discharge, but are unable to take their next transfer to a place to continue their care plan. Estimated cost of £600k to
£1.1m depending on the chosen delivery option.

19
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ULHT Winter Bids

ULHT has submitted the following winter funding initiatives:
» Respiratory and Cardiology Hot Clinics bid submitted to the ICB (to stay under £500k)

» Medicine division opening 7A at Pilgrim. Funds ringfenced for this for 5 months (ward didn’t close until May this year so
we’ve only got funding for 4 months now). Result is additional 16 beds, and operate as a Frailty Assessment Unit.

» Funding from ICB to staff the clinical transfer team to reduce waits in ED.

» Funding to support the H&N weekend working initiative, to support with patient flow.

Attached winter plan in Appendix 1

20
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Meeting Lincolnshire Community and Hospitals Group
Board

Date of Meeting 5% November 2024
Item Number 11.1

Integration Committee Terms of Reference

Accountable Director Daren Fradgley, Group Chief Integration
Officer

Presented by Jayne Warner, Group Director of Corporate
Affairs

Author(s) Jayne Warner, Group Director of Corporate
Affairs

Recommendations/ The Board is asked to:-
Decision Required e Approve the draft Integration Committee Terms of
Reference and Workplan

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
1¢ 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 (ULTH)

3f Reducing unwarranted variation in planned service delivery and ensure we meet all
constitutional standards (ULTH)

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

EEEEEEE






Integration Committee
Terms of Reference

Authority

The Integration Committee is established as a joint committee by the Trust Boards of both
Lincolnshire Community Health Services NHS Trust (LCHS) and United Lincolnshire
Teaching Hospitals NHS Trust (ULTH) and in line with the Group Partnership Working
Agreement and the powers set out in the trusts’ Standing Orders and Standing Financial
Instructions.

The Integration Committee holds only those powers as delegated in these Terms of
Reference as determined by the Trust Boards.

The Integration Committee is authorised by the Trust Boards to investigate or to have
investigated and / or to seek further action or assurance in relation to any activity within its
Terms of Reference. This includes referral of matters for consideration to another board
committee or other relevant group.

The Standing Orders and Standing Financial Instructions of the Trust Boards and the Group
Partnership Working Agreement, as far as they are applicable, shall apply to the Committee
and any of its established groups, either jointly or individually.

Purpose of the Committee

The Integration Committee exists to scrutinise the robustness of and provide assurance to
the Trust Boards on delivery of the group’s transformation & integration agenda, aims and
objectives — both internally within ULTH & LCHS and through the ongoing development of
relationships with external partners including Community Primary Partnerships — for the
benefit of our population.

The Integration Committee will oversee the development of the Out Of Hospital Model and
the direct delivery work with other system partners not limited too Mental Health, Primary
Care, Third and Voluntary Sector organisations.

The Integration Committee with be the lead committee for oversight of the group’s digital
delivery and transformation agenda including the development for the “Vision for
Information” and for oversight of estates & facilities.

The relevant Strategic Aims & Objectives aligned to the Integration Committee for 2024/25
are:



Strategic Aim 1: Patients
Strategic Objectives:
e 1d: Deliver clinically led integrated services
Strategic Aim 3: Services
Strategic Objectives:
¢ 3c: A modern, clean and fit for purpose environment across the Group
Strategic Aim 4: Partners

To collaborate with our primary care, ICS and external partners to implement new models of
care, transform services and grow our culture of research and innovation

Strategic Objectives:

e 4a: Establish collaborative models of care with our partners including Primary Care
Network Alliance (PCNA)

o 4b: Successful delivery of the Acute Services Review

e 4d: Enhanced data & digital capabilities

Strategic Aim 5: Population

To embed a population health approach to improve physical and mental health outcomes,
promote well-being, and reduce health inequalities across an entire population

Strategic Objectives

5a: Develop a Population Health Management and Health Inequalities approach for our
Core20PLUSS5 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

The Integration Committee will have oversight of and seek assurance in relation to the
following areas:

e Socioeconomic development
e Sustainability and the Green Strategic Plan
e Widening participation e.g. third sector organisations



e Regeneration plans with partners
e Anchor institution

The committee will work with the other board committees to ensure that full oversight of the
areas of responsibility are covered.

Membership
The members of the Committee are:

¢ Joint Non-Executive Director (Chair)

¢ Non-Executive Director (LCHS)

e Joint Associate Non-Executive Directors

e Group Chief Integration Officer / Deputy Group Chief Executive (group executive
lead for the committee)

e Group Chief Operating Officer

e Group Chief Finance Officer

e Group Chief Medical Officer OR Group Chief Nurse

e Group Director of Estates & Facilities

The following roles will be routine attendees at the Committee:

e Group Director of Corporate Affairs / Trust Secretary & / or deputy
¢ PCNA Representative

Attendance and Quorum

The committee will be quorate when four of the membership are present. This must include
two Non-Executive / Associate Non-Executive Directors, and two group Executive Directors
(or their formally appointed deputies).

Where members are unable to attend, they should ensure that a deputy is in attendance who
is able to participate on their behalf. A deputy in attendance for a committee member will
contribute to the quoracy but does not negate the need for the attendance of the Non-

Executive Directors and Executive Directors referred to above.

Members should attend at least 80% of meetings each financial year but should aim to
attend all.

The Group Chair and Group Chief Executive will be given a standing invitation to the
meetings.

Other attendees may be invited to attend the meetings as appropriate / the agenda dictates.

Observers will be permitted as agreed by the Chair.



Frequency

The Committee will meet monthly.
Specific Duties

The Integration Committee will:

o Agree a set of Key Performance Indicators to be presented in the committee
Performance Dashboard monthly with exception reporting as the norm.

e Through the receipt of upward reports from relevant reporting groups, have oversight
and scrutiny of the functions for which they have delegated responsibility from the
Integration Committee.

o Consider progress with and risks to delivery of the group’s integration agenda &
objectives and provide assurance to the Trust Boards that such risks are being
effectively controlled and managed and / or escalate such risks to ensure timely and
appropriate mitigating actions are put in place. Where appropriate, the committee
may seek to request deep dives are undertaken to identify the required improvement
and actions.

e Receive assurance that all appropriate actions are being taken to ensure full
participation in population partnership initiatives and programmes of change and, in turn
provide assurance to the Trust Boards on the robustness of delivery plans. This will
include the receipt of plans for the continued development of Community Primary
Partnership(s) over time supporting both Place and group strategies and seeking
assurance on the robustness of plans to increase the range and scope of the
Community primary partnership(s), anchor partners work and the group’s role within
them.

e Seek assurance on the adequacy of plans to realise the group’s ambition of addressing
the wider determinants of health and health inequalities.

e Seek assurance for the operational performance and delivery of Out of Hospital
Services delivering on Integrated Care..

o Ensure that proposed changes to services are being made on the basis of strong
clinical evidence and best practice.

e Seek assurance in respect of delivery of the group’s digital agenda and objectives
including development of the ‘Vision for Information’.

¢ Review and seek assurance on delivery of the estates strategy, priorities and
compliance with relevant statutory requirements.

o Ensure that key enablers to the delivery of the integration agenda are properly
considered as part of the agreement of the group integration plan and programmes of
work and that these plans and programmes of work are appropriately aligned to the
longer term strategy, vision and values for the group.

e Review and provide assurance to the Trust Boards on those strategic objectives
within the Board Assurance Framework, identified as the responsibility of the
committee, seeking further assurance and actions where necessary. This may
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include the commissioning of ‘deep dives’ to identify the necessary improvements
and actions.

Administrative support
The committee will be supported administratively by the corporate administrative team.

The committee will operate using a work plan to inform its core agenda. Topical / emerging
issues will be added to the agenda as required. The agenda will be agreed with the
committee Chair and the Group Chief Integration Officer prior to the meeting.

Agendas and supporting papers will be circulated no later than 5 working days in advance of
meetings. Any items to be placed on the agenda are to be submitted no later than 8 working
days in advance of the meeting. Items which miss the deadline for inclusion on the agenda
may be added with permission from the Chair.

Minutes will be taken at all meetings, presented according to the corporate style, circulated
to members within 5 working days along with the action log and ratified by agreement of
members at the following meeting.

Accountability and Reporting Arrangements

The Chair of the committee shall report to the Trust Boards after each meeting and provide
an upward report on assurances received, escalating any concerns where necessary.

The committee will advise the Audit Committees of the adequacy of assurances available
and contribute to the Annual Governance Statements.

The committee will refer any necessary issues outside its Terms of Reference, as
appropriate, to the relevant board committee or other relevant group.

Monitoring effectiveness and Compliance with Terms of Reference

The Committee will complete an annual review of its effectiveness and provide an annual
report to the Trust Boards on its work in discharging its responsibilities, delivering its
objectives and complying with its terms of reference, specifically commenting on relevant
aspects of the Board Assurance Framework and relevant regulatory frameworks.

Review of Terms of Reference
The Terms of Reference for the committee will be reviewed annually by the committee and

submitted to the Trust Boards for approval and, together with the work plan, will be reviewed
at each meeting of the committee to ensure they remain fit for purpose.



The committee will on an annual basis review and approve the terms of reference and work
programmes of all of its reporting groups.

Approved:
Approved by:
Next Review Date:



Committee reporting group structure:

Integration Committee

Chair - Non-Executive Director (Joint)

Executive Lead — Group Chief Integration
Officer
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Lincolnshire Community & Hospitals NHS Group:
United Lincolnshire Teaching Hospitals NHS Trust (ULTH)
Lincolnshire Community Health Services NHS Trust (LCHS)

Integration Committee Work Plan 2024 / 25

Quarter 1 Quarter 2 Quarter 3 Quarter 4

Agenda Item Oversight Method of Executive / Action

Group* Reporting Non-

Report Lead Frequency Apr May Jun Aug Sep Nov Dec Jan Feb Mar

Business Items (all committees)**

Executive
Lead

Minutes of the Previous Meetings Written gﬁrar;:nlttee Monthly X X X X X X X X X Approval
Matters Arising & Action Log Written Committee Monthly Noting
(management & monitoring of Chair X X X X X X X X X
committee actions)
Integration Committee Written Group Monthly Discussion
Performance / KPI Dashboard Executive X X X X X X X X X
Lead(s)
Topical, Legal & Regulatory Update Verbal / Group Director Quarterly Discussion
Written, as |of Corporate X X X &
required Affairs Assurance
Review of Committee Effectiveness Written Committee Group Annually Discussion
- Self Assessment Chair Director of
Corporate
Affairs
Annual Report - Review of Written Committee Group Annually Discussion
Committee Effectiveness Chair Director of X X &
Corporate (Draft) (Final) |Assurance
Affairs
Review of Committee Terms of Written Committee Group Annually X Approval
Reference & Work Plans Chair Director of X (Initial Draft X
Corporate (Final) i (Annial
- New Review)
Affairs Committee)
Review of Reporting Group Terms Written Committee Group Annually Approval
of Reference & Work Plans Chair Director of X X
Corporate (Final) {fnnua
view)
Affairs

Matters Referred (all committees)**

Matters referred by the Trust Written Committee As required . Discussion
Boards or other Bgard Committees Chair ) To be added to the agenda as required
Matters to be referred to other Written Committee As required To be added to the agenda / agreed at the relevant meeting as required (and recorded in the minutes & [Discussion
Board Committees Chair action log)
Risk and Assurance (all committees)**
Board Assurance Framework Written Group Director Monthly Discussion
of Corporate X X X X X X X X X |&
Affairs Assurance
Risk Register Report Written Group Quarterly Discussion
Executive X X X X &
Lead(s) (Q4) Q1) (Q2) (@3) Assurance




Review of relevant internal & Written Group Director As required Discussion
external audit reports & of Corporate To be added to the agenda as required
recommendations (as required) Affairs
Review of relevant external reports, Written Group As required Discussion
recommendations & assurances Executive . &
T h

including CQC, as appropriate Lead(s) © be added to the agenda as required Assurance
CQC Action Plan Written Group Head of As required Discussion

Executive Compliance X X X X &

Lead(s) Assurance

Committee Specific Business Items**
Strategic Aim 1: Patients - To deliver high quality, safe and responsive patient services

Objective 1d: Deliver clinically led integrated services

Strategic Aim 3: Services - To ensure services are sustainable, supported by technology and delivered from an improved estate

Objective 3c: A modern, clean and fit for purpose environment across the group

Estates & Facilities Update Written Group Director Monthly Assurance
including Key Risks of Estates & X X X X
Facilities
PLACE
Premises Assurance Model (PAM) Written Group Director Annually Assurance
Annual Self Assessment of Estates &
Facilities
Estates Strategy Written Group Director TBC Review &
of Estates & Endorse for
Facilities Trust Board
Sustainability & Green Strategic Written

Plan

Strategic Aim 4: Partners

Objective 4a: Establish collaborative models of care with our partners including Primary Care Network Alliance (PCNA)

Specialty Reviews Update

EMAP Leadership & Delivery
Programme

System Anchor Plan

Partnership Plan - Commerical
Opportunities

Future Models of Care with Primary
Care Dental

Objective 4b: Successful delivery

of the Acute Services Review

Stroke Implementation

Grantham ASR Implementation

Objective 4d: Enhanced data & digital capabilities




Digital Plan Delivery Update Written Group Chief Bi-monthly Assurance
Integration X X X X X X

Data Security Protection Toolkit Written Group Director Annually Approval
of Corporate X
Affairs

Digital Strategy Written Group Chief TBC Review &
Integration Endorse for
Officer Trust Board

Approval

Strategic Aim 5: Population - To embed a population health approach to improve physical and mental health outcomes, promote well-being, and reduced health inequalities across an entire population

Objective 5a: Develop a Population Health Management and Health Inequalities approach for our Core20PLUS5 with our ICS

Objective 5b: Co-create a personalised care approach to integrated services for our population that are accessible and responsive

Objective 5c: Tackle system priorities and service transformation in partnership with our population and communities

Widening Participation e.g. third
sector organisations

Objective 5d: Transform key clinical pathways across the group resulting in improved clinical outcomes

Upward Reports from Sub-Groups, as appropriate

Notes

*In some instances reporting and assurance to the Integration Committee will happen via the oversight / reporting sub-group upward reports. Where appropriate, reports submitted directly to the Integration Committee will however have
been considered and be supported by the upward report from the relevant oversight sub-group; specifically key highlights and any required escalations. This will help to avoid duplication of discussions and actions. Where relevant, the
upward reports from reporting sub-groups will be aligned on the agenda to the relevant strategic objectives for which the committee has the oversight role. This will support both the flow of the meeting and the process of triangulation

and assurance
**This work plan reflects the core business of the Integration Committee. Topical / emerging issues will be added to the committees' agenda as required.
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United Lincolnshire

Teaching Hospitals
NHS Trust

Meeting Lincolnshire Community and Hospitals Group
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Date of Meeting 5% November 2024
Item Number 13

Integrated Performance Report for September 2024

Accountable Director Daren Fradgley, Group Chief Integration
Officer

Presented by Daren Fradgley, Group Chief Integration
Officer

Author(s) Sharon Parker, Performance Manager
Report previously considered at N/A

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

1a Deliver high quality care which is safe, responsive and able to meet the needs of
the population

1b Improve patient experience

1c Improve clinical outcomes

2a A modern and progressive workforce

2b Making ULHT the best place to work

2c Well Led Services

3a A modern, clean and fit for purpose environment
3b Efficient use of our resources

3c Enhanced data and digital capability

3d Improving cancer services access

3e Reduce waits for patients who require planned care and diagnostics to
constitutional standards

3f Urgent Care

4a Establish new evidence based models of care
4b Advancing professional practice with partners
4c Becoming a university hospitals teaching trust

Risk Assessment N/A
Financial Impact Assessment N/A
Quality Impact Assessment N/A
Equality Impact Assessment N/A
Assurance Level Assessment Moderate

y personally DELIVERED




Recommendations/ °
Decision Required °

The Board is asked to note the current performance
The Board is asked to approve action to be taken where
performance is below the expected target

Key to note:
Quality

Medication incidents reported as causing harm increased
this month to 13.5% against a trajectory of 10.7%.

Duty of Candour Verbal compliance for August increase to
95%, written compliance increased to 95%.

Performance

The year end target for 4 hour performance was
established at 78%, with September set at 76%. The full
UEC combined Type 1, Type 3 (both co-located and
separate sites) achieved 74.53% in September.

For September 19.86% of patients exceeded 12 hour wait in
department in ED.

Average response time for Cat2 ambulance conveyances in
September was approximately 34.15 minutes against a 30
minute target.

Long Waiters - at the end of September, the Trust reported
0 patients waiting longer than 104 weeks; 3 patients waiting
over 78 weeks and 560 patients waiting over 65 weeks

Performance for DMO01 in September showed another
improvement to 75.65%. MRI saw a significant improvement
in performance with the most pressured diagnostics now
being Dexa, NOUS and Audiology.

28-day Faster Diagnosis Standard (FDS) showed a slight
deterioration in August at 76.2% which was above the 75%
target.

62-day classic treatment performance for August was 61%,
a slight deterioration from the July position of 64%, but this
is still significantly lower than the national KPI of 85%.

104+ day waiters increased to 81 at the end of September
compared to 43 at the end of August, the highest risk
specialities are colorectal, head & Neck and prostate.




Finance

The Trust’s YTD position is a £18.1m deficit, which is £7.6m
adverse to the planned £10.6m YTD deficit.

CIP savings of £15.9m have been delivered YTD, which
£2.2m favourable to planned savings of £13.7m.

Capital delivery of £28.0m is £2.3m lower than plan of
£30.3m.

Workforce

Mandatory training for September is 93.81% against plan of
90%

September sickness rate at 5.28% against Q2 target of
5.47%

Staff AfC appraisals at 80.42% for September against Q2
target 81.18%

Staff turnover at 10.22% for September against target of
11.48%

Vacancies at 7.89% for September against Q2 target of
7.71%
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Executive Summary

Quality

Falls

There have been 4 falls resulting in moderate harm which is a decrease from the previous month. All incidents are under validation to ensure
the correct level of review is undertaken. Continued focus on patient education, ensuring patients are aware of their risk of a fall in hospital
due to their current health challenges and the change in environment.

Pressure Ulcers

There have been 32 category 2 and 3 category 3 pressure ulcers in September. Skin Integrity Group (SIG) provides oversight and receives
Divisional performance reports, which provide assurance of the improvement actions being taken in areas reporting increased number of
incidents.

VTE Compliance

Compliance has increased to 95.94% for the month of September. This is reflecti