
      
Minutes of the Joint Public Board Meeting

Held on 1 July 2025

Via MS Teams Live Stream

Present

Voting Members: Non-Voting Members:
Mrs Elaine Baylis, Group Chair
Mr Jim Connolly, Non-Executive Director
Ms Dani Cecchini, Non-Executive Director
Mr Neil Herbert, Non-Executive Director
Mrs Vicki Wells, Non-Executive Director 
Professor Karen Dunderdale, Group Chief 
Executive
Mr Daren Fradgley, Group Chief Integration 
Officer
Professor Colin Farquharson, Group Chief 
Medical Officer
Mrs Nerea Odongo, Group Chief Nurse 
Mr Paul Antunes Goncalves, Group Chief 
Finance Officer

Mrs Kathryn Helley, Group Chief Clinical 
Governance Officer
Mr Mike Parkhill, Group Estates and Facilities 
Officer 
Ms Caroline Landon, Group Chief Operating 
Officer
Mrs Jayne Warner, Group Director of 
Corporate Affairs
Miss Claire Low, Group Chief People Officer
Mrs Sarah Buik, Associate Non-Executive 
Director 
Ms Caroline Landon, Group Chief Operating 
Officer 

In attendance:
Mrs Karen Willey, Deputy Trust Board 
Secretary, ULTH
Mrs Rachel Lane, Board Administration, LCHS 
(minutes)
Jason Green, Matron (ULHT) – Item 2.1
Alan Greef, Theatre Service Manager (ULHT) – 
Item 2.1 
Vikki Smith, Operational Services Manager 
(ULHT) – Item 7
Dr Shaza Obaid, Consultant Rheumatology 
(ULHT) – Item 7.1
Lara Marshall, Rheumatology Service Co-
ordinator (ULHT) – Item 7.1 

Apologies:



Professor Duncan French, Non-Executive 
Director
Mrs Rebecca Brown, Deputy Chair/Non-
Executive Director
Mr Ian Orrell, Associate Non-Executive Director

318/25 Item 1 Introduction

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

319/25

320/25

321/25

322/25

323/25

Item 2 Public Questions

Q1 Received from Vi King

Please can I ask why people are not being offered Grantham hospital for planned 
orthopaedic surgery, especially when Grantham is a place of excellence for this.
Also, please can I ask why people who have booked into A.E at pilgrim hospital are 
having to wait in the fracture clinic area. Is there not a waiting area in the new A/E?

The Group Chief Operating Officer advised that almost all elective orthopaedic 
surgery took place at Grantham, however not all patients required the same level of 
care or had the same presentations and may require a higher level of post operative 
care which could not be offered at Grantham and was therefore offered at alternative 
sites. The facilities at Grantham enabled more patients to be treated and were in the 
process of being expanded.

In relation to the Pilgrim Hospital Accident and Emergency Department, the waiting 
room remained under construction, and this was expected to be completed by the 
end of September. Currently the Outpatient waiting area had been separated and 
was being shared with the Emergency Department. The Group Chief Operating 
Officer advised that the Fracture Clinic waiting room should not be being used for 
Accident and Emergency patients. It was noted that, from September 2025 there 
would be a much-improved area for patients to wait in for treatment.

Q2 Received from Stephen Moseley

Why has the United Lincolnshire Hospitals Trust decided to limit face-to-face 
consultations for over 6,000 patients, while simultaneously leaving critical facilities 
like the £4 million blood unit empty or underutilized? What accountability exists for 
the financial and clinical consequences of this decision?

The Group Chief Operating Officer advised that offering NHS patients virtual 
appointments was a national ambition and something many patients welcomed. 
There were a significant amount of Outpatient appointments which could be delivered 
effectively via telephone or video consultation that offered many benefits to patients. 
Several routine follow up appointments did not require a face to face consultation and 
delivering those appointments remotely meant patients may not need to take time off 
work and would not have to worry about the challenges of travelling to and parking at 
the hospitals.



324/25
In respect of the question relating to the blood unit, the Group Chief Operating Officer 
advised that she and her colleagues were unaware which unit was being referred to 
and should further clarity be provided, it would be possible to provide a response to 
the question.

325/25

326/25

327/25

328/25

329/25

330/25

331/25

Item 2.1 Ward Accreditation

The Group 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. 

Jason Green, Matron and Alan Greef, Theatre Services Manager from Louth County 
Hospital Theatres were welcomed to the meeting to celebrate their achievements.

The Group Chief Nurse introduced the team 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.

The Theatre Service Manager shared examples of good working in respect of 
delivering safer and more patient centred care where the potential for a safety risk 
had been identified regarding incorrect medication administration. The Theatre 
Service Manager described a process introducing sterile syringe labelling at the point 
of administration and was pleased to confirm that there had been no reported 
incidents. There had also been an increase to patient flow from 12 to 20 and the 
team had received national recognition being described as a credit to the 
organisation. One challenge the team had faced was in relation to late sterilisation 
deliveries and following work there had been fewer cancelled operations and 
improved delivery timescales.

In relation to people, the Theatre Services Manager also described the way in which 
the team had strengthened the role of Health Care Support Workers (HCSWs) 
leading to smoother patient pathways. Patients had previously complained of being 
unable to contact the Ward by telephone and as a result there was now a dedicated 
person covering phone lines and from a staff wellbeing perspective a new 
environment had been created, changing cultures, and staff members were feeling 
more valued and supported.

The Group Chair thanked the Theatre Services Manager for sharing examples of how 
positive changes had been made and commented that the patient focus had been 
embedded into these new ways of working. The Group Chair was pleased to hear of 
the cultures changes that had also been made. 

The Group Chief Medical Officer advised of having been in attendance when the 
team had presented their evidence to achieve the Bronze Ward Accreditation and 
commented that it had been good to see the work which had been undertaken in 
respect of empowering HCSWs, the sterile syringe labelling and ensuring a presence 
on the telephones. The wellbeing initiatives were also a good improvement and 



332/25

333/25

334/25

335/25

helped from a cultural perspective and there was recognition that this exemplar 
practice could be rolled out to other areas of the organisation.

The Group Chief Executive welcomed the Matron and Theatre Services Manager to 
the meeting and thanked them for the excellent presentation where their enthusiasm 
had shone through. It was pleasing to hear of the outcomes of the actions taken by 
the team, which had included no near misses, the eradication of complaints and 
many compliments from Louth patients and the Group Chief Executive acknowledged 
the collective efforts of the team to improve patient experiences.

The Group Chief Executive offered that this was one example of why the organisation 
needed to maintain services on the Louth site and suggested sharing these examples 
widely across the County.

Mrs Buik commented that the holistic nature of what had been implemented stood out 
within the presentation and appreciated the level of analysis that would have taken 
place. What came through in the narrative was how targeting specific areas in a 
strategically approached manner had allowed for measured and structured 
improvements to be embedded within the department.

The Group Chair thanked the Matron and Theatre Services Manager for attending 
the meeting and for their continued leadership adding that the service was a credit to 
the organisation and commented that the team should be proud of their 
achievements.

336/25 Item 3 Apologies for Absence

Apologies for absence were received from Professor Duncan French, Non-executive 
Director (ULTH), Mr Ian Orrell, Associate Non-executive Director and Mrs Rebecca 
Brown, Deputy Group Chair/Non-executive Director.

337/25 Item 4 Declarations of Interest

There were no additional Declarations of Interest made.

338/25 Item 5 Minutes of the meetings held on 6 May 2025

The minutes of the meeting held on Tuesday 6 May 2025 were approved as an 
accurate record. 

339/25 Item 5.1 Matters Arising from the previous meeting/log

There was one outstanding action, relating to minute number 204/25 regarding cyber 
and where oversight of this should sit within Board Committees. The Group Director 
of Corporate Affairs informed those present that the Information Governance 
elements and cyber were referenced within the Audit Committee Handbooks and 
there had been agreed delegation of this to the Finance and Performance 
Committee. Clarity would be provided on this via both Committee’s Terms of 
Reference. 



The Board:
• Agreed to close the action

340/25

341/25

342/25

343/25

344/25

345/25

346/25

Item 6 Group Chief Executive’s Report to the Board

The Group Chief Executive presented the report to the Board and advised that teams 
were exceptionally busy and continued to work hard to offer excellent services and 
care across urgent and emergency care pathways, planned care and cancer 
pathways and were being supported by community teams and partners across the 
system.

The Model Integrated Care Board (ICB) Blueprint had been published in May 2025 
and ICB colleagues were working through the requirements and a formal way forward 
was awaited. 

The Group Chief Executive advised of several political changes following the recent 
elections and explained that the System Chief Executives had recently written to the 
newly appointed Mayor of Greater Lincolnshire, Dame Andrea Jenkyns welcoming 
her to the County, and extended an offer to work alongside the Chief Executives 
across healthcare. The Group Chief Executive informed Board members of recent 
attendance at a meeting of the newly established Lincolnshire County Council Health 
Overview Scrutiny Committee where collective services for Lincolnshire residents 
had been discussed.

The urgent and emergency care plan had recently been published which set out 
plans and requests for the winter period, which were being worked through. The 
Group Chief Executive offered that the Group had strong and robust arrangements 
with partners which would be further built on in responding to the plan.

A letter had been received from the Secretary of State for Health and the Chief 
Executive of NHS England, which set out requirements to meet reductions in agency 
spend, which the Group did well across non-medical workforce and there were plans 
to reduce medical workforce and the use of temporary staff. 

The Group Chief Executive informed Board members that Clair Raybould had been 
appointed as Interim Chief Executive of the ICB, following the recent retirement of 
John Turner, who would be missed across the system. 

NHS England had published the 2025/26 Oversight Framework at the end of June 
2025 with assessment criteria for ICBs and NHS Trusts which was aimed at 
allocating ICBs and providers a segmentation rating of one to four and an additional 
segment rating of five for the most challenged areas. The Group Chief Executive 
explained that due to the level of ICB change, NHS England would not be issuing 
comparative ratings for ICBs in 2025/26 however there would be comparable ratings 
for providers. At the time of offering the report to the Board it was not known what 
segmentation the Lincolnshire ICB or acute/community trusts would be scored as. 
NHS England would also report against a full suite of metrics and the Group Chief 
Executive anticipated the formal segmentation ratings in mid-July.



347/25

348/25

349/25

350/25

351/25

352/25

353/25

354/25

Phase one of the Pilgrim Emergency Department work had been completed and was 
opened in May. The Group Chief Executive offered that was a great facility and the 
phase two work had now commenced and once complete would be triple the 
department in size.

Pilgrim Hospital, Boston had recently been awarded £23m in funding through the 
Public Sector Decarbonisation Scheme. This investment would be used to implement 
a series of energy infrastructure improvements aimed at reducing the hospital’s 
dependence on fossil fuels and enhancing the resilience of its critical systems. The 
planned upgrades would contribute significantly to the hospital’s sustainability goals 
and long-term operational efficiency.

The Group Chief Executive advised that the organisation had also received the 
approvals required for the Electronic Patient Record (EPR) Business Case, which 
would now be moving into the planning phase. This would align digitalisation of 
current patient records.

In January 2024 ULTH had been invited to lead a pilot study into the prevalence of 
Obstructive Sleep Apnoea (OSA) in breast cancer patients across Lincolnshire, as 
part of the East Midlands Cancer Alliance. As part of the pilot, screening tools were 
integrated into the breast cancer pathway to identify patients at higher risk of OSA. 
The team were recently invited to present their findings at the House of Lords during 
an all-party parliamentary group on OSA.

On 14th May 2025, the Group Chief Executive had attended the Education and Skills 
Garden Party at Buckingham Palace, alongside the Group Chair, Group Chief People 
Officer and the Talent Academy Strategic Lead and members of the Lincolnshire 
Talent Academy team. The invitation was in recognition of the academy’s outstanding 
contribution in the field of education and skills development. A member of staff from 
the Armed Forces Staff Network had also attended the Royal Garden Party who had 
been recognised for driving work for armed forces veterans and adult cadets who 
were supported across the organisation.

The Group Chief Executive also informed Board members that a series of Group 
Leadership Team (GLT) Roadshows had been held across the Group during May 
and June and the team had met many colleagues and had discussed the new Group 
values, heard of colleagues triumphs and challenges that were being experienced in 
some areas. Several concerns had been unlocked as a result of discussions and 
themes were being gathered which would inform the next steps of engagement work 
across the Group.

The Group continued to demonstrate the strength of collaborative working across the 
Lincolnshire health and care system to deliver person-centred integrated care. 
Lancaster Ward at Lincoln County Hospital was recently transformed to provide step-
down intermediate, time limited care. Now operating as a community rehabilitation 
and reablement ward in an acute setting, Lancaster Ward supported patients in their 
recovery before they transitioned to the next stage of their care journey.

As part of Volunteers Week in June, the Group proudly celebrated and recognised 
the invaluable contributions of the dedicated volunteers. The Group currently had 329 



355/25

356/25

357/25

358/25

volunteers who generously contributed 46,069 hours of their time over the last 
financial year to support the work of the Group.

The Group Chief Executive also offered that the University of Lincoln had recently 
received confirmation that following the GMC submission, Lincoln Medical School 
was able to progress the recruitment of students for two new medical courses. The 
school could now proceed with a Gateway Year course from September 2025 and 
the new five-year independent medical programme from September 2026.

The Group Chief People Officer commented that as a member of GLT the opportunity 
of meeting clinical and non-clinical teams across the County had been welcomed with 
the work to pull together themes from all visits and from discussions with staff 
members would be led by the People Directorate. The visits had also provided an 
opportunity to launch the Group Values and the Group Chief People Officer informed 
those present of the launch of a bespoke training package, the Lincolnshire 
Community and Hospitals Group (LCHG) Way, a module-based programme for staff 
members, who would be able to attend the modules which were applicable to them.

The Group Chair and Group Chief Executive had met many staff members over 
recent weeks at Staff Awards events and the Group Chair had been surprised at how 
little knowledge and awareness amongst colleagues there had been about the Group 
Board and what the intentions were in terms of future direction of travel for the 
residents of Lincolnshire.  The Group Chair would be pleased to hear how that detail 
would be taken forward in due course.

The Group Chair also took the opportunity to endorse the comment made by the 
Group Chief Executive on the retirement of the former Chief executive of the 
Lincolnshire ICB, John Turner, and to thank him for his contributions to the 
Lincolnshire system and for being an advocate of LCHS and ULTH. The appointment 
of the Interim Chief Executive was noted as a good replacement, and the Group 
Chair looked forward to working with her in the coming months.

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

359/25

360/25

361/25

Item 6.1 Group Model Workstream Progress Briefing

The Group Chief Executive presented the report to the Board explaining that this was 
a high-level briefing in respect of progress against Group developments and key 
milestones. 

The Group Chief Executive advised that the Plan was delivering and there had been 
the inclusion of some additional actions relating to estates workstreams which would 
continue to develop in the coming months. Attnetion was drawn to some small issues 
which were being attended to which would be the subject of focus over the coming 
weeks.

The Group Chair thanked the Group Chief Executive for the clarity provided on the 
escalations. The Group Chair also commented that some of the timescales had 
expired and required updating.



The Board:
• Received the report

362/25

363/25

364/25

365/25

366/25

367/25

368/25

Item 7 Patient/Staff Story

The Group Chair welcomed the Operational Services Manager to the meeting who 
was in attendance for this item. The Group Chief Nurse offered thanks to Tanita for 
bravely sharing her story and for working with the organisation to build something 
positive from such a tragic loss.

A recording was shared with the Board outlining the story of the death of nine day old 
Amelia Rose at Lincoln County Hospital. Tanita shared her experiences when sadly 
saying goodbye to her daughter, Amelia Rose, in a busy resuscitation department 
and described how she had worked with the hospital to develop a relatives room 
within the Emergency Department (ED), which had provided a much improved 
environment for bereaved families to digest difficult news, spend some time and say 
goodbye to loved ones. Tanita’s ideas and feedback had resulted in two new purpose 
built family rooms in the ED’s at both Pilgrim Hospital, Boston and Lincoln County 
Hospital, which had been supported by the ULTH Charity and were well equipped 
with seating, lighting and facilities to ensure families felt comfortable in difficult 
circumstances.

Mrs Wells commented that despite this harrowing story it was pleasing to hear how 
proactive the organisation had been in seeking feedback from patients about their 
experiences, however wondered how proactive the organisation was for people who 
did not have the strength to speak up. The Group Chief Nurse offered that work was 
being undertaken recognising communities that were hard to reach. The newly 
appointed Patient Experience Lead would be creating patient engagement groups 
which would enrich work that was already taking place in terms of next level 
feedback. 

The Group Chief Executive thanked Tanita for sharing this emotional story and for 
having the courage to advocate for other people’s experiences and added that 
through such distress and trauma, a legacy had been left for Amelia Rose.

The Group Chief Medical Officer agreed that this had been an emotional story and 
did not underestimate the impact this would have had on Tanita and her partner. He 
offered that it took bravery and courage in the face of devastating circumstances to 
offer feedback to help others, which he was grateful for in order that the organisation 
could learn and improve. Visits to the new areas within the EDs had been made and 
it was noted that these were calming and welcoming and were a great legacy for 
Amelia Rose.

The Operational Services Manager informed Board members that to have Tanita’s 
feedback was invaluable and commendable given the tragic circumstances.

The Group Chair thanked the Operational Services Manager for attending the 
meeting and for sharing this story which showcased learning for the organisation. 
The Group Chair also took the opportunity to thank Tanita and her family; she offered 



that the bereavement room was a fabulous legacy for Amelia Rose and 
acknowledged the investment of charitable funds.

The Board:
• Received the Patient/Staff Story 

369/25

370/25

371/25

372/25

373/25

374/25

375/25

Item 7.1 Celebrating Group Success

The Group Chair welcomed members of the Rheumatology team from ULTH to the 
meeting who provided an inspiring presentation which detailed the establishment of a 
biotic therapies homecare service for those patients that require high-cost biologic 
drugs.

The service offered support for patients in their own homes, working with homecare 
providers to ensure patients received the treatment needed, managing the 
medication received by each patient to ensure that it worked for them, as well as 
tracking and monitoring them in their own home. In addition, the team offered 
personalised support to patients, and kept the service running, including funding, 
manging changes to treatment, offering advice and shaping departmental guidelines.

The Group Chair thanked the Rheumatology Consultant and the Rheumatology 
Service Co-ordinator for the presentation and expressed a view that this was a good 
example of providing holistic care for patients, recognising the financial constraint 
climate. 

The Group Chief Executive thanked colleagues for attending the meeting and for 
sharing the detail of this innovative service and reflected on the uniqueness of this 
service, which was not offered in the same way by other organisations. The view was 
expressed that this service was one example of a way in which out of hospital care 
could be provided and could move to a hybrid offering moving forward and 
anticipated discussions taking place on the potential for this shortly.

The Group Chief Medical Officer commented that this was a good proof of concept 
for what was coming next for many specialities and was also a good example of left 
shift being able to deliver in the ways in which were demonstrated throughout the 
presentation. There were clear perimeters for delivering the service and doing the 
right things for patients. The Group Chief Medical Officer added that there were 
lessons that could be learned for other specialities which could be utilised elsewhere.

The Rheumatology Consultant thanked Board members for the comments regarding 
the service and for their encouragement, adding that she was extremely proud of this 
holistic service for patients.

The Group Chair offered that this service fitted with what the Group was trying to 
achieve and new models of care moving forward and added that this was an 
excellent celebration of success.
 
The Board:

• Received the presentation



Item 8 Strategic Aim 1 Patients
376/25

377/25

378/25

379/25

380/25

381/25

382/25

383/25

Item 8.1 Assurance and Risk Report Quality Committee

The Chair of the Quality Committee, Mr Connolly, presented the Committee reports 
following the meetings held during May and June 2025 and the reports were taken as 
read with no formal escalations made to the Board from either meeting.

The Committee was seeing ongoing themes in relation to treatment delays, 
communication, deteriorating patients and pressure ulcers which would all be the 
subject of ongoing watchfulness.

Patient safety mortality indicators were within expected ranges, and a cluster of 
MRSA cases had been reported within maternity services, where appropriate actions 
had been taken with ongoing mitigations in respect of some challenges in infection 
prevention and control practices.  Action plans had been developed to ensure 
improvements were made. 

The Committee received a laparoscopic audit highlighting ULTH as an outlier at 
Pilgrim Hospital, Boston. The Committee was reassured that case note audits were 
being undertaken and a further report would be submitted to the Quality Committee 
at the appropriate time.

Antibiotic use in ULTH also remained an outlier and work had been identified on 
culture, ownership and associated challenges. The Committee supported the initial 
improvement plan and requested an overall antibiotic reduction plan review in six 
months. The Committee also heard of some fragility within paediatric services, 
however significant improvement had been seen in Looked After Children initial 
health assessments and were now reporting a position of 85% - 87% completion 
within 20 days which was noted as a great improvement.

Several patient and staff stories on end-of-life care had been received by the 
Committee, demonstrating excellent work, however ongoing challenges remained, 
and the Committee sought improvements for patients and relatives.

With regards to maternity and neonatal services, the Clinical Negligence Scheme for 
Trusts (CNST) maternity standards confirmed that ULTH was now fully compliant 
with year six and was moving into year seven. Mr Connolly informed the Board that 
for standard one, the quarter four report had been received, reviews had been 
completed, and standards had been met.

Standard three, the IV antibiotic quality improvement project was ongoing. Standard 
four related to neonatal clinical staff and there were clear improvements in place. 
Standard five was noted with a deficit of 12.1 whole time equivalent posts and 
mitigation plans were in place. The Committee noted progress towards full 
compliance in respect of standard six. Standard seven identified funding risks on 
infrastructures and all mitigations required with regards to training were received by 
the Committee in respect of standard eight. Standard nine in respect of floor to 
Board, Non-executive Director Maternity Safety Champion meeting and perinatal 
leadership meetings were being held bi-monthly. Standard ten demonstrated there 
were two qualifying cases and no early notifications, 100% compliance on duty of 
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385/25

386/25

387/25

388/25

389/25

candour had been achieved, including accessible formats. Mr Connolly advised that 
all relevant papers were available within the iBabs Reading Room for Board 
members.

Mr Connolly informed Board members that the Board Assurance Framework (BAF) 
remained amber rated across all strategic domains. The 2024/25 Quality Accounts 
had also been reviewed by the Committee and were recommended to Board for 
approval.

The Group Chief Nurse advised that work was ongoing with the Medical Directors 
Office to review Infection Prevention and Control processes and antibiotic 
champions, which would strengthen action plans. The Group Chief Medical Officer 
also offered that in terms of antibiotic stewardship a team approach was being taken 
to addressing this. Pathlinks contributed to this in terms of the algorithm which lends 
ULTH to be an outlier in treating some conditions and discussions were taking place 
regarding potential changes to the pathway. A deep dive would also be provided to 
the Committee in respect of End-of-Life strategies which would provide further 
assurance.

The Group Chair commented that it would be helpful for the Board to understand the 
gap analysis in respect of maternity services. The Group Chief Medical Officer 
responded stating that a stocktake would be undertaken.

With regards to the laparoscopic audit the Group Chief Medical Officer also advised 
that as part of a national audit, ULTH predominantly reported on emergencies in 
acute cases, and the Pilgrim Hospital site had been flagged as an outlier. This often 
related to data integrity issues and therefore a case note audit was being undertaken 
and the actions would be reported to the Clinical Effectiveness Group. 

The Group Chair asked about the paediatric cardiology audit and noted some harm 
which had been caused as a result of delays. The Group Chief Medical Officer 
advised that work was underway to clear a backlog through triage, to ensure that the 
service moving forward was more sustainable. As a consequence of this there could 
be harm relating to the delay and two cases had been identified where patients had 
been treated elsewhere with deteriorating symptoms. The Group Chief Medical 
Officer reassured the Board that there was a robust process in place and harm would 
normally be identified via Datix; this would continue to be monitored. Monthly 
meetings were continuing to take place with NHS England and the Group Chief 
Medical Officer was chairing a task and finish group to enact the actions required in 
respect of the backlog and potentially establishing additional services.

The Group Chair acknowledged the improvements in Looked After Children 
compliance and took the opportunity to thank the Director of Midwifery for the 
excellent suite of maternity papers which clearly set out the risks, actions and 
timeframes.

The Board:
• Received the assurance reports, noting there were no escalations
• Noted the CNST Standards  



390/25

391/25

Item 8.2 2024/25 Quality Accounts 

The Board received the Quality Accounts for 2024/25 for both ULTH and LCHS. The 
documents outlined the work that had been completed during the last financial year, 
with a focus on improving the quality of care that was provided to patients. The 
Quality Accounts included comments from partner organisations, which 
acknowledged the work that had taken place in some areas and identified other 
areas of focus into next year.

The Group Chief Clinical Governance Officer took the opportunity to formally thank 
the Head of Clinical Effectiveness and Complaints for the work undertaken on both 
documents within the required timescales.

The Board:
• Received the 2024/25 2024/25 Quality Accounts

392/25

393/25

394/25

Item 8.3 Urgent and Emergency Care Plan 2025/26

The Group Chief Integration Officer presented the 2025/26 Urgent and Emergency 
Care Plan which had recently been released. The document set out a roadmap for 
rapid and sustained improvements within urgent and emergency care, focussing on 
the core constitutional standards in respect of services at the front door with the 
addition of 12 hour wait changes to national reporting and the new additional 45-
minute handover mandatory standard.

The Group Chief Integration Officer explained that across Lincolnshire plans were 
being developed as a healthcare system, which would include several high priority 
actions in respect of immunisation rates of the population and outbreak management. 
There would also be benchmarking against key measures with two areas of care 
metrics, already scrutinised by the Finance and Performance Committee, for 12 hour 
waits and 45-minute handovers. 

The winter plan would be submitted to the next Board meeting for approval and there 
would also be countrywide Emergency Preparedness, Resilience and Response 
(EPRR) test of those before the end of September 2025. 

The Board:
• Received the 2025/26 Urgent and Emergency Care Plan

395/25

396/25

Item 8.4 Assurance and Risk Report Finance and Performance Committee

Ms Cecchini provided the assurances received by the Finance and Performance 
Committee, at the meetings held during May and June 2025 and the reports were 
taken as read. 

In respect of operational performance following a successful year, Ms Cecchini 
advised the Board of a small deterioration within urgent and emergency care, 
planned care had zero waits for 104-weeks and zero 78-week waits with 14 65-week 
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401/25

402/25

403/25

404/25

405/25

waiters, due to patient choice in the main. Improvements were being seen within 
diagnostic services and long-term support was being sought. 

The cancer 28-day standard had not been achieved for the first time for a long period 
and stood at 72% and there had been a further deterioration in 31- and 62-day 
activity to 75%; the standards would be reviewed going forward.

A review of community metric wait times had taken place and a more focussed 
discussion would take place at the next meeting.

At the June meeting the Committee received an upward report from the Productivity, 
Improvement & Transformation Oversight Forum (PITOF), which members found 
helpful and had also been submitted to the Integration Committee and offered 
assurance against of the transformational changes required to achieve more 
sustainable improvement in operational performance and cost improvement 
programmes (CIP).

From a finance perspective, whilst the organisations were on plan in terms of CIP 
significant changes were expected in months four and seven and whilst the approved 
plan identified all CIPs, further validation had identified a gap which teams were 
working on to mitigate and was a significant undertaking. The Committee had noted 
that one area agreed in May was a post evaluation programme for investments which 
was welcomed, and the first report was expected at the July Committee meeting.

The Committee had received the corporate cost reduction plans which had been 
submitted to NHSE and deemed as compliant. There were some exceptions which 
were awaiting a response from NHSE.

With regards to estates, Ms Cecchini advised the Board that this area remained red 
rated largely due to the community estate managed by NHS Property Services due to 
unacceptable levels of assurance being able to be gained in respect of Authorised 
Engineers (AE’s) reports for statutory compliance. AE’s had been appointed and the 
Committee were awaiting an outcome of reviews to ascertain if there were positive 
improvements on the ratings. 

The Estates team had responded to an internal audit report regarding planned 
preventative maintenance which had returned limited assurance, and a 
commissioned external review had been requested to undertake a deep dive. 

An onward referral to the People Committee was recommended with regards to 
health and safety and mandatory training metrics as mandatory fire training was not 
compliant with KPIs. A cyber dashboard was also received along with an update from 
the Information Governance Group which demonstrated positive improvement would 
be made in subject access requests backlogs by August 2025. Subject access 
request issues relating to record keeping, particularly in relation to staff records was 
noted which was limiting the ability to respond efficiently and effectively.

The Committee also received the Emergency Planning Annual Reports for LCHS and 
ULTH which were recommended to the Board.



406/25

407/25

408/25

409/25

410/25

411/25

412/25

413/25

414/25

The Board approved the publication of the EPRR policy noting that this had been 
reviewed on their behalf by the Finance and performance Committee.

The Group Chief Finance Officer offered that the learning from the 2024/25 post 
investment had concluded, and lessons would be learned for this programme of 
works for 2025/26. The Group Chief Finance Officer also offered that the corporate 
cost return had been submitted in line with national timescales and actions would be 
monitored through budget management or the efficiency programme.

The Group Chief Operating Officer provided assurance that the FDS position of 
72.5% related to a myriad of issues and the position had improved to 76.2% in June.

The Group Chief Estates and Facilities Officer informed Board members that the 
AE’s had now been appointed and were working through reports. The first water 
safety report had been received, and the rest would follow over the coming weeks 
and there would be more knowledge of the risks being carried soon.

The Group Chief Clinical Governance Officer informed those present that she was 
Chairing the PITOF meetings, and the meeting brought together all productivity and 
improvement activity taking place along with the CIP programme detail which 
enabled colleagues to review data in more detail. The meetings were being found to 
be of benefit in respect of providing oversight on the CIP programmes across the 
Group.

The Group Chief Estates and Facilities presented the EPPR reports for ULTH and 
LCHS which had been considered and approved on behalf of the Board at the 
Committee meeting. 

For LCHS, the Group Chief Estates and Facilities Officer explained that 
improvements had been seen over the last year and was 84% compliant, with 49 of 
58 core standards fully compliant and there was a high level of compliance for tactical 
and operational commanders. LCHS had taken part in internal and regional exercises 
and a vast amount of work had been completed to meet the core standards. In terms 
of areas of risk, Business Continuity Plans (BCPs) remained a concern and 
documentation was limited around external suppliers. Some training needs also 
required re-emphasising and addressing. The Group Chair acknowledged the 
improvement made with the LCHS ratings over the last year.

The Group Chief Estates and Facilities Officer advised Board members that ULTH 
was 90% complaint and good improvements had been made with the organisation 
now fully compliant on 58 of 62 core standards and had participated in major incident 
exercises and several internal incidents which teams had responded to well. Some 
risks remained in respect of counter measure plans, lockdown procedures for both 
ULTH and LCHS which would require a staged approach and 24/7 loggist coverage 
was also an area which was being further explored. There had been continued focus 
on BCPs. There were five partially compliant standards which would receive 
continued oversight from the Emergency Planning Group.

The Group Chief Operating Officer took the opportunity to commend the Emergency 
Planning Teams across the Group who had dealt with some internal incidents 



throughout the year and for their ownership of the SBAR cascade and standdown 
procedures which had been significant. 

The Board:
• Received the assurance report
• Received the 2024/25 EPRR Annual Reports for LCHS and ULTH

415/25

416/25

417/25

418/25

419/25

420/25

Item 8.5 Finance Briefing

The Group Chief Finance Officer offered a summary of performance as at month two 
advising that for 2025/26  the ULTH year to date financial position was a £7.1m 
deficit, which was in line with plan, and the LCHS year to date financial position was 
a £1m deficit, £0.1m favourable to plan.

The ULTH Cost Improvement Programme (CIP) year to date had delivered savings of 
£5.3m which was in line with plan and LCHS had delivered £0.7m in savings, which 
was £0.2m favourable to plan. 

As part of the CIP work, the Group Chief Finance Officer explained that several 
service transformation projects were underway and as well as work to ensure that 
workforce spend was controlled, there would also be a focus on limiting spend on 
temporary workforce and vacancy control.

The Group Chief Nurse described a risk-based approach to not utilising the 
temporary workforce and a process whereby other wellbeing measures had been 
implemented to reduce sickness and controls, good roster compliance would also be 
key to this. There would be an end to the usage of overtime which would see an 
impact in reducing workforce figures. The Group Chief Nurse also advised Board 
members that 80 whole time equivalent Health Care Support Workers (HCSWs) had 
been appointed following a period of recruitment which would offset trajectories from 
August 2025. The Group Chief Nurse explained that the same oversight process 
would be applied to administrative bank.

The Group Chief Medical Officer offered that earlier job planning processes had been 
undertaken this year which would help to define decisions and identify gaps in 
establishment vacancies, and a review would be undertaken through temporary 
staffing solutions to tighten controls. Retrospective approvals also required further 
grip and control to reduce the spend, which would be enacted imminently. 

The Group Chief People Officer offered that work was underway with the Digital 
Team for live reporting to be available in respect of the reporting of temporary 
staffing. The vacancy control process had also been reviewed and the focus was on 
the temporary staffing elements to ensure patient safety was not compromised. 
Weekly reporting would be implemented to provide more thorough oversight of use 
and spend.

The Board:
• Received the report



Item 9 Strategic Aim 2 People
421/25

422/25

423/25

424/25

425/25

426/25

427/25

428/25

429/25

Item 9.1 Assurance and Risk Report People Committee 

Mrs Wells provided the assurances received by the People Committee, at the 
meetings held during May and June 2025 and the reports were taken as read. 

At the June meeting the Education Oversight Group provided a positive position on 
statutory and mandatory training with LCHS at 91.44% and ULTH 92.57%. Fire 
safety training was being reviewed, and an update would be provided at the next 
meeting.

Discussions would be held with the University of Lincoln regarding changes to 
apprenticeship levies and an update would be provided at a future meeting. 
Discussion also took place on temporary workforce and bank/agency use as 
previously described.  In terms of medical education there was positive feedback 
from NHS England on trainees, however education space for some medical 
education continued to be a challenge in some areas across the Group which the 
Space Group was reviewing.  The results of a GMC survey were expected in August 
2025.

The Committee recognised the significant number of volunteer hours being 
undertaken across the Group and several celebration events for the volunteer 
workforce had been held over recent weeks.

An update from the Workforce Strategy Group was provided and vacancy rates were 
above expected levels in some areas. A deep dive had been provided on speech and 
language therapy, and staffing had been raised as a risk. There had also been a 
reduction in sickness rates across the Group, and the Committee was optimistic that 
rates would have further reduced at the next meeting. There had been a positive 
update in respect of appraisal rates and good outcomes were being seen. 

A workforce hub had been created to support change programmes to ensure staff 
members were fully supported. The Committee also commended the work 
undertaken on the Mutually Agreed Resignation Scheme (MARS) so far, in respect of 
pace and delivery. 

Rest space remained an issue and had been referred to the Group Chief People 
Officer and an Equality Diversity and Inclusion Report had been received with the 
Committee noting work in progress to explore reductions in scores and an update 
would be provided at the next meeting. The Culture and Leadership Group upward 
report acknowledged the volume of change programmes and Group Leadership 
Team (GLT) Roadshow feedback. The Committee was also advised of five employee 
exclusions across the group.

All areas of the Board Assurance Framework remained amber rated.

At the May meeting, the Committee had been advised of work in the emergency 
department on culture and behaviours and the Organisational Development team had 
been providing support to leaders and a further update would be provided in six 
months, where it was anticipated that improvements would be seen.



430/25 The Group Chief People Officer advised that the vacancy position remained higher 
than expected within the vacancy control period and the current process had been 
extended for a further three months. 

The Board:
• Received the assurance reports 

Item 10 Strategic Aim 3 Population
431/25

432/25

433/25

434/25

435/25

436/25

437/25

438/25

439/25

Item 10.1 Assurance and Risk Report from the Integration Committee

Mr Connolly provided the assurances received by the Committee at the meetings 
held in May and June 2025 noting there were no upward escalations to the Board. 
The Board Assurance Framework had been reviewed in detail with updated narrative, 
and no changes were noted in assurance ratings.

From an estates perspective updates were received regarding capital which was on 
track and the Committee had received improvement plans relating to space utilisation 
which remained between 50% - 54%. An update on the development of integration 
neighbourhood teams was also provided and had been well received. Population 
health data was starting to develop further, and the Committee would maintain 
oversight and assurance of this moving forward.

The Electronic Patient Record (EPR) procurement work had been completed, and it 
was anticipated that scanning would commence in January 2026. 

Draft Green Plans were received for both LCHS and ULTH which required further 
refinements and would be presented to the Board at the September 2025 meeting. 

The Committee approved the approach to a discharge dashboard which had 
underpinning methodologies and would support a move to reduce average length of 
stay for patients.

In respect of Digital, BadgerNet had gone live, and the Digital Strategy was 
presented to the Board for approval.

The Group Chief Integration Officer offered that the Committee had received two 
deep dives relating to the discharge work and the new system would be implemented 
on three Wards on each of the two acute sites during July. The ICB Target Operating 
Model work had been paused as a result of the ICB Model Blueprint and work would 
be recommencing shortly.

The Group Chief Integration Officer explained that ULTH was trying to complete the 
introduction of the Electronic Document Management System work in 18 months.

The Group Chief Estates and Facilities Officer advised that in terms of space, 54% 
related to open space bookable via NHS Property Services, this was not overall 
space utilisation.



440/25 The Group Chair commented that the Digital Strategy was professionally written and 
presented.

The Board:
• Received the assurance reports 
• Approved the Digital Strategy 

441/25

442/25

443/25

444/25

Item 11 Integrated Performance Reports

The Integrated Performance Reports were taken as read with the Board noting that 
the reports had been received and reviewed in depth by the Committees and several 
areas had been discussed throughout the meeting.

The Group Chief Integration Officer explained that the new Integrated Performance 
Reports would be seen by Committees during the next cycle of meetings which would 
cascade through to Board reports.

In relation to the Summary Hospital-level Mortality Indicators (SHMI), the Group Chief 
Medical Officer provided some clarification in relation to the methodology.  It was 
explained that the detail within the report appeared to demonstrate an upward trend, 
however this was a dynamic measure where the upper limit of normal described that 
this was normal or above expected numbers and over a period of time the trend had 
increased to the upper limit of normal, following a number of expected deaths. The 
current level for the SHMI was 109.34% and this would need to be scoring 115% for 
this to flag as above normal. 

The Group Chief Medical Officer advised those present that the organisation was 
remaining well within the normal range and assured the Board that this was not an 
area of concern, however this would continue to be monitored.

The Board:
• Received the Integrated Performance Reports noting the moderate 

assurance

Item 12 Risk and Assurance
445/25

446/25

447/25

Item 12.1 Group Risk Management Report 

The Group Chief Clinical Governance Officer presented the risk report to the Board 
noting that the number of very high risks had remained static for LCHS. There had 
been one very high risk reported to the Quality Committee and one risk increase 
relating to procurement staffing.  The pharmacy workload had been closed as a result 
of merging this with another risk.

The Finance and Performance Committee had been presented with five very high 
risks and the Integration Committee held no very high risks.

The Group Chief Clinical Governance Officer advised that work was underway to 
realign the risks to the new strategic objectives and further movement would be seen 
within the next Committee reporting cycle.



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

448/25

449/25

Item 12.1.1 Risk Appetite Statement 2025/26

Following a recent Board Development Session, the Group Chief Clinical 
Governance Officer informed those present that the Non-Executive Director Chairs of 
Committees and Executive Leads had met to review the Risk Appetite Statement for 
20252/26 which was now presented for approval by the Board.

The Group Chief Clinical Governance Officer took the opportunity to formally offer 
thanks to the Deputy Group Clinical Governance Officer for developing this 
document.

The Board:
• Received the report and agreed the updated risk appetite 

description/levels against each strategic objective
• Approved the 2025/26 Risk Appetite Statement and agreed to append 

this to the Risk Management Policy

450/25

451/25

452/25

Item 12.2 Board Assurance Framework

The Group Director of Corporate Affairs presented the 2025/26 Board Assurance 
Framework and explained that significant work had been undertaken on this. 
Colleagues acknowledged some elements remained under development and work 
was ongoing with Executive Directors.

The Board acknowledged that this had been considered by Committees during May 
and June 2025 and there had been no changes to the assurance ratings against the 
strategic objectives since it was last received. The Board Assurance Framework 
continued to be aligned to risk reporting and the risk appetite statement.

The Group Chair requested that Audit Committee gave this independent oversight at 
the next meeting and should report back to the Board to provide an added layer of 
assurance.

Action: Audit Committee Chair, 25 July 2025

The Board:
• Accepted the 2025/26 Board Assurance Framework

453/25

454/25

Item 12.3 Assurance Report from the Audit Committee

Mr Herbert provided the key highlights from the Audit Committee meeting held in 
June 2025 which had dealt only with business related to the sign-off of the annual 
report and 2024/25 annual accounts for both ULTH and LCHS, and the report was 
taken as read.

The Committee had received the Internal Audit Annual Report 2024/25 for both 
organisations. The organisations were both issued with Reasonable Assurance and 



455/25

456/25

457/25

458/25

459/25

460/25

the Head of Internal Audit Opinions did not highlight any areas of material concern. 
The Committee noted the pressure that had been experienced with the completion of 
the audit plans for the year and that a small number of audit reports were still to be 
issued.

The Committee received the Audit Completion Report and Auditors Annual Report for 
both organisations. The Committee was advised that the audit work was still ongoing 
as was usual however was substantially completed. The queries which were 
outstanding were being resolved between the team and the Auditors. 

The Committee had been advised of one adjusted misstatement in the final version of 
the LCHS report which was above the reporting threshold but below materiality.

The Committee was advised of one unadjusted misstatement in the ULTH report, 
which was above the reporting threshold of £300,000, related to a differing opinion on 
how the refund for the Brockenhurst Case had been accounted for.

In respect of the value for money review, there had been some weakness highlighted 
for ULTH in terms of financial sustainability which was required to be referred to the 
Secretary of State for Health.

The 2024/25 Annual Accounts and Annual Reports for both LCHS and ULTH had 
been received and subject to financial amendments both reports were recommended 
to the Board for approval and had subsequently been approved at a Board meeting 
on 23rd June 2025.

With regards to the external auditors value for money assessment, the Group Chief 
Finance Officer explained that feedback had been received that more progression 
had been seen in the 2025/26 financial plan and it was anticipated that a review 
would be undertaken once a breakeven plan had been delivered.

The Board:
• Received the Assurance Report 

461/25 Item 13 Board Forward Planner

The Group Director of Corporate Affairs presented the Forward Planner for Board for 
information.

The Board:
• Received the Board and Board Development Forward Planner 

462/25 Item 14 Any Other Notified Items of Urgent Business

No further items were discussed.

463/25 The next scheduled meeting will be held on Tuesday 2nd September 2025 via MS 
Teams live stream.



Voting 
Members

6 
May 
2025

1 
July 
2025

ULHT/LCHS
Elaine Baylis X X

Rebecca 
Brown

X A

Neil Herbert X X
Dani Cecchini X X
Jim Connolly A X
Karen 
Dunderdale

X X

Daren 
Fradgley

X X

Nerea 
Odongo

X X

Colin 
Farquharson

X X

Paul Antunes 
Goncalves

X X

LCHS
Gail Shadlock X



PUBLIC BOARD IN COMMON ACTION LOG Agenda item: 5.1

Board date Minute 
ref

Subject Explanation Assigned to Action 
due at 
Board

Completed

1 July 2025 451/25 Board Assurance 
Framework

Audit Committee to give the Board Assurance 
Framework independent oversight to provide 
an added layer of assurance.

Audit 
Committee 
Chair

2 Sept 
2025

Audit committee 
considered the 
Board Assurance 
Framework in detail 
at it's meeting on 25 
July.  Assurance 
was received from 
Committee Chairs 
that the framework 
was fit for purpose 
and was being fully 
utilised in 
Committees.  Audit 
Committee would 
continue to maintain 
it's oversight as the 
framework 
continued to 
develop
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Meeting Lincolnshire Community and Hospitals Group 
Board

Date of Meeting 2nd September 2025 
Item Number 6

Group Chief Executive’s Report

Accountable Director Karen Dunderdale, Group Chief Executive
Presented by Karen Dunderdale, Group Chief Executive
Author(s) Karen Dunderdale, Group Chief Executive

Gemma Coupland, Business Manager
Recommendations/ 
Decision Required 

The Board is asked to note the update on the key points from July 
and August 2025. 

System Overview

a) All parts of Lincolnshire health and care system remain busy, but good work 
continues to cope with the ongoing operational pressures. 

b) Resident Doctors participated in national industrial action coordinated by the 
British Medical Association from 25 to 30 July 2025. The action was in 
response to ongoing disputes over pay restoration and working conditions. 
During the industrial action the Group implemented its established business 
continuity protocols to mitigate any disruption and we continue to monitor the 
national situation in preparation for any potential future action. I would like to 
pay tribute to our colleagues and partners for the robust planning and 
ensuring our patients remained safe.

c) The Department of Health and Social Care published the 10 Year Health Plan 
for England during July 2025, marking a pivotal moment for the NHS. The 
plan titled ‘Fit for the Future’ responds to Lords Darzi’s review of the NHS. 
The plan sets out a transformational vision for the NHS aiming to ensure long 
term sustainability. The health plan focuses on three fundamental shifts - from 
hospital to community, from analogue to digital and from sickness to 
prevention. The Lincolnshire system is engaging with the plan’s priorities, 
particularly around digital transformation, workforce empowerment and 
financial sustainability, as part of the strategic planning and operational 
delivery. 
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Eight working groups have been established to support the delivery of the 10 
Year Health Plan. Following an expression of interest I have been invited to 
be part of the Oversight, Foundation Trust Licensing and Integrated Health 
Organisations working group and other CEOs in Lincolnshire have also joined 
other working groups. 

d) On 16 July 2025 the Department of Health and Social Care published the 
findings of independent review into the roles of Physician Associates (PA) and 
Anaesthesia Associates (AA) led by Professor Gillian Leng.  The review 
provides a comprehensive assessment of the safety, effectiveness, and 
integration of these roles within multidisciplinary teams across the NHS. The 
review was an opportunity to reset and clarify the scope and supervision of 
these roles, with immediate changes including revised job titles and 
deployment guidance. As a Group, we are committed to supporting the 
implementation of these recommendations, ensuring that our workforce is 
aligned with national expectations and continues to deliver safe, high-quality 
care.

e) During July Dr Penny Dash’s, Chair of NHSE, independent review of patient 
safety across the health and care landscape was published. This review 
highlights the need for a more coherent and strategic approach to patient 
safety across health and care. It identifies fragmented oversight, underused 
data and digital tools, and weak integration of patient and staff voice. The 
report sets out nine key recommendations to streamline governance, 
strengthen accountability, and embed quality improvement, placing greater 
emphasis on leadership, digital innovation, and meaningful engagement.

f) Following the consolidation of Integrated Care Boards it has now been 
formally agreed that Lincolnshire ICB will become part of a cluster 
arrangement  with Derby and Derbyshire ICB and Nottingham and 
Nottinghamshire ICB. Work is ongoing to develop the structures for this 
cluster along with confirmation regarding the Chair and Accountable Officer 
designated appointments. 

g) The Quarter 1 Lincolnshire System Review Meeting took place on 16 July 
2025 with the regional NHSE team. This was a positive meeting and there 
continues to be confidence in the system. 

h) NHS England published the 2025/26 Winter Plan in July which sets out the 
system wide strategy to strengthen resilience and improve performance 
across urgent and emergency care services. The Lincolnshire system is 
developing robust winter plans to address the key priorities of the plan and 
ensure alignment with national performance targets. Regional stress testing of 
the plan will be conducted in September with final plans and Board Assurance 
statements submitted to NHS England by October. 
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Group overview

a) At month 4, ULTH reports a YTD financial position of £10.6m deficit, in line 
with plan

b) LCHS’s YTD financial position is £1.7m deficit, £0.1m favourable to plan. 

c) The ULTH CIP YTD has delivered savings of £13.7m, 0.7m favourable to 
plan. LCHS CIP YTD has delivered £1.4m, which is £0.1m favourable to plan. 

d) During June 2025 annual appraisals for the Executive Leadership Team (ELT) 
were completed in line with the Board member appraisal guidance. In 
addition, all ELT members continue to meet the criteria set out in Fit and 
Proper Persons Requirement , with no issues identified through the appraisal 
or ongoing assurance process. This reflects the Group commitment to strong 
governance, accountability and leadership standards. 

e) Following the signing of the contract with Nervecentre in June, the Initiation 
Stage of the Electronic Patient Record (EPR) Programme commenced on 14 
July. This short phase is designed, via a series of workshops involving staff, to 
produce a high-level plan for the programme, which will be the blueprint for 
the detailed Implementation Stage, in which each of the modules will be 
designed and built. The excellent level of attendance at the workshops has 
demonstrated staff commitment and excitement that the EPR Programme has 
moved from planning into an active stage.

f) The Group has undertaken a public engagement exercise, for a period of 6 
weeks, about the future location of orthopaedic clinics in Lincoln. The 
Orthopaedic Clinic (11) is currently located next to the Same Day Emergency 
Care (SDEC) at Lincoln County Hospital, which is an area identified for 
development to improve the urgent and emergency care pathways. To enable 
these developments to take place and increase the footprint of SDEC, ULTH 
is exploring the option to relocate the existing orthopaedic clinic to free up 
additional space.  The Trust is proposing to relocate the orthopaedic clinic to 
Lincoln Community Diagnostic Centre and staff, patient and public views are 
being sought on this change.

g) Construction is currently underway on a new £26.5 million Endoscopy Unit at 
Lincoln County Hospital, designed to meet the growing healthcare needs of 
residents across Lincolnshire. This state-of-the-art facility will offer modern, 
accessible spaces for patients while significantly enhancing the working 
environment for staff. Once complete, the unit will expand the Group’s 
diagnostic capacity, enabling faster, more comfortable diagnostic services and 
improving overall patient care.

h) Following submission of the annual review by the Endoscopy Service at 
ULTH, the Trust has received confirmation that all required Joint Advisory 
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Group (JAG) accreditation standards have been met and the accreditation 
has been renewed for a further year. This significant achievement is a 
testament to the consistent high standards of care, professionalism and 
dedication demonstration by every member of the team. Achieving and 
maintaining JAG accreditation reflects a deep commitment to quality, safety, 
and continuous improvement in patient care.

i) As part of the annual reporting process for the National Neonatal Audit 
Programme (NNAP), the Neonatal Service at Lincoln County Hospital has 
been formally recognised as outstanding in Retinopathy of Prematurity (ROP) 
screening. The service achieved a compliance rate of 97.5%, significantly 
exceeding the national average of 80%. This outstanding result reflects the 
team's unwavering commitment to clinical excellence, early intervention, and 
the highest standards of neonatal care. 

j) On 18 July 2025 I attended the official launch of Age UK Lincolnshire. The 
event marked a significant milestone with the beginning of a new chapter for 
the organisation, which has evolved from its previous form to better reflect its 
expanded reach and renewed commitment to supporting older people across 
the region.

k) On 1 August 2025 the Group hosted a visit to Lincoln County Hospital by NHS 
England Chief Executive, Sir Jim Mackey. This provided an opportunity for us 
to talk through how we are planning to take forward the NHS 10 Year Health 
Plan. The visit included a tour of the urgent and emergency care pathways 
which provided an opportunity for the teams to showcase the amazing work 
they do to support the residents of Lincolnshire. There was also an 
opportunity with partners to demonstrate our joined up working and sense of 
community. 



Group Model Workstream 
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Meeting Lincolnshire Community and Hospitals Group 
Board

Date of Meeting 2nd September 2025
Item Number 6.1

Group Model Workstream Progress Briefing

Accountable Director Karen Dunderdale, Group Chief Executive 
Presented by Karen Dunderdale, Group Chief Executive
Author(s) Wendy Booth, Interim Governance Advisor 
Recommendations/ 
Decision Required 

The Board is asked to:-
- review progress with the delivery of the group development 

programme plan; and
- note the issues highlighted requiring further action

How the report supports the delivery of the LCHG strategic aims & objectives
Patients: Better Care – Timely, affordable, high quality care in the right place:
1a: Improve patient safety, patient experience and deliver clinically effective care X
1b: Reduce waiting times for our patients X
1c: Improve productivity and deliver financial sustainability X
1d: Provide modern, clean and fit for purpose care settings X
People: Better Opportunities – Develop, empower and retain great people:
2a: Enable our people to fulfil their potential through training, development and 
education

X

2b: Empower our people to continuously improve and innovate X
2c: Nurture compassionate and diverse leadership X
2d: Recognising our people through thanks and celebration X
Population: Better Health – Improve population health:
3a: Transform clinical pathways, rationalise our estates investing more in community 
care and reduce reliance on acute services

X

3b: Move from prescription to prevention, through a population health management & 
health inequalities approach

X

3c: Enhance our digital, research & innovation capability X
3d: Drive forward our improvement and efficiency agenda including sustainability and 
Green Plan

X
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Executive Summary
Background & Introduction

This report is intended to provide a high-level briefing on progress against delivery of the 
agreed group development programme milestones. Over time, the report will be expanded 
to include reporting on benefits realisation of the move to group.

Current Position including Issues for Escalation

There has been continued good progress on delivery of the agreed programme milestones.  
In the main, slippage on agreed timescales for some actions remains as previously reported 
although within the report as at August 2025, slippage is being reported in respect of some 
actions due to delays in GLT and / or board approval of relevant matters. In all instances, 
revised timescales for seeking the necessary approvals have been included within the plan.

Issues for escalation and further action:

• work to align the IPR and finalise the group KPIs remains outstanding – a revised 
timescale of 31 August 2025 to complete this work is indicated;

• the newly revised upward report & report templates, report writing guidance and any 
planned training need to be launched as a priority;

• the number of out of date policies (primarily within ULTH) is a risk for the group. The 
need for an improvement plan and trajectory to improve compliance in this area has 
recently been agreed by ELT.

Group Board Action Required

The Group Board is asked to:

• review progress on delivery of the group development programme plan; and 

• note the issues highlighted requiring further action



Work Stream 1: Group Operating Model & Leadership: how the group operates & 
makes decisions

Key Tasks / Milestones Timescales Current Position including agreed remedial actions 

where progress is ‘off track’

RAG

Complete the group executive leadership recruitment process including the development of an 

appropriate induction programme and agreement of the contractual arrangements for the new 

group executive roles

Complete the Fit & Proper Person Test (FPPT) checks for all relevant posts and ensure there 

are arrangements in place for the audit of “processes, controls and compliance supporting the 

FPPT assessments”, in accordance with the NHSE FPPT Framework

31 August 2024 (initial 

appointments)

Partially Complete: Appointments made to group 

executive leadership roles; some on an interim basis 

initially. Contracts issued for initial cohort but outstanding 

for recent substantive appointments. Where roles remain 

interim, substantive appointments to be made over the 

period March – August 2025. Testing of FPPT 

compliance within Internal Audit Programme for 2025/26

Once the executive leadership recruitment process is concluded, formalise the externally-set 

executive director statutory & regulatory accountability roles (to be reviewed alongside 

executive portfolios)

30 September 2024 Complete: Externally set executive director statutory 

roles reviewed and formalised to reflect the new 

leadership structure and shared at board. Schedule 

recently updated to confirm that the Group Chief Medical 

Officer is the executive (clinical) lead for medical devices 

in line with current national guidance

Formally approve the overarching group model structure and associated implementation plan 

including the proposed re-design of the existing directorates to introduce a new Alliance 

Division as part of an enhanced collaborative operating model, enable each division / 

directorate to operate on a wider footprint  and ensure that clinical leadership remains central 

to the group model as a key function of group leadership

31 December 2024 (socialise & 

engage)

4 March 2025 (board approval)

1 April 2025 (implementation)

30 June 2025 (embedded)

Complete: Operating model socialised through the re-

launched Group Leadership Team (GLT) and 

implementation plan developed. Final operating model 

approved by the board in May 2025 and being 

communicated and embedded

As part of the work to finalise the wider group and directorate structures, agree the division / 

balance of roles & responsibilities at group and trust level including alignment with Place,

supported by the development of a clear Accountability & Performance Management 

Framework and aligned governance & decision-making processes and arrangements 

As above

Implement and embed the new operating model and leadership structure, Performance 

Management & Accountability Framework and associated governance arrangements

1 April 2025 (implementation)

30 June 2025 (embedded)

Complete: As above. PRMs are now in their sixth cycle 

and are scored as per the Performance Management & 

Accountability Framework (but see also work stream 2)

Align the group support services and associated policies, processes and arrangements 1 April 2025 (implementation)

30 June 2025 (embedded)

Underway but not yet complete – some pressures on 

teams currently

Once all of the required changes to the trust’s operating model including leadership and 

governance & decision-making arrangements have been made, communicate to staff across 

the group - to include the development of a simple visual representation of the trust’s operating 

model

1 April 2025 & Ongoing Comms cascade underway through GLT roadshows

1



Work Stream 2: Accountability, Information & Reporting

Key Tasks / Milestones Timescales Current Position including agreed remedial 

actions where progress is ‘off track’

RAG

Design, approve and implement an Performance Management & Accountability 

Framework for the group which:

• is aligned to the aims & objectives of the group and strategic partners;

• is aligned to the relevant statutory and regulatory standards, requirements 

and contracts relevant to the trusts and wider group;

• flows from ward / patient to board;

• is aligned to and supports the board and board committee cycle;

• is based on clear metrics with defined performance thresholds reported 

through a harmonised Integrated Performance Report (IPR) from a group, 

trust directorate & service perspective;

• is balanced across strategy, quality & safety, performance: operational 

delivery, workforce, finance, governance & risk;

• is underpinned by a harmonised accountability & performance review policy 

& process;

• is action focussed in support of delivery and risk mitigation

and which reflects best practice as set out in the latest NHSE guidance: ‘The 

Insightful Provider Board’;

[Note: There is a need to ensure relevant improvement programmes e.g. ULHT 

Integrated Improvement Plan (IIP) is integral to and not separate from the above 

process including the alignment of group / trust KPIs]

31 January 2025 (draft 

outline)

28 February 2025 (socialise)

3 March 2025 (approval)

1 April 2025 

(implementation)

30 June 2025 (embedded)

Group Performance Management & 

Accountability Framework approved and aligned 

PRMs in place (now in sixth cycle). 

The agreement of final metrics for 2025 / 26 and 

alignment of the IPR is not yet complete. 

Proposed revised timescale of 31 August 

2025

Review the BI resource across the group to ensure this remains effective in 

support of the Performance Management & Accountability Framework and the 

accurate, effective and timely reporting on performance and as part of the ‘Vision 

for Information’

20 December 2024 (Draft 

Vision)

31 March 2025 (Final Vision 

and Structure Proposal)

30 April 2025 (approval of 

structure)

Complete & ongoing: Structure agreed. 

Director of Digital in post from 1 April 2025. 

Director of Performance Intelligence to go out to 

advert imminently. New performance information 

system now developed and being deployed 

(RACH). Next step is to deploy RACH to support 

PRMs and the IPR for board
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Work Stream 3: Aligned Governance & Decision-Making

Key Tasks / Milestones Timescales Current Position including agreed remedial actions where 

progress is ‘off track’

RAG

Board & Committee Governance

Complete the transition from boards-in-common to a joint or group board (once all appointments have been made to group 

executive leadership roles and NHSE approval has been received for the appointment of joint or group and trust specific Non-

Executive / Associate Non-Executive Directors (NEDs / ANEDs)

30 November 2024 (complete – joint Trust 

Board in place)

Complete: Group Board in place. Board Development Programme also in 

place supported by NHS Providers who have provided some initial 

observations and recommendations for strengthening the operation of the 

board – relevant actions incorporated within the group development 

programme plan. Well Led Assessment also planned for 2025 with NHS 

Providers support. Terms of Reference for Well Led Assessment drafted 

and assessment commenced

Complete the work to align the board business cycle (work plan) 31 December 2024 (drafted)

31 January 2024 (approval)

3 March 2025 (revised timescale for approval)

Complete: Board business cycle for 2025/26 approved by Group Board in 

March 2025 

Complete the work to transition the remaining board committees (Audit & Risk, People / Workforce, Finance & Performance) to 

work jointly including the development and approval by the trust board of harmonised terms of reference & work plans and the 

agreement of any changes to the naming convention for these committees. The development of harmonised terms of reference 

and work plans for all board committees to include a review of:

• delegated authority and matters reserved to the Group Board;

• membership (reflecting changes to group leadership structures);

• reporting up from sub-groups (reflecting any changes to and / or alignment of those groups)

• assurance ratings (ensuring these are aligned and consistent with those within the BAF)

• the development of an ‘Assurance Map’ detailing the areas of oversight covered by each of the board committees; not 

least to avoid duplication and gaps

31 December 2024

(harmonisation & approval of terms of 

reference & work plans & transition to new 

ways of working for all board committees)

1 January – 31 March 2025 (implementation)

6 May 2025 (final terms of reference & work 

plans submitted to board)

30 June 2025 (arrangements fully embedded)

Complete: Committees are now meeting jointly although arrangements 

continue to be embedded

Terms of reference and work plans refreshed to reflect the new group 

strategic aims & objectives and approved by the Group Board in May 2025 

(together with the ‘Assurance Map’, ‘Board & Board Committee Principles 

Framework)

‘Assurance ratings within the BAF have been reviewed and wording 

updated. Assurance ratings used within reports to the board and board 

committees have also been updated as part of the strengthening of the 

board & board committee templates

Review of groups reporting into board committees is also complete. (The 

review of sub-groups reporting into those groups is a separate piece of work 

as part of BAU) 

Undertake a review of the operation and effectiveness of the Quality Committee nine months on and any required changes to 

the terms of reference, work plan & associated arrangements. Any learning to be used to inform the transition of the remaining 

committees to working jointly 

[NB. Independent testing of the operation and effectiveness of all board committees working jointly will be required once 

embedded. This could be as part of the Internal Audit or planned Well Led Assessment.]

31 October 2024 (review complete)

31 January 2025 (board receipt of & 

implementation of recommendations)

Complete: Review of Quality Committee undertaken with support from 

Interim Governance Advisor and recommendations accepted and shared 

with the Group Board. Some changes made to reporting groups. 

Arrangements to be reviewed again in 12 months. Learning from the review 

is being used to inform the transition of the remaining board committees to 

working jointly

Develop and seek approval from the trust board of terms of reference and a work plan for the proposed joint Integration 

Committee and agree the date for these meetings to commence and the required frequency

30 November 2024 Complete: but see also comments above on the need for embedding of all 

joint board committees

Develop a ‘board & committee principles framework’ to ensure there is collective understanding of joint working principles; that 

both trusts can continue to make decisions and operate in accordance with the statutory & regulatory requirements that apply to 

them; and there is continued robust corporate reporting

31 December 2024

6 May 2025 (submitted to board)

Complete: ‘Board & committee principles framework’ drafted and approved 

by the Group Board in May 2025

Develop (or make any required changes) to harmonised board & committee templates (report cover / front sheet, agenda, 

minutes, upward report & action log) and common report writing guidance in light of the move to group and working jointly. As 

part of the development or updating of the report writing guidance, consider the need for and introduce a programme of report 

writing training for key staff and develop an exemplar report front / cover sheet

28 February 2025

(templates & guidance)

31 March 2025 (training plan drafted)

6 May 2025 (submitted to board)

Revised suite of upward report and report templates and report writing 

guidance developed and agreed. Date of launch to be confirmed
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Work Stream 3: Aligned Governance & Decision-Making (Cont’d)
Key Tasks / Milestones Timescales Current Position including agreed remedial 

actions where progress is ‘off track’

RAG

Non-Executive Director (NED) & Associate Non-Executive Director (ANED) Roles

Complete the review of proposed NED / ANED roles for the group and secure the 

required internal and external approvals [Note. This is required to facilitate a formal 

move to a joint or group board and joint committees rather than ‘in-common’ board 

and committees]

30 September 2024 Complete: review of NED / ANED roles complete. 

Approvals received and arrangements effective 

from 1 October 2024

NHSE approval also received for the appointment 

of an additional NED who is now in post. 

Additional NED is a full NED on the ULTH board 

and an Associate NED on the LCHS board. This 

additional appointment reflects the award of 

teaching hospital status to ULTH

Board Development

Once the group executive leadership team is in post and informed by a board skills & 

knowledge assessment and aligned to the proposed group executive development 

programme, develop, agree & implement a Joint Board Development Programme.  

As an outline, a Board Development Programme may typically include:

• board development days / time-outs ensuring dedicated time on key topics and 

priorities including group development and strategy;

• information sharing / briefings (e.g. national policy, regulatory changes, learning 

and good practice from elsewhere);

• board training / compliance requirements;

• tailored sessions in response to identified development needs (including those 

identified from the skills & knowledge assessment or arising from the annual 

review of board effectiveness or any well led or governance review etc.)

From 1 October 2024 onwards Complete & ongoing: Board Development 

sessions being undertaken with NHS Providers 

support 

Formal programme for 2025/26 drafted to ensure 

appropriate focus on strategy and long term 

service development, the role of the unitary board, 

the board’s appetite to risk, working with system 

partners and the board’s responsibilities in respect 

of EDI and health inequalities (NHS Providers 

Board Effectiveness Survey, November 2024 

refers) 

Programme shared with the Group Board in May 

2025

Consider undertaking an annual board maturity assessment which in turn will 

contribute to any well led assessment and will inform the board development 

programme for the following year

31 March 2025 Well Led Assessment, which is being undertaken 

by NHS Providers, commenced in June 2025 and 

is expected to last 3 months
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Work Stream 3: Aligned Governance & Decision-Making (Cont’d)

Key Tasks / Milestones Timescales Current Position including agreed remedial 

actions where progress is ‘off track’

RAG

Executive Governance

Design, approve and implement the group executive governance & 

decision-making structure to include a review and alignment, as 

appropriate, of the sub-groups reporting up to the Executive Leadership 

Team (ELT) / Group Leadership Team (GLT). The design of the new 

structure to ensure:

• there are effective & timely governance & decision-making 

arrangements in place that support operational delivery and meet the 

needs of the trusts and wider group; 

• there is appropriate alignment with the proposed Accountability 

Framework for the group;

• the governance & decision-making arrangements in place support the 

trust and wider group to meet the relevant statutory and regulatory 

requirements; 

• there is consistency in how information and assurance is reported up 

to group executive and board & committee level;

• there is a clear separation between management (escalation and 

decision-making) and assurance meetings;

• the structure feeds and supports the new board and committee 

meeting cycle in a timely way;

• there is scope for tailoring arrangements where necessary to specific 

trust-level risks and needs

31 January 2025 (draft 

outline)

28 February 2025 

(socialise)

31 March 2025 (approval)

1 April 2025 

(implementation)

30 June 2025 (embedded)

Complete: Review of executive governance / 

meeting structures undertaken – final iteration 

submitted to and approved by ELT on 

Thursday, 6 June 2025. Structures to be 

socialised through GLT and embedded

As part of the above work, review the terms of reference for the Executive 

Leadership Team (ELT) & Group Leadership Team (GLT) to ensure that 

roles & responsibilities are clear and that clinical leadership / input remains 

central to decision-making across the group

As above Complete: Final Terms of Reference agreed
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Work Stream 3: Aligned Governance & Decision-Making (Cont’d)

Key Tasks / Milestones Timescales Current Position including agreed remedial actions 

where progress is ‘off track’

RAG

Board Reporting Framework (BAF) & Risk Registers

Phase 1: Complete the work to align the two trust BAFs including a review and alignment of 

‘assurance ratings’ and ensure that each strategic risk is cross-referenced with related risks on the 

corporate risk registers. [Note: Whilst the aligned BAF will reflect risks to the delivery of the 

strategic objectives which have been agreed for the group and the controls, assurance, gaps and 

actions may be the same for each organisation, where there are risks which are specific to either 

ULHT or LCHS, the controls, assurances, gaps and actions to be explicitly referenced for each 

separate organisation]

Phase 2: Consider and agree the ‘design’ of the aligned BAF for 2025/26 onwards i.e. should the 

format of the aligned BAF look and feel different for the group? Agree the board committee oversight 

for each strategic aim & objective

Phase 3: Implement the new style BAF

31 October 2024 (underway)

21 January 2025 (Group Board 

workshop)

1 April 2025 (implementation of 

new style BAF)

Complete: Strategic aims & objectives for 2025/26, a 

revised BAF format and BAF review cycle agreed by the 

Group Board. BAF is now operating in new format through 

board committees and the Group Board. Work to further 

refine the BAF will continue over the coming months

Underpinning risks on the ULTH and LCHS risk registers 

have been aligned to the relevant strategic risks within the 

BAF. Very high and high risks were included within the BAF 

initially but all underpinning risks will start to be included 

from June 2025 onwards  

Agree the group risk appetite and ensure this is appropriately referenced within the BAF for each 

strategic objective

18 March 2025 (Group Board 

workshop)

Complete: Group risk appetite agreed by the Group Board 

and incorporated within the BAF

Review and standardise the risk register and approach to risk management and risk reporting 

across the group including the management of Datix

31 December 2024 Complete: A new joint Risk Policy was launched on 1 

December 2024. 

Whilst two separate risk registers remain in place there is 

considered to be a consistent approach to risk management 

across the group, however, scope being drafted for NHS 

Provider to review & test the approach. Routine testing of 

the effectiveness of these arrangements will continue to be 

undertaken as part of the annual internal audit review of risk 

management which informs the Annual Governance 

Statement and as part of the planned Well Led Assessment

Risk Register – Confirm & Challenge Group terms of 

reference and membership refreshed to ensure executive 

input

Alignment of Group Meeting Cycle

Once the work to design and align the board, committee, sub-group and other key trust meetings is 

complete, develop and update annually a single group meeting schedule (ensuring alignment with 

the Accountability & Performance Management Framework and performance review meetings)

31 January 2025 Complete: Meeting cycle in place. PRMs to be added
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Work Stream 3: Aligned Governance & Decision-Making (Cont’d)
Key Tasks / Milestones Timescales Current Position including agreed remedial actions where 

progress is ‘off track’

RAG

Document Control & Policy Approvals

Agree and implement a harmonised and strengthened approach to document control and policy 

approvals for the group

Policy & Policy Approvals:

31 March 2025 (policy in place) - 

complete

31 June 2025 (embedded) – not yet 

complete

Compliance

30 September 2025 (agreement of 

improvement plan & trajectories)

31 March 2026 (improved 

performance)

A combined document control policy and process is in place 

although is not yet fully embedded. The move to a single 

Intranet will enable policies to be in retained in one place

A historical backlog of out of date policies & guidelines 

(primarily at ULTH) remains – this represents a risk to the 

group.  Improvement plan and trajectories to be agreed for 

bringing out of date policies back into compliance and 

performance improved

Review of Key Trust Documents & Governing Instruments

Complete the review, alignment and approval of key documents & governing instruments to reflect the 

move to group and changes to the operating model to include but not limited to:

• Standing Orders

• Standing Financial Instructions

• Scheme of Delegation & Powers Reserved for the Boards 

• Division of Responsibilities Schedule between the Group Chair and Chief Executive

• Performance Management & Accountability Framework

• Fit & Proper Persons Policy & associated processes

Other trust documents to be aligned as part of work to implement the directorate structures and align the 

group support services and to socialise / launch the group brand 

25 July 2025 (Audit Committee)

2 September 2025 (Group Board 

approval)

Interim amendment to Standing Orders made to reflect the 

appointment of a Group Chief Executive and joint Leadership 

Team, changes to ELT and GLT decision-making and the 

proposed move to joint board and committees and any 

changes to voting rights

Division of Responsibilities Schedule drafted and shared with 

Group Chair & Group Chief Executive. Schedule to be 

appended to Standing Orders and approved by the Group 

Board

A joint Fit & Proper Persons Policy is in place for the group but 

will need to be refreshed to ensure alignment with the newly 

published Board Member Appraisal Framework

Performance Management & Accountability Framework 

drafted and approved by GLT on 4 April 2025 and by the 

Group Board on 6 May 2025

Final amendments to the Standing Orders, Standing Financial 

Instructions and Scheme of Delegation cannot be undertaken 

until other work stream actions are complete

Review and update relevant policies, documentation and templates to reflect the move to group and the 

group brand

As above As above 7



Work Stream 3: Aligned Governance & Decision-Making (Cont’d)

Key Tasks / Milestones Timescales Current Position including 

agreed remedial actions 

where progress is ‘off track’

RAG

Group Working Agreements

Review and update the Group Partnership Agreement to 

reflect the agreed changes to the operating model 

including the leadership and governance & decision-

making arrangements, once finalised and agreed

2 September 2025 This action cannot be completed 

until other work stream actions 

are complete 

Review and update the Group Workforce Sharing 

Agreement to reflect the agreed arrangements for broader 

staff / staff groups from each trust, as required, to work 

across the group: such arrangements to maintain the 

existing employment relationship whilst avoiding the need 

for honorary contracts or secondment agreements

2 September 2025 As above

Review and update the Group Information & Data Sharing 

Agreement to reflect changes to the operation of the 

group and any changes to the requirements for sharing 

information & data

2 September 2025 As above

8



Work Stream 4: Communications & Engagement

Key Tasks / Milestones Timescales Current Position including agreed remedial actions 

where progress is ‘off track’

RAG

Group Strategy & Group Visual ID / Brand

Develop and promote the Group Communications & Engagement Strategy 1 July 2025 Strategy drafted. GLT and Group Board approval originally 

scheduled for July 2025 but delayed due to GLT 

cancellations and holiday periods. Proposed revised 

timescale of 2 September 2025

Develop the Group visual ID / brand ensuring adherence to the NHS Identity Guidelines specifically 

in respect of partnership branding

21 April 2025 Complete: Group visual ID / brand approved and rolled-out 

on 21 April 2025

Develop guidelines and supporting suite of templates for the use of the Group visual ID / brand (how 

and when it should be used including in respect of signage, document design, correspondence etc.)

As above Complete: Guidelines and templates developed and 

implemented

Roll-out / socialise the Group visual ID / brand & supporting guidelines As above As above

Internal & External Communication & Engagement Channels

Merge the external facing social media platforms (e.g. Linked-In, Instagram, Facebook) currently in 

use within the two trusts to create combined Group social media platforms. NB. X (formerly known 

as Twitter) to remain separate as not possible to merge

31 March 2025 Confirmation received from relevant social media platforms 

that due to Meta rules this proposal is not feasible. Action to 

be closed and removed from the plan

N/A

Merge the staff closed Facebook group 28 February 2025 (consideration 

by GLT)

8 April 2025 (enacted)

Complete: Proposal considered by GLT in February 2025 

and agreed that the Facebook group would not be merged 

but that each organisation’s page could be viewed by staff 

from the other. This has now been enacted

Merge the internal communication & engagement channels (e.g. weekly e-newsletter, team brief / 

communications cascade) to include the use of the Group visual ID / brand once agreed. NB. Group 

Chief Executive’s weekly email already in use across the group

31 January 2025 (original 

timescale)

1 April 2025 (revised timescale)

Complete: Communication channels have been merged – 

‘Group Bulletin’ was the final one and become one 

newsletter on 23 April 2025

Develop and implement a communication & engagement toolkit aimed at ensuring wider awareness 

of service changes & developments across the group

31 March 2025 Complete: Toolkit developed in conjunction with the Patient 

Experience Team. Communication & Engagement Team 

working with the Improvement & Integration Team to embed 

the toolkit in to use as part of the service change process

Continue the ongoing comms on all aspects of group development and benefits realisation as 

changes occur including the development of FAQs for staff on changes to ‘how things work across 

the group’. NB. Case studies and group wide log of engagement activities being maintained 

including learning from staff listening events

Ongoing Ongoing
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Work Stream 4: Communications & Engagement cont’d

Key Tasks / Milestones Timescales Current Position including agreed 

remedial actions where progress is ‘off 

track’

RAG

Group Intranet & Internet

Create and roll-out a group Intranet (including the migration of ULTH to 

nhs.net).  [Note: All staff across the group to have access to the group 

Intranet from 1 April 2024. Full migration to nhs.net to take up to a 

year]

30 June 2025 Complete: LCHS staff now have access to 

ULTH intranet which became the group 

intranet from 6 August 2025

Create a single group three URL website which provides information at 

both a group and individual trust level and which meets accessibility 

legislation requirements  

31 March 2026 Case of Need drafted – timescale for 

implementation to be confirmed and 

agreed as part of approval of the Case of 

Need

Communications & Engagement Team

Continue to embed and develop the combined group Communications 

& Engagement Team building on the implementation of cross-group 

portfolios from September 2024 

30 September 2025 Combined team in place but some 

changes are proposed as part of the 

planned restructure therefore 

arrangements are not yet fully embedded

Continue to provide communications & engagement support, as 

required, to the group development programme work streams & SROs 

e.g. development of group strategy, aims & objectives, values and 

culture

31 March 2026 Comms & engagement support in place 

and ongoing

Continue to embed the merged media monitoring / horizon scanning 

and escalation process 

Ongoing Ongoing – group wide media monitoring / 

horizon scanning and reporting to the  

Group Chief Executive and GLT is in place
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Work Stream 5: HR & Workforce
Key Tasks / Milestones Timescales Current Position including agreed remedial actions 

where progress is ‘off track’

RAG

For any consultation process moving staff into group roles from individual trusts, undertake an 

equality impact assessment in accordance with ACAS best practice

Ongoing Complete: Ongoing process is BAU as part of consultation 

and included in new group policy

Develop a package of individual support for staff who will be affected by the change of the move to 

group

Ongoing Complete: range of options in place including a team-wide 

and individual offering together with an e-learning 

programme. A 3rd tier is ready to launch to support 

managers to lead during change from both a process and 

behavioural perspective

Harmonise contractual policies and processes across the group, working with union colleagues: six 

priority policies identified and agreed with union colleagues from both trusts in the first instance. 

Plan and timescale to be agreed for harmonising remaining policies and processes

31 March 2025 (priority policies)

31 March 2026 (remaining)

Priority policies have been harmonised and formally ratified. 

The Managing Attendance Policy remains outstanding and 

is scheduled for further discussions throughout August, with 

ratification anticipated by the end of September. While 

some policies have required more detailed dialogue to 

reach agreement, this has helped ensure that outcomes are 

well-considered and aligned with organisational needs. 

Once the final contractual policy is agreed, we expect to 

see an increase in the pace of policy harmonisation. Work 

will remain ongoing to harmonise all relevant remaining 

policies

Harmonise T&Cs – linked to policy work As above Complete: Harmonised Change Management Policy for the 

group approved

Harmonise Reward & Recognition including the development of a group Reward & Recognition 

Policy

31 December 2024 Complete: Arrangements harmonised and policy 

developed and approved. Comms issued June 2025

Move to a group induction using the following blended approach:

• Development of joint induction video

• Harmonisation of joint face to face induction

31 December 2024

30 June 2025

Complete: group face to face and video inductions in 

place.  

Following staff feedback, joint virtual induction option to be 

launched in June 2025. Alternative induction venues also 

being explored across the county

Ensure all training, progression, career development opportunities, apprenticeships and support are 

offered consistently across the group – linked to policy work and supported by aligned of teams and 

portfolios

31 January 2025 (review of 

portfolios)

Complete: Ongoing & monitored through Workforce 

Strategy Group

Ensure portability of staff for cross-site working 1 November 2024 (interim solution) 

1 April 2025 (long term solution)

Complete: Staff in both Trusts can access vacancies 

across the group now, with a link provided on the respective 

intranet sites and the recruitment teams at each Trust are 

working in partnership to facilitate transfers across the 

group
11



Work Stream 6: Organisational Development (OD)

Key Tasks / Milestones Timescales Current Position including agreed remedial 

actions where progress is ‘off track’

RAG

Continue to provide ongoing support to those staff most affected by the move to a 

group model

Ongoing Complete & Ongoing: Engagement ‘Tube Map’ 

and Change Workshops in place & ongoing 

(Appendix C refers).  Additional staff / GLT 

engagement roadshows held during May & June 

2025

Develop proposals for a long term Organisational Development programme to 

support the transition to group and the new operating model with a focus on:

Ongoing (Group Board and 

ELT) Development 

Programmes)

31 March 2026

(Division / Directorate 

Leadership Programme (The 

‘Leeds Way’) to be 

embedded

Board Development sessions are currently being 

undertaken with NHS Providers support. EDI 

specific half-day board development session has 

been scheduled

12 month ELT Development Programme in 

place and being supported by Acqua

The OD team are developing the ‘LCHG Way’ 

and a key part of this is the LCHG leadership 

development programme.  Both the LCHG Way 

and the group leadership development 

programme will be launched in Quarter 3 at the 

‘Better Together’ Forum in October 2025

• Directorate leadership development

• Executive development

• Board development

Continue to align and develop the group culture including the agreement of one 

set of group values

31 January 2025 (outputs & 

recommendations from 

‘Better Together’ Programme 

& engagement sessions)

3 March 2025

(board approval)

Complete: New group values – Compassionate, 

Collaborative and Innovative – approved by the 

Group Board and implemented w/c 14 April 

2025. Underpinning behavioural framework for 

each value (‘Our Values in Action’) currently in 

development with staff as part of staff / GLT 

roadshows

Continue to develop the staff health & well-being offer across the group including 

the introduction of menopause support

31 May 2025 Complete & ongoing: The LCHG staff health & 

well-being offer continues to be developed and 

harmonised across the group.  The menopause 

service was extended across the group in July 

2025 and is now available to both ULTH and 

LCHS staff
12



Work Stream 7: Digital 
Key Tasks / Milestones Timescales Current Position including agreed remedial 

actions where progress is ‘off track’

RAG

Develop a digital strategy, infrastructure & capabilities for the group with a focus on 

digital transformation and new ways of working to include the following specific 

actions / milestones:

31 March 2025 Complete: Strategy considered by the Integration 

Committee in June 2025 and approved by the 

Group Board on 1 July 2025

• undertake an exercise to map the digital systems in place across the group & 

develop a plan for alignment of systems where feasible to do so e.g. ESR, 

Datix, Intranet, Document Management System etc.

31 January 2025 (Map)

31 March 2025 (Plan)

30 June 2025 (Group Intranet)

Mapping complete and plan developed.

• EDMS initiation in progress

• LCHS Datix moved to cloud and linked to NHS 

net login. ULTH already in cloud and moving to 

NHS net login

• Group Intranet remains on track for deadline

• Other systems continue to be aligned, where 

possible. Some limitations due to existing 

contracts and sovereignty requirements e.g. 

finance, ESR

• move to a single Microsoft 365 teams platform with the migration of ULTH to 

the national tenancy

31 March 2025 Complete & ongoing – work continues to 

optimise and standardise processes

• move to a single domain / directory login process 31 March 2025 

(Implementation Plan)

31 October 2025 (Full 

Implementation)

In progress & on track: part of expanded AGEM 

service transition to LCHG

 

• Phase 1 due to handover to LCHG July 2025

• Work underway to plan next steps as part of 

AGEM contract transition to LCHG

• move to standardised printing & print codes – significant piece of work – 

workarounds to be simplified in short term

31 March 2026 (Full 

Implementation)

In progress & on track:

• Interim arrangements and process in place 

between ULTH and LCHS 

• Procurement contract team has been formed 

and LCHG project manager assigned
13



Work Stream 7: Digital cont’d 
Key Tasks / Milestones Timescales Current Position including agreed remedial actions where 

progress is ‘off track’

RAG

• transition LCHS from the current AGEM IT support contract to the Group Digital support system 24 January 2025 (Finalised Plan)

1 October 2025 (Full Service 

Migration – some things may take 

longer)

In progress based on expanded scope. Some risk based on 

increased complexity:

• New governance arrangements introduced, ICB CDIO 

leading programme board

• Some risk around delivery of technical elements, however, 

mitigations are being put in place and work is progressing 

well

• TUPE / due diligence process agreed. Measures Letter 

has been sent to NHSE. Group Deputy Director of People 

supporting process

• Review of plan underway

• 1 month slippage envisaged due to TUPE agreement. 

Proposed revised timescale of 1 November 2025

• create a common identity for the Digital Team (linked to the group brand & associated actions) 31 October 2025 (due to merger of 

LCHS and GPIT teams)

In progress & on track: Full system digital alignment plan in 

place and underway

• develop a ‘Vision for Information’ for the group including a review the Business Intelligence (BI)  

resource across the group to ensure this remains effective in support of the group Performance 

Management & Accountability Framework and the accurate, effective and timely reporting on 

performance

31 March 2025

30 April 2025 (agreement of 

structure)

Complete & ongoing: Structure agreed. Director of Digital in 

post from 1 April 2025. Director of Performance Intelligence to 

go out to advert imminently. New performance information 

system developed and being deployed (RACH)

• move to aligned telecoms 30 May 2026 (Secured single 

contract for Telephony Services)

In progress & on track:

• Single team lead in place, new group contract in place for 

12 months

• Plan to move LCHS to current ULTH system to deliver 

saving

• Procurement of required group level services planned 

during 2025/26 into 2026/7

• Finalisation of roles as part of integration of LCHS and 

ULTH digital teams being planned as part of structure

• data hosting 31 October 2025 Underway – on track:

• All but 6 of 101 servers have been migrated. The teams 

continue to make slow progress due to significant 

technical issues and third-party dependency. However, 

Stalis, Bighand and Netcall are either scheduled or about 

to enter UAT testing. Datix continues to prove challenging. 

LCHG teams continue to work with AGEM. Whilst this 

does not pose a risk to transition a plan is being developed 

14



Work Stream 8: Estates & Facilities

Key Tasks / Milestones Timescales Current Position including agreed remedial actions 

where progress is ‘off track’

RAG

Estates Strategy, Service Developments & Transformation

Develop the Estates Strategy in support of delivery of the agreed group strategic aims & 

objectives, planned service developments & transformation projects and in support of reducing 

health inequalities:

31 March 2025 (commencement 

of work to develop the strategy) 

2 September 2025 (board 

approval)

Underway although completion dependent on 

finalisation of the clinical service strategy and also likely 

to be impacted by the decision on the future model for 

the provision of EFM services – see next action. 

Approval not expected until 31 March 2026

• consider & evaluate the different models for the provision of EFM services across the 

group to include the option of a wholly owned subsidiary model and present the findings 

and recommendations for approval to the Group Leadership Team and Trust Board

30 September 2025 Assessment of options undertaken and currently being 

evaluated. Further guidance awaited from NHSE on 

legal requirements in respect of wholly owned 

subsidiary option. Date for approval of agreed option to 

be confirmed

• undertake an estates rationalisation review with a focus on decompressing the acute site 

and agile working and present the findings and recommendations to the Group 

Leadership Team and Trust Board. This work to be undertaken in line with “left shift” 

proposals

30 June 2025 Underway: external support to undertake the review 

being sourced at an estimated cost of £22.5k. 

Procurement process commenced. Work to be 

progressed in the 2025/26 financial year

New Space Manager in place, however, issues remain 

with under utilisation. New process for booking open 

space being implemented. Future GLT sessions 

planned on space and space management

• continue the programme of ward refurbishments, as funding is available Ongoing No funding currently available – programme to be 

reviewed in new financial year

• undertake a review of all leases and licences across the group 30 June 2025 Complete & ongoing: All LCHS leases now obtained. 

New MOTO being negotiated with NHSPS which will 

move a number over to being in place and compliant. In 

respect of ULTH, there are a number of minor 

occupancies to work through and formalise. New 

Property Manager being recruited and will lead on this 

area of work

• produce a visual ‘map’ of all services and where they sit within the group and ensure this 

is aligned with each trust’s CQC registration / Statement of Purpose’

31 December 2024 Complete: ‘Map’ of services produced and shared with 

ELT

• deliver the agreed 2024/25 EFM transformation projects and EFM improvement plans 31 March 2025 Complete: Plan and projects delivered for 2024/25. 

Plan in development for 2025/26 15



Work Stream 8: Estates & Facilities (cont’d)

Key Tasks / Milestones Timescales Current Position including agreed remedial actions 

where progress is ‘off track’

RAG

Restructure of EFM

Complete the restructure of the EFM senior management team and underpinning workforce 

plans and associated work plans to ensure the two trusts are able to meet and, where 

necessary, improve compliance with statutory requirements to include the bringing together of 

the emergency planning and health & safety teams

31 August 2025 Deferred further to August 2025 due to lack of HR 

capacity to support the process. Also likely to be 

impacted by the decision on the future model for the 

provision of EFM services

Some gaps in the senior management team currently 

which is a risk

Equality & Inclusion

Continue to promote equality & inclusion and reduce workforce inequalities within EFM: 30 September 2025 Linked to future model for the provision of EFM services

• develop a single approach to the movement of EFM staff across the group 30 September 2025 As above

• commission a cultural review of estates services and continue to deliver the 

improvement actions identified in the facilities services cultural review

30 September 2025 As above

• align and improve the processes for staff development, on boarding etc. across EFM 30 September 2025 As above

EFM Governance & Assurance

Undertake a review of and strengthen the EFM governance structure and associated 

assurance processes across the group and ensure that the EFM governance structure is 

appropriately aligned to the wider group governance structures and decision-making 

arrangements:

30 September 2025 Underway – EFM Head of Compliance recruited. Also 

linked to future EFM model. Full group PPM audit – 

specification developed and company being sourced to 

undertake work

• align the process for the completion and submission of the annual Premises Assurance 

Model (PAM) assessment and for monitoring delivery of the agreed improvement 

actions

30 September 2025 Commenced – on track. Latest NHSE guidance and 

assessment tool received. Submission due 30 

September 2025

• undertake a review of Approved Persons (APs) for the relevant HTMs and as a key 

element of the EFM governance & assurance processes

30 September 2025 Not yet due – deadline may be impacted if gaps & 

capacity issues in the team remain unresolved

• review, update and align the EFM policies and procedures across the group 31 December 2025 Review of EFM policies & procedures is underway: Fire 

Policy & Health & Safety Policy currently going through 

ratification process
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Work Stream 8: Estates & Facilities (cont’d) 

Key Tasks / Milestones Timescales Current Position including agreed remedial 

actions where progress is ‘off track’

RAG

EFM Digital Strategy

Review the EFM service functions on a service-by-service basis, identify all 

opportunities to digitalise the process to improve reliability and productivity

30 September 2025 Ongoing – each service to develop a digital 

strategy project plan – linked future EFM model

Backlog Maintenance

Continue to review the findings of the six-facet survey and identify critical estate 

infrastructure risks (CIR) across the group

Ongoing Ongoing

• using the results of the six-facet survey prioritise the high & significant CIR 

risks and submit funding bid to the ICB

31 March 2026 £7.1m ICB monies received. £2.9m allocated 

internally. Funding being used to address priority 

areas: fire alarm and HV system at Pilgrim 

Hospital.

• ensure CIR risks are addressed in respect of any new developments across 

the sites

Ongoing Capital design team to ensure backlog 

maintenance items are included as part of the 

brief in any new build capital developments

• provide regular backlog maintenance progress reports to the Finance & 

Performance Committee and Capital & Revenue Investment Group

Ongoing Complete: reporting In place and ongoing

• ensure all CIR risks are recorded on the trusts’ risk registers 30 September 2025 Ongoing

Group Asset Register & Planned Preventative Maintenance (PPM) Review

Review the group assets and ensure a comprehensive and accurate asset 

register is created

31 March 2026 Brief & scope of work presently being developed 

(estimated costs c£150k)

• ensure all assets are barcoded and linked to an industry standard 

maintenance management system

31 March 2026 Review use of SFG20 (maintenance worksheet 

system) – estimated cost c£30k

• carry out a review of PPM across the group to improve compliance and 

productivity 

31 March 2026 External audit support required
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Work Stream 9: Strategy & Planning

Key Tasks / Milestones Timescales Current Position including agree remedial actions 

where progress is ‘off track’

RAG

Harmonise the strategy & planning process across the two trusts including the 

development of a single strategy management policy and strategy group

31 December 2024 Complete

Develop a combined strategy and set of strategic aims & objectives for the group: to 

include the development of an integrated delivery plan* setting out the programmes and 

projects to be delivered in Year 1 of the Strategy against the strategic aims, and the 

associated measures and outcomes

[Note: The joint Trust Board has agreed to move from 5 to 3 strategic aims – board 

workshop planed for early 2025 to agree the underpinning strategic aims and linked to 

the review and alignment of the BAF and agreement of the ‘risk appetite’ for the group]

31 March 2025 Complete: Strategic aims & objectives finalised. 

Further work undertaken through the board 

development session on 1 April 2025 on finalising the 

programme and projects required to deliver the 

strategy. Final strategy approved by the Group Board 

in May 2025 

Harmonise the underpinning strategies e.g. clinical, quality, people, digital etc. 30 June 2025 Complete & ongoing: work underway to support 

reviews / updates of enabling plans including 

corporate nursing, health & safety, finance, quality & 

governance, estates and R&I

Develop a single operational & financial plan for the group including the responsibilities 

of divisions / directorates for the delivery of the strategic aims & objectives and priorities 

for the group (linked to the development of the Accountability & Performance 

Management  Framework)

31 March 2025 Complete: Operational & financial plan developed, 

approved & submitted. Final triangulated plan 

expected by 30 April 2025 

Develop transformation and improvement programmes to facilitate the delivery of the 

strategy

31 March 2025 Complete: new Productivity & Transformation 

Framework developed and approved by GLT on 

Friday, 4 April 2024. Productivity, Improvement & 

Transformation Group set up and reporting to GLT 

but with reporting from an assurance perspective to 

the Finance Committee (Productivity) and the 

Integration Committee (Improvement). Care Groups 

outlined their key transformation & improvement 

programmes at GLT on Friday, 4 April 2024. Work 

complete to allocate resources from the strategy, 

improvement and design teams to support the Care 

Groups to work up and deliver their programmes

Develop a common Project Management Office (PMO) approach to enable accurate 

reporting aligned to the new governance arrangements across the group

31 March 2025 Complete: PMO approach in place
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Work Stream 9: Strategy & Planning (cont’d)
Key Tasks / Milestones Timescales Current Position including agree remedial 

actions where progress is ‘off track’

RAG

Develop a Group Quality Improvement (QI) strategy and commence 

implementation of the Quality Management System (QMS) as a key enabler to 

delivery of our productivity and transformation programme. QI strategy to focus on 

culture/shared purpose/leadership behaviours and a dosing model for building 

improvement capacity

31 March 2025 (QI Strategy)

31 October 2025 (QMS)

QI approved by Integration Committee and GLT. 

QMS note yet started

Develop a proposal for primary, community and acute care collaboration (Alliance 

Model) and a spectrum of integration

31 March 2025 

31 August 2025 (Phase 2)

Complete: Alliance Model and programme 

confirmed and approved via Integration 

Committee. Communications plan in development 

for internal awareness. New Terms of Reference 

to include a review of external members to be 

received by the Integration Committee in August 

2025

Develop a Partnership Strategy for the group 30 June 2025 The Partnership Strategy for the group has been 

developed however will be refreshed in line with 

the group strategy and the creation of an Alliance 

Model. Proposed revised timescale – 30 

September 2025

Support development of the Group Sustainability & Green Plan - Phase 1 31 March 2025 (Phase 1)

1 July 2025 (board approval)

Phase 1 - Refreshed Green Plans drafted using 

the national template. Board approval originally 

scheduled for July 2025. Proposed revised 

timescale – 1 September 2025

Work remains ongoing with the ICB to support the 

system sustainability agenda. The sustainability 

agenda is being embedded in the new LCHG 

strategy and the SRO for the programme is the 

Group Director of Estates & Facilities

Develop a clinical services and practitioners strategy for the group 31 August 2025 Complete: Strategy agreed 

Build and shape a new group strategy and planning team with OD support to fully 

align with required functions

31 August 2025 Underway & on track: Consultation closed 29 

July 2025. Review of counter proposals and final 

structure to be confirmed 19



Work Stream 10: Finance

Key Tasks / Milestones Timescales Current Position including agreed remedial 

actions where progress is ‘off track’

RAG

Develop the Finance Strategy for the group in support of delivery of the agreed group 

strategic aims & objectives

1 July 2025 (strategy drafted)

31 October 2025 (board 

approval)

Proposal to delay timescale to allow increased 

engagement. Finance away day planned for 26 

June 2025. Draft to be developed in July 2025 

with engagement with care groups and 

committees and approval in October 2025

Harmonise the financial planning & budget setting processes across the group 31 January 2025 Planning assumptions and budget setting 

processes aligned but need embedding. Budget 

setting complete for 2025/26

• produce and roll-out a revised budget holder manual 28 February 2025 Single budget holder manual developed and 

published 

Develop a single operational & financial plan for the group including the 

responsibilities of divisions / directorates for the delivery of the strategic aims & 

objectives and priorities for the group (linked to the development of the Accountability 

Framework)

31 March 2025

(see also work stream 9: 

strategy)

Operational & financial plan developed, approved 

and submitted

Align and strengthen financial reporting ensuring reporting from a group, individual 

trust and service level perspective and including the development of financial 

information dashboards reflecting user feedback

31 March 2025 Financial reporting is now consistent across the 

group. Work to further strengthen information 

dashboard is ongoing

Bottom up review of budgets complete

Harmonise the business case development, review and approval process ensuring a 

consistent approach and methodology

31 July 2025 Complete: Capital, Revenue & Investment Group 

(CRIG) reviewed and strengthened

As part of the development of the Accountability & Performance Management 

Framework for the group, align and strengthen the mechanisms for holding divisions / 

directorates to account for budgetary control, the delivery of financial plans and cost 

improvements

31 March 2025 Complete & ongoing: Performance Management 

& Accountability Framework approved

 

Aligned IPR and final KPIs / metrics for 2025 / 26 

still being worked up 

Consistent approach adopted to PRMs from 

January 2025. Oversight of delivery of agreed 

financial priorities and improvements will be 

undertaken through the new Productivity, 

Improvement & Transformation Group  
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Work Stream 10: Finance

Key Tasks / Milestones Timescales Current Position including agreed 

remedial actions where progress is 

‘off track’

RAG

Complete the review, harmonisation and approval of key documents & 

governing instruments to reflect the move to group and changes to the 

operating model to include but not limited to:

• Standing Financial Instructions

• Scheme of Delegation & Powers Reserved for the Boards

25 July 2025 (Audit 

Committee)

2 September 2025 (Group 

Board approval)

Underway with corporate governance 

team: this action cannot be completed 

until other work stream actions are 

complete

Harmonise the financial policies and processes across the group 31 December 2025 Underway – on track. Current financial 

policies all up to date. Mapping exercise 

to be undertake to identify those still to 

be aligned and to agree timescales. 

Oversees Visitors & Private Patients 

policy aligned and approved

Align the Internal Audit arrangements 31 August 2025 Underway – on track. Internal audit 

arrangements have been aligned. A joint 

Audit Committee is in place with auditors 

working to develop a single report which 

reports at group and trust level 

recognising the need to maintain 

individual organisational sovereignty and 

accountability

Review, harmonise and strengthen the financial training offer and culture 30 June 2025 Completed – First finance roadshow 

training event held in February 2025. 

Budget holder refresher training held in 

February & March 2025. Ongoing 

training offer available within ESR
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Appendix A: Group Development Programme: Work Streams & SROs

22

Work Stream 1: 

Group Operating 

Model & 

Leadership

SRO: Group Chief 

Executive

(supported by 

Group Chief 

Integration 

Officer)

Work Stream 3:

Aligned 

Governance & 

Decision-Making

SRO: Group 

Director of 

Corporate 

Affairs / Group 

Chief Clinical 

Governance 

Officer

Work Stream 2: 

Accountability, 

Information & 

Reporting

SRO: Group 

Chief Executive 

(supported by 

Group Chief 

Integration 

Officer)

Work Stream 4:

Comms & 

Engagement

SRO: Group 

Chief Executive / 

Group Director 

of Corporate 

Affairs

Work Stream 5: 

HR & Workforce

SRO: Group Chief 

People Officer

Work Stream 6:

Organisational 

Development

SRO: Group Chief 

People Officer

Work Stream 7:

Digital

SRO: Group 

Chief Integration 

Officer

Work Stream 8: 

Estates & 

Facilities

SRO: Group 

Director of 

Estates & 

Facilities

Work Stream 9: 

Strategy & 

Planning

SRO: Group 

Chief Integration 

Officer

Work Stream 10:

Finance

SRO: Group Chief 

Finance Officer



Appendix B: Group Development Programme Delivery RAG Rating
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RAG Rating Matrix

Blue Completed & embedded

Green Completed & ongoing and / or not yet fully embedded

Amber In progress & on track

Red Not yet completed / significantly behind agreed 

timescales
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Appendix C: Staff Engagement ‘Tube Map’
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Quality Committee Upward Report 
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Meeting Lincolnshire Community and Hospitals Group 
Board 

Date of Meeting 2 September 2025
Item Number 8.1

Quality Committee Upward Report of the meeting held on 15 July 
2025

Accountable Director Nerea Odongo, Group Chief Nursing Officer
Presented by Jim Connolly, Quality Committee Chair
Author(s) Karen Willey, Deputy Trust Secretary, ULTH
Recommendations/ 
Decision Required 

The Board is asked to:-
• Note the discussions and assurance received by the Quality 

Committee

Purpose

This report summarises the assurances received, and key decisions made by the 
Quality Committee.  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 Teaching 
Hospitals NHS Trust (ULTH).  The Committee worked to the 2025/26 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 1a – Improve patient safety, patient 
experience and deliver clinically effective care

The Committee received the following reports under objective 1a with assurance 
noting there were no escalations from the Committee to the Board:

• Clinical Effectiveness Group Upward Report
• Clinical Audit Annual Report – LCHS/ULTH (appendix 1a/1b)
• Patient Safety Group Upward Report including ULTH Director of Infection 

Prevention and Control Annual Report 2024-25 (appendix 2)
• High Profile Cases
• Children and Young People Oversight Group Upward Report
• Focussed Discussions – Safer Discharge
• Patient Experience and Involvement Group Upward Report
• Patient Experience Annual Report – LCHS/ULTH (appendix 3) 
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• Safeguarding and Vulnerabilities Oversight Group Upward Report
• Safeguarding Annual Report – LCHS/ULTH (appendix 4a/4b)
• Complaints Annual Report – LCHS/ULTH (appendix 5a/5b)

The Committee recognised the Get It Right First Time (GIRFT) process and the need 
for further action to be undertaken by the Clinical Effectiveness Group (CEG) to 
progress.

The National Early Inflammatory Arthritis Audit (NEIAA) had identified ULTH as an 
outlier with the Committee noting the mitigations in place.  The backlog of open local 
audits was noted within Surgery and a number of limited and moderate assurance 
levels were reported through the group.  

The Committee requested, through CEG, an update on the emergency laparotomy 
audit, noting the case note review position to date.

The Patient Safety Incident Investigation summary report was received, with the 
Committee noting the ongoing development of this and the need to identify the ‘so 
what’ question through the report.  

There was recognition of the 1 open overdue Central Alert System (CAS) alert, for 
which a deep dive would be undertaken, and it was noted that a wider understanding 
was required in order for this to be addressed appropriately.

The Children and Young People’s Oversight Group upward report highlighted the 
areas of concern known to the Committee, with recognition of the ongoing work to 
address actions and consider service redesign.  Transformation work associated 
with the services would be considered through the Integration Committee.

The Safer Discharge focused discussion identified the operational issues being face 
with an improvement plan in development though the Integration Committee work 
already being undertaken.  The Committee would focus on the risks and mitigations 
associated with unsafe discharges with a request for an update to be offered back to 
the Committee in 6-months.  

The Patient Experience and Involvement Group upward report highlighted the 
positive work being undertaken however there was recognition of the need to 
continue to develop the ‘we did’ element of the report to demonstrate how the Group 
responded to feedback received.

Concern was noted in respect of the funding associated with looked after children 
with the Committee noting the continuing challenges in respect of funding associated 
with the service.  Escalation would be made to the System Quality Group.

The Committee received a series of annual reports as noted above and was satisfied 
with the positions presented for the 2024/25 year and therefore commended these to 
the Board, subject to the identification delivery dates for actions where not already 
provided.
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Assurance in respect of other areas

The Committee received the following reports with assurance in respect of other 
areas:

• Group Board Assurance Framework 2025/26
• Risk Report
• Policy Position Update
• Quarterly Group CQC Progress Update 
• Committee Performance Dashboard

The 2025/26 Board Assurance Framework was received with the Committee noting 
the updates offered in respect of the risks and confirmed that the assurance ratings 
would remain amber.

The Committee received and noted the risk register recognising the actions from the 
deep dive were taking place and reflected within the report with a ned to strengthen 
oversight of risks for all Committees.

The policy position was noted with the Committee noting the ongoing work to 
continue to progress the position.

The closure of the final outstanding CQC actions were awaited with recognition of 
the refinement of the evidence libraires being undertaken and aligned to the 10-year 
plan.

Issues where assurance remains outstanding for escalation to the Board

No escalations required.

Items referred to other Committees for Assurance

No referrals required.

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

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

Chris Gibson Non-Executive 
Director
Colin Farquharson Medical 
Director, ULHT

X X X D A A X D D X X D

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

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

Gail Shadlock, Non-Executive 
Director, LCHS

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

Julie Frake-Harris, Chief 
Operating Officer, ULHT/LCHS
Anne-Louise Schokker, Medical 
Director, LCHS
Nerea Odongo, Group Chief 
Nurse

X X D X X A D X X X X D

Caroline Landon, Group Chief 
Operating Officer 

X X X X A X X X X A D X

Daren Fradgley, Group Chief 
Integration Officer

X X X D A X X D X A X X
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1. Executive Summary

The Clinical Audit Teams are aligning their processes to enable a standardised 

approach to the management of clinical audit within LCHS and ULTH. This will 

ensure that both teams understand the shared vision and objectives of the Group 

Model and how the roles contribute to the overall success of the clinical audit 

programme, which will include identifying duplication or differencing in existing 

processes and standardising workflows to improve efficiency and consistency.

LCHS have participated in 100% of all national audits that were applicable. Reports 

and action plans are presented within the Speciality and at Clinical Effectiveness 

Group (CEG). There is a comprehensive local audit programme with LCHS 

registering 228 audits. 

2. Introduction

The report provides an overview of the clinical audit programme for 2024-2025. 

LCHS continues to proactively manage the clinical audit programme, improving 

process and quality of audits, to enable the learning to be embedded into our 

services and practice.

3. Forward Audit Plans 2025-2026

Each year, Care Groups / Specialties agree a programme of planned clinical audit 

activity for the forthcoming financial year. This process is co-ordinated by the Clinical 

Audit Facilitator (through consultation with clinical / nursing staff and Care Groups) 

and which is overseen by the Clinical Effectiveness Group (CEG). 

Each year’s plan reflects agreed priority audits, based on considerations such as 

anticipated Trust / Care Group quality objectives, national clinical audits, 

commissioning priorities, national guidance (NICE, Royal College) and local clinical 

priorities. Audits are categorised based on priority areas for clinical audit as outlined 

within the Healthcare Quality Improvement Partnerships (HQIP) ‘Clinical Audit 

Programme Guidance’. The Forward Audit Plans have been forwarded to the Care 

Groups for approval through their Clinical Cabinet Meetings. 
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4. Clinical Audit Training 

Throughout the year, the Clinical Audit Facilitators at ULTH continued to run a 

‘Beginner’s Guide to Clinical Audit’ sessions aimed at Foundation Doctors and staff 

with little or no previous experience of carrying out a clinical audit who would like a 

good grounding in the basic principles. Further sessions are planned for 2025-2026 

and the team will focus on promoting these as a Group. 

5. Clinical Audit awareness Week

The Clinical Audit Awareness Week is an annual event dedicated to highlighting the 

importance of clinical audit in improving patient care and outcomes. It provides a 

platform to celebrate best practices, shared learning, and engage staff in audit 

activities. In conjunction with ULTH, we organised a series of exciting activities 

including an audit competition to showcase innovative projects. There were also 

national presentations featuring expert speakers discussing key developments and 

insights into clinical audit. These activities aim to increase awareness, encourage 

participation, and demonstrate the value of audits in driving continuous improvement 

across our Trust. 

6. Internal Audit

As part of 2024/2025 Audit and Assurance Plan, Internal Audit undertook a review of 

Clinical Audit within LCHS. The audit focused on the annual planning process, the 

delivery and completion of projects and monitoring and reporting arrangements. The 

final report was issued in December 2024 and the overall assurance opinion on the 

design and operation of controls was found to be of ‘Reasonable Assurance’. 

Recommendations made included making changes to current policy / internal 

documentation, suggested changes to the systems and processes of recording 

evidence to improve assurance and standardisation of reporting. An action plan has 

been developed, and progress is being made on the recommendations.

7. National Clinical Audit

LCHS are participating in 100% of all relevant audits. 
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The Trust have participated in 7 national clinical audits which is 100% of national 

audits that they were eligible for. 
Graph 1 - National audit participation compliance. 

LCHS participate in seven national audits. In 2024-2025, there were three national 
audit reports published. 

Table 1 – List of national audits published during 2024-2025
Date Published Name of National Audit Presented at 

Speciality Meeting 
Presented at CEG

October 2024 National Inpatient Falls Audit Data presented 
within ULTH data 
(LCHS report 
monthly)

October 2024 National Audit of Cardiac 
Rehabilitation (NACR)

Data will be presented 
at Quality Safety Group 
in May 25.  

Date to be 
confirmed

November 2024 Sentinel Stroke National Audit 
Programme (SSNAP)

Report being presented 
at May Clinical Audit 
Group.  

Date to be 
confirmed

8. Local Audit Programme

LCHS have a comprehensive local audit programme, however, there have been a 

number of audits that had to be closed due to the audit not progressing. The 

development of a robust forward audit plans will help eliminate the need going 

forward to close audits due to them not being progressed by the auditor. The Clinical 

Audit Facilitators are actively pursuing open actions with the Audit Leads to enable 
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audits to be closed within the required timeframes, however, there are some audit 

actions that remain open, and a trajectory has been developed to aid closure. 

Audits Registered / Open

LCHS have a rolling audit programme across all Divisions, therefore, every year the 

audits are rolled forward to the following year. There have been 228 audits 

registered since 2022. 

Table 2 - Number of audits registered by Division 

Division 2022-2023 2023-2024 2024-2025 Total
Integrated Urgent & 
Emergency Care

11 12 15 38

Community Hospitals 17 23 28 68
Community Nursing 0 1 9 10
Children & Young People 
Specialist Service

25 31 36 92

Trust wide 1 1 3 5
Corporate 3 4 8 15
LCHS 57 72 99 228

There are currently 91 audits being completed within the Divisions. 

Table 3 - Number of open audits
Division 2024-2025

Integrated Urgent & Emergency Care 14
Community Hospitals 24
Community Nursing 7
Children & Young People Specialist Service 34
Trust wide / Corporate 12
LCHS 91

Outstanding Actions

There are 75 outstanding actions dating back to 2022. 

Table 4 - Number of outstanding actions
Division 2022-2023 2023-2024 2024-2025 Total
Integrated Urgent & 
Emergency Care

0 0 0 0

Community Hospitals 2 8 0 10
Community Nursing 0 1 0 1
Children & Young People 
Specialist Service

0 2 62 64
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Trust wide / Corporate 0 0 0 0
LCHS 2 11 62 75

9. Clinical Audit Group

The Trust have a monthly Clinical Audit Group where staff present the results of their 

audits to help share the learning across the Group. 

10. Corporate Audits

Within LCHS corporate audits are aligned to their local audit programme. 

11. Learning from Completed Audits

Bladder and Bowel 
Team Records Audit

The implementation of the new specialist continence assessment 
template has significantly improved the standard of recording patient 
information and assessments. It allows for streamlined data entry, 
making the process more time-efficient and accurate. This approach 
eliminates the need to access multiple templates, simplifying and 
enhancing overall workflow.

North Lincolnshire 
Integrated Sexual 
Health (NLiSH) 
Clinical System 
Task Audit

During 2024, an incident occurred whereby a Doctor within the NLiSH 
service had stated in their clinical note that a patient 'Needs Doctor 
appointment at next availability', however no follow-up task had been 
set by the Doctor on the clinical system (Inform) for a patient recall. 
Areas of improvement included delivering a training session on the 
clinical system, completion of sharing the results data with the NLiSH 
Team, recall tasks to be set up correctly within the Inform clinical  
system permitting a consistent approach to results management 
across NLiSH and a weekly task audit to be completed.

Heart Failure 
Record Keeping 
Audit

Areas of improvement included arranging bespoke training around 
completion of the holistic template, ensuring all staff have training in 
the Rockwood Frailty Scale and ensuring all staff have completed 
appropriate ESR training.

12. Summary

Clinical audit processes are being streamlined and standardised. LCHS is compliant 

in participating in 100% of the national audits that are applicable and there is 

evidence that the results are shared within the Divisions and at CEG. There is a 

comprehensive local audit programme, and outstanding actions are being monitored 
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by the Clinical Audit Team. There is evidence of changes being made on the results 

of the national and local audit programme which will ultimately have improvements in 

the care we deliver to our patients.
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1. Executive Summary

The Clinical Audit Teams are aligning their processes to enable a standardised 

approach to the management of clinical audit within LCHS and ULTH. This will 

ensure that both teams understand the shared vision and objectives of the Group 

Model and how the roles contribute to the overall success of the clinical audit 

programme, which will include identifying duplication or differencing in existing 

processes and standardising workflows to improve efficiency and consistency. 

ULTH have participated in 100% of all national audits that were applicable. Reports 

and action plans are presented within the Speciality and at Clinical Effectiveness 

Group (CEG). There have been four national potential outliers reported in 2024-

2025, however, after data validation one national report was deemed not to be an 

outlier and the remaining three are being reviewed to confirm outlier status. 

2. Introduction

The report provides an overview of the clinical audit programme for 2024-2025. 

ULTH continues to proactively manage the clinical audit programme, improving 

process and quality of audits, to enable the learning to be embedded into our 

services and practice.

3. Forward Audit Plans 2025-2026

Each year, Divisions / Specialties agree a programme of planned clinical audit 

activity for the forthcoming financial year. This process is co-ordinated by the Clinical 

Audit Facilitator (through consultation with clinical / nursing staff and Care 

Groups) and which is overseen by Clinical Effectiveness Group (CEG). 

Each year’s plan reflects agreed priority audits, based on considerations such as 

anticipated Trust / Care Group quality objectives, national clinical audits, 

commissioning priorities, national guidance (NICE, Royal College) and local clinical 

priorities. Audits are categorised based on priority areas for clinical audit as outlined 

within the Healthcare Quality Improvement Partnerships (HQIP) ‘Clinical Audit 

Programme Guidance’. The Forward Audit Plans have been forwarded to the Care 

Groups for approval through their Clinical Cabinet Meetings. 
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4. Clinical Audit Training 

Throughout the year, the Clinical Audit Facilitators continued to run a ‘Beginner’s 

Guide to Clinical Audit’ sessions aimed at Foundation Doctors and staff with little or 

no previous experience of carrying out a clinical audit who would like a good 

grounding in the basic principles. Further sessions are planned for 2025-2026 and 

the team will focus on promoting these as a Group. In addition to scheduled 

workshops, bespoke training sessions were provided by the Clinical Audit Facilitators 

for other staff groups within Divisions / Specialties.

5. Clinical Audit awareness Week

The Clinical Audit Awareness Week is an annual event dedicated to highlighting the 

importance of clinical audit in improving patient care and outcomes. It provides a 

platform to celebrate best practices, shared learning, and engage staff in audit 

activities. As part of last year’s awareness week, we organised a series of exciting 

activities including an audit competition to showcase innovative projects, interactive 

stalls where staff could learn more about the audit processes and how to get 

involved. There were also national presentations featuring expert speakers 

discussing key developments and insights into clinical audit. These activities aim to 

increase awareness, encourage participation, and demonstrate the value of audits in 

driving continuous improvement across our Trust. 

6. National Clinical Audit

The Group are participating in 100% of all relevant audits. 

The Trust have participated in 58 national clinical audits which is 100% of national 

audits that they were eligible for.
Graph 1- National audit participation compliance. 
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There were 38 national audit reports published during 2024 - 2025. All national audit 

reports are presented initially at the Speciality Governance Meetings to agree the 

actions required. The report and action plan are then presented at the Clinical 

Effectiveness Group (CEG). There are several national audits awaiting presentation 

at CEG which are being monitored. 

Table 1 - National Reports published / presented 
Date Published Name of National Audit Presented at 

Speciality Governance 
Presented at CEG

April 2024 National Lung Cancer Audit 
(NLCA)

May 2025 TBC

April 2024 SSNAP May 2024 July 2024

April 2024 National Cardiac Audit 
Programme

June 2024 TBC

May 2024 ICNARC Case Mix Programme 
(CMP)

July 2024 November 2024

May 2024 National Ophthalmology 
Database – Cataract Audit

October 2024 February 2025

July 2024 Children & Young People 
Asthma

September 2024 February 2025

July 2024 National Comparative Audit 
Blood Transfusion Programme 
- 2024 Bedside Transfusion 
Audit 

July 2024 August 2024

July 2024 Royal College Emergency 
Medicine – Care of the Older 
People year 2

August 2024 TBC

August 2024 National Respiratory Audit 
Programme

September 2024 October 2024

August 2024 Royal College Emergency 
Medicine – Adolescent Mental 
Health year 2

August 2024 TBC

September 
2024

Falls and Fragility Fracture 
Audit Programme (FFFAP) – 
National Hip Fracture 
Database (NHFD)

October 2024 February 2025

September 
2024

Non-Hodgkin’s Lymphoma November 2024 February 2025
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September 
2024

National Ovarian Cancer Audit 
(NOCA)

TBC TBC

September 
2024

National Pancreatic Cancer 
Audit (NPaCA)

TBC TBC

September 
2024

National Kidney Cancer Audit 
(NKCA)

TBC TBC

September 
2024

National Hip Fracture 
Database (NHFD)

October 2024 February 2025

October 2024 National Neonatal Audit 
Programmes

TBC TBC

October 2024 Falls and Fragility Fracture 
Audit Programme (FFFAP) - 
National Audit of Inpatient Falls

TBC TBC

October 2024 Maternal, Newborn and Infant 
Clinical Outcome Review 
Programme (MNI)

December 2024 N/A

October 2024 National Emergency 
Laparotomy Audit (NELA)

October 2024 & January 
2025

February 2025

October 2024 National Early Inflammatory 
Arthritis Audit (NEIAA)

February 2025

October 2024 BAUS I-DUNC (Impact of 
Diagnostic Ureteroscopy on 
Radical Nephroureterectomy 
and Compliance with Standard 
of Care Practices)

TBC TBC

November 2024 National Vascular Registry 
(NVR)

January 2025 April 2025

November 2024 National Paediatric Diabetes 
Audit

TBC TBC

December 2024 National Audit of Dementia Date to be confirmed April 2025
December 2024 PROMS (Patient Reported 

Outcome Measures) in 
Surgery, Elective Hip and Knee 
Replacements 2022/23 

February 2025 March 2025

January 2025 National Prostate Cancer Audit 
(NPCA) State of the Nation 
Report 

February 2025 March 2025

January 2025 National Bowel Cancer Audit 
(NBOCA

TBC Outlier notification 
discussed at CEG 
February 2025

January 2025 National Oesophago-Gastric 
Cancer Audit (NOGCA)

TBC

February 2025 Patient Reported Outcome 
Measures (PROMs)

March 2025 March 2025
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March 2025 National Cardiac Audit 
Program (NCAP) Annual 
Report

TBC TBC

March 2025 National Paediatric Diabetes 
Audit

TBC March 2025 – Alert 
notification 
presented 

7. National Audit Outlier Notifications

ULTH received four potential outlier notifications in 2024-2025, however, after data 

validation, the Trust are outliers on three.

National Dementia Audit Round 6 – Potential Outlier 

Trust notified 20 March 2024, potential outlier for Delirium screening. A data 

validation exercise was completed by April 2024 and amendments were made to the 

data. The Trust notified 23 May 2024 it is no longer a potential outlier.

National Epilepsy 12 – Outlier Notification

The data relates to analysis for the year 2022-2023. The data period is prior to the 

recruitment of the Epilepsy Specialist Nurses (ESN’s) and establishment of the 

service for newly diagnosed children and young people to be seen by an ESN.

The ICB is currently finalising a business case to ensure the right establishment for 

the Children and Young people Epilepsy service.

National Bowel Cancer Audit (NBOCA) – Outlier Notification

The Trust was identified as an outlier on 18-month unclosed ileostomy after anterior 

resection at United Lincolnshire Hospitals NHS Trust. There is a review of the 

unclosed ileostomies, and the report will be presented at CEG in June 2025. 

National Paediatric Diabetes Audit – Alert

Pilgrim Hospital status is alerting for Case mix adjusted mean HbA1c. 

The national (England and Wales) HbA1c mean after adjustment for type 1 Diabetes 

is 63.5mmol/mol. At Pilgrim, the mean HbA1c for children and young people with 

Type 1 diabetes was 67.5mmol/mol. The adjusted mean was 66.8 mmol/mol.

A report will be presented at CEG in May 2025. 
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8. Positive Outlier

National Neonatal Audit Programme (NNAP) 2023 – Positive Outlier

Pilgrim Hospital outstanding outlier status for retinopathy of prematurity screening 

100%. The Clinical lead has been asked to present at the Network meeting on how 

this was achieved.

9. Local Audit Programme

ULTH have a comprehensive local audit programme, however, there have been a 

number of audits that had to be closed due to the audit not progressing. The 

development of a robust forward audit plans will help eliminate the need going 

forward to close audits due to them not being progressed by the auditor. The Clinical 

Audit Facilitators are actively pursuing open actions with the Audit Leads to enable 

audits to be closed within the required timeframes, however, there are several 

actions that remain open, and trajectories have been requested to aid closure. 

Audits Registered / Open

Since 2022, there have been 935 audits registered across ULTH of which 522 have 

been completed. There are 364 audits that have been registered that remain open.

Graph 2 - number of audits registered at ULTH versus number completed from 2022.

The tables below highlight the number of audits registered, completed and open audits 

for each Division from 2022. 
Table 2 – Number of audits registered by Division for each year
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Division 2022-2023 2023-2024 2024-2025 Total
Medicine 64 83 128 275
Surgery 102 114 97 313
Family Health 43 43 47 133
CSS 77 81 56 214
ULHT 286 321 328 935

Table 3 - Number of audits completed
Division 2022-2023 2023-2024 2024-2025 Total
Medicine 56 61 50 167
Surgery 64 65 24 153
Family Health 26 28 15 69
CSS 64 51 18 133

ULHT 210 205 107 522
*There have been 54 audits closed from 2022, due to the audit not being able to be progressed.

Table 4 - Number of open audits
Division 2022-2023 2023-2024 2024-2025 Total
Medicine 7 18 75 100
Surgery 36 46 72 154
Family Health 6 11 31 48
CSS 4 16 37 57
ULHT 53 91 215 359

Outstanding Actions

There are 106 actions outstanding from 2022 that have not been completed.

Table 5 – Number of outstanding actions
Division 2022-2023 2023-2024 2024-2025 Total
Medicine 4 5 17 26
Surgery 14 9 13 36
Family Health 3 3 4 10
CSS 8 16 10 34
ULHT 29 33 44 106

10. Clinical Audit Group

The Clinical Audit Group (CAG) was initially developed to review local audits and 

outstanding actions; however, this group has progressed to being a shared learning 

forum for staff to present their audit findings as learning identified could be 
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transferrable to other departments within the Trust. This is a monthly meeting for all 

Audit Leads to attend.  

11. Corporate Audits

There were 4 corporate audits completed by the Clinical Audit Team and presented 

during 2024-2025.

NHS Resolution Consent Report 2024-25
The Trust must demonstrate that they have and adhere to a policy of taking informed 

and appropriate consent as an integral part of clinical care (Policy for Consent to 

Examination or Treatment). Over a six-week period the team reviewed almost 1000 

patient consent forms across Lincoln, Pilgrim and Grantham hospital sites. As results 

became available during March, Speciality and site-specific reports were sent to the 

appropriate audit leads who were asked to review, discuss and share findings in their 

Audit/Specialty Governance Meetings and complete action plans.

Each Speciality will present their individual results at speciality governance and 

produce an action plan.

ED Long Wait Harms Review
The aim of the review was to:

• Assess if extended/prolonged ED waiting times (more than 12 hours) directly 

resulted in harm to patients.

• To quantify the scale and severity of harm due resulting from ED delays.

The report was presented at Patient Safety Group and Quality Committee and there 

was a request to complete a re-review with later data as data used was from October 

– December 2023 which was presented at Patient Safety Group in February 2025. 

The re-audit did not highlight any additional concerns. 

eReferral Mailbox Audit
In response to a Serious Incident investigation, a Standardised Operating Procedure 

(SOP) was developed for eReferral Inboxes. The eReferral Inboxes is a system for 

ULTH staff to send routine patient referrals or requests for information electronically 

between specialties. The aim of the review was to review all eReferral Inboxes 
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against the eReferrals Standard Operating Procedure. The audit was shared with the 

Operational Team and further actions are being taken. 

Paediatric Early Warning Scoring System
Following a Serious Incident where no observations were recorded prior to a 

paediatric patient’s discharge. The incident identified that the patient should have 

had a review by the Paediatric Middle Grade Doctor and a period of monitoring prior 

to discharge. The aim of the audit was to assess:

• Babies aged 0-3 months attending ED are routinely seen by a Paediatric 

Middle Grade Doctor

• Observations are performed for babies 0-3 months prior to discharge from ED

A guideline was developed detailing the standards required for paediatric patients 

attending ED and UTC.  

12. Learning from Completed Audits

Audit of timing 
and 
administration of 
medication for 
Parkinson's 
disease patients:

Comparing in-patient and usual place of abode experience identified 
65% of patients audited did not have their usual individually prescribed 
times of Parkinson’s medication documented on admission. 
The audit results concluded a large number of patients had missed 
doses of Parkinson’s medication whilst an inpatient. 
As a result, time sensitive medication is now a compulsory part of staff 
induction. There is also work going on to update the hospital’s self-
medication policy which will be adopted for patients with Parkinson’s 
disease.

Audit of 
antimicrobial 
management of 
Community 
Acquired 
Pneumonia.

The audit identified that patients did not always have appropriate 
antibiotics prescribed on admission. The CURB score was poorly 
documented.  
Following the audit a Confusion, Urea nitrogen, Respiratory rate, Blood 
pressure (CURB) score calculator was added to Microguide on the 
guidance pages for CAP prescribing. Training sessions and 
communications have also been rolled out to reiterate appropriate 
antimicrobial use.
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Facing the future 
– RCPCH 
Standard Re-
audit

At least two medical handovers every 24 hours are led by a consultant 
paediatrician. Morning (100%), evening (71.4%) Every child with an 
acute medical problem who is referred for a paediatric opinion is seen 
by, or has their case discussed with, a clinician with the necessary 
skills and competencies before they are discharged.
Throughout all the hours they are open, Paediatric Assessment Units 
(PAU) have access to the opinion of a consultant paediatrician.
The extension of consultant presence in the PAU to 21:00 during 
weekdays in Lincoln. (achieved in Pilgrim)
To make the clinical team including all doctors and nurses aware of this 
standard. This can be achieved by email and poster.

• Discussed in the consultants' meeting recommending the consultant to 
see the newly admitted patients after attending the evening handover.

Vaginal Birth 
after Caesarean 
(VBAC)

The audit identified that patients did not always have appropriate 
antibiotics prescribed on admission. The CURB score was poorly 
documented.  
Following the audit a CURB score calculator was added to Microguide 
on the guidance pages for CAP prescribing. Training sessions and 
communications have also been rolled out to reiterate appropriate 
antimicrobial use.

13. Summary

Clinical audit processes are being streamlined and standardised. ULTH is compliant 

in participating in 100% of the national audits that are applicable and there is 

evidence that the results are shared within the Divisions and at CEG. There is a 

comprehensive local audit programme, and outstanding actions are being monitored 

by the Clinical Audit Team. There is evidence of changes being made on the results 

of the national and local audit programme which will ultimately have improvements in 

the care we deliver to our patients.
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1. Summary and Highlights
The Director of Infection Prevention and Control (DIPC) Annual Report details infection prevention 
and control (IPC) performance activities within United Lincolnshire Teaching Hospitals NHS Trust 
(ULTH) for the year 2024-2025

The report outlines a continued approach to preventing and reducing the risk of avoidable 
healthcare associated infection (HCAI), as well as the processes and interventions taken to 
mitigate risk.  There is a strong commitment to lead on and support initiatives to prevent HCAI. 

IPC practice is essential to ensure those who access the Trust’s services receive safe care. 
Effective interventions require the hard work and diligence of all clinical and non-clinical staff, with 
a need for everyone to apply a consistent high level of practice.

The publication of this report is a requirement to demonstrate effective governance and public 
accountability. It highlights in addition the role, function and reporting arrangements of the DIPC 
and the IPC Team.

The Group model of the Lincolnshire NHS providers of physical health, Lincolnshire Community 
and Hospitals NHS Group (LCHG) has continued to develop with the IPC Team and associated 
colleagues dedicated to providing a high level of care to better meet patient needs. 

There is enthusiasm and commitment to achieve a joint vision for the delivery of IPC initiatives and 
developments for the consistent and streamlined integration of clinical work and IPC processes, 
including incident and outbreak of infection management. 

IPC key objectives have continued to provide a strategic and structured framework upon which to 
shape and develop IPC across the organisation. 

The Infection Prevention Group (IPG) receives a Board Assurance Framework (BAF) for The 
Health and Social Care Act (2008): Code of Practice on the prevention and control of infections, to 
achieve and sustain the required IPC key lines of enquiry. A gap analysis directs work to address 
an area of non-compliance by the application of remedial actions for the impact of poor 
environmental infrastructure as well as aspects of ventilation and water safety. Waste storage 
compliance is partially compliant along with in house decontamination processes.

Mandatory reporting of HCAI has identified an increase in cases of infections. Likely contributory 
factors relate to elderly medically vulnerable patients with underlying co-morbidities and very sick 
patients requiring treatment with sometimes several courses of appropriate antibiotic therapy. 

 NHS England (NHSE) Midlands and the NHS Lincolnshire Integrated Care Board (ICB) visits put 
forward some improvements when compared to other visits but identified several areas requiring 
focus and development to ensure changes are completed and embedded within practice. These 
included IPC standards within the Emergency Department (ED), waste management, diligence 
with environmental and equipment cleanliness as well as intravenous and trolley and mattress 
practice. An action plan has been compiled in respect of control and mitigation actions. 
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Audit standards allude to some non-compliance with IPC fundamental practice in relation to 
practice, cleanliness and equipment concerns. Some evidence a lack of attention to detail whilst 
others put forward a lack of sustainability and embedding the required level of IPC practice.

The report furthermore offers an overview of activity and/or development of outbreaks of infection, 
policies and guidelines, programme of audits, antimicrobial stewardship (AMS), laboratory service, 
Occupational Health and IPC training. 

The Estates and Facilities section identifies work relating to environmental cleanliness, water 
safety, ventilation and decontamination. 

A forward plan details work and initiatives to be progressed through 2025-2026, in addition to 
updated IPC key objectives. 

2. Infection Prevention and Control Arrangements and Team 
The DIPC holds Board level responsibility for all matters relating to the safe delivery of IPC 
practice, supported by the Deputy DIPC who also provides operational leadership to the IPC 
Team.

During the year, there has been further development of the IPC Team to take forward the need for 
investment in strong, consistent clinical leadership to achieve a one team approach. 

The LCHG Group model has continued to develop with the IPC Team and associated colleagues 
dedicated to providing a high level of care to better meet patient needs. 

There is enthusiasm and commitment to have a joint vision for the delivery of IPC initiatives and 
developments for the consistent and streamlined integration of clinical work and IPC processes, 
including incident and outbreak of infection management. 
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Diagram 1: Infection Prevention and Control Team Structure 

3. Infection Prevention and Control Governance, Assurance and 
Reporting Structure 

The IPG meets monthly and provides strategic direction for the prevention and control of HCAI. 
The group performance manages and assures the organisation against IPC Key Objectives (Table 
1) and ensures a risk-based and proportionate response to national and local directives and 
guidance. Upward reporting is to the Patient Safety Group (PSG), Quality Committee and the 
Trust Board.
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Table 1: Infection Prevention and Control Key Objectives 2024-25

Number Objective 
1 Develop infection prevention and organisational and Care Group Governance arrangements across 

the Group 
2 Continue to progress assessment and gap analysis of The Health and Social Care Act 2008. code 

of Practice on the prevention and control of infections and related guidance 
3 Further development of surveillance of healthcare associated infections and performance 
4 Investigate and manage the risks posed by novel infectious diseases to promote patient safety and 

prevent and reduce the risk of cross transmission
5 Investigate and manage the risks posed by the emergence of multi-drug-resistant organisms to 

promote patient safety and prevent and reduce the risk of cross transmission
6 Development of governance arrangements for appropriate antimicrobial use to optimise patient 

outcomes and to reduce the risk of adverse events and antimicrobial resistance
7 Implement and sustain standards of cleanliness in line with National Standards of Healthcare 

Cleanliness
8 Progress water safety, ventilation and decontamination requirements as sub-groups of the 

Infection Group to ensure patient safety requirements
9 Develop programmes of audit, education and the Infection Prevention Champion/Ambassador 

networks across the Group 

AMS, water safety, ventilation and decontamination sub-groups report to the IPG with Divisions 
providing assurance and exception reporting in line with The Health and Social Care Act (2008): 
Code of Practice on the prevention and control of infections and related guidance.

The IPC Objectives and Programme of Work 2024-2025 provides a framework to devise, 
implement and evaluate initiatives and strategies to prevent and reduce the risks associated with 
HCAI. A programme spanning 2 years has given an opportunity to scope out a longer-term plan of 
work and vision, reflected in the content of the Forward Plan (Section 13).

The introduction of IPC Quality Improvement (QI) initiatives comprise of the following 4 projects:

• High consequence infectious diseases (HCID) to achieve compliance with regional and 
local directives to ensure the safe care of a patient requiring assessment for a suspected 
case

• Surgical site infection (SSI) to support the Surgery Division with the implementation of 
national initiatives to support a reduction in the risk of SSI. The adoption of standards and 
guidance along with a self-assessment will provide a foundation upon which to build a 
programme of SSI surveillance (subject to resource and capacity)

• The Gloves Off Campaign will further progress a national initiative to prevent and reduce 
the over and inappropriate use of non-sterile gloves across the organisation

• Device Related Infection Prevention Practice (DRIPP) to support best practice to prevent 
and reduce device-related infections, thereby improving outcomes for patients with an 
intravascular device/ urinary catheter.
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Divisional IPC arrangements have continued to focus on tailoring IPC interventions to specific risk 
and patient population requirements. There has been the introduction of an IPC Business Partner 
model where nurse members of the IPC Team are assigned to a Division to offer a higher level of 
direction and support. 

The model focus is to offer a clinical environment requiring enhanced IPC direction and support, 
provide guidance for the interpretation of IPC data and participate in some Divisional specific 
auditing (especially validation). There is furthermore support for their IPC work and investigations, 
e.g. NHSE visits and associated plans, Patient Safety Incident Response Framework (PSIRF) and 
IPG reports. There is an intention to work with triumvirates and attend an IPC Divisional meeting. 
Support will also be provided for IPC QI and other project initiatives as well as liaison with the 
Division’s IPC Link Ambassadors (IPCLA).

To promote patient safety and prevent and reduce the risk of cross transmission, work has 
continued to progress on the investigation and management of novel and multi-drug-resistant 
organisms. The year highlighted challenges in respect of a Lincolnshire-system wide approach to 
HCID preparation work. 

The report will summarise AMS activity and put forward several key challenges, realisations and 
opportunities that have steered work over the year. The organisation did not again meet the target 
to reduce broad spectrum antimicrobial usage. There have been resource and staffing challenges 
impacting upon service delivery. An understanding that current efforts are not enough to be 
effective have been recognised with a comprehensive overview of the key changes initiated. 

IPC knowledge and expertise has supported the progression of further compliance with 
environmental cleanliness, water safety, ventilation and decontamination requirements and 
directives. 

The strong Lincolnshire system-wide partnership work has created and sustained consistent and 
proportionate approaches to the investigation and management of relevant infections. 

The integration of PSIRF into Trust governance and risk systems and processes has been 
achieved. From an IPC perspective this relates to the reporting and investigation of outbreaks of 
infection, some alert organisms and bacteraemia, HCID, breach of IPC policy and some infection-
related deaths. This has led to the generation of lessons learnt for sharing and presented an 
opportunity for integration into educational initiatives. 

3.1    Board Assurance Framework (BAF)
The IPG receives a BAF for The Health and Social Care Act (2008): Code of Practice on the 
prevention and control of infections and related guidance (Table 2).
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Table 2: The Health and Social Care Act (2008): Code of Practice on the Prevention and Control of 
Infections and Related Guidance Summary

No Criterion Description: Registered Provider to Demonstrate: 
1 Systems to manage and monitor the prevention and control of infection. These systems use risk assessments 

and consider the susceptibility of service users and any risks that their environment and others may pose to 
them 

2 The provision and maintenance of a clean and appropriate environment in managed premises that facilitates 
the prevention and control of infections 

3 Appropriate antimicrobial use and stewardship to optimise outcomes and to reduce the risk of adverse events 
and antimicrobial resistance

4 The provision of suitable accurate information on infection to service users, their visitors and any person 
concerned with providing further social care support or nursing/medical care in a timely fashion 

5 That there is a policy for ensuring that people who have or are risk of developing an infection are identified 
promptly and receive the appropriate treatment and care to reduce the risk of transmission of infection to other 
people

6 Systems to ensure that all care workers (including contractors and volunteers) are aware of and discharge 
their responsibilities in the process of preventing and controlling infection

7 The provision or ability to secure adequate isolation facilities
8 The ability to secure adequate access to laboratory support as appropriate 
9 That they have and adhere to policies designed for the individual’s care, and provider organisations that will 

help to prevent and control infections
10 That they have a system or process in place to manage staff health and wellbeing, and organisational 

obligation to manage infection prevention and control 

The BAF demonstrates the organisation responds in an evidence-based way to maintain the 
safety of patients, services users, and staff with areas of identified risk being subject to corrective 
intervention.  It furthermore provides assurance to the Trust Board of the systematic review of 
organisational compliance, with a wide range of systems, processes, policies and procedures to 
prevent and reduce IPC risk.  

Criterion 2 (the provision and maintenance of a clean and appropriate environment in managed 
premises that facilitates the prevention and control of infections) continues to be awarded partial 
compliance (Table 3).  This is due to the impact of poor environmental infrastructure as well as 
aspects of ventilation and water safety. Waste storage compliance is also partially compliant along 
with in house decontamination processes.
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Table 3: The Health and Social Care Act (2008): Code of Practice on the Prevention and Control of 
Infections and Related Guidance: Board Assurance Framework Compliance Summary 2024-25

4.     Healthcare Associated Infection Performance
4.1 Mandatory Reporting 
There is reporting of the following infections in line with the mandatory surveillance programme 
facilitated by the UK Health Security Agency (UKHSA):

• Meticillin-resistant Staphylococcus aureus (MRSA) blood stream infections (bacteraemia) 
• Clostridioides difficile (C. difficile) infection
• Meticillin-sensitive Staphylococcus aureus (MSSA) bacteraemia 
• Escherichia coli bacteraemia (E. coli)
• Klebsiella species bacteraemia
• Pseudomonas aeruginosa bacteraemia.

To comply with data collection requirements, the above HCAI have been attributed to Hospital-
Onset Health care Associated (HOHA) when the sample is taken on the 3rd day of admission 
(when day of admission is day 1) at an acute Trust. Community-Onset Healthcare Associated 
(COHA) defines a case not determined to be HOHA, but where a patient was discharged from the 
reporting organisation within 28 days prior to the current specimen date. The outcome of this 
reporting has seen an increase in infections compared to previous years’ data. 

Criterion Theme

Criterion 1 Governance 

Criterion 2 Environment

Criterion 3 Antimicrobial stewardship

Criterion 4 Information

Criterion 5 Management

Criterion 6 Engagement

Criterion 7 Isolation

Criterion 8 Laboratory support

Criterion 9 Policies

Criterion 10 Workforce

Compliant 

Partial
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4.2     Meticillin-Resistant Staphylococcus aureus (S. aureus) Bacteraemia 
(MRSA)

S. aureus is a bacterium commonly found on human skin and if enters the body can cause 
infection. In serious cases it can result in bacteraemia (blood stream infection), is resistant to 
many antibiotics, making it more difficult to treat.

Carrying MRSA on the skin is colonisation and it is important to screen some high- risk patient 
groups when they come into hospital to identify if they are carrying MRSA. 

In 2024-2025, there were 3 hospital-acquired cases of MRSA bacteraemia associated with Pilgrim 
Hospital Boston (PHB) (Table 4), and this compares with 2 cases in 2023-24. There remains a 
zero tolerance to a case.

For each case, a PSIRF investigation has identified an area of concern as well as ensured actions 
to prevent recurrence and lessons learnt shared with the wider health care team. 

The first 2 cases had contributory factors of a patient with multiple co-morbidities along with one 
already being colonised with MRSA. These factors increased the likelihood of the patient being at 
an increased risk of susceptibility to infection. Clinical practice non-compliance was attributed in all 
cases and for 2 alluded to a delay in commencing MRSA decolonisation treatment. 

All cases indicated concern with the care and management of a peripheral device. Divisional 
actions plans to facilitate IPG assurance and monitoring are in place to track progress and identify 
gaps in practice necessitating further work. 

Table 4: MRSA Bacteraemia by Site 2024-2025

Date 

Site 

Apr 
24

May 
24

Jun 
24

Jul 
24

Aug 
24

Sept 
24

Oct 
24

Nov 
24

Dec 
24

Jan 
25

Feb 
25

Mar 
25

Louth (CHL) 0 0 0 0 0 0 0 0 0 0 0 0

Lincoln 
(LCH)

0 0 0 0 0 0 0 0 0 0 0 0

Pilgrim (PHB) 0 1 0 0 0 0 0 0 1 0 0 1

Grantham 
(GDH)

0 0 0 0 0 0 0 0 0 0 0 0

Total 0 0 0 0 0 0 0 0 0 0 0 0

Cumulative 
Total

0 1 1 1 1 1 1 1 2 2 2 3
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4.3     Clostridioides difficile (C. difficile) Infection 
C. difficile is a bacterium found in the gut of around 3% of healthy adults. It seldom causes a 
problem if kept under control by normal bacteria of the intestine but can cause an infection of the 
large intestine (colon). Certain antibiotics can disturb gut bacteria allowing C. difficile to multiply 
and produce toxins, which cause symptoms such as diarrhoea.

Table 5 describes 98 Trust attributable cases reported against a trajectory of not to exceed 95 
cases. This compared with 98 Trust attributable cases reported in 2023-2024. 

Nationally there has continued to be an increase in cases of this infection with the UK Health 
Security Agency (UKHSA) in September 2024 publishing a rate of 36.9 infections per 100,000 
population compared to a September 2023 publishing a rate of 27.6 infections per 100,000 
population (22.6% increase). 

Table 5: Trust Attributable C. difficile Data 2024-2025

Date 

Case Totals 

Apr 
24

May 
24

Jun 
24

Jul 
24

Aug 
24

Sept 
24

Oct 
24

Nov 
24

Dec 
24

Jan 
25

Feb 
25

Mar 
25

Trajectory 7 8 8 8 8 8 8 8 8 8 8 8

Actual Acute 
Cases

6 8 9 8 12 5 6 11 8 11 7 7

+/- Trajectory -1 0 +1 0 +4 -3 -1 +3 0 +3 -1 -1

Acute Actual 
Cumulative

6 14 23 31 43 48 54 65 73 84 91 98

The increase in cases especially in the Medicine Division have alluded to older patients with co-
morbidities, requiring multiple antibiotic treatment, subsequently increasing the risk of acquiring C. 
difficile. There has also been an increase in the number of patients with a relapse of this infection.

There were investigations into 10 periods of increased incidence (PII) defined as two or more 
cases of C. difficile (occurring > 48 hours post admission, not relapses) in a 28-day period on a 
ward (5 at LCH, 5 at PHB). IPC interventions were patient isolation, deep cleaning, sending stool 
samples for ribotyping, weekly antimicrobial audits for a 3-week period as well as PSIRF 
investigation and holding PII meetings with clinical colleagues.

For 8 of the PIIs, the ribotyping indicated a cluster of unrelated cases, however for the remaining 
2, one at LCH and another at PHB, the ribotyping indicated cross transmission. This resulted in 
the need for prompt and appropriate sampling and patient isolation (upon taking the stool sample), 
review of antimicrobial prescribing, ensuring the prompt commencement of treatment as well as 
the importance of maintaining high standards of environmental cleanliness. 
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To facilitate a detailed review, cases of Trust acquired C. difficile are subject to a thematic analysis 
investigation. Common themes requiring further work and development included recording a 
severity score, some suboptimal antimicrobial prescribing, i.e. long-term antimicrobials given 
without Microbiologist consultation, as well as in some instances their advice was not followed. 

A patient was not always isolated when a stool sample was taken along with insufficient 
microbiological samples to diagnose an infection. Divisional action plans to facilitate IPG 
assurance and monitoring were compiled to track progress and identify gaps in practice 
necessitating further work. 

4.4 Meticillin-Sensitive Staphylococcus aureus (MSSA) Bacteraemia
MSSA is a strain of these bacteria effectively treated with antibiotics.  Infection can occur if there is 
an opportunity for the bacteria to enter the body and in serious cases can cause bacteraemia.

Table 6 details the 47 reported cases of Trust acquired MSSA bacteraemia, representing a 17.5% 
increase when compared to the 40 cases reported in the previous year. There is no trajectory for 
this infection. Contributory factors include patient acuity as well as skin/soft tissue and line 
infections.  There has been an increased focus on the management of invasive devices.

Table 6: Trust Attributable MSSA Bacteraemia by Site 2024-2025

Date 

Site 

Apr 
24

May 
24

Jun 
24

Jul 
24

Aug 
24

Sept 
24

Oct 
24

Nov 
24

Dec 
24

Jan 
25

Feb 
25

Mar 
25

Louth (CHL) 0 0 0 0 0 0 0 0 0 0 0 0

Lincoln (LCH) 2 4 3 2 3 4 1 3 0 1 4 1

Pilgrim (PHB) 0 1 0 1 1 2 2 3 3 1 3 0

Grantham (GDH) 0 0 0 0 1 0 1 0 0 0 0 0

Total 2 5 3 3 5 6 4 6 3 2 7 1

Cumulative Total 2 7 10 13 18 24 28 34 37 39 46 47

4.5    Gram Negative Bacteraemia

• Escherichia coli (E. coli) Bacteraemia

E. coli is a bacterium that normally resides in the intestines of healthy people and animals, aiding 
in the digestion of food. However, it can cause urinary, biliary or gastrointestinal tract related 
infection leading to bacteraemia. 
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Some E. coli are enzyme producers known as extended spectrum beta lactamase (ESBL) that 
increase the resistance to multiple antibiotics. 

Attention to the insertion and care of urinary catheters, auditing, education and reporting of 
catheter associated urinary tract infection are the interventions directed to prevent and reduce a 
case of this infection. 

For 2024-2025, 146 hospital and community cases against a trajectory of not to exceed 105 cases 
were reported.  There were 106 cases in the previous year, representing an increase of 38%.

An investigation determined likely contributory factors as elderly medically vulnerable patients with 
an underlying condition which precipitated the infection rather than a HCAI. 

• Klebsiella species Bacteraemia

Klebsiella species are part of the enterobacteriaceae family. They are commonly found in the 
environment and human intestinal tract and do not typically cause disease. These species can 
however cause HCAIs, including pneumonia, bacteraemia, wound or surgical site infections and 
meningitis. Additionally, they can exhibit resistance to a broad range of antibiotics.

For 2024-2025 there were 48 hospital and community cases against a trajectory of not to exceed 
45 cases. The 47 cases reported in the previous year represented an increase of 2%.

An investigation of likely contributory factors also alluded to elderly medically vulnerable patients 
with underlying co-morbidities.

• Pseudomonas aeruginosa Bacteraemia

Pseudomonas is a type of bacteria frequently found in the environment, such as in soil and water. 
With many types, the one most often causing infection is an opportunistic pathogen called 
Pseudomonas aeruginosa. It can take advantage of a weakened immune system, produce tissue-
damaging toxins and lead to bacteraemia, pneumonia, or infection in other parts of the body 
following surgery.

Through 2024-2025, there was a hospital and community trajectory of not to exceed 18 cases and 
in this period, there were 19 attributed cases. This compares to 18 cases reported in the previous 
year, representing an increase of 6%.

Likely contributory factors were extremely medically vulnerable patients with an increased 
susceptibility to infection, with no identification of a water-associated link.

4.6    Stenotrophomonas maltophilia

Stenotrophomonas maltophilia is a bacterium found in soil, water, plants and animals and can 
cause infection in humans, particularly in hospital environments. It is resistant to many antibiotics 
and therefore difficult to treat. As an opportunistic pathogen, it primarily affects an individual with a 
weakened immune system. Hospital settings as well as extended Intensive Care Unit (ITU) stays, 
mechanical ventilation, invasive devices such as a tracheostomy or central venous catheter and 
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the use of broad-spectrum antibiotics have all been demonstrated to increase the risk of this 
infection.

In November 2024, there was a PII in the ITU at PHB affecting 2 patients, with the bacteria being 
identified in sputum samples. Ribotyping did not identify cross transmission, and the environment 
received a deep clean. Improvements however were required to ensure items were not stored on 
hand wash basins, the appropriate wearing of gloves and ensuring bedside trolleys were not 
stored next to basins, thereby not creating a splash zone. A review of antimicrobial prescribing 
was also undertaken. 

4.7  Carbapenemase Producing Enterobacterales (CPE)
The enterobacteriaceae family resides in the gut and aids in food digestion. This colonisation is 
harmless, not requiring treatment unless these bacteria enter areas like the bladder, bloodstream 
or wounds where they can cause infection. CPE bacteria are resistant to carbapenem antibiotics, 
making infections challenging to treat. Last year there was an increase in cases with a contributory 
factor being the necessary but increased use of antibiotics. There were 3 reported outbreaks of 
this infection at the LCH site (section 4.11).

4.8   Pulmonary Tuberculosis (TB)
Pulmonary tuberculosis (TB) is a contagious infectious disease caused by the bacterium 
Mycobacterium tuberculosis that primarily affects the lungs. It is spread through the air when an 
infected person coughs, sneezes, or talks, releasing respiratory droplets containing the bacteria. 

Productive Group working promoted a rational and streamlined approach to a patient with TB 
attending at PHB and the management of community cases requiring acute hospital intervention.  
This included contact tracing, sending out warn and inform letters and an immunocompromised 
patient referral to the TB service for screening and follow up. There was staff Occupational Health 
follow up as appropriate. 

4.9     Mpox/High Consequence Infectious Disease (HCID)    
Mpox previously known as monkeypox is a rare infection most found in parts of central and east 
Africa. The risk of catching this disease in the UK continues to be low for most people. 

Mpox symptoms can include a high temperature (fever), headache, muscle aches, backache, 
swollen glands, chills, exhaustion, and joint pain. A rash often appears 1 to 5 days after these 
initial symptoms and can be found on any part of the body. 

The Lincolnshire system wide group led on the production of a process flowchart to enable the 
safe triage, diagnosis and treatment of a patient presenting with suspected case to an ED. Mpox is 
no longer categorised as a HCID. 

Wider work in line with an addendum to the National IPC Manual initiated a collaborative initiative 
across the Group to ensure a patient being admitted with a suspected HCID follow a risk-based 
emergency care patient pathway. Action cards have been produced for the fast-track isolation and 
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assessment of patients. The required personal protective equipment (PPE) requirements are in 
place. 

Challenges have related to a poor environmental infrastructure, specifically ventilation, the lack of 
single isolation room facilities, access to external training for the additional PPE requirements and 
the absence of an Infectious Diseases service and unit. 

4.10  Vancomycin Resistant Enterococcus (VRE)
VRE are enterococci resistant to an antibiotic called vancomycin and often other antibiotics. It 
does not cause more serious infections when compared to other enterococci, however it is more 
difficult to treat.

During the year, a PII at PHB affecting 2 patients was investigated, with ribotyping determining the 
cases were not related to each other and good IPC practices overall observed.

4.11   Outbreaks of Infection 
An outbreak of infection is defined as an episode of infection where there is spread of sufficient 
seriousness to demand immediate action and the year’s outbreaks of infection are in Table 7.

Table 7: Outbreaks of Infection 2024-25

Organism Number of Outbreaks Number of Patients Number of Staff 

Influenza A 13 49 42

COVID 27 83 28

Norovirus 22 168 75

C. difficile 2 7 0

CPE 3 11 0

Total 67 318 145

• Influenza A 

There was an increase in the number of cases of Influenza A (respiratory virus) across the East 
Midlands with 13 outbreaks declared. Full ward closure was not required as patient segregation in 
bays with the doors kept closed was successful to prevent and reduce transmission. Ward areas 
received a deep clean before being re-opened. 

• COVID

A decrease and less severe cases of this respiratory infection reduced the risk of cross 
transmission. Through the year there were 27 outbreaks representing a significant decrease from 
the previous year when 45 were declared. Assurance was by thorough investigation of cases, 
patient isolation and the ability to contain within a bay to negate a full ward closure. IPC 
interventions and screening remained in line with national guidance.
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• Norovirus 

In 2024-25 there was a significant 340% increase in cases of this viral gastrointestinal infection 
compared to the previous year, reflecting a national picture and contributing to 22 outbreaks of this 
infection. There were outbreaks of norovirus at PHB in February 2025 affecting a total of 9 wards 
and 81 patients.  IPC measures included the compartmental isolation of cases as much as 
possible and where necessary the closure of the wards to new admissions and a deep clean 
before re-opening. The deployment of hydrogen peroxide decontamination was of benefit. 

The Trust was represented at the regional (NHSE) winter huddle forum to facilitate discussions 
relating to benchmarking, consistency and sharing of practice. Lincolnshire system-wide working 
facilitated appropriate discharge pathways. The organisation managed this extremely pressured 
period very well and received external acknowledgement. 

• CPE

There were 3 outbreaks at the LCH site affecting a total of 11 patients. The outcome of 
investigations included a need to improve compliance with the wearing of PPE and to ensure 
equipment such as a dishwasher was in good working order. There was collaborative working with 
the Water Safety Group (WSG) and other colleagues. The experience of the Deputy DIPC enabled 
swift action to be taken to prevent patient harm and reduce transmission. 

The instigation of enhanced cleaning was carried out along with assurance and monitoring via 
audit processes. A review of the integrity of equipment ensured replacement as required, as well 
as a review of cleaning methods such as hand wash basins to negate the risk of transference of 
micro-organisms. There was also refresher hand hygiene and cleaning training and enhanced 
swabbing of the relevant patients. 

5. Policies and Guidelines 
Through 2024-2025, there has been the review, update and publication of policies to comply with 
the requirements set out in The Health and Social Care Act (2008): Code of Practice on the 
prevention and control of infections and related guidance and the National IPC Manual. A policy 
matrix is in place to ensure documents are kept up to date and relevant. 

Policies are subject to review at Trust IPG also attended by a patient representative. The 
Guidance at a Glance quick reference documents for key IPC practice have remained popular as 
a very good quick reference guide.

The Vascular Access Group has continued to give the IPG some level of assurance and 
monitoring of Care Group Peripheral Line Development Plans, but with recognition there is further 
work to undertake and a need to ensure the required practice is sustained and embedded. 

The Mattress Working Group has also continued to also offer some assurance and monitoring of 
cleaning, replacement and storage of mattresses. Recent work has been widened to include all 
types of mattresses, including those on ED trolleys. 
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6. Audit Programme 
The IPC programme of audit has continued to monitor IPC practice standards across the 
organisation. 

The Front-Line Ownership (FLO) audit has remained the standardised tool for all wards and 
departments by focussing on key areas of practice including hand hygiene, general and 
patients’ immediate environment, patient isolation, dirty utility room / linen and waste disposal, 
ward kitchen, sharps safety, storage areas, clean utility and treatment room, patient equipment 
decontamination and clinical practice. 

Divisions report progress, exceptions and actions each month to the IPG. This comprises a 
detailed overview of IPC practice in their clinical environments to reflect a need for 
responsibility, accountability and engagement to achieve the required standards.  The IPC 
Team has continued to support a programme of validation audits, to promote collaborative 
working when results have highlighted discrepancies. 

Analysis and triangulation of data has identified a number of Divisional data discrepancies when 
compared to results from the IPC Team FLO audits, such as non-compliance with IPC 
fundamental practice as well as cleanliness and equipment concerns. Some has evidenced a 
lack of attention to detail whilst some put forward a lack of sustainability and embedding of the 
required level of IPC practice. The findings furthermore replicate the outcomes of NHSE and 
ICB visits (Section 7).

To explore further, a thematic analysis of a clinical practice element has identified a need to 
achieve greater compliance with peripheral line practice, specifically for visual infusion phlebitis 
(VIP) scoring and insertion and removal of devices documentation. The latter is also a concern 
in respect of clinical indication for urinary catheters as well as ensuring the components of a 
care bundle are in place (Table 8).

Further work and interrogation are required, and the Venous Access Group meetings have 
recommenced to offer greater insight and leadership. 
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Table 8: ULHT Clinical Front Line Ownership Audit Results 2024-2025

Effective hand hygiene is one of the most effective measures to prevent the spread of infection. 
The results in Table 9 describe overall high compliance with the requirements of the 5 moments 
of hand hygiene depicting when to conduct hand hygiene. Objective Structured Clinical Exam 
(OSCE) is the method used for assessment of the hand hygiene technique across the Divisions. 
Consistent high scores are also scrutinised via a validation process with some variation 
reported. 

Table 9: Care Group Hand Hygiene Audit Scores (%) 2024-2025

(≤ 84% = red; 85-90% = amber; 91–100% = green)
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Site Division 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 for 24/25 Divisional Average
Pilgrim CSS 99.72% 99.37% 99.89% 99.84% 99.89% 99.83% 99.39% 99.69% 99.35% 99.42% 99.25% 99.14% 99.57%
Lincoln CSS 99.92% 99.86% 99.79% 99.93% 99.88% 99.96% 98.80% 96.96% 99.26% 99.75% 99.85% 99.93% 99.49%
Grantham CSS 100.00% 100.00% 99.33% 99.75% 100.00% 100.00% 99.39% 98.91% 99.82% 99.45% 98.80% 98.70% 99.51%
Louth CSS 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%

Pilgrim 
Family 
Health 99.86% 99.50% 99.75% 99.50% 100.00% 99.75% 99.83% 99.83% 99.80% 100.00% 99.67% 100.00% 99.79%

Lincoln
Family 
Health 100.00% 100.00% 97.80% 99.88% 99.78% 98.38% 99.14% 99.88% 100.00% 99.86% 100.00% 100.00% 99.56%

Grantham
Family 
Health 100.00% N/A 100.00% 100.00% 100.00% 100.00% 99.00% 99.00% N/A N/A N/A N/A 99.71%

Louth 
Family 
Health N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

Pilgrim Medicine 98.31% 98.31% 99.08% 99.38% 99.67% 98.62% 99.00% 98.54% 98.54% 99.00% 96.62% 96.22% 98.44%
Lincoln Medicine 97.62% 98.38% 98.38% 96.70% 97.53% 97.40% 99.75% 97.35% 97.89% 97.86% 98.37% 97.90% 97.93%
Grantham Medicine 99.00% 98.25% 99.25% 99.25% 98.25% 99.50% 98.50% 98.25% 99.00% 97.81% 99.00% 99.00% 98.76%
Louth Medicine N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

Pilgrim Surgery 99.08% 99.00% 99.08% 97.83% 98.18% 98.00% 98.92% 97.92% 98.25% 97.55% 99.69% 99.25% 98.56%
Lincoln Surgery 99.00% 99.08% 99.36% 99.38% 99.75% 99.07% 99.92% 98.92% 98.25% 99.85% 98.92% 99.25% 99.23%
Grantham Surgery 98.50% 96.25% 98.50% 97.33% 97.33% 92.00% 96.00% 96.67% 100.00% 97.00% 92.00% 96.67% 96.52%
Louth Surgery 100% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%

99.69%

99.64%

98.37%

98.58%
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 6.1    Compliance Assessment Tool (CAT) Audits  
The IPC Team will undertake a CAT audit following the identification of a clinically significant 
organism, including MRSA, C. difficile, and other multi drug-resistant organisms such as CPE, 
ESBL and VRE.

The tool continues to serve as a proactive measure to focus on patient isolation, commode 
cleanliness, clutter-free environment, the correct use of (PPE as well as appropriate and 
accurate documentation. The audits additionally provide support, focus and assurance to 
Divisional clinical teams to prevent and reduce the risk of HCAI within their clinical settings. 
Through 2024-25, 437 CAT audits were undertaken with a breakdown illustrated in Table 10. 

Table 10: Compliance Assessment Tool Audits by Division Audits 2024-2025

Table 11 describes improved practice in respect of labelling of clean equipment, completion of 
stool charts and the Saving Lives High Impact Intervention No 7: Care bundle to reduce the risk 
from C. difficile.  Areas for improvement were in respect of completion of a relevant care 
pathway, patient isolation, i.e. delay in moving a patient to single room accommodation as well 
as some isolation room incorrect entrance signage.

Table 11: Compliance Assessment Tool Results by Non-Conformance 2024-2025

Division Number
Medicine 312
Surgery 91
Family Health 6
Clinical Support Services 28
Total 437
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6.2     Sharps Container Audit  
In May 2024, an external snapshot audit on the 4 sties was undertaken with 718 sharps 
containers observed. The vast majority were compliant demonstrating an improvement in 
practice, with only a small proportion requiring attention regarding the activation of the 
temporary closure mechanism. Non-compliance was identified for 21 containers at LCH, 21 at 
PHB, 8 GDH and 5 at CHL. These findings highlight a strong baseline of compliance, with 
ongoing efforts focused on further embedding best practices.

7.     External Inspections and Visits
In September 2024, The Assistant Director of Infection Prevention and Control, NHS England 
Midlands and the Lead Nurse, Health Protection for the NHS Lincolnshire ICB visited the LCH site. 
Their report concluded some improvements had been made when compared to previous visits but 
identified several areas requiring focus and development to ensure changes were completed and 
embedded within practice. These included IPC standards within the ED, management of 
mattresses, waste management, IV device practice as well as diligence with environmental and 
equipment cleanliness

An action plan has offered control and mitigation actions including the employment of a Waste 
Manager (January 2025) along with a new waste contractor. Environmental cleanliness has been 
subject to actions in respect of cleaning schedules. Enhanced attention to detail for clinical and 
non-clinical aspects of cleanliness has continued to be a focus of attention as well as the 
procurement of replacement equipment.  There has been work in respect of the implementation of 
the IPC QI projects. A site wide static mattress audit did not identify a high percentage of failures, 
but work has continued to address issues with trolley mattresses and ensure storeroom practices 
meet the required standards. 

The ICB Senior Health Protection Nurse has undertaken quarterly supportive visits, rotated 
between the sites to ensure a good overview of Trust premises. These visits have been extremely 
valuable, promoting working together as an integrated system and a “fresh eyes” approach. A 
summary of the findings demonstrated that environmental cleanliness has been overall very good, 
and patients are happy with the care they received. 

Non-compliance with waste, peripheral line practice along with cleaning and replacement of 
equipment mirrored the NHSE visit findings. It was recognised more work is required to achieve 
appropriate glove usage and it is anticipated the Gloves Off campaign will provide this direction. 

Visits have referred to poor environmental infrastructure and in some instances the impact of 
extensive building work. 



Page 22 of 38

8. Antimicrobial Stewardship (AMS)
There have been several key challenges, realisations and new opportunities to steer AMS efforts 
over the course of the year, as well as setting the grounding for future work. Despite continued 
efforts, the organisation did not again meet the national target to reduce broad spectrum 
antimicrobial usage and remains one of the highest consumers of antimicrobials across the 
Midlands region. There appears to be more tendency to prescribe antimicrobials, and the most 
significant contributors to the trend are co-amoxiclav, and then clarithromycin (Graph 1).

Graph 1: East Midlands regional benchmarking of Total Antimicrobial Consumption 2024-25 
Adjusted to Bed Activity (Source: Define database, accessed 17/04/25)

Challenges consuming much time and effort have included increased gaps in Microbiologist and 
Antimicrobial Team staffing, antimicrobial drug shortages, a new provider switchover for the 
antimicrobial app with system wide impact, along with setbacks for the Outpatient Parenteral 
Antibiotic Therapy (OPAT) service. The ability to undertake antimicrobial audits and QI projects 
has been impacted, affecting an ability to support PII audits and PSIRF investigation work. 

    The OPAT service has experienced another year of change with significant impact on the home 
care pathway but has offered an opportunity to explore and enhance other clinical pathways and 
navigate the governance processes required for the Group model. The re-instatement of the 
OPAT home care pathway for full-service capacity has now been actioned. 

Relocation to the main hospital site has been invaluable to increase accessibility to wards to 
undertake patient assessments. For example, OPAT staff actively screening in-patient wards for 
IV antimicrobial prescriptions and initiating IV to oral switch reviews. This has supported good 
clinical decision making and therefore quality of care. 
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To explore further, the pan-organisation audit for the IV oral switch (IVOS) CQUIN suggested up to 
25% of patients on IV antibiotics could have been switched (before the point of audit), offering 
clinical services a valuable review. The data enhances Care Group AMS surveillance and has 
furthermore presented an opportunity for educational insight. The timely switch from IV to oral 
antimicrobials also reduces the environmental impact of healthcare in terms of carbon footprint, 
and nursing time.

Primary antimicrobial guidelines and policy for antimicrobial prescribing updates are important to 
address resource constraints with a need to achieve better accessibility and awareness at the 
patient bedside. To achieve accountability, there must also be greater clinician awareness of 
antimicrobial prescribing competencies.

Increasing a patient engagement focus has been a key aim with successful development. Through 
the year, the antimicrobial awareness campaign has offered patient stories as a prominent theme. 

Understanding that current efforts are not enough to effectively improve the performance in terms 
of the national targets (a strong indicator of AMS) has been pivotal to using the year to identify 
what needs to be done differently. Key changes that have been initiated are:

• Inclusion of antimicrobial resistance as a high-risk item on the Trust Risk Register to propel 
action to improve AMS

• DIPC oversight of the collaboration between Microbiology, Antimicrobial Pharmacy and the 
IPC Team to create a unified Infection Management Team, with revised clarity on roles and 
engagement with clinical teams and governance structures

• Revised approach to the development and implementation of antimicrobial guidelines to 
enable them to be more informative and accessible to users.  Being ULTH specific has 
enabled material to be included, cross referenced, and structured in the guidelines to 
increase effectiveness and communication of resources

• Antimicrobial Pharmacy Team skill mix adjustment to promote the development and 
progression of the Care Group engagement strategy with regards to antimicrobial 
prescribing accountability and ownership. Successful development of existing staff to a 
Specialist Antimicrobial Technician post as well as data analyst roles to underpin future key 
change. Work has commenced on the development of an Antimicrobial Nurse post

• Close collaboration to improve stewardship via the Electronic Prescribing and Medicines 
Administration (ePMA) and rapid cascade of antimicrobial alerts and shortages has been 
invaluable. The functionality of the system is evolving well 

• Laboratory progress in setting up in-county testing for some diagnostic tests and 
therapeutic drug monitoring, to enhance AMS efforts and patient safety.

The Antimicrobial Stewardship Strategy Group (ASSG) now encompasses the Group model, with 
a restructured approach to the agenda, surveillance, reporting and development of initiatives and 
resources. ASSG has support via Medicines Quality Group, Drug and Therapeutics Committee, 
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the IPG along with other relevant key forums. Lincolnshire ICB efforts have also progressed with 
revised enthusiasm. 

Evolution is starting to have a local population AMS impact due to educational campaigns and 
work to enhance penicillin allergy de-labelling awareness, as well as identifying opportunities to 
improve this across Lincolnshire. To increase the scope of work there is a need for further 
resource. 

Audits and QI projects have progressed including audits pertaining to antimicrobial IV to oral 
switch and the antibiotic Aciclovir to create a clinical support tool for viral meningitis.  An identified 
issue with the ePMA system of antimicrobial indication was amended and led to prescribing 
insights in emergency areas. Antimicrobial prescribing standards audit have resulted in ratification 
and implementation of Teicoplanin specific prescription chart and ePMA process.

A QI project demonstrated awareness of Infection Management Teams and antimicrobial 
resources and a further supported an Antimicrobial App switchover to promote better functionality. 
PII process work promoted some meaningful outcomes and actions to review empirical 
antimicrobial treatments in the ITU setting to reduce ESBL, CPE and other alert organism 
selection pressure. 

There has also been work in relation to penicillin allergy awareness to create cards and a patient 
leaflet. Enhanced education and training included the introduction of AMR mandatory e-learning 
introduced for all staff with clinical and non-clinical roles as well as the development and pilot of 
Junior Doctors induction packs in selected clinical areas.

The prognosis for AMS is looking hopeful for the coming year with support from key escalation 
routes, and intentions to optimise sustainable improvements in patient care. Clinical awareness of 
accountability with executive level oversight to drive this message, along with improvements, 
throughout the group and Lincolnshire are important influencing factors to secure successful 
achievement. 

9. Laboratory Service
Path Links has been able to directly transition to United Kingdom Accreditation Service (UKAS) 
ISO15189:2022 following inspection during spring 2024 and has just completed an annual 
surveillance visit ahead of the next accreditation visit in spring 2026. 

As part of the ME2 (East Midlands 2) laboratory network of UKAS-accredited Microbiology 
laboratories, Path Links works collaboratively through an Operational Group of Microbiology 
Managers and Working Group of Microbiology Managers and Clinical Microbiology Leads. To 
enable service continuity, all ME2 Microbiology laboratories, whilst distinct entities, work together 
to support each other’s services whenever possible to mitigate risk relating to service and/or 
supply disruptions. 
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The ME2 laboratories are in the early stages of a phased joint procurement of new analysers, 
assays and equipment due to be completed 2026-27. This will mean the majority will be 
standardised allowing for greater comparability of service provision and patient results. This is in 
addition to providing a potential opportunity to expand local testing and improve referred testing 
turnaround times by offering an enhanced regional based service. 

In June 2024, there was the implementation of molecular testing for a range of viruses and 
bacteria in cerebral spinal fluid (CSF) by Polymerase Chain Reaction (PCR) from 7-10 days down 
to a day from receipt. This service is supporting AMS including prevention of antimicrobial 
resistance through rapid results allowing early intervention of management of patients due to a 
significantly more sensitive test. This moreover supports the standing down of an empirical 
treatment for suspected meningitis/encephalitis.

During July 2024, at the request of Microbiology the Path Links Blood Science Directorate 
implemented a serum Teicoplanin level assay. Results are now generated 7 days a week to 
enable greater use of this valuable antimicrobial in appropriate clinical cases, including patients 
accessing the OPAT service.

The Microbiology Clinical Lead (Consultant Microbiologist) and Path Links Microbiology 
Operational Manager have achieved a higher level of collaborative work with the ICB and LCHG 
colleagues. This has included key work streams pertaining to AMS, sepsis and IPC, allowing for 
an enhanced integrated and responsive Microbiology Directorate service. An opportunity has also 
been presented for more effective understanding of service requirements and to allow improved 
use of resources as well as future planning and developments.

The sepsis work stream has supported under a Blood Culture Optimisation Pathway improvement 
to achieve the key pre-analytical target of blood culture collection to receipt of less than 4 hours. 
This is via the procurement of analysers for the 3 acute sites, and to increase capacity to address 
problems at the PHB site and put in place the national recommendation of two sets of blood 
cultures per adult patient. 

The Directorate is furthermore submitting a 6 monthly audit to the Midlands AMR group in respect 
of collection to receipt times, and the volume of blood in blood cultures (recommended 8-10ml per 
adult bottle). They have also assisted the Lead Antimicrobial Pharmacist in preparing the quarterly 
Midlands AMR highlights report.

From October 2024, the Microbiology Directorate Clinical Lead has been leading work to improve 
and develop all aspects of the laboratory service. This has included the recruitment of a 
Consultant Microbiologist to lead the PHB clinical microbiology service. Further substantive 
recruitment has been challenging but continues to be taken forward and in the meantime locum 
Consultants are working with the Team to ensure clinical cover. The Consultant Team is actively 
involved with ward rounds, multi-disciplinary teamwork and attend a variety of meetings to support 
system-wide colleagues. 
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10.     Estates and Facilities
Estates and Facilities continue to progress effective work streams to further support and improve 
service delivery, along with the compliance assurance and planned preventative maintenance 
(PPM) activities to the IPG as per a reporting schedule. 

The development of the LCHG has initiated wider scale groups for water safety and ventilation to 
achieve a governance strategy inclusive of partnership teams. This has been beneficial in the 
sharing of information leading to compliance improvements. There is recognition that effective 
governance is the way to manage actions from identified risks with concerns arising from 
Authorised Engineer (AE) audits being escalated for inclusion on the Trust Risk Register. This has 
been of value to provide organisational risk oversight. 

Reporting mechanisms have clarity and consistency with concerns escalated where required, as 
well as providing assurance reports in a timely manner in accordance with governance reporting 
schedules. 

10.1 Environmental Cleanliness 
During 2024-25 housekeeping continued to play an important part in maintaining standards of 
environmental cleanliness across the organisation.  From January 2025, ULTH was successful in 
their bid to provide the management of housekeeping services to CHL. Recruitment has continued 
to progress with an aim to achieve full establishment across all sites. The turnover of staff has 
remained a concern with plans in place to review recruitment and retention processes to 
endeavour to identify a way forward to address the issue. 

The cleanliness star rating is embedded and an area scoring 3 stars or below is subject to an 
action plan along with additional cleans and further audits to ensure the required standards have 
been met. Tables 12-14 illustrate the overall very good average star ratings across the sites for all 
audits in the relevant functional risk (FR) category.

Table 12: Environmental Cleanliness Star Ratings Lincoln County Hospital (LCH) 2024-25 

Date Apr 
24

May 
24

Jun 
24

Jul 
24

Aug
24

Sept 
24

Oct 
24

Nov 
24

Dec 
24

Jan 
25

Feb 
25

Mar 
25

Category Star Rating 
FR1 (98%) 4 4 4 4 4 5 5 4 5 5 4 4

FR2 (95%) 5 5 5 5 5 5 5 5 5 5 5 5

FR3 (90%) 5 5 5 5 5 5 5 5 5 5 5 5

FR4 (85%) 5 5 5 5 5 5 5 5 5 5 5 5

FR5 (80%) 5 5 5 5 5 4 5
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Table 13: Environmental Cleanliness Star Ratings Pilgrim Hospital Boston (PHB) 2024-25

Date Apr 
24

May 
24

Jun 
24

Jul 
24

Aug
24

Sept 
24

Oct 
24

Nov 
24

Dec 
24

Jan 
25

Feb 
25

Mar 
25

Category Star Rating
FR1 (98%) 5 4 5 5 5 5 4 4 5 5 4 5

FR2 (95%) 5 5 5 5 5 5 5 5 5 5 5 5

FR3 (90%) 5 1 5 5 5 5 5 5 5 5 5 5

FR4 (85%) 5 5 5 5 5 5 5 5 5 5 5 5

FR5 (80%) 5 5 5 5

FR6 (75%) 2 5 5 5 5 5

Table 14: Environmental Cleanliness Star Ratings Grantham and District Hospital (GDH) 2024-25

Date Apr 
24

May 
24

Jun 
24

Jul 
24

Aug
24

Sept 
24

Oct 
24

Nov 
24

Dec 
24

Jan 
25

Feb 
25

Mar 
25

Category Star Rating 
FR1 (98%) 5 5 5 5 5 5 5 4 5 5 5 4

FR2 (95%) 5 5 5 5 5 5 5 5 5 5 5 5

FR3 (90%) 5 5 5 4 5 5 5 5

FR4 (85%) 5 5 5 5 5 5 5 5 5 5 5 5

FR5 (80%) 5 5 5 5 5

FR6 (75%) 5 5 5

Deep Clean Teams have continued to play a significant part in supporting patient flow and 
infection cleans.  Facilities have introduced an online booking system for bed space and bay 
cleans with a benefit of improved data collection, enabling a further review of housekeeping rotas.  
With guidance from the IPC Team, the deployment of hydrogen peroxide decontamination and a 
chemical drain cleaner have been successful. 

To develop the delivery of ED cleaning services at the LCH and PHB sites, a 3-month trial of a 
dedicated supervisor was undertaken with improvements made in respect of standards and 
improved leadership of the housekeeping teams. Work to take forward a trial for a temporary 
housekeeper within these departments to support the cleaning of some clinical items has been 
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achieved. A Divisional plan and business case for this to be integrated more formally into the 
Healthcare Support Worker’s role is being carried out. 

The official Patient-Led Assessments of the Care Environment (PLACE) inspections at all sites 
allude to maintaining very high standards, with a score in 2024 of 99.4% (2023, 99.11%) 
measured against a national average of 98.31%.

10.2 Waste Management 
A Waste Compliance Manager has been recruited to take the lead role for all aspects of waste 
management.  As part of the Group model, they also have responsibility for overseeing all wards 
and departments for the provision of professional waste-related advice.  

A new clinical waste contract commenced in December 2024 with strict contractor key 
performance indicators (KPI), such as meeting the expectation of the condition of a clinical waste 
(SULO) bin upon delivery to avoid rejection.  Concerns have also been raised by NHSE and ICB 
colleagues whilst visiting the sites. Improvements are being seen with monitoring continuing to 
take place.  

Contract review meetings where possible are now joint LCHG meetings with both organisations 
now overseen by the Facilities Management Team.  A full programme of waste training for wards 
and department staff supported by the waste contractors under the direction of the Waste 
Compliance Manager is being planned. This will include a review of mandatory training 
requirements with regards to waste compliance with the support of the IPC Team. 

10.3 Water Safety
The WSG meets quarterly and by exception depending on risk and development strategies. It 
comprises of technical, clinical and Health and Safety teams to ensure a management system is in 
place to control and mange water-related risks, implement robust maintenance strategies, oversee 
action and development progress as well as the provision of technical support to capital 
development schemes. Following each meeting, a report is produced for the IPG to provide 
assurance and escalate risks outside of the control of the WSG, or those that pose a significant 
risk to service impact, staff and patient safety. 

Through the year, PPM at the 3 acute sites has remained stable with an average water hygiene 
completion of 88.2%. Table 12 illustrates this is slightly away from the 90% target but an 
improvement of 5% when compared to the previous year data. 
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Table 15: Water Safety Completed Planned Preventative Maintenance 2024 - 2025

Water Flushing in general has seen in improvement in reporting and compliance since the 
complete implementation of the L8Guard water management system. This provides the continued 
management and risk identification of water stagnation along with the ability to identify concerns 
and act in a timely manner.  Weekly compliance and flushing reports have been circulated to 
responsible managers with an expectation they will action and rectify any non-compliance within 
their areas of responsibility. 

Acute sites water risk assessments have been instructed due to significant changes and 
improvements made to the systems. A specialist contractor was appointed in September 2024, 
and it can be reported the risk assessments are in progress with work overseen by the site 
Authorised Persons (APs). 

The Pseudomonas risk assessment completed in July 2024 is monitored via Divisional reporting to 
the WSG.  Some clinical practices that have posed a risk for the growth of this bacteria have been 
identified, such as disposing of patient wash water in and storing extraneous items on a hand 
wash basin. There continues to be a concerted commitment to rectify these concerns. There was 
also refresher training and a revised standard operating procedure (SOP) for the cleaning of this 
sanitary facility. 

A capital development scheme completed in March 2025 has seen the designing and installation 
of replacement of biocidal water treatment plants with system commissioning. This has included 
the replacement of dated chlorine dioxide systems of which risks of controls and assurance were 
not able to be effectively gained. The transition over to silver/copper ionisation will take several 
months to establish due to the differing ways the technology works to protect water systems from 
bacterial growth.

In respect of the AE water safety audit action plan tracker, Table 16 depicts the high number of 
actions undertaken to demonstrate an upward trajectory of progress. The work is backed by robust 
data and managed through the WSG for completeness as well as to facilitate improvements. 

To note, the number of actions compiled were not only the most recent AE audit, but also from 
historic audits where actions have continued into a new year to ensure the completion of all 
actions.
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 Table 16: Authorised Engineer Water Safety Audit Action Plan Tracker 

Water Total No. of 
Actions 

High Risk 
Actions 
Outstanding

Medium Risk 
Actions 
Outstanding

Low Risk 
Actions 
Outstanding 

No. of Actions 
completed

Progress since 
last report

Trust Wide 26 0 3 2 21 

LCH 16 2 2 0 11 

PHB 27 4 4 0 19 

GDH 25 2 6 0 17 

Total No. of 
Actions

94 8 15 2 68

Key:
 Improvement – action completion increased over last report
 Decline – declines will happen as actions are added following new audits where total action numbers increase
 Stagnant – no improvement or decline in month

There are some acute sites high risk outstanding actions as detailed in Table 17 with each having 
an anticipated completion date for the forthcoming year.

 Table 17: High Risk Water Safety Outstanding Action and Progress 

 Site Risk Outstanding Actions and Progress 

LCH High Pseudomonas risk assessment has been completed with an action to complete the Legionella risk assessment 

LCH High The Water Safety Plan document requires reviewing and finalisation by the WSG

PHB High Water risk assessment with planning being undertaken. Legionella risk assessment to commence 

PHB High Water risk assessment to be monitored by Responsible Person/Authorised Person Water  

PHB High Identification and insulation of unlagged pipework is in progress 

PHB High Work is progressing for shower records identify what has been completed for each asset

GDH High Unlagged pipework has been identified with work to rectify progressing

GDH High Water and Pseudomonas risk assessment completed, and water contractor reports to be received and presented 

10.4 Ventilation
The Ventilation Safety Group (WSG) also meets quarterly and by exception depending on risk and 
development strategies. It comprises of technical, clinical and Health and Safety teams to ensure 
a management system is in place to control and mange ventilation-related risks, implement robust 
maintenance strategies, oversee action and development progress as well as the provision of 
technical support to capital development schemes. Following each meeting, a report is produced 
for the IPG to provide assurance and escalate risks outside of the control of the VSG, or those that 
pose a significant risk to service impact, staff and patient safety. 

Through the year, PPM at the three acute sites has remained stable with an average water 
hygiene completion of 90.7%, achieving the 90% expected target. It also represents a significant 
improvement over the previous 12 months of 24% average (Table 18).
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Table 18: Ventilation Completed Planned Preventative Maintenance 2024 - 2025

The AE Audit Report has alluded to a notable improvement in the management and 
documentation of ventilation systems. During the year, work has progressed for the appointment 
of site APs. 

The age of ventilation equipment has remained a notable concern and a clinical risk process to 
ensure patient safety is optimised is in place for surgical facilities where an identified air change 
rate falls below the HTM 02-03 2021. There have been assurance systems undergo periodic 
inspections and maintenance with a focus on improvements, such as replacement of fan units and 
motors where able, to improve air flow rates and reduce risk. Further work has been undertaken to 
seal air handling units to retain air pressure along with building fabric remedial works. 

Ventilation systems continue to perform against design for their installation times, with a 
commitment to improve a system where possible. Validation of critical ventilation continues 
annually with intermediate validations for Ultra Clean Ventilation systems conducted. 

Some treatment rooms across the sites are not ventilation compliant with mitigations of clinical risk 
assessments and some relocation of clinical services.  Longer term solutions of service 
improvement will be necessary with a large-scale investment requirement.

The first LCHG VSG was held in March 2025 with a focus on expectations and deliverable 
requirements for assurance and discussion to achieve compliance with ventilation safety and 
maintenance performance across the Group. 

In respect of the AE ventilation safety audit action plan tracker, Table 19 depicts the high number 
of actions undertaken to demonstrate an upward trajectory of progress. The work is backed by 
robust data and managed through the VSG for completeness as well as to facilitate improvements. 

To note, the number of actions compiled were not only the most recent AE audit, but also from 
historic audits where actions have continued into a new year to ensure the completion of all 
actions. 
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Table 19: Authorised Engineer Ventilation Safety Audit Action Plan Tracker

 Ventilation Total No. of 
Actions  

High Risk 
Actions 
Outstanding

Medium Risk 
Actions 
Outstanding

Low Risk 
Actions 
Outstanding 

No. of Actions 
completed

Progress since 
last report

Trust Wide 35 1 5 9 20 

LCH 50 2 6 13 29 

PHB 29 0 8 4 17 

GDH 36 3 6 10 17 

Total No. of 
Actions

150 6 25 36 83

Key:
 Improvement – action completion increased over last report
 Decline – declines will happen as actions are added following new audits where total action numbers increase
 Stagnant – no improvement or decline in month

There are some acute sites high risk outstanding action as detailed in Table 20 with each allocated 
an anticipated completion date for the forthcoming year. 

 Table 20: High Risk Ventilation Safety Outstanding Action and Progress 

 Site Risk Outstanding Actions and Progress 

Trust Wide High Improvement and formalisation of task risk assessment is being reviewed to identify specific jobs on MiCAD as well 
as any hazards 

LCH High Quotations for duct work inspection and cleaning programme required 

LCH High Risk assessment required for working on an air handling unit plant, specifically when accessing the ducts and main 
body during PPM

GDH High Progress risk assessment work to ensure the MiCAD feature to upload a risk assessment for each job is undertaken

GDH High Dental Unit requires work to obtain design and cost of installing a compliant air handling unit and is listed on Trust 
Risk Register.  Add to the Capital Replacement Plan 

GDH High Resus Room requires work to obtain design and cost of installing a compliant air handling unit and is listed on Trust 
Risk Register.  Add to the Capital Replacement Plan

10.5     Decontamination
The Decontamination Lead role continues to develop to take forward a wide range of 
decontamination work and interventions, to support the Group model. 

The embedded quarterly Decontamination Group meetings provide a forum for discussion and 
resolution of issues, with revised Group Terms of Reference. There is moreover attendance by the 
AP Decontamination to further strengthen the meeting. The Governance Team support the 
creation of a decontamination risk dashboard.

An AE Decontamination to support the wider decontamination risks and initiate a decontamination 
audit to comply with HTM 01 across the Trust is yet to be appointed. There is however an AE for 
the Endoscopy Service. There has been progress with the identification of a Trust wide AP who is 
working closely with the Decontamination Lead.
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The service for the decontamination of surgical instruments is delivered by STERIS and as a 
member of the Decontamination Group and with the support of the Contracts Manager produce a 
compliance, activity and exception report. Their General Manager has provided a detailed update 
regarding the issues experienced during winter pressures and the changes made to improve 
resilience and business continuity. Information pertaining to STERIS accreditation and assurance 
has been received. 

The 2025 Institute of Healthcare Engineering and Estate Management (IHEEM) Endoscopy audits 
have taken place, with the results generating an action plan and Joint Advisory Group (JAG) 
accreditation has been maintained.  There has been a significant amount of Endoscopy Unit 
ventilation work carried out by the Estates Team to provide the required level of assurance. At the 
LCH site, a new Endoscopy build is well underway along with the opening of a second procedure 
room at CHL site, to support service development and offer a better patient environment.

To supplement the information in section 10.4, the work stream regarding the ULTH outpatient 
treatment rooms has been completed and a summary report submitted. A risk has been added to 
the risk register due to the aging infrastructure.  Scoping work is to be carried out at LCHS 
premises along with Group-wide operating theatres. Whilst the work primarily concentrated on 
ventilation and environmental factors, the impact upon decontamination practices was also 
recognised. 

The decontamination of critical and semi-critical ultrasound probes has been subject to a repeat 
audit to ensure the standardised chemical products and robust decontamination process are 
embedded in line with the SOP. Remedial actions and re audit were taken place for areas of non-
compliance. Staff received education via an online package and follow up face-to-face training. 

The care and decontamination of naso-pharyngeal scopes has also been addressed via staff 
education supported by a SOP. 

11.  Occupational Health 
The Nurse Led Occupational Health Service (OHS) supports the health and wellbeing of ULTH 
and System staff in Lincolnshire.  It also delivers a programme of staff health assessment to 
ensure protection against infectious disease through vaccination along with on and in employment 
screening processes.

11.1   Healthcare Worker Vaccination
The OHS Vaccination Lead working closely with Lincolnshire Public Health and Lincolnshire 
Immunisation Board and has managed the influenza and COVID vaccination programme. This 
offers flexibility considering shift patterns, weekend working and co-administration of the 2 
vaccines. 

Tables 21 and 22 describe the percentage of staff receiving the vaccinations. This represents a 
decrease from the previous year.
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Table 21: Influenza Vaccination Data 2024-25

Table 22: COVID Vaccination Data 2024-25

No. of staff vaccinated % of all staff No. of frontline 
vaccinated

% of frontline staff 
vaccinated 

1185 9.71% 773 7.68

A higher number of staff have declined seasonal vaccinations. Increased demand was however 
noted when local and national levels of COVID and influenza infection were high and the ULTH 
and LCHS Partnership Working Vaccination Teams stepped up to provide this service.

Vaccine hesitancy is being explored to identify the barriers and dispel myths in preparation for 
future seasonal vaccination programmes. This is being progressed via system-wide 
communication and a survey. 

The OHS has continued to deliver a robust occupational vaccination programme, e.g. Measles, 
Mumps and Rubella (MMR), Varicella (Chickenpox) and Hepatitis B. Training and the use of bank 
staff to facilitate the programme has resulted in reduced appointment wait times across all sites.  
Appointments are still pressured with the responsibility for the vaccination of 20,000 individuals. 

Non-attendance at vaccination clinics has remained an issue and negatively impacts on valuable 
clinician time.  The OHS has put the following measures in place to manage this:

• Email and text reminders

• Electronic booking 

• Ensuring manager contact information and alerting managers of non-attendance 

• Adding links to the email appointment letters that enable staff to explore the advised and 
offered vaccination information.

Further work has included collaboration with ULTH Wellbeing Colleagues to use space for vaccine 
clinics in the main hospital building to support greater accessibility. If this evidences an increase in 
attendance, a business case for other sites is to be considered.

The number of staff who do not attend an OHS appointment has continued to present a risk with 
894 missed vaccinations costing nearly £52,000 and in respect of 219 missed blood tests almost 
£12,000. Managers have been progressing work to reduce the number of staff who miss 
appointments and offer support to attend. 

No. of staff vaccinated % of all staff No. of frontline 
vaccinated

% of frontline staff 
vaccinated 

4936*
*Including FDP Data (Externally 
Administered) 

4006*
*Administered by ULTH vaccination team

41.90%

32.82% 3284 32.62
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The OHS has provided support to the Trust and IPC Team in respect of investigation and 
management of outbreaks of infection as well as the investigation screening and management of 
other infections as they relate to health care workers, such as those associated with TB and latent 
TB. 

Demand has overall continued to outstrip OHS assessment capacity and is likely to continue due 
to staff hours reduction along with current recruitment restrictions. 

11.2    Inoculation Injuries 
The OHS leads on the management of the safe handling and disposal of sharps including policy, 
as well as the day-to-day management of a body fluid exposure incident. The aim has remained to 
prevent and reduce the incidence of such injuries and promote the requirement to use safer 
sharps devices. 

Table 23 demonstrates the number of reported inoculation incidents from 2005 to 2025. 
Information up to 2022 showed an encouraging decrease in injuries, in part likely due to reduced 
activity during the COVID pandemic and subsequent increases could reflect a return to business 
as usual. Through the year, there has however been further increase with investigation indicating 
a higher incidence with sharps disposal during procedures and also associated with patient 
behaviour. 
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Table 23: Reported Inoculation Incidents 2005-2025 and the Root Causes for April 2024 to end of 
March 2025

12.    Training 
Divisional IPC mandatory training (Table 24) describes overall 91.77% compliance representing a 
small decrease when compared to the previous year of 93.04%.

Table 24: Divisional Infection Prevention and Control Mandatory Training Compliance (%) 2024-2025

Division % Compliance 
Clinical Support Services 93.58%
Corporate 92.92%
Corporate Finance 100.00%
Director of Estates & 
Facilities 

89.15%

Family Health 90.56%
Medicine 91.59%
Surgery 91.20%
Total 91.77%

Year Injuries
2005 90
2006 91
2007 102
2008 91
2009 111
2010 93
2011 104
2012 112
2013 198
2014 208
2015 211
2016 183
2017 220
2018 192
2019 164
2020 157
2021 160
2022 109
2023 198
2024 231

Root Cause Total
Cleaning 2
Disposal 76

During Procedure 121
Patient Behaviour 17

Post Procedure 13
Staff behaviour 2

Total 231
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May 2024 celebrated the annual World Health Organisation Hand Hygiene Day with displays for 
staff, visitors and patients generating interest in the products available, and information provided. 
The sites are undergoing an installation of new hand hygiene products.   

The dissemination of Group wide communications and bulletins provide colleagues with 
information, updates and education. 

Bi-monthly site IPCLA face-to-face meetings have been held, presenting an excellent opportunity 
to promote and update on IPC initiatives with a particular emphasis on peripheral device 
management and practice. There has also been discussion of other relevant topics to provide a 
useful opportunity to put forward and address any areas of concern. Updates from Facilities and 
other specialised areas have been included. 

Divisional bespoke training sessions have supported in respect of hand hygiene, commode 
cleaning, mattress cleaning and the care of peripheral devices. 

13.    Forward Plan 2025-2026
The following forward plan details work and initiatives to be progressed through the next year:

• Continued development of the LCHG IPC Team to take forward the required integrated 
care to better meet patient needs 

• Progress the IPC Key Objectives (Table 25) to provide assurance and monitoring of the 
overarching IPC requirements 

• Development of IPC data sets, audit standards and key performance indicators
• Continue to take forward and monitor compliance with the components of the IPC BAF, 

NHSE Action Plan and associated work and documents 
• Support Care Group (previously Divisional) development of their IPC interventions and 

next steps to be taken via an IPC Business Partner model 
• Prevent and reduce HCAI, and instigate measures to achieve the allocated trajectories
• Progress IPC QI work in respect of HCID, DRIPP, SSI and Gloves Off Campaign 
• Continued focus on IPC fundamental clinical practice compliance, e.g. sharps practice and 

peripheral device management to achieve and sustain the required level of compliance 
• Promote patient safety, governance and risk mitigation processes, e.g. PSIRF 
• Support the development and implementation of antimicrobial stewardship initiatives.
• Advance education activities with an emphasis and development of the IPCLA
• Expand IPC social media activity 
• Support the progression of laboratory-based interventions to achieve enhanced diagnostic 

and clinical applications for the identification of micro-organisms for medical diagnosis
• Provide IPC expertise to achieve further compliance with environmental cleanliness, water 

safety, ventilation and decontamination requirements and directives 
• Continue Lincolnshire-wide partnership work to further create and sustain consistent and 

proportionate approaches to the investigation and management of relevant infections.
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The above forward plan anticipates the offer of a range of IPC work for the further development of 
the prevention and reduction of HCAI to achieve a high level of patient safety, governance and 
mitigation of risk. 

Table 25: Infection Prevention and Control Key Objectives 2025-2026

Number Objective 
1 Develop infection prevention and organisational and Care Group Governance arrangements across the 

Group 

2 Continue to progress assessment and gap analysis of The Health and Social Care Act 2008. code of 
Practice on the prevention and control of infections and related guidance 

3 Further development of surveillance of healthcare associated infections and performance 

4 Investigate and manage the risks posed by novel infectious diseases to promote patient safety and prevent 
and reduce the risk of cross transmission

5 Investigate and manage the risks posed by the emergence of multi-drug-resistant organisms to promote 
patient safety and prevent and reduce the risk of cross transmission

6 Development of governance arrangements for appropriate antimicrobial use to optimise patient outcomes 
and to reduce the risk of adverse events and antimicrobial resistance

7 Implement and sustain standards of cleanliness in line with National Standards of Healthcare Cleanliness

8 Progress water safety, ventilation and decontamination requirements as sub-groups of the Infection 
Prevention Group to ensure patient safety requirements

9 Develop programmes of audit, education and the Infection Prevention Champion/Ambassador networks 
across the Group 

14. Conclusion
2024-25 has been another year dominated by progress and challenge to prevent and reduce 
HCAI. This report describes a wide range of strategic and operational IPC initiatives to offer 
assurance that a range of interventions are in place to prevent and reduce HCAI and promote a 
high level of risk-based patient safety. It has also been demonstrated there are areas for 
improvement and a need to have the consistent application of IPC fundamental practice. 
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Board Assurance Framework (BAF)
The BAF brings together, in one place, all the relevant information on the risks to the Board’s 

strategic objectives. It is an essential tool for Boards and provides an effective methodology 

to give confidence that they are providing thorough oversight of strategic risk. Each month the 

BAF is reviewed considering assurance received at PEIG. The Group BAF has been under 

review and development during the year and now has two fields, one each for ULTH and 

LCHS.

Strategic objective 1b - Improve patient experience

ULTH
Controls include the new patient experience plan ‘Our Commitments to 
Patient Experience & Involvement’ and associated action plan in 
development, data, intelligence and reports received into PEIG, Patient 
Experience Team engagement and leadership within clinical divisions 
providing support and facilitation.

LCHS
Controls include all the above and also the building of capacity and 
leadership within the Patient Experience Team to spread across to 
LCHS. Data systems are being aligned and LCHS processes in 
development to provide equivalent support and facilitation.

Risks
There are currently three ULTH corporate patient experience risks on the risk register, though 

at the time of this report these are being reviewed across the Group as they are largely ULTH 

focused. Quarterly reports are provided to PEIG and controls in place are closely monitored.
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2024 – 2025 Patient Feedback 
This section looks at what our patients have told us throughout the past year, as collected via 
stated data sources and collated into the SUPERB dashboard.

150,167 shared feedback with us, an increase of 55,924 on the previous 12 months.  

129,273 people left a rating on Friends and Family Test.

714 stories were told on Care Opinion.

11,631 compliments were received.

1. Friends & Family Test (FFT)

The FFT question is asked of all patients discharged across various streams and services. A 

text or interactive voice message is sent to eligible patients asking them: “Thinking about 

[setting]…overall, how was your experience of our service?” and patients respond with one of 

the following options: very good, good, neither good nor poor, poor, very poor or don’t know. 
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They can then provide a follow up comment to explain why they chose that option. Texts are 

free and patients can stop them if they wish and indicate whether their comments are private 

and not for sharing. 

From September 2024 we were able to include LCHS FFT data into our dashboard which has 

had a significant impact in the number of surveys received, seeing a 53,906 increase on 2023-

2024. However, LCHS FFT works in a very different way to ULTH as the hospital uses 

discharge data extracts for sampling whereas LCHS in many cases rely on paper surveys in 

clinics and community settings. Work is currently underway to explore how to align the two 

organisations and enable true comparisons.

ULTH positive responses over the 12 months were 88.6% which is slightly up on 2023-2024 

which was 87% and 2022-2023 which was 87.4%. Considering the significant pressures 

across our emergency services, scheduling of appointments and waiting times this 

consistency across the last 3 years is good to see. 

ULTH

ULTH’s positive average is 88.6% overall, with the entirety of the last financial year 
showing normal cause variation only (mathematically expected behaviour).

LCHS – data only available from August 2024 onwards
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LCHS started off in a run of points below their average (90.9% positive) but 
recovered. 

As with much of our patient feedback, it is the narrative that is most valuable and the comments 

that are given alongside an FFT score give an insight into why someone chose the response 

they did, be that a positive or negative experience and how we can learn from that.
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2. Care Opinion

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

services online and enables us to engage with the storyteller and respond to their experience. 

The platform provides analytics and reports that are hugely valued and considered as one of 

our most powerful data sets.

Whilst ULTH are long term subscribers to Care Opinion, LCHS have not had a subscription to 

date though are seeking this and have begun to promote the platform. In the meantime, Care 

Opinion have agreed to give the Patient Experience Team at LCHS responding rights, 

considering our Group arrangement until we secure a process.

Gradual downward trends in stories overall seen throughout the year and unclear why this is 
the case as the previous year saw an upturn. Care Opinion stories are a rich source of patient 
feedback and as such the hope is that story numbers pick back up again. At present the large 
bulk of this data is ULTH-based. Care Opinion will start gaining traction in LCHS over time as 
we continue to promote and develop response streams. During the year, 713 stories were 
received. Responsiveness is important; it shows patients we are listening and 98% of all 
postings received at least one response. 450 staff have direct subscriber permissions whilst 
the Patient Experience Team maintains oversight of all activity and posts responses on behalf 
of staff who do not have direct responding rights. The aim is to respond within 2 working days 
and the quality of responses is also a key factor; when patients receive a personalised 
response it shows an openness that is appreciated.
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Cardiac Rehabilitation, Heart Failure and Lipidology services

This service reached out for help 
to gather feedback across all three 
services, with the need for a 
combination of core questions and 
then supplementary service-
specific questions too. Through 
working collaboratively with the 
team this was achieved, whilst 
also aligning questions to allow for 
clearer and easier benchmarking 
against prior data.

Patient Stories
Sharing patient stories benefits both patients and staff by building connections, 

fostering empathy and helping us see the person behind the NHS number or 

diagnosis. Patient stories serve as a powerful tool for raising awareness and offering 

valuable insight into the patient experience. They can be a bridge between the 

technical, rational world of scientific practice and the experience of being in that world. 

We have seen across the Group how stories are proving to be a useful tool in quality 

improvement work. Telling the story of one patient’s experience of care can 

memorably illustrate improvements or problems in a care pathway. Statistics and data 

have an important place in monitoring and understanding services and facilitating 

improvement, but the right story can also have the power to motivate and change 

minds.

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

ask for more information or clarity where needed and capture the experiences from 

the patient's point of view, not from our interpretation of a situation. We can put 

ourselves in their shoes and focus on what matters most to them. The Patient 

Experience Team has prepared and delivered digital patient stories for the Trust Board 

for several years, storing them in a digital intranet library to ensure each story creates 

a legacy and can be reused to support ongoing learning.
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Once ULTH and LCHS came together as a Group, the Communications team have 

taken responsibility for Board stories reflecting their reach and capacity across both 

acute and community settings and releasing the Patient Experience Team to 

champion and promote the use of stories in a much more ‘day-to-day’ form and have 

crafted a process for developing stories. 

Divisional governance groups and almost all assurance groups now include a patient story as 

part of their standard agenda. The online Story Library has continued to be added to and at 

the time of this report, has over 40 stories in its collection.
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Communication Improvement
Patient experience is like a ribbon that threads its way through a 
patient’s journey, touching points where decisions are made, 
diagnosis given, investigations and treatment offered, taken or 
refused and evaluated. At each touchpoint what a patient and family 
experience can have a profound impact on that patient’s journey 
and our data and feedback tells us that communication is key – the 
golden thread.

“Good communication has a positive impact, even if the news is bad and poor 
communication can have a negative impact even if the news is good.” (Lucy Watts 
MBE. Patient).

The National Inpatient and Urgent & Emergency Care Surveys published in 2024 
ranked ULTH as one of the worst performing Trusts in England in relation to aspects 
of communication.
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It was hard to see us scoring poorly on questions including whether staff explained things in a 
way the patient could understand or whether they were listened to and being able to raise any 
worries or fears – none of us would wish this to be ourselves or members of our family and 
equally not be leaving our patients feeling this way.

A number of improvement activities were implemented during the previous year and continued 
through 2024-2025 plus new initiatives commenced.

1. You Care; We Care to Call (YCWCC) 

In April 2023 we launched the YCWCC project aimed to ensure we proactively keep relatives 
up to date with important information without them having challenges of getting through to the 
right person on the ward. We knew that staff were busy, and phone calls were being missed 
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Healthwatch Lincolnshire
Healthwatch Lincolnshire (HWL) are important stakeholders and provide a valuable source of 

patient feedback, concerns, experience and insight and as an organisation we need to ensure 

we are listening, responding and learning. Both ULTH Patient Experience Team and LCHS 

Complaints & PALs team receive monthly reports from HWL that detail feedback gathered 

either through events or through their feedback portals. Where questions have been asked 

there is a statutory 20-day response requirement after which those responses are added to 

the main report after the 20 days and whether a response has been received from a provider 

or not. On average, ULTH receive about 18-20 pieces of feedback per month and LCHS about 

10-15.

Once reports have been completed and sent back to HWL they are published on their website 

and circulate to the providers and key stakeholders including the CQC. Within ULTH we share 

these reports at PEIG and at Patient Panels.

Enter & View Reports and other focused reports. Healthwatch, empowered by the Health 

and Social Care Act 2012, conducts Enter and View visits to health and social care services 

to gather on-the-ground perspectives from service users. Currently HWL give notice of 

intention to both ULTH and LCHS of an intended visit or focused enquiry. This notice comes 

into the compliance team, and the relevant service lead will be notified. On receipt of the draft 

report, sent for factual accuracy checking the service leads will go through and respond to 

questions or recommendations made. The service then holds responsibility for taking the 

actions forward. 

During 2024-2025 Healthwatch Lincolnshire visited Grantham Community Diagnostic Centre 

(CDC) and Skegness Urgent Treatment Centre (UTC). The visits involved observations of 

facilities, cleanliness, and accessibility, along with interviews with patients to understand their 
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experiences. The purpose of these visits was to inform Healthwatch's broader project on 

diagnostic services and provide insights for improving service delivery.

The findings from the visits to Skegness UTC and Grantham CDC highlighted several key 

points. At Skegness UTC, patients appreciated the convenience of the location and the 

professionalism of staff but raised concerns about waiting times and signage clarity. 

Recommendations include reducing wait times, improving signage and enhancing patient 

comfort.

Similarly, at Grantham CDC, patients valued the accessibility and cleanliness of the facility but 

noted issues with signage and communication about appointments. Recommendations for 

Grantham CDC include enhancing signage and improving communication channels. 

Both reports were shared at PEIG and the division reported on actions to address 

recommendations made.

Additional Projects

As well as focused improvement projects across services and care pathways the Patient 

Experience Team supported services to develop bespoke initiatives during the year. These 

include

Sensory bags containing items for 

patients who have a learning disability 

or Autism containing distraction 

gadgets, noise cancelling earphones 

and fidget spinners etc

Purple bags specifically for women who 

have suffered a miscarriage and have 

attended hospital as an emergency, 

these contain intimate items for them to 

wash and change as well as comfort 

items at such a difficult time.

Comfort bags for ED patients who are waiting 

for a bed. These provide hygiene items so 

people can freshen up.
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Supported the sourcing and 

procurement of ‘Dementia Pets’ for 

patients to ‘pet’ and stroke for comfort 

and distraction.

A special thank you is to be 

extended to the United 

Lincolnshire Hospitals Charity, 

for kindly funding the bags and 

dementia pets for our patients. 

Rewrite and launch of All About 

Me patient passport. Whilst the 

original 2015 version had been 

led by ULTH and made 

available across the system this 

new version has been 

developed in partnership across 

the system.

   

Summary
Patient Experience is, and should always be, central to all that we do. This Patient Experience 

Annual Report demonstrates the commitment to this across LCHG and illustrates the 

partnership working across acute and community Trusts. The report demonstrates how we 

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

use this in a meaningful way to make improvements and how the expertise within the team 

contributes across all elements of care and service delivery. The continued amazing work of 

our ULTH Patient Panel and the exciting launch of the LCHS panel illustrates our commitment 

to ensuring we work hand in hand with our patients and their families.
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The year ahead
The year ahead will see joint working, triangulation of data and intelligence as well as 

individual organisational workplans, it will see an associated workplan to sit alongside our new 

Commitment to Patient Experience & Involvement that demonstrates action and achievement, 

it will see progress and improvement across our national surveys and it will, most importantly 

see our patients’ voices clearly sought out, listened to and acted on.
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