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126/25 Item 1 Introduction

The Deputy Group Chair welcomed Board members and members of the public, staff 
or interested parties who had joined the live stream. The Deputy Group Chair also 
acknowledged that the first signs of Spring were beginning to be seen and expressed 
a view that it was a good time to reflect on a challenging and difficult winter and 
thanked all staff members for their hard work during this time.

127/25 Item 2 Public Questions

Q1 Received from Vi King

Please can I ask what is being done about the patients not being allocated crews by 
EMAS, therefore outpatients appointments are missed. Is this down to lack of 
capacity from EMAS? EMAS do not know why patients are attending, so it could be 
detrimental to their care when coming for outpatient appointments.
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129/25

The Group Chief Operating Officer responded by explaining that outpatient transport 
was a contract managed by the Integrated Care Board (ICB) with East Midlands 
Ambulance Services (EMAS) directly, and the Group did not have any involvement 
with the contract determination of the standards, therefore it was not possible to 
comment on performance. 

The Group Chief Operating Officer explained that a meeting had been arranged for 
later in the month with the EMAS Chief Operating Officer to discuss the contract and 
performance standards the Group would like to see for patients moving forward.

130/25

131/25

132/25

133/25

134/25

135/25

136/25

Item 2.1 Ward Accreditation

The Deputy 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. 

Sister Mappouras from Burton Ward at Lincoln County Hospital and Sister Jones and 
Sister Smith from the Cardiac Cath Lab at Lincoln County Hospital were welcomed to 
the meeting to celebrate their achievements.

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

Sister Jones informed Board members that the Cardiac Cath Lab team cared for 
2,200 elective and emergency patients each year and the service was available 24 
hours a day, seven days a week. Many patients arrived in an acute state, some in 
cardiac arrest and upon arrival patients were stabilised. The Centre relied on 
innovative treatment and Sister Jones described the use of equipment which 
supported patients with coronary artery disease, with Lincoln County Hospital being 
one of two Centres in the country able to offer this.

Sister Mappouras explained that Burton Ward was a 20 bedded renal ward that also 
offered an in-patient dialysis service. An area of improvement was described by 
Sister Mappourous when high levels of falls had been seen. A “bay watch” system 
had been introduced where one staff member each shift remained within a bay of 
cohorted patients most at risk on a rota basis for one hour at a time to reduce falls. 
All staff had been trained in the expectation, and this had seen a significant decrease 
in the number of falls within the area. 

The Deputy Group Chair thanked both Sister Jones and Sister Mappouras for sharing 
the positive stories, demonstrating excellent work within the ward areas. It was noted 
that the Ward Accreditation programme fostered excellent leadership and improved 
practice at grass root level.

The Group Chief Executive thanked the Sisters for attending the meeting and 
thanked them for their leadership. The Group Chief Executive commented that the 
example from Burton Ward was a good initiative where an issue had been identified, 
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understood and the impact of that on patients to reduce potential harm had been 
good to see.

In respect of the Cardiac Cath Lab, the Group Chief Executive expressed a view that 
it was good to hear of the life supporting services available at the Lincoln site and 
asked how loved ones and families coped with seeing patients being treated in this 
way and what the emotional impact was of that. Sister Jones responded that the first 
patient had been positive of the service and had been well counselled in advance of 
the treatment taking place. Following this the patient had been in full support of the 
procedure available, as this had given him his life back. A full rollout of the service 
was anticipated by October 2025. 

Mrs Wells was pleased to hear of the work of the Heart Centre and liked the “bay 
watch” system on Burton Ward. This was a simple intervention that had made a real 
difference for patients and Mrs Wells asked if this had been shared with other areas. 
Sister Mappouras responded that this had been shared at system meetings and with 
Quality Matrons and had been effective across the sites.

The Deputy Group Chair again thanked Sister Mappouras and Sister Jones for 
sharing the stories and for their leadership noting the positive feedback from the 
Board. The Deputy Group Chair added that the Ward Accreditation was not an easy 
process to achieve and both Sisters should be proud of their achievements.

140/25 Item 3 Apologies for Absence

Apologies for absence were received from Mrs Elaine Baylis Group Chair, Miss 
Claire Low Group Chief People Officer, Mr Neil Herbert Non-Executive Director and 
Professor Philip Baker Non-Executive Director.

141/25 Item 4 Declarations of Interest

There were no additional Declarations of Interest made.

142/25 Item 5 Minutes of the meetings held on 7th January 2025

The minutes of the meeting held on Tuesday 7th January 2025 were approved as an 
accurate record. 

143/25 Item 5.1 Matters Arising from the previous meeting/log

There were no outstanding matters arising.

144/25

145/25

Item 6 Chief Executive Horizon Scan 

The Group Chief Executive presented the report to the Board, noting that all parts of 
the Lincolnshire health and care system remained busy and good work continued to 
cope with ongoing operational pressures.

The 2025/26 priorities and Operational Planning Guidance had been issued by NHS 
England towards the end of January. The Group Chief Executive advised that work 
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had been ongoing since then to produce the System Operational Plan for 2025/26, 
which was due to be submitted to NHS England on 27th March 2025. The focus was 
currently on finances and maintaining the operational performance, quality and 
patient standards for the population of Lincolnshire.

The Group Chief Executive explained that over recent weeks several regional and 
national calls had taken place with regards to planning and at the last meeting it was 
made clear that systems would have to live within their means in terms of finances. 
NHS England had been satisfied with the progress and actions taken by the 
Lincolnshire system, however there had been a larger request for savings to be made 
in the coming year. The detail of this was currently being worked through to ensure 
patients could continue to be offered high standards of care.

In addition, NHS England had published guidance around reforming elective care for 
patients in early January, work was ongoing to produce a plan which set out the 
proposals to reform elective care. 

The Group Chief Executive was also pleased to inform those present that ULTH 
received the Quarter 4 tiering letter in February 2025, on behalf of the NHS National 
Elective Recovery and Diagnostic Programmes, which confirmed the organisation 
had been moved out of tiering for elective care and diagnostics. This highlighted the 
considerable amount of work carried out to improve performance and the positive 
impacts on patient care. 

In respect of the financial position across the Group, the Group Chief Executive 
explained that this was not where the Board would have liked it to be and expressed 
a view that this was a disappointing position. Executive Team colleagues were 
continuing to work with system partners and a lot of work had been undertaken to 
recover the 2024/25 position, including a lessons learned review and, approaching 
2025/26, the exit run rate would need to be factored into planning discussions.

Three Community Diagnostic Centres (CDCs) had now been officially opened across 
the County in Skegness, Lincoln and Grantham with approximately £42million being 
invested. The facilities contained state-of-the-art elective (planned) diagnostic 
services, and the Lincoln centre had dedicated training facilities to support the 
training of future radiographers, directly linking with the Diagnostic Radiography 
Programme at the University of Lincoln.

The Group Chief Executive explained that the rollout of Martha’s Rule, had continued 
most recently at Pilgrim Hospital, Boston at the beginning of February 2025. The 
service built on the existing safeguards already in place in the hospitals to offer a 
clear and direct way to escalate concerns about a patient’s deteriorating condition. 

There had been visits to the organisation during January from the Chief Nursing 
Officer for England, the Patient Safety Commissioner for England and the Chief 
Midwifery Officer for England who had presented silver awards to the maternity 
teams across the ULTH sites. There had also been a Gold award presented to the 
former Director of Midwifery, prior to her retirement. All of these visits had been 
positive and allowed time for helpful discussions with colleagues.
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157/25

The Group Chief Executive informed Board members that the Executive Team were 
working with senior leads to develop a Group Operating Model with a focus on 
population health and an ambition to reduce health inequalities and redesigning 
clinical services into Care Groups. The purpose of the Group was to do this once and 
well for the residents of Lincolnshire and beyond and to make the organisation a 
great place to work and receive care. This would also allow the Group to deliver care 
in the right place, at the right time and to move to primary of care in the community. 

As part of this work the realignment of services into Care Groups would assist the 
delivery of more planned care services both in and out of hospital and work was 
underway with care partners to transform clinical pathways and to rationalise estates. 
The Group Chief Executive added that an Alliance Care Model had been created 
which would form a common space to bring both parts of the Group together, whilst 
also working in a supportive way with partners in the system to look at how to provide 
services for the residents of Lincolnshire in different ways, whilst responding to their 
needs.

The Deputy Group Chair thanked the Group Chief Executive for the comprehensive 
report, which demonstrated the vast amount of work currently taking place at both 
organisational and system level.

Mrs Buik raised the issue of new GP contracts which were being signed and asked if 
there was any insight as to what that might mean for the Group and the system. The 
Group Chief Executive responded that it was currently too early to understand the 
immediate impact across Lincolnshire. However, explained that there had been good 
dialogue with GP colleagues and the Lincolnshire Medical Council (LMC) in respect 
of working differently and collaboratively.

The Deputy Group Chair offered that this report demonstrated that this had been a 
challenging winder and acknowledged the work to continue to develop, grow and 
reshape services. On behalf of the Board, the Deputy Group Chair acknowledge the 
significant achievement with elective and diagnostic work.

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

158/25

159/25

Item 6.1 Group Model Workstream Update

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. There had 
been some real ownership from Executive Senior Responsible Officers (SROs) 
across the workstreams and the Group Chief Executive took the opportunity to thank 
colleagues for driving the work at pace. 

The Group Chief Executive informed the Board that Executive colleagues met on a 
weekly basis to discuss this and a battle rhythm was now in place in respect of 
oversight and progress against Group developments. Good progress was being 
made whilst working within a tight financial envelope.
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Board colleagues were reminded of discussions at the last Board meeting in respect 
of timescales, and the Group Chief Executive offered that interdependencies across 
workstreams had not been accounted for and had impacted upon early delivery, 
therefore adjustments had been made to reflect the timescales and RAG ratings. The 
Group Chief Executive assured Board members that the ratings would not just be 
adjusted if the timescales were not met, and if they failed items would be rated as 
underdelivering. 

The detail in respect of the development of a Group menopause service was also 
continuing to be worked through and further details were also offered to the Board in 
respect of staff engagement work currently in place.

Overall the Group Chief Executive explained that the report demonstrated the 
amount of work required to develop the Group and to gain momentum in bringing 
together the acute and community Trusts.

The Deputy Group Chair thanked the Group Chief Executive for the report and noted 
that it was important that this work was not rushed by setting unrealistic timescales 
and agreed that resetting those was the correct way forward.

Mrs Wells asked how transparent the organisation was being with staff members in 
terms of timescales. The Group Chief Executive responded that this was an 
important point, particularly when bringing the two organisations together specifically 
around culture and this could also cause anxieties and concerns in respect of 
personal futures. The Group Chief Executive explained that each Executive was 
sharing details of the work that was about to commence with their teams and the 
wider organisation. A series of engagement roadshows to meet staff members would 
be commencing across the Group where the development would be discussed along 
with the strategic aims and objectives and values.

Miss Shadlock commented that it would be important to ensure that the timescales 
were appropriate, specifically in respect of workstream four, communication and 
engagement. From a Non-executive Director perspective this would be one of the 
most crucial areas for the public, understanding the work of the Group.

The Board:
• Received the report and noted the position in respect of the Group 

menopause service

166/25

167/25

Item 7 Patient/Staff Story

The Deputy Group Chair welcomed Zoe Wills, Deputy Divisional Lead, LCHS and Jill 
Edwards, Deputy Lead Nurse Palliative and End of Life Care, LCHS to the meeting 
for the Patient Story. The Deputy Group Chair explained that this was a story that 
some may find distressing which demonstrated poor end of life care, however also 
reported areas for improvement and some of the actions taking place to achieve this. 
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The Group Chief Nurse echoed the Deputy Group Chair’s comments, adding that this 
was an important story for the Board to be sighted on and added that there was much 
that could be learned from this story by the Group regarding how care could have 
been personalised for John and Wendy and how though system learning, work would 
be undertaken to ensure end of life care services remained sustainable for the future. 
There was also a strong theme of bereavement throughout this story.

John and Wendy’s story was then shared via a recording with Board members, who 
had met over 30 years ago when working in the airline industry. John had rheumatoid 
arthritis and when they retired, decided to move to Lincolnshire. A routine 
appointment for a scan had found a small tumour on John’s liver and he was 
subsequently referred to Nottingham for a further scan where a liver ablation was 
recommended to cure the cancer in November/December 2023. Wendy called the 
hospital in January 2024 as there had been no communication regarding an 
appointment and when John eventually had the scan, sadly the tumour was too large 
for treatment, and he was told his cancer was terminal. 

Wendy explained that John’s health soon deteriorated after this, and the community 
nursing team were soon involved in John’s care who had been keen for John and 
Wendy to complete a Respect Form. John had requested to pass away at home or in 
a hospice setting. John’s care was not documented in his yellow book and Wendy 
was uncertain of what to do when John’s health deteriorated further, now requiring 
mobility aids and specialist equipment which she eventually ordered herself from the 
internet. Wendy explained that John wanted to maintain his independence and did 
not want to be a burden and would not let her push for help. 

On 9th May 2024, John became more poorly and was in a lot of pain, where Wendy 
then called for an ambulance, however she felt guilty at this due to John’s wish to 
remain at home and the ambulance crew asked if John had a Respect form. John 
was transferred to hospital and taken to A&E with no consultation with Wendy and 
John, where he became more agitated. Wendy was told at this point that John was 
very poorly and thought would need to be given to an end of life plan. Wendy 
described her shock at this, and she again expressed John’s wishes to pass away at 
home or in a hospice setting. At this point John was moved to a side room to make 
him more comfortable, two nurses gave John some oxygen and informed Wendy that 
he would be quiet and resting and left them alone. Shortly afterwards John became 
more agitated and kept setting off a buzzer, at this point Wendy was shown how to 
stop it, rather than summoning nurses each time. Wendy asked where the care was 
at that point and felt like the nurses did not seem to notice that John required more 
care and attention.

At this point staff members called a Hospice who said that they needed a referral. By 
this time, the day shift nurses had started work and a lovely nurse began to look after 
John, and Wendy felt that was when John was treated like a human being. Transport 
was arranged for John to be transferred to the Hospice, however by this time John 
had sadly passed away, alone with Wendy, who went to get a nurse and eventually a 
chaplain came to see Wendy.

Wendy expressed her emptiness of going home and telling friends and family that 
John had passed away. She asked why John had completed a Respect form when it 
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was not adhered to. She added that A&E was not a place to die. She also did not 
know what was happening after John passed away and she could not believe that 
someone had been treated in that way at end of life.
Wendy decided to complain about John’s treatment and received what she felt was a 
“fluffy” letter in return, so she went back to the Complaints team with further 
questions and was subsequently offered a meeting. Wendy commented that the 
meetings she had with staff members had been good, people had been open and 
honest with her and she had felt more reassured, despite wishing that she did not 
have the memory of the day John passed away.

Several improvements had been made to end of life care at home and within the 
palliative care services across the Group, following Wendy’s feedback, where a 
leaflet had been designed for carers, supporting families and the referrals process for 
hospice and community services had now been improved. Quality audits were taking 
place and symptom management guidance had been updated for staff, related to end 
of life care. Work had also been undertaken on the co-ordination of palliative care 
across the Wards, through patient feedback and education.

The Deputy Group Chair thanked Wendy for her courage and strength in sharing this 
story which had been humbling and on behalf the Board, thanked Wendy for 
providing this learning opportunity for the Group.

The Group Chief Executive offered sincere apologies to Wendy on behalf of the 
organisation, and added that the story uncomfortable to hear and was embarrassed 
by what was not done to support John and that Wendy had to fight for everything, 
however had thankfully found through this the Deputy Divisional Lead and Deputy 
Lead Nurse Palliative and End of Life Care who had supported her. The Group Chief 
Executive said that this type of feedback was what the Board needed to hear, and 
acknowledged the courage that Wendy had in sharing the story and for reliving her 
experiences. The Group Chief Executive wished Wendy well and again offered 
apologies.

The Group Chief Clinical Governance Officer said that this had been a difficult story 
to hear, however one of the things coming out from this was the ability to ensure that 
care was improved for patients at end of life. It was pleasing to hear that Wendy had 
found good benefit in a face-to-face meeting with clinicians and the complaints team 
to ensure her questions were answered.

Miss Shadlock offered that Wendy had been brave to share her poignant story and 
asked how widely patient stories were shared with the people involved so that they 
understood the impacts of their actions. The Deputy Divisional Lead explained that 
the story had been shared with the ICB and other organisations, including East 
Midlands Ambulance Service (EMAS), due to the Respect form being in place as the 
crew should have discussed this with Wendy and John prior to the hospital 
admission. 

As Chair of the Quality Committee, Mr Connolly thanked Wendy for sharing her story 
and welcomed the actions put in place as the Group came together and looked 
forward to further developments being seen across the end-of-life pathway, which 
had to be a priority. 
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The Deputy Lead Nurse Palliative and End of Life Care agreed that this was a 
poignant story and agreed that the Board needed to be aware of these stories adding 
that some of the suggestions Wendy had made on supporting others in similar 
situations had been excellent in terms of reducing any risk of this occurring again. 

The Group Chief Integration Officer thanked Wendy for sharing the story and 
informed Board members that work was underway within this pathway between 
system leads and partners in terms of how to get the best care from partnerships, 
with the system and Group taking a leading role. There was also an important point 
on ensuring staff had the right tools available to them to have difficult and honest 
conversations and this would link into the development work that would feed into the 
Quality and Integration Committees in the near future. 

The Deputy Group Chair recognised some of the work described, and that assurance 
would come through from stories such as today’s, to demonstrate that robust action 
was being taken and looked forward to hearing of improvements in the coming 
months via the complex change pathways.

The Deputy Group Chair again thanked Wendy the story today and the Deputy Lead 
Nurse Palliative and End of Life Care and Deputy Divisional Lead for supporting 
Wendy and others during challenging times. A lot had been learned from the story in 
respect of communication, particularly listening and recognising the times when 
compassion was lacking. 

The Board:
• Received the Patient/Staff Story 

184/25

185/25
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Item 7.1 Celebrating Group Success – Stroke Services

The Deputy Chair welcomed Carl Ratcliff Integration Specialist, Sarah Hunter, 
Consultant Practitioner and Dr Abduelbaset Elmarimi, Consultant Stroke Medicine to 
the meeting who provided a comprehensive presentation in respect of an impressive 
piece of systemwide work in respect of stroke services. Details were shared in 
respect of a one year project with NHSE, where the aim was to improve stroke 
treatment rates (Thrombolysis). 

A PowerPoint presentation was provided for Board members which demonstrated the 
improvement from 8% to 12% treatment and other areas where patient care had 
been improved. Treatment times had also reduced, as well as the treatment to Ward. 
The next steps were outlined and a new project with CLEAR/National Stroke team 
was outlined where it was hoped that this would reduce delays in treatment, patient 
pathways and address staffing challenges.

Dr Elmarimi described some of the current challenges within the stroke services, for 
example communication breakdowns between departments and ward for patients, 
space for assessments was often difficult and process waste could be reduced. A pit 
stop approach had been utilised where there were multiple hands doing multiple 
tasks utilising the term Code Stroke. Dr Elmarimi made a plea to the Board for stroke 
services to be reviewed as an urgent priority.
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The Integration Specialist advised that the presentation had set out the importance 
for improvement in stroke services and where further work was required. This was a 
success story in respect of how to make change.

The Group Chief Integration Officer thanked the team for the improvements made 
and commented that despite the challenges, the response times and outcomes being 
achieved could be seen and expressed a view that the team should be congratulated. 
In terms of what was next, the Group Chief Integration Officer advised he would be 
sponsoring this initiative from a Community perspective and the Group Chief Medical 
Officer would be doing so from an acute perspective. The Group Chief Integration 
Officer informed those present that there was capacity within the 2025/26 capital plan 
to address issues relating to environment and build, secondly the rehabilitation 
pathway and early supported discharge currently overlapped, and expressed a view 
that there would be a requirement to have a consistent offer and workforce model 
which was sustainable for the future going forward. The Group Chief Integration 
Officer offered that this had Board sponsorship and would also have Committee 
oversight. 

The Group Chief Medical Officer endorsed the Group Chief Integration Officer’s 
comments and agreed that the team attending the meeting deserved to be 
congratulated for the achievements. The Group Chief Medical Officer advised that 
stroke services in general were becoming challenged within the East Midlands 
region. The transformational work that had been undertaken should not be 
underestimated and whilst there was still a lot of work to be done, the Lincolnshire 
Community and Hospitals NHS Group was best placed to be able to address the 
issues within the current pathway. The Group Chief Medical Officer noted that there 
were exciting transformational times ahead. The only exception to that could be from 
a medical workforce perspective.

The Group Chief Executive acknowledged the excellent work that was being 
undertaken in this area and outlined that the Executive Team and the Board were in 
full support of this and were committed to transformational change. 

The Deputy Group Chair thanked colleagues for attending the meeting and for 
sharing some incredible success advising that the Quality Committee would be 
monitoring the movement and improvements anticipated over the next 12 months in 
this area.

The Board:
• Received the presentation

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

192/25 Item 8.1 Assurance and Risk Report Quality Committee in Common

The Chair of the Quality Committee in Common, Mr Connolly, presented the 
Committee reports following the meetings held on January 2025 and February 2025 
and the reports were taken as read with no formal escalations to be made to the 
Board from either of these meetings.
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Mr Connolly offered key highlights from the meetings drawing attention to the 
Clostridium difficile figures which were ahead of trajectory, the Group was a national 
outlier in respect of antibiotic usage and the Quality Committee had requested further 
assurance and for a reduction plan to be developed.

In terms of maternity services, the Board was advised that the organisation had 
submitted a Clinical Negligence Scheme for Trusts (CNST) status of non-compliance 
as previously highlighted, this was in respect of safety action four relating to 
workforce and Mr Connolly advised that the CNST papers were available within the 
reading room on iBabs for completeness. 

Children in Care had previously been escalated to the Board in respect of fragility of 
the service and Mr Connolly advised that 10 PAS of clinician time had now been 
allocated, and the Committee would keep this under review however this remained a 
risk until long term improvements were seen.

The Group Chief Clinical Governance Officer advised that within the February 
Committee report, the Medical Examiner (ME) service was referred to regarding the 
time being taken for death certificates to be issued. It was noted that there was now a 
plan in place for the organisation to support this across the system and work was 
underway with the Lincolnshire ICB to review further system working.

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

197/25

198/25

199/25
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Item 8.2 Ward Establishment Review

The Group Chief Nurse presented the report and advised that a data capture 
exercise had been undertaken across the Group between November 2024 and 
January 2025. Whilst this had been an annual review for ULTH, this was the first time 
an establishment review had been conducted for LCHS. The purpose of the exercise 
had been to determine if the existing ward staffing establishments remained sufficient 
to meet the needs of the public.

On assimilation of the datasets and subsequent interrogation, it has been identified 
there were significant disparities in how the requirements for data-capture across 
ward areas had been interpreted.

The Group Chief Nurse therefore advised Board members that there was a lack of 
assurance as to the conclusions reached within the establishment review and 
proposed a range of actions and mitigations, as a short-term solution, until such time 
that a repeat establishment review could be carried out. The Group Chief Nurse would 
present a refreshed establishment review to the Board in September 2025 at the latest. 

Mr Conolly and Mrs Wells confirmed that this proposal had been discussed and 
endorsed by both the Quality Committee and People Committee.

The Board:



• Approved the non-submission of the November 2024 – January 2025 
establishment and the proposed actions as detailed by the Group Chief 
Nurse

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

201/25

202/25

203/25

204/25

205/25

206/25

207/25

Item 9.1 Assurance and Risk Report People Committee

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

At the February meeting a report from the Workforce Strategy Group had been 
received and it was confirmed that further work was requested to understand levels 
of work related stress absence across the Group and to understand the impact on 
wellbeing, work which was already underway. 

With regards to safer staffing, recruitment challenges were acknowledged by the 
Committee within paediatric speech and language therapy and the audiology impact 
was sometimes not realised until children were older. This was an area the 
Committee had expressed an interest in recognising recruitment challenges.

There had been positive news in respect of recruitment of Health Care Support 
Workers (HCSW) where an additional 52 staff members had been recruited and a 
positive update on medical staffing was also received, where there had been a 
reduction in vacancies and an improved position on job plans at 90% with a trajectory 
of 95% to achieve by year end.

At the January meeting, the Committee had been advised that the work of the Talent 
Academy had been recognised by Buckingham Palace, for the work in respect of 
apprenticeships and work experience and the team would be attending a Garden 
Party in May 2025.

The Committee had also received the Freedom to Speak up Guardian (FTSUG) 
quarterly report where an escalation had been noted in respect of the time taken for 
action once issues were raised. The Committee would continue to monitor this.

The Deputy Group Chair thanked Mrs Wells for the report and was pleased to see 
the focus of the Committee in respect of work-related stress and the impacts of 
wellbeing. There was a view that this should be an area of focus throughout 2025/26. 
The Deputy Group Chair acknowledge the delays relating to FTSU concerns. 

The Board:
• Received the assurance reports 

208/25 Item 9.2 Gender Pay Gap Report

The Deputy Group Chief People Officer presented the reports for ULTH and LCHS 
for final ratification by the Board prior to the 31st March 2025 deadline. There was a 
requirement to complete two separate reports due to statutory responsibilities and the 
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formats of reports and action plans had been aligned and action plans would be 
addressed across Group.

For ULTH, as at 21st March 2024, women earned 86p compared to £1 men earned 
and women held 81.7% of the lowest paid jobs and 63.8% of the highest paid jobs, 
which was a positive improvement based on the previous year’s results. 

For LCHS women earned 91p compared to £1 men earned, which was an 
improvement based of the previous year’s figures and women held 79.4% lowest 
paid jobs and 89.2% highest paid jobs, again this was a positive improvement. 

In respect of the action plans, this had been broken down into three key areas; 
actions data and analytics and supporting teams in obtaining comprehensive data to 
support positive impacts, recruitment and retention and career development, flexible 
working options, health and wellbeing and career options and medical workforce 
which was predominantly made up of a male workforce within higher graded 
consultant roles. 

The Deputy Group Chair thanked the Deputy Chief People Officer for the report and 
noted that the People Committee had ratified this previously. 

The Board:
• Approved the publication of the Gender Pay Gap Reports for ULTH and 

LCHS

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

213/25

214/25

215/25

216/25

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

The Chair of the Finance and Performance Committee, Ms Cecchini, provided the 
assurances received by the Committee at the meeting held in January and February 
2025, the reports were taken as read and the following areas were highlighted.

At the February meeting the financial position had been noted for the Group as 
£33.3m deficit, which was £24.7m adverse to plan and it was clear that the majority 
of the deficit was attributed to the ULTH part of the Group. There was evidence that 
mitigations Executive colleagues and teams had put in place were starting to work, 
with the slowing of the run rate. CIP (Cost Improvement Programmes) was also 
behind plan by £1.2m, however there was optimism of delivery for 2024/25, with 
approximately half of this relating to non-recurrent funding. The Board was advised 
that at the January Committee meeting, the financial position had formally rated as 
having no assurance that the plan would deliver in the financial year.

In respect of Capital, the funding spent at the end of January was £38.2m compared 
to full year plan of £61m, which was slightly behind plan however there were no 
concerns of non-delivery. 
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The forecast outturn position had also been discussed with NHSE and the Committee 
had been advised that this would likely be a £36.1m deficit for the Group, which was 
a £29.2m variance against the original plan for 2024/25. 

A funding risk against the CDCs had been identified and a plan would be required to 
resolve this during the planning round as currently the pricing did not meet the costs.

Cash continued to be problematic, despite an extra £4m being received from NHSE 
as well as a VAT claim on treatment of NHS car parking income which had supported 
the position. 

Ms Cecchini explained that there had been good development of a Group estates 
report which was received at the February meeting where there had been assurance 
on the ULTH elements, despite some improvements still to be made. However 
concern had been raised in respect of the community estate specifically relating to 
available data and appointed Authorised Engineers reporting to the Committee. A fire 
enforcement action notice has also been issued against NHS Property Services in 
respect of County Hospital Louth, and the Estates team was working with NHS 
Property Services to ensure issues were resolved.

The Committee had been advised of good performance with the organisation exiting 
tiering for elective and diagnostics. Urgent and Emergency Care was currently in the 
upper quartile regionally for delivery, which was a good achievement, however there 
remained work to do in respect of 12 hour waits and category two ambulance 
response times.

In February, the Committee was informed that there were no 78-week waits and that 
there were 33, 65-week waits at the end of January which continued to move in the 
right direction.

A referral had been received from the Integration Committee in respect of community 
waiting times and lists, and it had been noted at the meeting that there had been 
waiting list issues on the lymphoedema service, which would be an area of focus 
moving forward. 

Information Governance reports had demonstrated a concern surrounding a backlog 
of Subject Access Requests and a plan had been received from the Information 
Governance team in respect of moving that forward. The Committee had also 
acknowledged the development of an Information Governance dashboard which had 
been considered.

The Deputy Group Chair acknowledged one of the challenges in respect of finances 
around the 50% non-recurrent funding for CIP which would have an impact on 
2025/26, which Executives were currently working through.

In respect of performance, the Group Chief Nurse drew attention to the rapid 
ambulance offloads and provided the Board with some assurance that work was 
being undertaken to support teams working in a highly pressured area to maintain 
wellbeing in respect of this.



The Board:
• Received the assurance report 

Item 11 Strategic Aim 4 – To collaborate with our primary care, ICS and external 
partners to implement new models of care, transform services and grown our 
culture of research and innovation
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Item 11.1 Assurance and Risk Report from the Integration Committee

Mrs Buik provided the assurances received by the Committee at the meeting held in 
January and February 2025. 

Mrs Buik advised that Estates and Facilities was being viewed through an alternative 
lens to the Finance and Performance Committee and the key priority for the 
Integration Committee was to optimise the use of space across the Group, which 
would also support the development of an Estates Strategy later in the year, once the 
Clinical Strategy had been finalised.

The Committee had received stroke updates at both the January and February 
meetings where assurance had been provided on the ongoing work on the CLEAR 
project, which had triangulated well with the presentation received at the Board 
meeting and a further update would be provided at the June meeting.

From a digital perspective, assurance had been received on a range of projects 
across the Group, with a focus on four main areas: Electronic Patient Record for both 
organisations, Electronic Document Management Service and the email tenant 
migration for ULTH.
 
Three reports had been received in respect of health inequalities and there had been 
assurance relating to system wide working to progress those areas. 

The Alliance Operating Model had been presented and provided assurance on the 
overall approach. The first milestones would commence next month.

Two staff stories had been received, both relating to pilot projects with system 
partners, EMAS and Primary Care focussing on attendance avoidance to avoid 
admission to Hospital where possible. Positive results had been seen from both pilots 
and good discussion had taken place with recognition of analysing the impacts with a 
range of options for patients and making best use of resources. 

The Board:
• Received the assurance reports 

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

No items.
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Item 13 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. The Group 
Chief Integration Officer explained that work to amalgamate the two reports had 
fallen behind due to vacancies within the team. 

There were two areas the Group Chief Integration Officer wished to highlight to the 
Board. From a ULTH perspective 12 hour waits in ED remained an outlier, despite all 
other Urgent and Emergency Care (UEC) improvements being seen.  Plans were in 
place to improve this during the next quarter and from an LCHS perspective the 
report demonstrated an outlier on call answering performance within the Clinical 
Assessment Service (CAS) and Urgent Community Response, however the Group 
Chief Integration Officer explained that the target measures were currently too high 
compared to national expectation for those services which needed to be addressed.

The Group Chief Integration Officer also highlighted lack of performance in 
community waiting lists and integrated neighbourhood teams and cancelled 
appointments. This was being addressed as part of the Performance Review Meeting 
(PRM) structure and would feed through to Board and Committees in the coming 
months.

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

assurance

Item 14 Risk and Assurance
216/25

217/25

218/25

219/25

Item 14.1 Group Risk Management Report 

The Group Chief Clinical Governance Officer presented the risk report to the Board 
noting that there two very high risks from the LCHS perspective, both attributed to the 
Quality Committee, remaining static from last month. 

From an ULTH perspective, the Quality Committee had sight of nine very high risks 
which remained static. The People Committee had five very high risks remaining 
static and the Finance Committee had four, a reduction of three from the last report.

The Group Chief Integration Officer advised of some realignment of the risks into the 
Integration Committee.

The Deputy Group Chair was confident that the Committees were reviewing the risks, 
and the Quality Committee would be focussing on the very high risks at the March 
meeting.

The Board:
• Accepted the risks as presented noting the significant assurance
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Item 14.2 Board Assurance Framework

The Group Director of Corporate Affairs presented the report noting that all 
assurance Committees had considered the Board Assurance Framework (BAF) 
during January and February and there had been no change to the assurance 
ratings. 

The Group Director of Corporate Affairs explained that the Board should note the 
new format for the BAF following consideration at a Board Development Session; this 
was under development and at the next meeting the 2025/26 BAF would be 
considered.

The Group Director of Corporate Affairs informed those present that Internal Audit 
had commenced an annual review of the BAF and Risk Register which would be 
submitted to Committees once concluded.

The Board:
• Accepted the Board Assurance Framework 

223/25

224/25

225/25

226/25

227/25

Item 14.3 Assurance Report from Audit Committee

Ms Cecchini provided the key highlights from the Audit Committee meeting held in 
February 2025, taking the report as read.

A joint Group report had been received from External Audit and an update had been 
provided on planning arrangements for year end. Good assurance had also been 
received that discussions were underway, and a plan was in place to complete the 
year end audits within the timescales.

In respect of Internal Audit there were some reports that remained outstanding, and 
concern was expressed regarding a lack of pace in completion of those. The 
Committee had been reassured of governance commitments.

A Local Counter Fraud Specialist report had been received and it had been agreed to 
move to one single local counter fraud champion, which had been identified as the 
Deputy Director of Finance, Mr James Taylor.

Progress on out of date policies remained poor and each Committee was now 
monitoring this. The Audit Committee was looking to understand the level of risk of 
how long some of the policies had been out of date. It was clear that this had good 
Executive ownership however the Committee expressed a view that this needed to 
filter down to teams/Divisions.

The Board:
• Received the Assurance Report 



228/25 Item 14.3.1 Audit Committee Terms of Reference and Work Programme

The Group Director of Corporate Affairs presented the refreshed Terms of Reference 
and Workplan for the Audit Committee for information, which had been drafted as 
prescribed by the Audit Committee Handbook. 

The Board:
• Received and approved the Audit Committee Terms of Reference and 

Work Programme

229/25 Item 15 Board Forward Planner

The Group Director of Corporate Affairs presented the Board Forward Planner which 
would manage the business of the Board and would be submitted to each meeting as 
an information item. Committee Chairs were asked to review the document and 
feedback any comments outside of the meeting.

The Board:
• Received the Board Forward Planner 

230/25 Item 16 Any Other Notified Items of Urgent Business

No further items were discussed.

231/25 The next scheduled meeting will be held on Tuesday 6 May 2025 via MS Teams live 
stream.

Voting Members 7 May 
24

2 July 
2024

3 Sept 
2024

5 Nov 
2024

7 Jan 
2025

4 Mar 
2025

Elaine Baylis X X X X X A

Andrew Morgan X

Karen Dunderdale X X A X X X

Ian Orrell X X A

Jim Connolly X X X X X X

Gail Shadlock X X X X X X

Chris Gibson X X

Philip Baker A A X X X A

Neil Herbert X X X X X A

Rebecca Brown X X X X X X

Dani Cecchini X X X X X X

Julie Frake-Harris X A

Colin Farquharson A X A X X X

Sam Wilde X X X



Anne-Louise 
Schokker

X

Daren Fradgley X X X X

Nerea Odongo X X X X

Caroline Landon A X X X

Paul Antunes 
Goncalves

X X X



Group Chief Executive’s Report



2

Meeting Lincolnshire Community and Hospitals Group 
Trust Board

Date of Meeting 6th May 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 
March and April 2025. 

System Overview

a) All parts of Lincolnshire health and care system remain busy, but good work 
continues in order to cope with the ongoing operational pressures. Since the 
last Board meeting the system coped well over the Easter Bank holiday period 
across the urgent and emergency care pathway. 

b) The Lincolnshire system submitted the System Operational Plan for 2025/26 
on 26th March 2025. NHS England are reviewing all plans and will seek 
assurance for the delivery of the plan if required. 

c) The system ended the financial year 2024/25 with a financial deficit of £26.7m 
against a break-even position. 

d) The last few weeks have been dominated by national announcements since 
the change in NHS leadership and the appointment of Sir Jim Mackey as the 
CEO of NHS England. This has led to a number of significant national 
decisions which include formally abolishing NHSE and integrating it into the 
Department of Health and Social Care within two years, expecting Integrated 
Care Boards (ICBs) to make a 50% reduction in their running costs and 
expecting provider trusts to reduce their corporate cost growth during quarter 
3 and explore outsourcing some support services. This is causing a level of 
anxiety for colleagues and we are working with our staff side representatives 
and keeping them as well as our workforce briefed as we understand more 
detail.
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e) The HSJ Independent Healthcare Provider and HSJ Partnerships Awards 
took place in March, where the partnership between United Lincolnshire 
Teaching Hospitals NHS Trust, Lincolnshire ICB, Lincolnshire Elective Activity 
Coordination Hub and DMC Healthcare were successful in winning Best 
Elective Care Recovery Initiative and Best Insourcing Initiative, both of which 
recognised the project aimed at reducing the dermatology patient waiting list 
following the Covid-19 pandemic and improving the overall patient 
experience. The awards recognise the tremendous achievement and shows 
the close working within the Lincolnshire system and other partners. 

f) Following universal agreement across the NHS, from 1st May 2025, staff will 
no longer be required to repeat statutory and mandatory training when moving 
between NHS organisations, which will improve staff efficiency and 
experience. This announcement coincides with the launch of the national 
people policy framework which provides organisations with a consistent 
approach of how mandated learning is determined and managed. 

g) On 16th April 2025 the Supreme Court delivered a landmark ruling on gender 
identify. There are currently many details to be worked through on a national 
level as to how this would impact the Group. Communications have been 
shared across the group making it clear that all colleagues are welcomed, 
regardless of gender identity, and that we will continue to create a safe and 
working environment for all.  

Group overview

a) ULTH’s year-end financial position is a £18.3m deficit, £11.4m adverse to the 
planned deficit. 

b) LCHS’s year-end financial position is a £31k surplus, £66k favourable to the 
planned position.  

c) The ULTH CIP has delivered savings of £40.5m, which is £0.4m favourable to 
the plan. LCHS CIP has delivered savings of £7.4m, which is £0.4m ahead of 
plan. 

d) Following robust recruitment processes I am pleased to announce that 
Caroline Landon has been appointed as the substantive Group Chief 
Operating Officer and Paul Antunes Goncalves as substantive Group Chief 
Finance Officer. Caroline joined the Group as Interim Group Chief Operating 
Officer in August 2024, for a 12-month period, and Paul joined in October on a 
12-month secondment from his previous role as the Deputy Director of 
Finance at Nottingham University Hospitals NHS Trust. 

e) 9th March 2025 marked five years since the beginning of the Covid-19 
pandemic.  The Group arranged a series of reflection services to allow 
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colleagues to take the opportunity to mark this anniversary and to honour 
those affected, as well as recognising the huge contribution the NHS made 
during the pandemic. 

f) During March 2025 a productive engagement meeting took place with LCHG 
and the Care Quality Commission (CQC). The CQC provided an update on 
the developments within their organisation, including the appointment of Sir 
Julian Hartley as the new CEO. The Group provided a detailed update on 
performance and the CQC refresh work aimed at supporting improvements 
across the urgent and emergency care pathways to reduce waiting times and 
improve quality of patient care. 

g) United Lincolnshire Teaching Hospital NHS Trust (ULTH) have been 
considering the future plans of the old buildings on the front of Grantham 
Hospitals. To help develop these plans, the Trust ran a public engagement 
exercise from 17th February until 31st March 2025, which invited views and 
ideas from local residents, to ensure that the plans are of benefit to the local 
community. A report on the outcome of this engagement exercise will soon be 
shared.

h) Following extensive work to make improvements for patients using urgent and 
emergency care pathways, the Group has reported significant progress. 
During March we achieved the four-hour A&E performance of 78.2%, which 
means we are one of the most improved areas within the East Midlands and 
that our patients are waiting less time to be seen and treated. A 12% 
improvement has also been seen in ambulance handover times at our acute 
sites, despite a 20% increase in ambulance activity. This makes us the most 
improved organisation in the country for this metric. These improvements 
highlight the strong working relationships between the different departments 
across the Group. 

i) ULTH Electronic Patient Record (EPR) Full Business Case received 
ministerial approval during March and has subsequently been submitted to 
the cabinet office for approval. 

Vin Diwakar, NHSE National Director of Transformation visited ULTH at the 
end of April accompanied by the Director of Digital Transformation and the 
Director of Technology. The visit provided an opportunity for the Trust to 
discuss the EPR programme whilst also highlighting the benefits once the 
system is implemented.  

j) During April the results of the NHS Staff Survey (NSS) 2024 were published, 
which collated the feedback from colleagues across the Group. Work is now 
underway at Group, Trust and Divisional level to help understand the results 
and develop action plans.  Following the publication, ULTH has been 
recognised by NHSE for the significant achievement in improvements across 
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all seven elements of the People Promise and the themes of Staff 
Engagement and Morale. 

k) The 2025 Staff Awards across LCHG are now open for nominations. The 
awards are an opportunity for the people of Lincolnshire to recognise the 
dedication and care shown by community and hospital staff working across 
the county.

l) Over the past two months I have continued to visit teams across many of the 
sites within the Group to find out more about the work they undertake to 
provide and improve the care to the residents of Lincolnshire. 
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Meeting Lincolnshire Community and Hospitals Group 
Board

Date of Meeting Tuesday, 6 May 2025
Item Number Item 6.1

Group Model Workstream Progress Briefing
April 2025

Accountable Director Professor Karen Dunderdale, Group Chief 
Executive

Presented by Professor Karen Dunderdale, Group Chief 
Executive & Work Stream SROs

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

Recommendations/ 
Decision Required 

The Group Board is asked to:

• review progress with delivery of the group development 
programme plan

• agree the need for any additional actions or assurances at 
this stage

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

Overall, there has been continued good progress on delivery of the agreed programme 
milestones, although there has been some slippage in some work streams. This has been 
due to the need for the group to focus on urgent planning work and also to ongoing internal 
capacity issues within the relevant teams. 

There are no significant concerns to escalate although it should be noted that there are a 
number of matters on which board approval is required in May 2025 – these matters have 
been scheduled separately on the board agenda.

Group Board Action Required:

The Group Board is asked to:

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

• agree the need for any additional actions or assurances at this stage.



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 yet to be issued – currently being 

checked. Where roles are currently interim, substantive 

appointments to be made over the period March –

August 2025. Testing of FPPT compliance included in 

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)

Operating model socialised through the re-launched 

Group Leadership Team (GLT) and implementation plan 

developed

Final operating model to be approved by the board in 

May 2025 – slippage due to urgent planning work

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)

Underway – as above

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

30 June 2025 (embedded)

Underway – 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 Not yet complete – action cannot be completed until 

other work stream actions are complete

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)

Aligned PRMs across the group in place from 

January 2025

Performance Management & Accountability 

Framework drafted (including a clear process 

and ratings for escalation / intervention) and 

approved by GLT on Friday, 4 April 2025 and 

due to be approved by the board on Tuesday, 6 

May 2025

Aligned IPR and KPIs / metrics for 2025 / 26 

currently being worked up 

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)

‘Vision for Information’ drafted but not yet 

approved – date to be confirmed 

Draft team structure developed:

• Director of Improvement and Performance 

role paused (linked to ICB developments)

• Director of Digital in post from 1 April 2025 
2



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 – timescale for assessment to be confirmed

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)

Committees are now meeting jointly although arrangements need 

embedding

Terms of reference and work plans are being refreshed to reflect the 

new group strategic aims & objectives and will be shared with the 

Group Board for approval in May 2025 (together with the ‘Assurance 

Map’, ‘Board & Board Committee Principles Framework’ and revised 

board & board committee templates)

‘Assurance ratings within the BAF have been reviewed and wording 

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

committees being aligned as part of the strengthening of the board & 

board committee templates

Review of reporting sub-groups  is almost complete

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)

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)

‘Board & committee principles framework’ drafted and due to be 

submitted to the board for approval 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)

Underway – upward report template strengthened to ensure 

consistency of approach and to ensure it supports and prompts the 

provision of appropriate assurance to the Group Board from all 

committees and, in turn, from the groups reporting to the board 

committees. Action Log template also being strengthened. Report 

writing guidance drafted and report front sheet amended

3



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.

The PCN Chief Executive will also join the Group 

Board as an Associate NED

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 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 to be 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 planned with NHS Providers 

support – timescale for assessment to be 

confirmed
4



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)

Review of executive governance / meeting 

structures underway through the Executive 

Leadership Team – final draft due to be 

approved by ELT in April 2025

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 Terms of reference drafted – to be refined as 

required once executive structures appointed 

to and executive governance / meeting 

structures have been agreed 5



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 2024 implementation of new 

style BAF)

Strategic aims & objectives for 2025/26, a revised BAF 

format and BAF review cycle agreed by the Group Board

BAF drafted in new format and being shared with board 

committees during April and Group Board in May 2025. 

Work to further refine the new style BAF and embed its use 

within the board and committee cycle will continue over the 

coming months

Work is also underway as a priority to align the 

underpinning risks on the ULTH and LCHS risk registers to 

the relevant strategic risks within the BAF

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

6



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

31 March 2025 (policy in place)

31 June 2025 (review of 

effectiveness of arrangements)

A combined document control policy and process is in 

place although not yet fully embedded. A recent internal 

audit of these arrangements recognised that the group is 

still in transition. Further review to be undertaken as part 

of the group development work programme

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 

31 March 2025 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 will be 

approved 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 – suggested revised timescale for 

completion: 25 July 2025 (Audit Committee) and 2 

September 2025 (Group Board approval)

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

31 March 2025 This action cannot be completed 

until other work stream actions 

are complete – suggested 

timescale for completion: 2 

September 2025 (Group Board 

approval)

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

31 March 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

31 March 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 31 March 2025 Strategy drafted and currently being reviewed. Group 

Board approval scheduled for July 2025

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

specifically in respect of partnership branding

21 April 2025 Group visual ID / brand approved and due to be 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 Guidelines and templates being developed – on track in 

line with timescale for implementation of the group visual 

ID / brand

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)

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)

Most communication channels have been merged – 

‘Group Bulletin’ will be the final one and will 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 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

9



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 Underway – on track

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 Ongoing – pressures on the team to be 

escalated as they arise. Staff engagement 

roadshows on the group strategy, vision & 

values are currently taking up significant 

communications and engagement team 

resource

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
10



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 Ongoing process

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

move to group

Ongoing Arising from the local health & wellbeing survey and 

outputs from the national staff survey a programme of 

staff engagement workshops, led by GLT and ELT 

and covering the group vision, strategy & objectives, 

group values and behaviour frameworks has been 

agreed. These workshops are in addition to the 

existing staff engagement ‘Tube Map’ & Change 

Workshops and health & well-being offer in place

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 have been harmonised and formally 

ratified. The next cohort of policies to be reviewed and 

harmonised relate to recruitment

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. Policy approved w/c 17 February 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

Group induction video in place.

Plan in place to introduce harmonised face to face 

induction but this has been delayed due to resource / 

capacity issues within the team

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)

Ongoing & monitored through Workforce Operational 

Group

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

solution) 

1 April 2025 (long term 

solution)

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 Engagement ‘Tube Map’ and Change 

Workshops in place & ongoing (Appendix C 

refers).  Additional staff engagement roadshows 

planned as outlined in work stream 5

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 is 

also being planned with external, expert 

speakers (authors of ‘Too Hot to Handle’)

12 month ELT Development Programme in 

place and being supported by Acqua

The OD team have commenced the scoping 

work to support the implementation of the ‘Leeds 

Way’

• 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)

New group values – Compassionate, 

Collaborative and Innovative – approved by the 

Group Board and being implemented w/c 14 

April 2025. Underpinning statements for each 

value currently in development. A staff 

engagement exercise is also due to be launched 

on the development of the behavious that 

underpin each value – ‘Our Values in Action’

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

the introduction of menopause support

31 March 2025

31 May 2025 (proposed 

revised timescale)

The staff health & well-being offer continues to 

be developed.  It has however been identified 

that there is currently insufficient funding for the 

development of the menopause service. This is 

currently being urgently reviewed to determine 

what funding can be identified to offer the 

service across the group 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 Strategy developed – first draft submitted to Digital 

Oversight Group on 11 April 2025. Date for 

submission to Integration Committee and Group 

Board for approval to be confirmed

• 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 contract awarded

• Datix in process of moving to cloud. 

• Group Intranet subject to IG approvals 

Technical enablement in place through 

NHS.nes. On track for implementation by 

deadline

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

the national tenancy

31 March 2025 Complete. 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)

Underway – on track: 

 

• Implementation Plan drafted

• Supplier (AGEM) to support implementation 

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

workarounds to be simplified in short term

31 March 2026 (Full 

Implementation)

Underway – on track:

• Interim arrangements and process in place 

between ULTH and LCHS 

• Joint procurement process to commence 

Summer 2025
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)

Underway – on track for 1 October 2025 full service 

migration

• Weekly transition meetings taking place

• AGEM delivering the new domain which is a key 

technical enabler

• Resource model agreed

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

30 April 2025 (agreement of 

structure)

Underway – on track:

• Director of Digital in post

• Structures drafted

• Integrated structure to be presented with management 

team moving to group roles

• 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)

‘Vision for Information drafted – date for approval to be 

confirmed

Draft team structure developed:

• Director of Improvement and Performance role paused 

(linked to ICB developments) 

• Director of Digital in post

• move to aligned telecoms 31 March 2025 (Single telephony 

team)

30 May 2025 (Secured single 

contract for Telephony Services)

Underway – on track:

• Single team as planned but funding for additional 

required posts may take longer

• Procurement of service to support ULTH and LCHS 

nearing completion

• data hosting 31 March 2025 (Server Migration 

Completion)

30 April 2025 (new date proposed 

by AGEM)

Underway – on track:

• As at the end of March, all but 6 of the 101 servers 

have been migrated. The digital team are working with 

AGEM to understand options and solutions. There is no 

risk to the project and group as this work relates to 

consolidation of the infrastructure

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 likely to be impacted by the 

decision on the future model for the provision of 

EFM services – see next action 

• 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

31 March 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

30 June 2025 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

• 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 Underway – although some difficulties have 

been experienced in obtaining information on 

leases and licences under the previous shared 

service arrangements. Dialogue now underway 

with relevant landlords

• 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

30 June 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: Ongoing Ongoing

• develop a single approach to the movement of EFM staff across the group 31 March 2025 Underway but impacted by gaps and capacity issues in 

the team. Also linked to future EFM model 

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

improvement actions identified in the facilities services cultural review

30 June 2025 Not yet started due to gaps & capacity issues in the 

team. Also linked to future EFM model

• align and improve the processes for staff development, on boarding etc. across EFM 30 June 2025 Not yet started due to gaps & capacity issues in the 

team. Also linked to future EFM model

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

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

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

31 July 2025 Commenced – on track although latest NHSE guidance 

and assessment tool awaited

• 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 16



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 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 to be 

approved by the Group Board in May 2025 – slippage 

due to urgent planning work

Harmonise the underpinning strategies e.g. clinical, quality, people, digital etc. 30 June 2025 Once the group strategy has been approved the 

underpinning enabling strategies and plans will be 

developed

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 Underway although progress impacted by delayed 

planning guidance. New Productivity & Transformation 

Framework developed and approved by GLT on Friday, 

4 April 2024. Productivity, Improvement & 

Transformation Group being set up 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 is underway 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 Underway although progress impacted by delayed 

planning guidance. The improvement and finance teams 

are working closely to develop a finance improvement 

tracker 
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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 and plan developed and due for approval 

at GLT on 2 May 2025 (initially due for approval on 

27 March 2025 but deferred to priority work on the 

operational & financial plan) QMS not yet  started

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

Model) and a spectrum of integration

31 March 2025 Operating model socialised through the re-launched 

Group Leadership Team (GLT) and implementation 

plan developed

Final operating model to be approved by the board in 

May 2025 – slippage due to urgent planning work

Develop a Partnership Strategy for the group 30 May 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

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

1 July 2025 (board approval)

Phase 1 - Existing ULTH and LCHS green plans 

reviewed. Improvement workshops completed and 

areas of opportunity and risk identified. A network of 

‘Green Champions’ has been formed and initial 

LCHG Green Group meetings have been scheduled. 

Refreshed Green Plan being drafted using the 

national template and are scheduled for board 

approval on 1 July 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 Underway – on track

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 
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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

30 June 2025 (strategy drafted)

1 July 2025 (board approval)

Currently on track

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 Underway. Capital, Revenue & Investment Group 

(CRIG) being 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 Performance Management & Accountability 

Framework drafted (including a clear process and 

ratings for escalation / intervention) and approved 

by GLT on Friday, 4 April 2025 and is due to be 

approved by the board on Tuesday, 6 May 2025. 

Aligned IPR and final KPIs / metrics for 2025 / 26 

currently 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

31 March 2025 Underway with corporate governance 

team: this action cannot be completed 

until other work stream actions are 

complete – suggested revised 

timescale for completion: 25 July 

2025 (Audit Committee) and 2 

September 2025 (Group Board 

approval)

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

policies all up to date. Mapping exercise 

to be undertake to identify those still be 

aligned and to agree timescales. 

Oversees Visitors & Private Patients 

policy aligned and approved

Align the Internal Audit arrangements 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 June 2025 Underway – on track. First finance 

roadshow training event held in 

February 2025. Budget holder refresher 

training held during February & March 

2025
20



Appendix A: Group Development Programme: Work Streams & SROs
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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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Appendix C: Staff Engagement ‘Tube Map’



Board & Board Committee 
Governance:

• ‘Board & Board Committee Joint 
Working Principles Framework’

• ‘Board Committee Oversight & 
Assurance Map’

• Board Committee Terms of Reference 
and Work Plans (Updated)
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Meeting Lincolnshire Community and Hospitals Group 
Board

Date of Meeting 6 May 2025
Item Number 6.3

Board & Board Committee Governance

Accountable Director Jayne Warner, Group Director of Corporate 
Affairs

Presented by Jayne Warner, Group Director of Corporate 
Affairs

Author(s) Jayne Warner, Group Director of Corporate 
Affairs
Wendy Booth, Interim Governance Advisor

Recommendations/ 
Decision Required 

The Group Board is asked to:

• review and approve or agree any required changes to the 
board committee Terms of Reference & Work Plans to reflect 
the new group strategic aims & objectives;

• review and approve or agree any required changes to the 
‘Board Committee Oversight & Assurance Map’;

• review and approve or agree any required changes to the 
‘Board & Board Committees Joint Working Principles 
Framework’;

• agree the need for any additional action or assurance at this 
stage

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:
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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

As part of the formation of the Lincolnshire Community & Hospitals NHS Group (LCHG), a 
joint Group Board and joint board committees were established. Initial Terms of Reference 
and Work Plans for the first board committees to work jointly – specifically the Quality, 
People, Finance & Performance and Integration Committees were approved by the Group 
Board. However, it was agreed that Terms of Reference & Work Plans would be updated 
once the group strategic aims & objectives had been agreed. 

In respect of the Integration Committee, it was also anticipated that the work plan would 
require some refinement to reflect both changes within the LCHG and as this new 
committee became fully operational.

Since the introduction of the first board committees to work jointly, the Remuneration 
Committees and Audit & Risk Committees within each trust have also now moved to 
working jointly.

Summary of the Report

This report provides the updated Terms of Reference and Work Plans for the Quality, 
People, Finance & Performance and Integration Committees. It should be noted, however, 
that whilst work plans have been updated to ensure alignment with the new group strategic 
aims & objectives, some further refinement is required to the detailed content of some work 
plans. This is particularly the case in relation to the Integration Committee.

The report also provides:

• a draft ‘Board Committees Oversight & Assurance Map’, which is intended to provide 
a simple, visual overview of the oversight & assurance role of each of the board 
committees. Detailed reporting requirements and frequencies will be captured within 
individual committee work plans and will continue to be refined as outlined above;

• a draft ‘Board & Board Committees Joint Working Principles Framework’. This 
document outlines the joint working principles for the board and board committees, 
as referred to in the Group Partnership Agreement, to ensure: 

o there is collective understanding of joint working principles in this context;

o that both trusts can continue to make decisions and operate in accordance 
with the statutory & regulatory requirements that apply to them through the 
group board and joint board committees; 

o there is continued robust corporate reporting.

Revised committee reporting templates have also been drafted (including a new board 
committee upward report template and a board & board committee report template). 
However, it has been suggested that these are finalised and approved by the Group Board 
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after the next board development session, to be facilitated by NHS Providers, on the topic 
of ‘board and committee reporting’ and ‘reporting for assurance’.
 
The report also provides the draft Terms of Reference and Work Plan for the joint Audit & 
Risk Committee.  (Updated Terms of Reference for the joint Remuneration Committee will 
be provided for Group Board approval at a later date.)

Group Board Action Required

The Group Board is asked to:

• review and approve or agree any required changes to the board committee Terms of 
Reference & Work Plans for the Quality, People, Finance & Performance and 
Integration Committees which have been updated to reflect the new group strategic 
aims & objectives – whilst recognising the ongoing work to refine some work plans;

• review and approve or agree any required changes to the ‘Board Committee Oversight 
& Assurance Map’;

• review and approve or agree any required changes to the ‘Board & Board Committees 
Joint Working Principles Framework’;

• approve the Terms of Reference and Work Plan for the joint Audit & Risk Committee;

• agree the need for any additional action or assurance at this stage



BOARD & COMMITTEE JOINT 
WORKING PRINCIPLES 

FRAMEWORK 
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1.0 Purpose
1.1 As part of the formation of the Lincolnshire Community & Hospitals NHS 

Group (LCHG), a Group Chair, Group (as well as trust-specific) NEDs, Group 
Chief Executive and Group Executive Leadership Team have been appointed. 
A joint group board and joint board committees have also been established.

1.2 Under the group model arrangement, individual boards will be retained in 
statute, however decision making will take place via this joint working 
approach. 

1.3 This framework document outlines the joint working principles which have 
been agreed for the board and board committees, as referred to in the Group 
Partnership Agreement, to ensure: 

• there is collective understanding of joint working principles in this 
context;

• 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.

1.4 In support of the move to aligned governance and decision-making and the 
adoption of joint working principles, the format and structure of board and 
committee document templates have also be harmonised across the two 
trusts and common guidance developed.

2 Area

2.1 This document applies to the LCHG group board and board committees.

3 Duties

3.1 The Group Chair will be responsible for ensuring the development of the board 
and board committees joint working principles framework. 

3.2 The Group Chair and Group Chief Executive will be responsible for ensuring 
the implementation of and adherence to the board and board committees joint 
working principles framework. 

3.3 The Group Director of Corporate Affairs will be responsible for the 
development, regular review and updating of the board and board committees 
joint working principles framework on behalf of the Group Chair and Group 
Chief Executive and for providing advice and support, as required, on its 
application. The Group Director of Corporate Affairs will also be responsible 
for ensuring the development, regular review and updating of board and board 
committee document templates which reflect the joint working principles and 
for the development of supporting common guidance (see also 1.5).

3.4 The Group Executive Leads and Non-Executive Chairs of the board 
committees will be responsible for ensuring the agendas, minutes and upward 
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reports etc. are developed in accordance with the board and board committees 
joint working principles framework using the approved group templates.

3.5 Group Executive Directors / Chief Officers (and others producing board and 
board committee reports on their behalf) will be responsible for ensuring 
adherence to the board and board committees joint working principles 
framework and the common guidance for producing board and board committee 
reports.

4 Key Principles

4.1 The following key principles will apply:
Boards

4.1.1 Boards will remain separately constituted in accordance with the respective 
trust’s Standing Orders but will exercise their functions jointly (but see also 4.1.7 
& 4.1.8)

4.1.2 Joint board meetings will be referred to as Group Board meetings.

4.1.3 Group Board meetings will continue to be required to be quorate in accordance 
with Standing Orders.

4.1.4 Board members will be required to declare any new and / or relevant conflicts of 
interest at the beginning of each meeting.

4.1.5 A single group board reporting framework (forward work plan) will be developed 
to reflect joint agenda items but to also reflect those which are trust specific; the 
latter recognising the different risks and challenges within each trust. A single 
group Board Assurance Framework (BAF) will also be developed adhering to 
the same principles.

4.1.6 The Group Board will have a new common format for agendas, minutes, action 
logs, reports / report cover sheets, upward reports and annual review of 
effectiveness self-assessment pro-formas (see also 1.4 above).

4.1.7 The Group Board will have a single agenda but, where required to meet 
statutory requirements, will also clearly indicate any items which are trust 
specific. 

4.1.8 A single set of minutes of the Group Board will be produced but will be tailored 
to clearly reflect the discussions, conclusions and decisions reached on both 
joint and trust specific agenda items.

Committees

4.1.9 A single set of Terms of Reference will be produced for each of the LCHG joint 
board committees (Quality, Finance & Performance, People, Integration, Audit & 
Risk and Remuneration).
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4.1.10 Committees of the board meeting jointly will be referred to as joint board 
committees reflecting the joint exercise of delegated functions.

4.1.11 Joint board committees will have a single non-executive director chair. 

4.1.12 Joint board committees will continue to be required to be quorate in accordance 
with the agreed joint Terms of Reference.

4.1.13 The matters delegated to each of the joint board committees – and those 
matters reserved to the Group Board – will be set out in the respective trust’s 
Standing Orders & Scheme of Delegation. 

4.1.14 Joint board committee work plans will be developed for each joint committee 
reflecting both joint agenda items and those which are trust specific; the latter 
recognising the different risks and challenges within each trust.

4.1.15 Joint board committees will have common formats for agendas, minutes, actions 
logs, reports / report cover sheets, upward reports and annual review of 
effectiveness self-assessment pro-formas (see also 1.4 above).

4.1.16 Joint board committees will have a single agenda but, where required to meet 
statutory requirements, will also clearly indicate any items which are trust 
specific. 

4.1.17 A single set of minutes of the joint board committees will be produced but will 
be tailored to clearly reflect the discussions, conclusions and decisions 
reached on both joint and trust specific agenda items.

5 Monitoring Compliance and Effectiveness

5.1 Monitoring compliance with and effectiveness of the board and board committee 
joint working principles framework will be undertaken as part of the annual 
review of effectiveness of the board and board committees. Monitoring of 
effectiveness of the aligned governance and decision-making arrangements for 
the group will also be tested as part of a range of internal and external 
assurances e.g. internal audit, external governance / well-led reviews, CQC 
inspections.

6 Associated Documents

6.1 Common guidance and templates for the production of board and board 
committee reports

7 Definitions

7.1 Joint committees: a committee or committees of the board exercising its 
delegated functions jointly.
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8 Consultation

8.1 The board and board committees joint working principles framework has been 
shared with and developed in conjunction with the Group Board.

9 Dissemination

9.1 The board and board committees joint working principles framework will be 
shared with the Group Board and with senior managers and others responsible 
for producing board and committee reports.

10 Implementation

10.1 The implementation of the board and board committees joint working principles 
framework will be supported be advice and guidance on the production of board 
and committee papers.

11 Reference Documents

11.1 LCHG Group Partnership Agreement

April 2025
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Lincolnshire Community & Hospitals NHS Group:

United Lincolnshire Teaching Hospitals NHS Trust (ULTH)
Lincolnshire Community Health Services NHS Trust (LCHS)

Joint Committees: Oversight & Assurance ‘Map’  

Integration Audit Finance & Performance Quality People Remuneration

Integration: LCHS Strategy

Productivity, Transformation & 
Improvement

Alliance Model

Left Shift (Acute to OOH transformation)

Estates Strategy

Estates Rationalisation & Space 
Management 

 Sustainability & the Green Plan (including 
Net Zero)

Digital Planning & Delivery

EPR Assurance

EDMD Assurance

‘Vision for Information’

Research & Innovation

ICB Target Operating Model

Partnership Operating Model 

Collaborative Models of Care

Integrated Neighbourhood Team

Community Primary Partnerships

Regeneration Plans with Partners

Health Inequalities

Risks to delivery of the integration & 
transformation agendas

Risks to delivery of the digital agenda

Internal & External Audit

Counter Fraud

Governance, Risk 

Management & Internal Control Systems

Financial Reporting & Control

Standing Orders, Standing Financial 
Instructions & Scheme of Delegation

Waiving of Standing Orders

Losses & Compensation

Salary Over / Under Payments

Standards of Business Conduct 

Debt Management

Going Concern Reviews

Information Governance /  Data Security & 
Protection Toolkit (DSPT Compliance) / 

Cyber Security

Document Control

Data Quality

FTSU (Annual Review of Arrangements)

Annual Report and Accounts & Annual 
Governance Statement

Engagement of External Audit for Non-
Audit Work

Oversight of Work of Other Board 
Committees

Financial Strategy

Financial Planning

Operational Planning

Winter Planning

EPRR / Business Continuity

Financial & Operational 
Performance

Cost Efficiency, Improvement & 
Productivity (Cost Outputs)

Estates & Facilities Compliance 
(including the Premises Assurance 

Model)

Procurement (Strategy & 
Improvement Plan / KPIs)

       Capital Planning & Delivery

Capital Investment &  Business Cases 
/ Revenue Business Cases / Post 
Investment Evaluations 

Budgetary Management

Contract Management

Security Management

Health & Safety

Fire Safety

Risks to financial delivery

Risks to capital and major 

projects delivery

Risks to operational performance

Risks arising from the ageing estates

Quality Strategy, Quality Account & Quality 
Priorities

Patient Safety including:

 Infection Prevention & Control

Maternity & Neonatal Safety (including CNST & 
Ockenden)

Medicines Management & Pharmacy

Pressure Ulcers

Deteriorating Patients

Falls

Diabetes / DKA

Clinical Harm

PSIRF including learning from incidents / DoC

Human Factors

Claims

High Profile Cases

Ward Accreditation

Clinical Effectiveness including:

Clinical Audit

NICE

GIRFT

Mortality & Learning from Deaths

Patient Experience & Involvement including:

Palliative Care / End of Life

Complaints

Safeguarding & Vulnerabilities / Children in 
Care

PLACE

CQC / Regulatory Compliance

Quality Impact Assessment (QIA)

External Visits 

Deep Dives (Various Topics)

Risks to / impact on Quality & Safety

People Strategy & Delivery Plans

Education, Training & Development

Equality, Diversity & Inclusion

Guardian of Safe Working

Freedom to Speak Up

Occupational Health / Health & Wellbeing

Recruitment & Retention

Workforce Planning

Workforce Metrics

Employee Relations (including MHPS / other 
capability & conduct issues and exclusions)

Staff Engagement, Communication & 
Recognition

Staff Survey

Culture, Vision & Values

Organisational Development

Leadership, Talent Management & 
Succession Planning

Gender Pay Gap

Sexual Safety Charter

Nursing & Midwifery Staffing Report

Apprenticeships

WRES / WDES

Modern Slavery

Staff Vaccination

Occupational Health

Job Planning

Medical Revalidation

Clinical Education

Workforce Finance (including temporary 
staffing / agency spend)

Risks to / impact on workforce

Leadership Structure & Succession 
Planning

Nominations

Pay Framework

CEO & Executive Appraisal

Remuneration (including benchmarking)

Cost of Living

Terms & Conditions

 Severance Agreements & Payments 

Pension Payments

Redundancy

Top Earners

Executive & VSM Temporary & Interim 
Appointments (including IR35 / Off 

Payroll Arrangements)

Fit & Proper Persons Test (FPPT) – 
Policy & Compliance with the FPPT 

Framework



Audit and Risk Committee
Terms of Reference

1. Authority

The Audit and Risk Committee is established as a joint committee by the Trust Boards of both 
Lincolnshire Community Health Services NHS Trust and United Lincolnshire Teaching 
Hospitals NHS Trust in line with the Group Partnership Working Agreement and the powers 
set out in both trusts’ Standing Orders and Standing Financial Instructions. 

The Standing Orders and Standing Financial Instructions of both trusts, as far as they are 
applicable, shall apply to the committee and any of its established groups.

The Audit and Risk Committee holds only those powers as delegated in these terms of 
reference and, in accordance with the Group Partnership Working Agreement, will report to 
the Group Board.

The Committee is authorised to investigate any activity within its terms of reference.  It is 
authorised to seek any information it requires from any employee and all employees are 
directed to cooperate with any request made by the committee.  The committee is authorised 
by both governing bodies to obtain outside legal or other independent professional advice and 
to secure the attendance of outsiders with relevant experience and expertise if it considers 
this necessary.

2. Purpose of the Committee

The Audit and Risk Committee exists to scrutinise the robustness of and provide assurance 
to the Group Board that there is an effective system of governance and control for risk, the 
accounting policies and the accounts of each organisation, the planned activity and results of 
both internal and external audit and assurances relating to the corporate governance 
requirements for each organisation.

3. Membership

The members of the Committee are:
• Non-Executive Director (Chair)
• Non-Executive Director (Quality Committee Chair) 
• Non-Executive Director (Finance and Performance Committee Chair)
• Non-Executive Director (People Committee Chair)
• Non-Executive Director (Integration Committee Chair)

The following roles will be routine attendees at the Committee:
• Group Chief Finance Officer
• Group Director of Corporate Affairs (Company Secretary)
• Representative from Internal Audit
• Representative from External Audit
• Counter Fraud Representative (at least twice annually)



• Group Deputy Chief Finance Officer
• Chief Clinical Governance Officer
• Associate Non-Executive Director

The Accountable Officer should discuss at least annually with the committee the process for 
assurance that supports the Annual Governance Statements and should attend the committee 
when it considers the draft Annual Governance Statements and the Annual Reports and 
Accounts.

Executive Directors / Senior Managers may be invited to attend when the committee is 
discussing areas of risk or operation that are the responsibility of that director / manager.

Members will be expected to conduct business in line with the Trust values and objectives.  
Members of, and those attending, the committee shall behave in accordance with the Trust 
Standing Orders and Standards of Business Conduct Policy.

Members must demonstrate the equality and diversity implications of decisions they make.

4. Attendance and Quorum

The committee will be quorate when three of the five Non-Executive Director members are 
present.

5. Frequency

The committee will not meet less than five times per year.  At least once a year the 
committee will meet privately with the internal and external auditors.

6. Specific Duties

The Audit and Risk Committee will: 

Integrated governance, risk management and internal control: 
• Review the establishment and maintenance of an effective system of integrated 

governance, risk management and internal control, across the whole  of the 
organisations activities (clinical and non-clinical), that supports the achievement of the 
organisations objectives

• Review the adequacy and effectiveness of all risk related disclosure statements (in 
particular the annual governance statements) together with any accompanying head of 
internal audit opinion, external audit opinion or other appropriate independent 
assurances, prior to submission to the Group Board.

• Review the adequacy and effectiveness of the underlying assurance processes that 
indicate the degree of achievement of the organisation’s objectives, the effectiveness of 
the management of principal risks and the appropriateness of the above disclosure 
statements

• Review the adequacy and effectiveness of the policies for ensuring compliance with 
relevant regulatory, legal and code of conduct requirements and any related reporting 



and self-certifications including the NHS Code of Governance and NHS Provider 
Licence

• Review the adequacy and effectiveness of the policies and procedures for all work 
related to counter fraud, bribery and corruption as required by NHSCFA 

Internal Audit:
• Consider the provision of the internal audit service and the costs involved.
• Review and approve the annual internal audit plan and more detailed programme of 

work, ensuring that this is consistent with the audit needs of the organisation as 
identified in the assurance framework.

• Consider the major findings of internal audit work (and management response) and 
ensuring coordination between the internal and external auditors to optimise the use of 
audit resources.

• Ensure that the internal audit function is adequately resourced and has appropriate 
standing within the organisation.

• Monitor the effectiveness of internal audit and carry out an annual review.

External Audit:
• The committee shall review and monitor the external auditors independence and 

objectivity and the effectiveness of the audit process.  In particular the committee will 
review the work and findings of the external auditors and consider the implications and 
management’s responses to their work

• Consider the appointment and performance of external auditors, as far as the rules 
governing the appointment permit (and make recommendations to the Group Board 
when appropriate).

• Discuss and agree with the external auditors, before the audit commences, the nature 
and scope of the audit as set out in the annual plan.

• Discuss with the external auditors their evaluation of audit risks and assessment of the 
organisation and the impact on the audit fee.

• Review all external audit reports, including the report to those charged with governance 
(before its submission to the Group Board) and any work undertaken outside the annual 
audit plan, together with the appropriateness of management responses.

Other Assurance Functions:
• The committee shall review the findings of other significant assurance functions, both 

internal and external to the organisation, and consider the implications for the 
governance of the organisation.  Including but not limited to any reviews by DHSC arm’s 
length bodies or regulators/inspectors for example, the CQC, NHS Resolution, Royal 
Colleges, accreditation bodies etc.

• The committee will review the work of other committees within the organisation whose 
work can provide relevant assurance to the audit committee’s own areas of 
responsibility.  

• The committee will satisfy itself on the assurance that can be gained from the clinical 
audit function through its review of the work of the Quality Committee.

Counter Fraud:
• The committee shall satisfy itself that the organisation has adequate arrangements in 

place for counter fraud, bribery and corruption that meet NHSCFA’s standards and shall 
review the outcomes of work in these areas.



• The committee will refer any suspicions of fraud, bribery and corruption to the NHSCFA.

Management:
• The committee shall request and review reports, evidence and assurances from 

directors and managers on the overall arrangements for governance, risk management 
and internal control.

• The committee may request specific reports from individual functions within the 
organisation

Financial Reporting:
• The committee shall monitor the integrity of the financial statements of the organisation 

and any formal announcements relating to its financial performance.
• The committee will ensure that the systems for financial reporting to the governing body, 

including those of budgetary control, are subject to review as to the completeness and 
accuracy of the information provided.

• The committee shall review the annual report and financial statements before 
submission to the Group Board focussing particularly on:

• The wording in the Annual Governance Statements and other disclosures 
relevant to the terms of reference of the committee and to each trust.

• Changes in and compliance with, accounting policies, practices and 
estimation techniques

• Unadjusted misstatements in the financial statements
• Significant judgements in preparation of the financial statements
• Significant adjustments resulting from the audit
• Letters of representation
• Explanations for significant variances

Raising Concerns:
• The committee shall review the effectiveness of the arrangements in place for allowing 

staff and contractors to raise (in confidence) concerns about possible improprieties in 
financial, clinical safety or workforce matters and ensure that any concerns are 
investigated proportionately and independently and in line with relevant policies.

Governance Regulatory Compliance
• The committee shall review the organisation’s reporting on compliance with the NHS 

provider licence, NHS Code of Governance and the Fit and Proper Persons Test 
Framework.

• The committee shall satisfy itself that the organisation’s policy, systems and processes 
for the management of conflicts (including gifts and hospitality and bribery) are effective 
including receiving reports relating to non-compliance with the policy and procedures 
relating to conflicts of interest.

7. Administrative support

The committee will operate using a work plan to inform its core agenda.  The agenda will be 
agreed with the chair prior to the meeting.

Agendas and supporting papers will be circulated no later than 7 days in advance of 
meetings.  Any items to be placed on the agenda are to be submitted no later than 8 working 



days in advance of the meeting.  Items which miss the deadline for inclusion on the agenda 
may be added with permission from the chair.  

Minutes will be taken at all meetings, presented according to the corporate style, circulated 
to members within 7 days along with the action log and ratified by agreement of members at 
the following meeting.  

8. Accountability and Reporting Arrangements

The chair of the committee shall report to the Group Board after each meeting and provide a 
report on how it has discharged its responsibilities, escalating any concerns where 
necessary.

The committee shall report at least annually to the Group Board on its work in support of the 
Annual Governance Statements, specifically commenting on:
• The fitness for purpose of the Group Board Assurance Framework
• The completeness and embeddedness of risk management in the organisation
• The integration of governance arrangements
• The appropriateness of the evidence that shows the organisation is fulfilling 

regulatory requirements relating to its existence as a functioning business
• The robustness of the processes behind the quality accounts

The annual report should also describe how the committee has fulfilled its terms of reference 
and give details of any significant issues that the committee has considered in relation to the 
financial statements and how they were addressed.

9. Monitoring effectiveness and Compliance with Terms of Reference

The committee will complete an annual review of its effectiveness and provide an annual 
report to the Board on its work in discharging its responsibilities, delivering its objectives and 
complying with its terms of reference, specifically commenting on relevant aspects of the 
Group Board Assurance Framework and relevant regulatory frameworks.

10. Review of Terms of Reference

The terms of reference for the committee will be reviewed annually by the committee and 
submitted to the Group Board for approval.

The committee will on an annual basis review and approve the terms of reference and work 
programmes of all of its reporting groups. 

Approved:
Approved by:
Next Review Date:



Agenda Item Lead Apr May July Oct Jan

Review the board assurance framework Dir of CA x x x x

Review the risk management system CCGO x x x x

Note business of other committees and review 

inter-relationships
Non Exec 

Chairs
x x x x

Review draft Annual Governance Statement Dir of CA x x

Receive other sources of assurance Dir of CA x x x x

Review Fit and Proper Person Test Dir of CA x

Review Draft Provider Licence Self 

Certification Dir of CA
x

Review the draft Annual Report Dir of CA x x

Review the Quality Account CCGO

Review whistle blowing arrangements Dir of CA

Review arrangements for cyber security CIO

Review other reports and policies as 

appropriate Dir of CA
x x x x

Review clinical audit CCGO

Agree annual accounts and annual report  

timetable and plans CFO/ Dir of CA
x

Review of annual report and accounts 

progress CFO/ Dir of CA
x

Review of Audited Annual Accounts and 

Financial Statements (including external audit 

opinion) CFO

x

Review risks and controls around financial 

management CFO
x x

Review changes to standing orders, standing 

financial instructions/ prime financial policies 

and changes to accounting policies CFO/ Dir of CA

x x x

Review losses and special payments CFO x x x x

Review waiving of standing orders CFO x x x x

Review and approve the annual internal audit 

plan CFO
x

Review and approve internal audit terms of 

reference CFO
x

Review the effectiveness of internal audit CFO
x

Receive internal audit progress reports Internal Audit
x x x x

Receive Head of Internal Audit Opinion Internal Audit
x

Agreement of external audit plans and fee CFO
x

Review the effectiveness of external audit CFO
x

Review external audit progress reports External Audit
x x x

x

Receive External Audit annual governance 

report External Audit
x

Receive external auditors Annual Audit letter External Audit
x

Review annual reports on counter fraud 

activity LCFS
x

United Lincolnshire Teaching Hospitals NHS Trust/ Lincolnshire Community Healthcare Services NHS 

Group Audit Committee Forward Reporting Schedule 2025/2026

Governance 

Financial Focus 

Internal/ Exernal Audit

Counter Fraud and Security 

Delegated to Quality Committee for assurance

Delegated to People Committee and Board for 

assurance

Delegated to Finance and Performance Committee

Delegated to Quality Governance Committee for 

assurance



 Review Annual Counter fraud work 

programmes LCFS
x

 Receive Counter fraud progress reports LCFS X X X x

 Review organisations self review against 

NHSCFA standards LCFS
x

 Review effectiveness of those carrying out 

Counter fraud activity CFO
x

Review the terms of reference Dir of CA X X X x

Review the Committee effectiveness Dir of CA x

Develop improvement plan based on review of 

effectiveness Dir of CA
x

Produce Annual Report for Trust Board Dir of CA x

  Private meeting with Internal /External 

Auditors Chair
x

Policies Dir of CA

General

Other activites
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Finance and Performance Committee
Terms of Reference

1. Authority

The Finance and Performance Committee is established as a joint committee by the Trust Boards of 
both Lincolnshire Community Health Services NHS Trust (LCHS) and United Lincolnshire Teaching 
Hospitals NHS Trust (ULTH) in line with the Group Partnership Working Agreement and the powers 
set out in both trusts’ Standing Orders and Standing Financial Instructions.

The Standing Orders and Standing Financial Instructions of the Trust Boards and the Group 
Partnership Working Agreement, as far as they are applicable, shall apply to the committee and any 
of its established groups, either jointly or individually.

The Finance and Performance Committee holds only those powers as delegated in these terms of 
reference and, in accordance with the Group Partnership Working Agreement, will report to the Group 
Board.

The Finance and Performance Committee is authorised to investigate or to have investigated and / or 
to seek further action or assurance in relation to any activity within its terms of reference. This 
includes referral of matters for consideration to another board committee or other relevant group.

2. Purpose of the Committee

The Finance and Performance Committee exists to scrutinise the robustness of and provide 
assurance to the Group Board that there is an effective system of governance and internal control 
across the across the areas of finance, operational performance, estates compliance and information 
governance / data security compliance within the two trusts and wider group to deliver the agreed 
group strategic aims & objectives and provide high quality care.

The relevant group strategic aim & objectives aligned to the Finance and Performance Committee for 
2025 / 26 are:

Patients: Better Care – Timely, affordable, high quality care in the right place:

• Objective 1b: Reduce waiting times for our patients

• Objective 1c: Improve productivity and deliver financial sustainability

• Objective 1d: Provide modern, clean and fit for purpose care settings

3. Membership

The members of the committee are:
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• Non-Executive Director (Chair)  
• Associate Non-Executive Director 
• Associate Non-Executive Director
• Group Chief Finance Officer
• Group Chief Operating Officer
• Group Chief Integration Officer
• Group Chief Estates & Facilities Officer

The following roles will be routine attendees at the committee:

• Deputy Trust Secretary
• Group Director of Corporate Affairs
• Deputy Director of Finance

4. Attendance and Quorum

The committee will be quorate when four of the membership are present.  This must include two Non-
Executive / Associate Non-Executive Directors and one Executive Director.

Where members are unable to attend, they should ensure that a deputy is in attendance who is able 
to participate on their behalf.  A deputy in attendance for a committee member will contribute to the 
quoracy but does not negate the need for the attendance of the Non-Executive Directors and 
Executive Directors referred to above.  

Members should attend at least 75% of meetings each financial year but should aim to attend all.

The Group Chief Finance Officer is the Executive Lead for the committee.

Other attendees may be invited to attend the meetings as appropriate.

Observers will be permitted as agreed by the chair.

5. Frequency

The committee will meet monthly.

6. Specific Duties

The Finance Committee will: 

• Agree a set of Key Performance Indicators to be presented in the committee Performance 
Dashboard monthly

• Approve the business planning timetable
• Seek assurance that the trusts and wider group have in place robust and effective operational 

and financial planning arrangements and delivery plans
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• Review, challenge and monitor in-year financial and operational performance
• Consider the control and mitigation of finance & operational performance and related risks and 

provide assurance to the Group Board that such risks are being effectively controlled and 
managed

• Provide oversight of and receive assurance on delivery of agreed Cost Improvement Plans 
and associated efficiency and productivity programmes

• Provide oversight of and receive assurance on procurement processes and performance
• Review estates & facilities compliance including health & safety requirements and compliance 

with the Premises Assurance Model (PAM)
• Provide oversight of and receive assurance in respect of compliance with the Data Security 

Protection Toolkit
• Provide assurance to the Board that all legal and regulatory requirements relating to finance, 

operational, estates compliance and data security are met, including directives, regulations, 
national standards (including constitutional standards), policies, reports, reviews and best 
practice

• Review and provide assurance to the Group Board on those strategic objectives within the 
Group Board Assurance Framework, identified as the responsibility of the committee, seeking 
further assurance and actions where necessary.  This may include the commissioning of 
‘deep dives’ to identify the necessary improvements and actions

7. Administrative support

The committee will be supported administratively by the corporate administrative team.

The committee will operate using a work plan to inform its core agenda. Topical / emerging issues will 
be added to the agenda as required. The agenda will be agreed with the chair and the Group Chief 
Financial Officer prior to the meeting.

Agendas and supporting papers will be circulated no later than 5 working days in advance of 
meetings.  Any items to be placed on the agenda are to be submitted no later than 8 working days in 
advance of the meeting.  Items which miss the deadline for inclusion on the agenda may be added 
with permission from the chair.  

Minutes will be taken at all meetings, presented according to the corporate style, circulated to 
members within 7 working days along with the action log and ratified by agreement of members at the 
following meeting.  

8. Accountability and Reporting Arrangements

The chair of the committee shall report to the Group Board after each meeting and provide an upward 
report on assurances received, escalating any concerns where necessary.
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The committee will advise the Audit & Risk Committee on the adequacy of assurances available and 
contribute to the Annual Governance Statements.  

The committee will refer any necessary issues outside its terms of reference, as appropriate, to the 
relevant board committee or other relevant group.

9. Monitoring effectiveness and Compliance with Terms of Reference

The committee will complete an annual review of its effectiveness and provide an annual report to the 
Group Board on its work in discharging its responsibilities, delivering its objectives and complying with 
its terms of reference, specifically commenting on relevant aspects of the Group Board Assurance 
Framework and relevant regulatory frameworks.

10. Review of Terms of Reference

The terms of reference for the committee will be reviewed annually by the committee and submitted 
to the Group Board for approval and, together with the work plan, will be reviewed at each meeting of 
the committee to ensure they remain fit for purpose.

The committee will on an annual basis review and approve the terms of reference and work 
programmes of all of its reporting groups. 

Approved: 

Approved by: 

Next Review Date:



Lincolnshire Community & Hospitals NHS Group:
United Lincolnshire Teaching Hospitals NHS Trust (ULTH)
Lincolnshire Community Health Services NHS Trust (LCHS)
Finance & Performance Committee Work Plan 2025/26 (DRAFT)

Quarter 1 Quarter 2 Quarter 3 Quarter 4
Agenda Item Oversight

Group*
Method of
Reporting

Executive  /
Non-
Executive
Lead

Report Lead Frequency Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Action

Business Items (all committees)**
Minutes of the Previous Meetings Written Committee

Chair
Deputy Trust
Secretary

Monthly X X X X X X X X X X X X Approval

Matters Arising & Action Log
(management & monitoring of
committee actions)

Written Committee
Chair

Deputy Trust
Secretary

Monthly
X X X X X X X X X X X X

Noting

Topical, Legal & Regulatory
Update

Verbal /
Written, as
required

Group Director
of Corporate
Affairs

Deputy Trust
Secretary

Quarterly
X X X X

Discussion &
Assurance

Review of Committee
Effectiveness - Self Assessment

Written Committee
Chair

Group
Director of
Corporate
Affairs

Annually

X
Discussion

Annual Report - Review of
Committee Effectiveness

Written Committee
Chair

Group
Director of
Corporate
Affairs

Annually
X

(Draft)
X

(Final)

Discussion &
Assurance

Review of Committee Terms of
Reference & Work Plans

Written Committee
Chair

Group
Director of
Corporate
Affairs

Annually
X

(Final)

X
(Annual
Review)

Approval

Review of Reporting Group Terms
of Reference & Work Plans

Written Committee
Chair

Group
Director of
Corporate
Affairs

Annually
X

(Final)

X
(Annual
Review)

Approval

Matters Referred (all committees)**
Matters referred by the Trust
Boards or other Board
Committees

Written Committee
Chair

Group
Director of
Corporate
Affairs

As required

To be added to the agenda as required
Discussion

Matters to be referred to other
Board Committees

Written Committee
Chair

Group
Director of
Corporate
Affairs

As required
To be added to the agenda / agreed at the relevant meeting as required (and recorded in the minutes & action

log)

Discussion

Risk and Assurance (all committees)**
Board Assurance Framework Written Group Director

of Corporate
Affairs

Deputy Trust
Secretary

Monthly

X X X X X X X X X X X X
Discussion &
Assurance

Risk Register Report Written Group
Executive
Lead(s)

Group Chief
Clinical
Governance
Officer

Quarterly
X

(Q4)
X

(Q1)
X

(Q2)
X

(Q3)

Discussion &
Assurance

Review of relevant internal &
external audit reports &
recommendations (as required)

Written Group Director
of Corporate
Affairs

Deputy Trust
Secretary

As required

To be added to the agenda as required
Discussion

Review of relevant external
reports, recommendations &
assurances including CQC, as
appropriate

Written Group
Executive
Lead(s)

Group
Director of
Corporate
Affairs /
Group Chief
Clinical
Governance
Officer

As required

To be added to the agenda as required

Discussion &
Assurance

CQC Action Plan Written Group
Executive
Lead(s)

Head of
Compliance

As required
X X X X

Discussion &
Assurance

Committee Specific Business Items**
Objective 1b: Reduce waiting times for our patients
ULHT:
Objective 3e: Reducing unwarranted variation in cancer service delivery and ensure we meet all constitutional standards
Objective 3f: Reducing unwarranted variation in planned service delivery and ensure we meet all constitutional standards
Finance & Performance
Committee Performance / KPI
Dashboard / Scorecard (including
operational performance / access
targets)

Written Group
Executive
Lead(s)

Associate
Director of
Performance
& Information

Monthly

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

Discussion &
Assurance

Deep Dives & Improvement Plans Written Group
Executive
Lead(s)

Group
Executive
Lead(s)

As required
To be added to the agenda as required

Discussion &
Assurance

LCHS:
Objective 3g: Reducing unwarranted variation in community service delivery and ensure we meet all constitutional standardsFinance & Performance
Committee Performance / KPI
Dashboard / Scorecard (including
operational performance / access
targets)

Written Group
Executive
Lead(s)

Associate
Director of
Performance
& Information

Monthly

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

Discussion &
Assurance

Deep Dives & Improvement Plans Written Group
Executive
Lead(s)

Group
Executive
Lead(s)

As required
To be added to the agenda as required

Discussion &
Assurance

Objective 1c: Improve productivity and deliver financial sustainability
Financial Strategy Written Group Chief

Finance
Officer

TBC Three Yearly

X
Review &
Endorse for
Group Board
Approval

Procurement Strategy Written Group Chief
Finance
Officer

TBC Three Yearly Review &
Endorse for
Group Board
Approval

Business Planning Timetable Written Group Chief
Finance
Officer

TBC Annually
X

Approval

Annual Plan (Operational &
Financial) including Cost
Improvement Programme (CIP)

Written Group Chief
Finance
Officer / Group
Chief
Operating
Officer

TBC Annually

X X X

Review &
Endorse for
Trust Board
Approval

Winter Plan Written Group Chief
Operating
Officer

TBC Annually
X

Approval

Finance Report Written Group Chief
Finance
Officer

TBC Monthly
X X X X X X X X X X X X

Discussion &
Assurance

CIP Report Written Group Chief
Finance
Officer

TBC Monthly
X X X X X X X X X X X X

Discussion &
Assurance

Productivity Plans Written Group Chief
Finance
Officer / Group
Chief
Operating
Officer

TBC Quarterly

X X X X

Discussion &
Assurance

Capital Plan Written Group Chief
Financial
Officer

TBC Annually
X

Endorse for
Group Board
Approval

Capital Finance Report: Plan
Delivery & Expenditure Against
Plan

Written Group Chief
Finance
Officer

TBC Monthly
X X X X X X X X X X X X

Discussion &
Assurance

Review & Evaluation of Business
Cases / Approval of Investment &
Disinvestment Decisions &
Business Cases within Delegated
Limits and / or Endorsement for
Group Board Approval

Written Group Chief
Financial
Officer

TBC As required

To be added to the agenda as required

Approval &
Assurance

Costing & Benchmarking Report Written Group Chief
Finance
Officer

TBC Quarterly X
(Annual

submission)

X
(Q1)

X
(Q2)

X
(Q3)

Discussion &
Assurance

Procurement Report Written Group Chief
Finance
Officer

Deputy
Director of
Procurement

Quarterly
X X X X

Discussion &
Assurance

Contract Awards within Delegated
Limits and / or Endorsement for
Group Board Approval

Written Group Chief
Finance
Officer

Deputy
Director of
Procurement

As required
To be added to the agenda as required

Approval & / or
Escalation

Deep Dives & Improvement Plans Written Group Chief
Finance
Officer

TBC As required
To be added to the agenda as required

Assurance

Objective 1d: Provide modern, clear and fit for purpose care settings
Estates & Facilities Update
including EFM compliance & key
risks, health & safety, fire safety,
& security management

Written Group Director
of Estates &
Facilities

TBC Monthly

X X X X X X X X X X X X
Assurance

Premises Assurance Model
(PAM) Annual Self Assessment

Written Group Director
of Estates &
Facilities

TBC Annually
X

Assurance

Upward Highlight / Exception Reports from Groups reporting to the Committee
Emergency Planning Group
including EPRR core standards
submission and assurance and
business continuity assurance

EPRR
Group

Written Group Chief
Estates and
Facilities
Officer

Group
Director of
Estates &
Facilities

Annually
(EPRR core
standards) /
Monthly
(assurance)

X
X

(EPRR core
standards)

X X X X X X X X X X

Endorse for
Group Board
Approval
(EPRR core
standards) &
AssuranceInformation Governance Group

including DPST compliance
submission

Information
Governance
Group

Written Group Director
of Corporate
Affairs

Group
Director of
Corporate
Affairs

Deputy Trust
Secretary X X

X
(DPST

submission)
X X X X X X X X X

Approval
(DPST) &
Assurance

Notes
*In some instances reporting and assurance to the Finance & Performance Committee will happen via the oversight / reporting sub-group upward reports. Where appropriate, reports submitted directly to the Finance & Performance Committee
will however have been considered and be supported by the upward report from the relevant oversight sub-group; specifically key highlights and any required escalations. This will help to avoid duplication of discussions and actions. Where
relevant, the upward reports from reporting sub-groups will be aligned on the agenda to the relevant strategic objectives for which the committee has the oversight role. This will support both the flow of the meeting and the process of
triangulation and assurance
**This work plan reflects the core business of the Finance & Performance Committee. Topical / emerging issues will be added to the committees' agenda as required.
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Integration Committee
Terms of Reference

1. Authority

The Integration Committee is established as a joint committee by the Trust Boards of both 
Lincolnshire Community Health Services NHS Trust (LCHS) and United Lincolnshire Teaching 
Hospitals NHS Trust (ULTH) in line with the Group Partnership Working Agreement and the powers 
set out in both trusts’ Standing Orders and Standing Financial Instructions.

The Standing Orders and Standing Financial Instructions of the Trust Boards and the Group 
Partnership Working Agreement, as far as they are applicable, shall apply to the committee and any 
of its established groups, either jointly or individually.

The Integration Committee holds only those powers as delegated in these terms of reference and, in 
accordance with the Group Partnership Working Agreement, will report to the Group Board.

The Integration Committee is authorised to investigate or to have investigated and / or to seek further 
action or assurance in relation to any activity within its terms of reference. This includes referral of 
matters for consideration to another board committee or other relevant group.

2. Purpose of the Committee

The Integration Committee exists to scrutinise the robustness of and provide assurance to the Group 
Board on delivery of the group’s transformation & integration agenda and strategic aims and 
objectives – both internally within ULTH & LCHS and through the ongoing development of 
relationships with external partners including Community Primary Partnerships – for the benefit of our 
population.

The Integration Committee will oversee the development of the Out Of Hospital Model and the direct 
delivery work with other system partners not limited too Mental Health, Primary Care, Third and 
Voluntary Sector organisations.

The Integration Committee with be the lead committee for oversight of the group’s digital delivery and 
transformation agenda including the development of the “Vision for Information” and for oversight of 
the estates strategy, estates rationalisation & space management and sustainability & the Green Plan 
(including Net Zero).

The relevant group strategic aim & objectives aligned to the Integration Committee for 2025 / 26 are:

Population: Better Health – Improve Population Health:

• Objective 3a: Transform clinical pathways, rationalise our estates investing more in 
community care and reduce reliance on acute services 
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• Objective 3b: Move from prescription to prevention, through a population health management 
& health inequalities approach

• Objective 3c: Enhance our digital, research and innovation capability

• Objective 3d: Drive forward our improvement and efficiency agenda including sustainability 
and Green Plan

The Integration Committee will have oversight of and seek assurance in relation to the following 
areas:

• Socioeconomic development
• Sustainability and the Green Strategic Plan
• Widening participation e.g. third sector organisations
• Regeneration plans with partners
• Anchor institution

The committee will work with the other board committees to ensure that full oversight of the areas of 
responsibility are covered.

3. Membership

The members of the committee are:

• Non-Executive Director (Chair)  
• Non-Executive Director (LCHS) 
• Associate Non-Executive Director
• Group Chief Integration Officer / Deputy Group Chief Executive
• Group Chief Operating Officer
• Group Chief Finance Officer
• Group Chief Medical Officer or Group Chief Nurse (as required)
• Group Director of Estates & Facilities 

The following roles will be routine attendees at the Committee:

• Deputy Trust Secretary
• Group Director of Corporate Affairs 
• PCNA Representative
• Trust Wide Lead for Integration and Planning, ULTH

4. Attendance and Quorum

The committee will be quorate when four of the membership are present.  This must include two Non-
Executive / Associate Non-Executive Directors, and two group Executive Directors (or formally 
appointed deputies).



3

Where members are unable to attend, they should ensure that a deputy is in attendance who is able 
to participate on their behalf.  A deputy in attendance for a committee member will contribute to the 
quoracy but does not negate the need for the attendance of the Non-Executive Directors and 
Executive Directors referred to above.  

Members should attend at least 75% of meetings each financial year but should aim to attend all.

The Group Chief Integration Officer in the Executive Lead for the committee.

Other attendees may be invited to attend the meetings as appropriate.

Observers will be permitted as agreed by the committee chair.

5. Frequency

The committee will meet monthly.

6. Specific Duties

The Integration Committee will: 

• Agree a set of Key Performance Indicators to be presented in the committee Performance 
Dashboard monthly with exception reporting as the norm.

• Through the receipt of upward reports from relevant reporting groups, have oversight and 
scrutiny of the functions for which they have delegated responsibility from the Integration 
Committee. 

• Consider progress with and risks to delivery of the group’s integration agenda & objectives 
and provide assurance to the Group Board that such risks are being effectively controlled and 
managed and / or escalate such risks to ensure timely and appropriate mitigating actions are 
put in place. Where appropriate, the committee may seek to request deep dives are 
undertaken to identify the required improvement and actions.

• Receive assurance that all appropriate actions are being taken to ensure full participation in 
population partnership initiatives and programmes of change and, in turn provide assurance to 
the Board on the robustness of delivery plans. This will include the receipt of plans for the 
continued development of Community Primary Partnership(s) over time supporting both Place 
and group strategies and seeking assurance on the robustness of plans to increase the range 
and scope of the Community primary partnership(s), anchor partners work and the group’s role 
within them.

• Seek assurance on the adequacy of plans to realise the group’s ambition of addressing the wider 
determinants of health and health inequalities.

• Seek assurance for the operational performance and delivery of Out of Hospital Services 
delivering on Integrated Care.

• Ensure that proposed changes to services are being made on the basis of strong clinical 
evidence and best practice. 
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• Seek assurance in respect of delivery of the group’s digital agenda and objectives including 
development of the ‘Vision for Information’.

• Review and seek assurance on delivery of the estates strategy, estates rationalisation & space 
management and sustainability & the Green Plan (including Net Zero) programmes of work. 

• Ensure that key enablers to the delivery of the integration agenda are properly considered as part 
of the agreement of the group integration plan and programmes of work and that these plans and 
programmes of work are appropriately aligned to the longer term strategy, vision and values for 
the group.

• Review and provide assurance to the Group Board on those strategic objectives within the 
Board Assurance Framework, identified as the responsibility of the committee, seeking further 
assurance and actions where necessary.  This may include the commissioning of ‘deep dives’ 
to identify the necessary improvements and actions.

7. Administrative support

The committee will be supported administratively by the corporate administrative team.

The committee will operate using a work plan to inform its core agenda. Topical / emerging issues will 
be added to the agenda as required. The agenda will be agreed with the committee chair and the 
Group Chief Integration Officer prior to the meeting.

Agendas and supporting papers will be circulated no later than 5 working days in advance of 
meetings.  Any items to be placed on the agenda are to be submitted no later than 8 working days in 
advance of the meeting.  Items which miss the deadline for inclusion on the agenda may be added 
with permission from the chair.  

Minutes will be taken at all meetings, presented according to the corporate style, circulated to 
members within 5 working days along with the action log and ratified by agreement of members at the 
following meeting.  

8. Accountability and Reporting Arrangements

The chair of the committee shall report to the Group Board after each meeting and provide an upward 
report on assurances received, escalating any concerns where necessary.

The committee will advise the Audit & Risk Committee of the adequacy of assurances available and 
contribute to the Annual Governance Statements.  

The committee will refer any necessary issues outside its terms of reference, as appropriate, to the 
relevant board committee or other relevant group.

9. Monitoring effectiveness and Compliance with Terms of Reference

The committee will complete an annual review of its effectiveness and provide an annual report to the 
Group Board on its work in discharging its responsibilities, delivering its objectives and complying with 
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its terms of reference, specifically commenting on relevant aspects of the Board Assurance 
Framework and relevant regulatory frameworks.

10. Review of Terms of Reference

The Terms of Reference for the committee will be reviewed annually by the committee and submitted 
to the Group Board for approval and, together with the work plan, will be reviewed at each meeting of 
the committee to ensure they remain fit for purpose.

The committee will on an annual basis review and approve the terms of reference and work 
programmes of all of its reporting groups. 

Approved: 

Approved by: 

Next Review Date: 



Lincolnshire Community & Hospitals NHS Group

Integration Committee Work Plan 2025/26 (Draft)

Quarter 1 Quarter 2 Quarter 3 Quarter 4
Agenda Item Oversight

Group*
Method of
Reporting

Executive  /
Non-
Executive
Lead

Report Lead Frequency Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Action

Business Items (all committees)**
Minutes of the Previous Meetings Written Committee

Chair
Monthly X X X X X X X X X X X X Approval

Matters Arising & Action Log
(management & monitoring of
committee actions)

Written Committee
Chair

Monthly
X X X X X X X X X X X X

Noting

Integration Committee
Performance / KPI Dashboard

Written Group
Executive
Lead(s)

Monthly
X X X X X X X X X X X X

Discussion

Topical, Legal & Regulatory Update Verbal /
Written, as
required

Group Director
of Corporate
Affairs

Quarterly
X X X X

Discussion
&
Assurance

Review of Committee Effectiveness
- Self Assessment

Written Committee
Chair

Group
Director of
Corporate
Affairs

Annually

X

Discussion

Annual Report - Review of
Committee Effectiveness

Written Committee
Chair

Group
Director of
Corporate
Affairs

Annually
X

(Draft)
X

(Final)

Discussion
&
Assurance

Review of Committee Terms of
Reference & Work Plans

Written Committee
Chair

Group
Director of
Corporate
Affairs

Annually
X

(Final)

X
(Initial Draft
November
2024 - New
Committee)

X
(Annual
Review)

Approval

Review of Reporting Group Terms
of Reference & Work Plans

Written Committee
Chair

Group
Director of
Corporate
Affairs

Annually
X

(Final)

X
(Annual
Review)

Approval

Matters Referred (all committees)**
Matters referred by the Trust
Boards or other Board Committees

Written Committee
Chair

As required To be added to the agenda as required Discussion

Matters to be referred to other
Board Committees

Written Committee
Chair

As required To be added to the agenda / agreed at the relevant meeting as required (and recorded in the minutes &
action log)

Discussion

Risk and Assurance (all committees)**
Board Assurance Framework Written Group Director

of Corporate
Affairs

Monthly
X X X X X X X X X X X X

Discussion
&
Assurance

Risk Register Report Written Group
Executive
Lead(s)

Quarterly X
(Q4)

X
(Q1)

X
(Q2)

X
(Q3)

Discussion
&
Assurance

Review of relevant internal &
external audit reports &
recommendations (as required)

Written Group Director
of Corporate
Affairs

As required
To be added to the agenda as required

Discussion

Review of relevant external reports,
recommendations & assurances
including CQC, as appropriate

Written Group
Executive
Lead(s)

As required

To be added to the agenda as required
Discussion
&
Assurance

CQC Action Plan Written Group
Executive
Lead(s)

Head of
Compliance

As required
X X X X X X X X X X X X

Discussion
&
Assurance

Committee Specific Business Items**
Objective 3a: Transform clinical pathways, rationalise our estates investing more in community care and reduce reliance on acute services
Stroke Implementation

Grantham ASR Implementation

Specialty Reviews Update

Integration Update including
Alliance Model

Group Chief
Integration
Officer

TBC TBC Assurance

Left Shift (Acute to OOH
Transformation)

Group Chief
Integration
Officer

TBC TBC Assurance

EMAP Leadership & Delivery
Programme

Written TBC TBC TBC Assurance

System Anchor Plan Written TBC TBC TBC Assurance

ICB Target Operating Model Written TBC TBC TBC Assurance

Partnership Operating Model Written TBC TBC TBC Assurance

Collaborative Models of Care Written TBC TBC TBC Assurance

Integrated Neightbourhood Team
Update

Written TBC TBC TBC Assurance

Community Primary Partnerships
Update

Written TBC TBC TBC Assurance

Regeneration Plans with Partners Written TBC TBC TBC Assurance

Estates Strategy Written Group Director
of Estates &
Facilities

TBC Three-
Yearly

X

Review &
Endorse for
Group
Board
Approval

Estates Rationalisation & Space
Management Report

Written Group Director
of Estates &
Facilities

TBC TBC Discussion
&
Assurance

Objective 3b: Move from prescription to prevention, through a population health management & health inequalities approach
Health Inequalities Update Written Group Chief

Integration
Officer

TBC TBC

Objective 3c: Enhance our digital, research and innovation capability
Digital Planning & Delivery Update
including EDMD and EPR
Assurance

Written Group Chief
Integration
Officer

Director of
Digital

Bi-monthly X X X X X X Assurance

Digital Strategy Written Group Chief
Integration
Officer

Director of
Digital

Three-
Yearly

X

Review &
Endorse for
Trust Board
Approval

Vision for Information Written Group Chief
Integration
Officer

TBC TBC Approval

Objective 3d: Drive forward our improvement and efficiency agenda including sustainability and Green Plan
Productivity, Transformation &
Improvement Report

Written Group Chief
Integration
Officer

TBC TBC Assurance

Sustainability & Green Strategic
Plan (including Net Zero)

Written Group Director
of Estates &
Facilities

TBC TBC Assurance

Upward Reports from Sub-Groups, as appropriate
Currently being finalised Assurance
Notes
*In some instances reporting and assurance to the Integration Committee will happen via the oversight / reporting sub-group upward reports. Where appropriate, reports submitted directly to the Integration Committee will however have
been considered and be supported by the upward report from the relevant oversight sub-group; specifically key highlights and any required escalations. This will help to avoid duplication of discussions and actions. Where relevant, the
upward reports from reporting sub-groups will be aligned on the agenda to the relevant strategic objectives for which the committee has the oversight role. This will support both the flow of the meeting and the process of triangulation
and assurance
**This work plan reflects the core business of the Integration Committee. Topical / emerging issues will be added to the committees' agenda as required.



Lincolnshire Community & Hospitals NHS Group:
People Committee Work Plan 2025/26 (Draft)

Quarter 1 Quarter 2 Quarter 3 Quarter 4
Agenda Item Oversight

Group**
Executive Lead Lead for Reports Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

Business Items

Committee Self Assessment Director of Corporate Affairs Deputy Trust Secretary X

Annual Report - Committee Effectiveness Director of Corporate Affairs Deputy Trust Secretary
X

(Draft) X

Review of Committee Terms of Reference Director of Corporate Affairs Deputy Trust Secretary X

Review of Forward Reporting Schedule Director of Corporate Affairs Deputy Trust Secretary X

Reporting Group Terms of Reference and
Forward Reporting Schedules

Chief People Officer Director of People and
Organisational Development

X

Committee (People) Performance Dashboard
to inc. Executive Scorecard

Chief People Officer Director of People and
Organisational Development

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

Topical, legal and regulatory update Director of Corporate Affairs Deputy Trust Secretary X X X X
Staff Experience Story Chief People Officer X
Matters Referred
Matter referred by Trust Board or other Board
Committees

Director of Corporate Affairs Deputy Trust Secretary To be added to the agenda as required

Risk and Assurance
Board Assurance Framework Director of Corporate Affairs

Deputy Trust Secretary X X X X X X X X X X X X

Risk Register Report Chief People Officer Director of People and
Organisational Development

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

Review of relevant external reports/inquiries
including CQC (As Required)

Executive Lead Executive Lead X X

Progress against CQC improvement actions
relevant to the Committee

Chief People Officer Head of Compliance X X X X X X X X X

Review of relevant internal & external audit
reports

Director of Corporate Affairs Deputy Trust Secretary To be added to the agenda as required

Audit Recommendations Director of Corporate Affairs Deputy Trust Secretary X X X X
Strategy
People Strategy Chief People Officer Director of People and

Organisational Development
Other Strategies TBC by Committee/Board Chief People Officer Director of People and

Organisational Development
Objective 2a - Enable our people to fulfil their potential through training, development and education
Medical Education update Chief Medical Officer Assistant Director of Education X X X X

Non Clinical Education Update Chief People Officer Assistant Director of Education X X X X

Medical Revalidation Chief Medical Officer Medical Director X

Safer Staffing Nursing Chief Nurse Director of Nursing X X X X X X X X X X X X

Safer Staffing Medical Chief Medical Officer Business Manager to the
GCMO

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

Objective 2b - Empower our people to continuously improve and innovate
Vacancy Rates Chief People Officer Director of People and

Organisational Development
X X X X X X X X X X X X

Turnover Rates Chief People Officer Director of People and
Organisational Development

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

Rates of appraisal/mandatory training compliance Chief People Officer Director of People and
Organisational Development

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

Job Planning - % complete Chief People Officer Director of People and
Organisational Development

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

Learning days per staff member Chief People Officer Head of Organisational
Development

Data not yet available - reporting to commence 2022/23

Sickness/absence data Chief People Officer Director of People and
Organisational Development

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

Staff Survey feedback Chief People Officer Head of Organisational
Development

X X X

National Staff Survey Feedback Chief People Officer Head of Organisational
Development

X X X

Pulse Survey feedback Chief People Officer Head of Organisational
Development

X X X X

Guardians of Safe Working Chief Medical Officer Guardian of Safe Working
X

X
Annual
Report

X X X X

Freedom to Speak Up Chief Executive Freedom to Speak Up
Guardian

X
(Annual
Report)

X X

Objective 2c - Nurture compassionate and diverse leadership
WRES Annual Report EDIG Chief People Officer Equality, Diversity and

Inclusion Lead X

WRES Action Plan ** EDIG Chief People Officer Equality, Diversity and
Inclusion Lead X

WDES Annual Report EDIG Chief People Officer Equality, Diversity and
Inclusion Lead X

WDES Action Plan ** EDIG Chief People Officer Equality, Diversity and
Inclusion Lead X

EDI Annual Report EDIG Chief People Officer Equality, Diversity and
Inclusion Lead X

EDI Objectives ** EDIG Chief People Officer Equality, Diversity and
Inclusion Lead

X
(Draft)

X
(Final)

Gender Pay Gap Chief People Officer Equality, Diversity and
Inclusion Lead X

Modern Slavery Statement Group People Officer
TBC

Sexual Safety Charter Group People Officer
TBC

Employee Relations Activity Chief People Officer Head of HR Operations X X X X

Employee Exclusions Chief People Officer Deputy Director of People and
Organisational Development X X X X X X

NHS and System People Plan update Chief People Officer Director of People and
Organisational Development

X X X X

Objective 2d - Recognising our people through thanks and celebration
TBC

Upward Highlight / Exception Reports from Groups reporting to the Committee
Workforce Strategy Group X X X X X X X X X X X X
Education Oversight Group X X X X X X X X X X X X
Equality, Diversity and Inclusion Group X X X X X X
Culture and Leadership Group X X X X X X X X X X X X
Reporting from Divisions/Deep Dives

Notes:
Green highlights are items which will sit within the Committee Scorecard
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People Committee
Terms of Reference

1. Authority

The People Committee is established as a joint committee by the Trust Boards of both 
United Lincolnshire Teaching Hospitals NHS Trust (ULTH) and Lincolnshire Community 
Health Services NHS Trust (LCHS) in line with the Group Partnership Agreement and the 
powers set out in both trusts’ Standing Orders and Standing Financial Instructions.

The Standing Orders and Standing Financial Instructions and the Group Partnership 
Working Agreement, as far as they are applicable, shall apply to the committee and any of 
its established groups, either jointly or individually.  

The People Committee holds only those powers as delegated in these terms of reference 
and, in accordance with the Partnership Working agreement, will report to the Group Board.

The People Committee is authorised to investigate or to have investigated and / or to seek 
further action or assurance in relation to any activity within its terms of reference. This 
includes referral of matters for consideration to another board committee or other relevant 
group.

2. Purpose of the Committee

The People Committee exists to scrutinise the robustness of and provide assurance to the 
Group Board that there is an effective system of governance and internal control across 
workforce and organisational development that supports the two organisations and the wider 
group to deliver thee group strategic aims & objectives and provide safe, high quality care.

The relevant group strategic aim and objectives assigned to the People Committee for 2025 
/ 26 are:

People: Better Opportunities – Develop, empower and retain great people:

• Objective 2a: Enable our people to fulfil their potential through training, development 
and education

• Objective 2b: Empower our people to continuously improve and innovate

• Objective 2c: Nurture compassionate and diverse leadership

• Objective 2d: Recognising our people through thanks and celebration 
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3. Membership

The members of the committee are:
• Non-Executive Director (Chair)
• Non-Executive Director (Deputy Chair)
• Group Chief People Officer
• Group Chief Nursing Officer
• Group Chief Medical Officer

The following roles will be routine attendees at the Committee:
• Director of People and Organisational Development
• Deputy Trust Secretary
• Director of Corporate Affairs

An invitation to attend will be offered by the committee chair to:
• Chief Integration Officer (as required)
• Chief Operating Officer (as required)
• Chair of reporting groups (as required)
• Divisional Representatives (as required)
• Freedom to Speak Up Guardians (as required)
• Guardian of Safe Working (as required)

4. Attendance and Quorum

The committee will be quorate when four members are present.  This must include at least 
one Non-Executive Director and two Group Executive Directors. 

Where members are unable to attend, they should ensure that a deputy is in attendance who 
is able to participate on their behalf.  A deputy in attendance for a committee member will 
contribute to the quoracy but does not negate the need for the attendance of the Non-
Executive and Executive Directors referred to above.

Members should attend at least 75% of meetings each financial year but should aim to 
attend all.

The Chief People Officer is the Executive Lead for the Committee.

Other attendees may be invited to attend the meetings as appropriate.

Observers will be permitted as agreed by the Chair.

5. Frequency

The committee will meet monthly.
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6. Specific Duties

The People Committee will:

• Ensure that there are robust processes in place for the effective management 
of people and organisational development.

• Ensure that there are effective structures in place to support people and OD 
and that these structures operate effectively and that action is taken to address 
areas of concern.

• Through the receipt of upward reports from the reporting groups, have oversight 
and scrutiny of the functions for which they have delegated responsibility from 
the People Committee.

• Agree a set of Key Performance Indicators to be presented in the committee 
Performance Dashboard monthly

• Consider the control and mitigation of workforce related risks and provide 
assurance to the Board that such risks are being effectively controlled and 
managed

• Provide assurance to the Board that all legal and regulatory requirements 
relating to the workforce are met, including directives, regulations, national 
standards, policies, reports, reviews and best practice

• Review and provide assurance through the Integrated Improvement Plan and 
Performance Review Meeting reporting, on those strategic objectives within the 
Group Board Assurance Framework, identified as the responsibility of the 
committee seeking, where necessary, further action. 

7.     Administrative support

The committee will operate using a work plan to inform its core agenda. The agenda will be 
agreed with the Chair prior to the meeting.

Agendas and supporting papers will be circulated no later than 7 days in advance of 
meetings.  Any items to be placed on the agenda are to be submitted no later than 10 
working days in advance of the meeting.  Items which miss the deadline for inclusion on the 
agenda may be added with permission from the chair. 

Minutes will be taken at all meetings, presented according to the corporate style, circulated 
to members within 7 days along with the action log and ratified by agreement of members at 
the following meeting. 

8. Accountability and Reporting Arrangements

The chair of the committee shall report to the Group Board after each meeting and provide a 
report on assurances received, escalating any concerns where necessary.
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Key issues arising from the committee will be provided to the Group Board to demonstrate 
effective internal control and to enable the Group Board to have confidence in the control 
systems in place.

The committee will advise the Audit & Risk Committee of the adequacy of assurances 
available and contribute to the Annual Governance Statements.  

The committee will refer any necessary issues outside its terms of reference, as appropriate, 
to the relevant board committee or other relevant group.

9. Monitoring effectiveness and Compliance with Terms of Reference

The committee will complete an annual review of its effectiveness and provide an annual 
report to the Group Board on its work in discharging its responsibilities, delivering its specific 
duties and complying with its terms of reference, specifically commenting on relevant 
aspects of the Group Board Assurance Framework and relevant regulatory frameworks.

10. Review of Terms of Reference

The terms of reference for the committee will be reviewed annually by the committee and 
submitted to the Group Board for approval.

The committee will on an annual basis review and approve the terms of reference and work 
programmes of all of its reporting groups. 

Approved: 

Approved by: 

Next Review Date:
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Quality Committee
Terms of Reference

1. Authority

The Quality Committee is established as a joint committee by the Trust Boards of both 
Lincolnshire Community Health Services NHS Trust (LCHS) and United Lincolnshire 
Teaching Hospitals NHS Trust (ULTH) in line with the Group Partnership Working 
Agreement and the powers set out in both trusts’ Standing Orders and Standing Financial 
Instructions.  

The Standing Orders and Standing Financial Instructions and the Group Partnership 
Working Agreement, as far as they are applicable, shall apply to the committee and any of 
its established groups, either jointly or individually.  

The Quality Committee is a non-executive committee and holds only those powers as 
delegated in these terms of reference and, in accordance with the Group Partnership 
Working Agreement, will report to the Group Board.

The Quality Committee is authorised to investigate or to have investigated and / or to seek 
further action or assurance in relation to any activity within its terms of reference. This 
includes referral of matters for consideration to another board committee of other relevant 
group.

2. Purpose of the Committee

The Quality Committee exists to scrutinise the robustness of and provide assurance to the 
Group Board that there are effective systems of quality governance and internal control 
across the clinical activities of the two organisations and wider group to deliver the group 
strategic aims and objectives and provide safe, high quality care.

The relevant strategic aim & objectives assigned to the Quality Committee for 2025 / 26 are:

Patients: Better Care – Timely, affordable, high quality care in the right place:

• Objective 1a – Improve patient safety, patient experience and deliver clinically 
effective care

3. Membership

The members of the committee are:
• Non-Executive Director (LCHS) – Chair
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• Non-Executive Director (ULHT) – Deputy Chair
• Associate Non-Executive Director (ULTH)
• Group Chief Nursing Officer  (CQC Nominated Individual, Lead Director for 

Safeguarding)
• Group Chief Medical Officer (Accountable Officer for Controlled Drugs, DIPC)
• Group Chief Operating Officer 
• Group Chief Integration Officer
• Group Chief Clinical Governance Officer

The committee will routinely be attended by:
• Deputy Trust Secretary 
• Director of Corporate Affairs

An invitation to attend will be offered by the committee chair to:
• ICB Representative
• Patient Safety Partners
• Divisional representatives (rolling programme)

4. Attendance and Quorum

The committee will be quorate when four members are present.  This must include at least 
one Non-Executive Director and one Group Executive Director. 

Where members are unable to attend, they should ensure that a deputy is in attendance who 
is able to participate on their behalf.  A deputy in attendance for a committee member will 
contribute to the quoracy but does not negate the need for the attendance of one Non-
Executive and one Group Executive Officer as described above.

Members should attend at least 75% of meetings each financial year but should aim to 
attend all.

The Group Chief Nurse is the Executive Lead for the committee.

Other attendees may be invited to attend the meetings as appropriate.

Observers will be permitted as agreed by the chair.

5. Frequency

The committee will meet monthly.

6. Specific Duties

The Quality Committee will:
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• Ensure that there are robust processes in place for the effective management of 
clinical governance, quality and risk.

• Ensure that there are effective structures in place to support clinical governance and 
that these structures operate effectively and that action is taken to address areas of 
concern.

• Through the receipt of upward reports from the reporting groups, have oversight and 
scrutiny of the functions for which they have delegated responsibility from the Quality 
Committee.

• Agree a set of Key Performance Indicators to be presented in the committee 
Performance Dashboards monthly with exception reporting as the norm.

• Use outcome measures to demonstrate continuous improvement.
• Consider the control and mitigation of quality related risks and provide assurance to 

the Group Board that such risks are being effectively controlled and managed in line 
with the risk appetite statement.   Whilst the committee’s remit covers all of the 
Group’s services, the committee has a specific oversight role in relation to the quality 
& safety of United Lincolnshire Teaching Hospitals Trust’s maternity services 
(reference: Ockenden).

• Review and provide assurance on those strategic objectives within the Group Board 
Assurance Frameworks, identified as the responsibility of the committee seeking 
where necessary further action.

• Provide assurance to the Board that all legal and regulatory requirements relating to 
quality are met, including directives, regulations, national standards, policies, reports, 
reviews and best practice.

• Review & challenge the annual Quality Accounts ensuring they are a balanced and 
accurate reflection of both Trusts position. 

• Approve and monitor the annual clinical audit plans.
• Monitor the implementation of agreed action plans in relation to all major internal 

reviews and all external reviews within the remit of the Quality Committee.
• Ensure that there is sufficient time on the agenda to allow for strategic discussion 

items on areas of responsibility of the committee and to include horizon scanning on 
the current and future environment.

7. Administrative support

The committee will be supported administratively by the corporate administrative team.

The committee will operate using a work plan to inform its core agenda. The agenda will be 
agreed with the chair and the Group Chief Nurse (the Executive Director lead for the 
committee) prior to the meeting.

Agendas and supporting papers will be circulated no later than 5 working days in advance of 
meetings.  Any items to be placed on the agenda are to be submitted no later than 8 working 
days in advance of the meeting.  Items which miss the deadline for inclusion on the agenda 
may be added with permission from the chair.  
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Minutes will be taken at all meetings, presented according to the corporate style, circulated 
to members within 5 working days along with the action log and ratified by agreement of 
members at the following meeting.  

8. Accountability and Reporting Arrangements

The chair of the committee shall report to the Group Board after each meeting and provide a 
report on assurances received, escalating any concerns where necessary. 

Key issues arising from the committee will be provided to the Group Board to demonstrate 
effective internal control and to enable the Group Board to have confidence in the control 
systems in place.

The committee will advise the Audit & Risk Committee of the adequacy of assurances 
available and contribute to the Annual Governance Statements.  

The committee will refer any necessary issues outside its terms of reference, as appropriate, 
to the relevant board committee or other relevant group.

9. Monitoring effectiveness and Compliance with Terms of Reference

The committee will complete an annual review of its effectiveness and provide an annual 
report to the Group Board on its work in discharging its responsibilities, delivering its specific 
duties and complying with its terms of reference, specifically commenting on relevant 
aspects of the Group Board Assurance Framework and relevant regulatory frameworks.

10. Review of Terms of Reference

The terms of reference for the committee will be reviewed annually by the committee and 
submitted to the Group Board for approval.

The committee will on an annual basis review and approve the terms of reference and work 
programmes of all of its reporting groups. 

Approved: 

Approved by: 

Next Review Date: 



Lincolnshire Community and Hospitals NHS Group
Quality Committee Work Plan 2025/26 (Draft)

Quarter 1 Quarter 2 Quarter 3 Quarter 4
Agenda Item Lead Sub-Group/ Person

Responsible
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

Business Items
Declarations of Interest X X X X X X X X X X X X
Approve the minutes of the previous meeting X X X X X X X X X X X X
Actions Directed from the Quality Committee or other Groups X X X X X X X X X X X X
Patient / Staff Experience Story X X X X X X X X X X X X
Board Assurance Framework 2023/24 X X X X X X X X X X X X
Objective 1a - Improve patient safety, patient experience and
deliver clinically effective care
Patient Safety Group Upward Report X X X X X X X X X X X X
High Profile Cases Report X X X X X X X X X X X X
Claims Annual Report
Infection Control Annual Report
Medicines Management Annual Report
Safeguarding Annual Report
Maternity and Neonatal Oversight Group Upward Report X X X
Patient Experience and Involvement Group Upward Report X X X X X X X X X X X X
Safeguarding and Vulnerabilities Oversight Group Upward Report
(to include Children in Care Update)

X X X

Children in Care Update X X
Patient Experience Annual Report
Complaints Annual Report
PLACE Annual Report
Clinical Effectiveness Group Upward Report X X X X X X X X X X X X
Clinical Audit Annual Report
Clinical Audit Forward Programme
Approval of Quality Account
Focused Discussion Topics:
Pressure Ulcers X
Infection Control Annual Reports X
Human Factors Update X
Pharmacy/Medicines Management X
Deteriorating Patients
Falls
Diabetes / DKA
Clinical Harm X
End of Life Care X
Ward Accreditation
Complaints Annual Report X
Children in Care X
Safeguarding Annual Reports X
Clinical Audit Annual Reports X
NICE Update X
National Audit Programme X
Palliative Care / End of Life
Risk and Assurance
Quality Committee Risk Register Report X X X X X X X X X X X X
Policy Position Update X X X X X
Internal Audit Reports To be added to the agenda as required
Update on Internal Audit Recommendations X X X X X X X X X X X X
Relevant External Reviews and Enquiries To be added to the agenda as required
CQC Assurance Report X X X X X X X X
Topical, Legal and Regulatory Update X X X X
Quality Committee Performance Dashboard X X X X X X X X X X X X
Integrated Improvement Plan X X X X X X X X X
Quality Impact Assessment Assurance Report X X X X X
ICB Update X X X X X X X X X X X X
End of Meeting Review
Terms of Reference and Work Programme X X X X X X X X X X X X
Matters Arising from the Minutes / Action Log X X X X X X X X X X X X
Any Other Business X X X X X X X X X X X X
Agree the Committee Assurance Report to the Board X X X X X X X X X X X X
Agree issues to refer to other Board Committees X X X X X X X X X X X X
Reflection on Outcomes and Decisions X X X X X X X X X X X X
Notes:
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Meeting Trust Board
Date of Meeting 6 May 2025
Item Number 6.3

Performance Management and Accountability Framework

Accountable Director Daren Fradgley, Group Chief Integration 
Officer/Deputy Group CEO

Presented by Daren Fradgley, Group Chief Integration 
Officer/Deputy Group CEO

Author(s) Kathryn Helley, Group Chief Clinical 
Governance Officer 
Shaun Caig, Associate Director of 
Performance and Information

Recommendations/ 
Decision Required 

The Board is asked to:- approve the new framework

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
People: Better Opportunities – Develop, empower and retain great people:
2a: Enable our people to fulfil their potential through training, development and 
education
2b: Empower our people to continuously improve and innovate
2c: Nurture compassionate and diverse leadership
2d: Recognising our people through thanks and celebration
Population: Better Health – Improve population health:
3a: Transform clinical pathways, rationalise our estates investing more in community 
care and reduce reliance on acute services
3b: Move from prescription to prevention, through a population health management & 
health inequalities approach

X
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Executive Summary
This document provides the LCHG Performance & Accountability Framework which outlines the 
processes in place and defined responsibilities (‘board to ward / service / patient’) that enable the 
Group Board  and other key personnel to understand and monitor achievement of national & local 
targets and indicators (as set out in the group’s 6 performance / improvement pillars: strategy, 
quality, finance, workforce, operational performance and risk & governance), and ensure 
appropriate action is  taken when performance against these targets and indicators deteriorates.

This framework describes how performance & improvement will be measured, managed, monitored 
and reported including how the group will utilise improved information management (as part of the 
group’s Vision for Information’) to understand trends and drive better performance and introduce a 
tiered performance assurance and rating process to ensure a rigorous, supportive and consistent 
approach to performance management and accountability is achieved at all levels of the 
organisation. 

The primary purpose of the LCHG Performance Management & Accountability Framework is to 
provide a consistent, integrated approach to support the group to make systematic, continuous 
improvements to performance enabling achievement of its strategic aims & objectives. Its secondary 
purpose is to enable the group to be publicly accountable for its performance and to allow any other 
person or organisation with an interest in its services, through relevant internal and external 
assurance mechanisms, to see and understand how we will work to improve. The Performance 
Management & Accountability Framework is part of the Trust’s wider governance framework which 
aims to protect the interests of all stakeholders.  
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Statement of Intent

United Lincolnshire Teaching Hospitals Trust (ULTH) and Lincolnshire Community Health Services 
Trust (LCHS), known as the Lincolnshire Community & Hospitals Group (LCHG), are committed to 
ensuring the provision of timely, affordable, high quality care in the right place, developing, 
empowering & retaining great people and improving population health. The group acknowledges that 
timely access to treatment and the delivery of other key performance measures and agreed 
improvement plans and, in turn, a robust Performance Management & Accountability Framework, are 
critical to the achievement of those aims. 

This document provides the LCHG Performance & Accountability Framework which outlines the 
processes in place and defined responsibilities (‘board to ward / service / patient’) that enable the 
Group Board  and other key personnel to understand and monitor achievement of national & local 
targets and indicators (as set out in the group’s 6 performance / improvement pillars: strategy, quality, 
finance, workforce, operational performance and risk & governance), and ensure appropriate action is  
taken when performance against these targets and indicators deteriorates. 

Effective performance management and accountability will support decision making, organisational 
planning and service delivery and will remain a key group focus.

Group Chief Executive Officer Group Chief Integration Officer
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1.0 Introduction

It is LCHG’s intention to implement a clear Performance Management & Accountability Framework 
which sets out the overarching principles and approach to delivering a high performing organisation 
and aims to ensure that the group successfully delivers national standards for performance and 
contractual targets as well as locally agreed improvement plans and other priorities including those set 
out within the Annual Planning Guidance.

This framework describes how performance & improvement will be measured, managed, monitored 
and reported including how the group will utilise improved information management (as part of the 
group’s Vision for Information’) to understand trends and drive better performance and introduce a 
tiered performance assurance and rating process to ensure a rigorous, supportive and consistent 
approach to performance management and accountability is achieved at all levels of the organisation. 

1.1 Definition

Performance management is about establishing a formal, regular and rigorous system of data 
collection and usage to indicate trends and measure the performance of services. Performance 
management should be used to help identify areas of best practice, to focus on continuous 
improvement and delivering improved outcomes, to take action to improve patient care and to ensure 
that the activities of services are in line with the overall organisational strategy and priorities.

1.2 Purpose

The primary purpose of the LCHG Performance Management & Accountability Framework is to 
provide a consistent, integrated approach to support the group to make systematic, continuous 
improvements to performance enabling achievement of its strategic aims & objectives. Its secondary 
purpose is to enable the group to be publicly accountable for its performance and to allow any other 
person or organisation with an interest in its services, through relevant internal and external assurance 
mechanisms, to see and understand how we will work to improve. The Performance Management & 
Accountability Framework is part of the Trust’s wider governance framework which aims to protect the 
interests of all stakeholders.  

2. The Performance Management & Accountability Framework  

2.1 Key Principles & Components

The LCHG Performance Management & Accountability Framework and associated arrangements 
have been developed to ensure it reflects the following key principles:

• is aligned to the strategic aims & objectives of the group and strategic partners;
• reflects the relevant statutory and regulatory standards, requirements and contracts relevant to 

the trusts and wider group;
• reflects the NHS Oversight Framework;
• takes account of relevant external best practice guidance e.g. ‘The Insightful Provider Board’;
• flows from ward / service / patient to board and from board to ward / service / patient;
• ensures consistency of approach and alignment of care groups / directorates across the group 

to ensure that all are working together to achieve the group’s aims & objectives;
• 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 & service / care group perspective;
• is balanced across the group’s 6 performance / improvement pillars of: strategy, quality & 

safety, performance: operational delivery, workforce, finance, governance & risk;
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• is underpinned by a harmonised and supportive accountability & performance review process;
• is action focussed in support of delivery and risk mitigation.

The LCHG Performance Management & Accountability Framework also encompass the following 
components:

• Quality of care, access and outcomes
• Finance and use of resources
• Governance, risk and compliance 
• Workforce and staff experience
• Estates & Facilities compliance
• Transformation, innovation and improvement

2.2 Reporting levels 

The main strands of performance reporting within LCHG are:

• Board performance reporting 
• Operational performance reporting 
• Planning priorities and improvement plans
• National and local performance reporting

Reporting structures have been designed to support the differing needs of the board, board 
committees and the operational teams (as described in 2.3 – 2.6 below) and information flows mirror 
the group’s management and governance structure. This is illustrated in Figure 1 below.

Figure 1

A key aspect of this approach is that operational performance measures are identified at as low a 
common denominator as possible. Measures agreed at ward / department level are summarised to 
create a specialty / service level that can then be further summated, if appropriate, to a care group 
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level. Care group level performance measures are then summated to give a trust / group-wide picture 
of performance.

2.3 Board Reporting 

The group’s IPR, using a balanced scorecard approach, provides a summary of the business-critical 
targets and indicators for LCHG. It is produced monthly, with formal submission to the Group Board bi-
monthly, and highlights key areas of success or concern and actions being taken to address the 
issues. Performance is also visually displayed in the form of tables and SPC charts which show 
historic performance and trends. 

The relevant board committees (finance & performance, workforce, quality and integration) have 
delegated authority from the Group Board for oversight of delivery – from an assurance perspective – 
of agreed performance metrics and improvement plans and each receive the relevant sections of the 
IPR monthly.

2.4 Operational Reporting 

Care group performance reporting follows a similar format to the board report and contains the targets 
and indicators disaggregated to care group level. Its purpose is to provide an insight into the 
contribution of individual care groups to performance of the business-critical targets and indicators, as 
well as furnishing the care groups with performance data more specific to their area of activity.

2.5 Planning Priorities

Each year through the Annual Planning round, the board agree a set of planning priorities, these 
inform the objectives and priorities of Care Groups & Corporate Directorates. Progress against these 
priorities is monitored through Care Group / Corporate Directorate PRMs; with quarterly updates 
provided to the board and / or board committees, as appropriate.

2.6 Key Performance Indicators

The set of Key Performance Indicators (KPIs) which inform the group’s Performance & Accountability 
Framework and the 6 performance / improvement pillars and which are reported in the IPR are  
reviewed and set each year to take account of changes in local, contractual, and regulatory 
requirements. KPIs are drawn from a variety of sources and cover a wide range of themes, including 
agreed group improvement plans. 

Where national guidance exists the metric are constructed according to such guidance to allow for 
benchmarking. Where guidance is not available, the metrics are defined locally in discussion with 
senior managers and clinicians as required.

3. Roles and Responsibilities 

3.1 Group Board

The Group Board is responsible for setting strategy and seeking assurance that risks to delivery of its 
strategic aims & objectives (including the delivery of agreed performance targets & indicators) are 
being mitigated. 

The Group Board has overall responsibility for the ensuring the approval and implementation of the 
Performance Management & Accountability Framework. 

The Board is also responsible for ensuring that the individual trusts within the group remain at all times 
compliant with the NHS Provider License and NHS Constitution.  Effective implementation and 
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embedding of the Performance Management & Accountability Framework will support the Group 
Board in meeting these requirements and receiving and providing the necessary assurances. 

The Group Board will receive regular reports assuring them of the quality and performance of services 
and in respect of the achievement of the group’s strategic objectives including information provided 
within the IPR, the Board Assurance Framework (BAF) and other routine reports.

3.2 Board Committees (Quality, Finance & Performance, People , and Integration)

Board committees are chaired by a non-executive director and have delegated authority from the 
Group Board for oversight of delivery – from an assurance perspective – of agreed performance 
metrics and improvement plans. 

3.3 Chief Executive Officer

The Group Chief Executive Officer is responsible for the management of the organisation including for 
the delivery of performance. The Group Chief Executive Officer is also responsible for ensuring that 
the Performance Management & Accountability Framework and associated arrangements are 
appropriate and meet the needs of the group in support of delivery of its strategic aims & objectives. 

3.4 Group Chief Integration Officer / Deputy Chief Executive

The Group Chief Integration Officer, supported by executive colleagues, is responsible for 
operationalising and managing the Performance & Accountability Framework and associated 
arrangements on behalf of the Group Chief Executive. This will including chairing PRMs. The 
exception being where a Care Group or Corporate Directorate is rated ‘Inadequate’ and the Group 
Chief Executive will chair fortnightly PRMs.

The Performance & Information Services team, under the management of the Group Chief Integration 
Officer, are responsible for providing the data and management information both within the group and 
to appropriate external parties in support of the operation of the Performance Management & 
Accountability Framework.

3.5 Group Executive Leadership Team 
 
The Group Executive Leadership Team will review the performance of the Care Groups at the Care 
Group PRMs, providing appropriate challenge and support as required.

The Group Executive Leadership Team will review the performance of the Corporate Directorates at the 
Directorate PRMs, providing appropriate challenge and support as required.

3.6 Group Leadership Team 

The Group Leadership Team is the main management decision-making forum for the group and brings 
together the executive leadership and senior operational and clinical leadership, ensuring clinical input 
remains central to decision-making across the group.  The Group Leadership Team is responsible 
collectively for the oversight and delivery of group performance including the agreement of the 
required risk mitigations and improvements.
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3.7 Care Group Triumvirates / Quadrumvirates

Care Group Triumvirates / Quadrumvirates, comprising the following roles, are accountable for 
delivering performance targets and indicators within their respective Care Groups:

- Care Group Managing Director
- Care Group Clinical Director
- Care Group Lead Nurse / AHP / CYP & Director of Midwifery

The Care Group Triumvirates / Quadrumvirates, in turn, will be responsible for holding their teams to 
account for the delivery of the agreed performance and improvements and for providing the supporting 
resources to deliver objectives and activity at each level. 

Care Group Triumvirates / Quadrumvirates and their teams are also responsible for working together 
with other care groups and corporate directorates to achieve the overall group aims & objectives and 
for ensuring issues and risks to delivery are escalated within their individual PRMs and / or to the 
Executive Leadership Team / Group Leadership Team.

The Finance, People & Activity Meeting (FPAM) is a key tool to support the Care Group PRMs. These 
meetings will be used to discuss items in greater detail than the high level expected at PRMs. To ensure 
the efficient operation of the Performance Management & Accountability Framework, Care Groups will 
need to ensure suitable time is available for the review of performance information and the preparation 
for PRMs. 

3.8 Corporate Directors and Senior Management Teams

Executive Directors and Senior Management Teams within Corporate Directorates are accountable for 
delivering performance targets, objectives and other priorities agreed with them and for holding to 
account and providing the supporting resources to their teams to deliver objectives and activity at each 
level in support of the care groups and overall delivery of the group’s strategic aims & objectives.

 
3.9 Staff

All staff have a role in managing and improving performance and identifying and contributing to delivery 
of the required improvement actions within their area of work. The underlying principle that performance 
is everyone’s responsibility relies heavily on effective appraisals enabling every employee to be the best 
they can be, understanding what performance means for them and their role.  Objective setting, not just 
at individual level, is required and those objectives will provide the context for how performance will be 
measured, whether a KPI or local measure or how an individual contributes to team/ward objectives.  
Competency frameworks provide an assessment process to ensure all staff have the skills, knowledge, 
experience and behaviours to deliver performance aligned with group values.

3.10 External Oversight 

External oversight of delivery of agreed performance metrics and planning priorities will be undertaken 
by the Integrated Care Board in accordance with the NHS Oversight Framework. Where required, this 
will include the co-ordination of any required support interventions, where appropriate, in conjunction 
with NHS England (NHSE).
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The IPR will be shared and discussed with the ICB at the formal monthly performance and contract 
meetings.

3.10 Service Users

Members of the public are welcome to attend the public Group Board meetings every other month. The 
IPR is discussed at these meetings and is available via the Trust’s website thereby providing openness 
and transparency in respect of group performance.

4. The Performance Review Process

The Performance Review Process is detailed below:

- On a monthly basis, data will be received by the Performance & Information Team who will 
validate and publish performance against plan via the IPR.

- The report will be shared monthly / bi-monthly with Care Groups, Corporate Directorates and the 
Group Board & board committees.

- The contractual KPIs are reported by exception to the Executive Leadership Team and also with 
commissioners in line with their reporting timetable.

- Each Care Group holds a monthly performance and data quality meeting at which any areas for 
concern are discussed and data validated as appropriate.

- Any issues identified are escalated to the relevant support group, such as PAS Management 
Group for Data Quality, or Patient Safety Group or Clinical Effectiveness Group for Quality or 
Safety concerns, or the Patient Experience and Involvement Group for issues relating to poor 
patient experience.

- Where performance is showing significant deterioration from plan the Senior Performance 
Manager will liaise with the Group Chief Integration Officer and the relevant Care Group Clinical 
Director or Managing Director to instigate an immediate action plan which will be monitored 
through the monthly Care Group Performance Review Meetings.

- The Associate Director of Performance & Information will escalate to Finance & Performance, 
Quality, People & Organisational Development or Integration Committee, or Group Leadership 
Team, via the relevant executive director lead, critical areas of performance deemed to be in or 
have the potential to be in significant failure against plan with no appropriate plan for recovery.

- The Executive Team and / or Group Leadership Team will decide what further action is required. 
Further action could span from the instigation of an audit to further understand the contributory 
factors, the agreement of enhanced monitoring (including the instigation of fortnightly PRMs) and 
/ or the provision of additional support to the Care Group or Corporate Directorate (see also 
section 5.2 below).

- Should it be agreed that an audit needs to take place, the Associate Director of Performance & 
Information will liaise with the appropriate individuals to instigate the audit depending on the 
subject matter.

- Regular progress will be fed back to the Executive Leadership Team and / or Group Leadership 
Team on each area escalated until the Executive Leadership Team and / or Group Leadership 
Team is assured that performance is being achieved on a sustained basis.
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- In parallel with the everyday management of performance and the escalation to the Executive 
Leadership Team and / or Group Leadership Team of any critical areas of concern, regular   
performance review meetings, led by the Group Chief Integration Officer, will be held with each 
Care Group (monthly) and Corporate Directorates (quarterly) (see also sections 5.1 & 5.2 below).

5. Care Group / Corporate Directorate Performance Review Meetings (PRMs)

5.1 Overview

The objective of the Care Group / Corporate Directorate PRMs is to review the performance of each 
Care Group / Corporate Directorate in relation to an agreed suite of KPIs under the group’s 6 pillars of 
performance / improvement: strategy, operational performance, quality, workforce, finance, risk & 
governance and other agreed priorities (as appropriate to each Care Group & Corporate Directorate), 
in order to ensure compliance and continual improvement. 

The PRM process will ensure the Executive Leadership Team has a clear overall view of performance 
across the group to gain clarity on the priority areas of concern, and associated actions, including 
operational and recovery plans.

The PRMs will also provide a forum for Care Groups / Corporate Directorates to discuss issues and 
challenges facing services with executive directors and agree solutions in partnership and also to share, 
recognise and celebrate success and good practice. The PRMs will also provide the opportunity to agree 
the level of targeted and tailored support which may be required.

There will be a clear and consistent schedule of Care Group / Corporate Directorate PRMs agreed at 
the start of each new financial year. The PA to the Group Chief Integration Officer will liaise with the 
Performance Team and is responsible for organising the review meetings on behalf of the Group Chief 
Integration Officer. Essential attendance for the PRMs is set out in detail in the Terms of Reference 
which are included at Appendix 1.

Whilst the (default) frequency for PRMs will be monthly (Care Groups) and quarterly (Corporate 
Directorates), this frequency may be increased where performance is ‘off track’ or decreased where 
good levels of performance are being achieved (see also section 5.2 below).

The meetings will be a ‘Board to Board’ style session, with the Executive Team raising relevant items 
with the Care Triumvirate / Quadrumvirates and in respect of Corporate Directorates with the Senior 
Management Team. There will also be the opportunity for escalations to be raised by the Care Group / 
Corporate Directorate, where specific support or intervention is required from the Executive Leadership 
Team. Whilst the PRMs are the mechanism for ensuring the Care Groups / Corporate Directorates are 
held to account for their performance, discussions will be collaborative and supportive.

As above, set prioritised indicators, specific to the core business of each Care Group / Corporate 
Directorate, will be agreed and Care Groups / Corporate Directorates will be held accountable for 
delivery of these key metrics.

Consistent data sources will be used for the meeting, adopting a CQC style Statistical Process Control 
(SPC) chart approach, so that the focus of the meeting will be on performance issues and agreeing 
appropriate remedial actions. The data pack will be used to identify key lines of enquiry and key areas 
of risk. 
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Figure 2 below illustrates the Care Group / Directorate PRM process.

Figure 2: Scope, function, and output of the Care Group / Corporate Directorate Performance Review 
Meetings

Data Sources        Preparation & Analysis     Monitoring                 Escalation                Assurance

Standardised agendas and performance data packs, reflecting the group’s 6 performance / improvement 
pillars, will be used to inform the PRMs. The Performance Manager & Divisional Information Analyst will 
be responsible for collating all information into the data pack for the meeting using an agreed template. 
The Performance Manager will analyse the information provided and work with the Care Group / 
Corporate Directorate to identify key risks and areas of concern that will be discussed in the meetings. 
Data packs will be provided to the Care Group / Corporate Directorate no later than one week before 
the PRM and will be circulated to all invitees no later than 2 days before the PRM.

The Performance Manager will attend all Care Group / Corporate Directorate PRMs and will be 
responsible for maintaining the action logs from the PRM meetings. Actions will be linked back to the 
Care Group / Corporate Directorate priorities as laid out in specialty business plans and will link to the 
delivery of the group’s strategic aims & objectives.

5.2 Accountability and Autonomy

Each Care Group / Corporate Directorate will be rated based on their performance within the month 
against an agreed set of key KPIs across the group’s 6 pillars of performance / improvement (as 
appropriate) and other agreed priorities. Progress will be updated on a monthly basis and will inform the 
IPR. A highlight report will be incorporated at the start of the IPR to provide an ‘at a glance’ view of 
where performance is not being achieved.

Each Care Group / Corporate Directorate will be assessed and rated on their performance at the end 
of each PRM. The starting point for the rating will be the percentage of KPIs which are within accepted 
range which will be mapped to the CQC ratings shown below:
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Level %
Inadequate 0 – 38
Requires Improvement 39 – 62
Good 63 – 87
Outstanding 88 – 100

As this approach does not take account of the qualitative information discussed and those areas not 
covered by a KPI, a discussion will then take place between the Executive Leadership Team and the 
Care Group or Corporate Directorate to agree whether there are any other factors which may affect 
the rating. Therefore if a modified rating is applied this will be clearly documented in the highlight 
report.

The final rating will then determine the frequency of future PRMs as follows:

Rating Frequency
Inadequate Fortnightly with the Chair becoming the Group Chief 

Executive
Requires Improvement Monthly
Good Every 2 months
Outstanding Every 3 months

The Group Chief Integration Officer will chair PRMs with any rating other than ‘Inadequate’.

For those Care Groups / Corporate Directorates deemed to be not achieving the required performance 
(i.e. are rated ‘Requires Improvement’), monthly performance meetings will take place until performance 
against plan is achieved for a sustainable period of time. Where performance is deemed to be 
‘Inadequate’, PRMs will be held fortnightly and will be chaired by the Group Chief Executive and the 
level of enhanced monitoring and / or targeted support required will be agreed with the Care Group / 
Corporate Directorate through that process.  

It is also worth noting that there may be instances where a Care Group or Corporate Directorate is 
performing well overall, does not fall into the category of ‘Inadequate’ and does not warrant fortnightly 
PRMs but may require enhanced monitoring and / or targeted support. In such instances the level of 
enhanced monitoring and / or targeted support will be agreed with the Care Group or Directorate 
concerned. 

Once a Care Group / Corporate Directorate is achieving against the required objectives and are rated 
‘Good’ or ‘Outstanding’, PRMs will become less frequent as shown above.  Further opportunities for 
earned autonomy will be explored, as appropriate. 

6. Escalation & Assurance

After each round of PRMs the Performance Manager and the Senior Performance Manager will write a 
summary report for the Group Leadership Team (GLT). Where required, escalations will be brought to 
the attention of the relevant board committee and the board through the IPR. The Group Chief 
Integration Officer will then feedback responses and de-escalate these issues through the Performance 
Manager who will be the key point of liaison for the Care Groups and Corporate Directorates and will 
keep an action log of issues and escalation items that will be updated ahead of each PRM.
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7. Planning Process 

The Annual Planning Process enables KPIs and metrics to be developed and agreed relevant to the 
group’s priorities during the planned period.  The group’s integrated performance dashboards will be 
produced to give a balanced view of performance across all areas of the group and, if KPIs are 
appropriate, interdependencies between indicators which may be causing performance to fail or 
achieve success will be easier to identify.  This approach will be embedded during 2024/25 and a 
review of Key Performance Indicators will be completed during the planning process for 2025/26.  Our 
KPIs and local indicators should contribute to delivering the outcomes set out in the group’s objectives 
to ensure alignment with NHS strategic objectives. 

8. Benchmarking

The group will use all available and appropriate benchmarking (e.g. GIFRT, Dr Foster, Model Health 
System) to understand and evaluate its position in relation to best practice and to identify areas and 
means of performance improvement. Using a systematic and continuous approach, benchmarking can 
help us to measure ourselves against others that are performing well. We will use benchmarking to 
identify best practice performance levels, determine the drivers of high performance, quantify gaps and 
build foundations for performance improvement.

NHS Benchmarking is completed annually by the group for a variety of areas such as Emergency Care, 
Theatres and Outpatients. Data is submitted by the group and collated into a report by NHS 
Benchmarking that compares the group against all other Trust’s in the country. A summary report will 
be produced by the Analysis Team and presented at Finance Committee. Opportunities for improved 
productivity and efficiency will be shared with the Divisions and should feed into CIP programmes and 
clinical project teams.

9. Review of Performance & Accountability Framework 

This framework will be reviewed annually or sooner where required to adapt to changes in the local, 
contractual and regulatory position regarding performance management. 
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Appendix 1 

Care Group / Corporate Directorate Performance Review Meetings (PRMs)

Membership & Terms of Reference

1. Purpose

The purpose of the Care Group / Corporate Directorate PRMs is to review the performance of each 
Care Group / Corporate Directorate in relation to an agreed suite of KPIs under the group’s 6 pillars 
of performance / improvement: strategy, operational performance, quality, workforce finance, risk & 
governance and other agreed priorities, in order to ensure compliance and continual improvement 
in the quality of services provided across the Lincolnshire Community & Hospitals Group (LCHG).
. 
The PRMs will also provide a forum for Care Groups / Corporate Directorates to discuss issues and 
challenges facing services with executive directors and agree solutions in partnership.

2. Specific Duties

• To review current and anticipated future performance / improvement.

• To consider risks and issues to the delivery of agreed performance / improvement targets 
and priorities and to support resolution.

• To agree the need for additional monitoring and / or support.

• To celebrate success and share good practice and learning.

3. Membership

PRMs will have the following core membership:

Executive

• Group Deputy CEO/ Group Chief Integration Officer (Chair)*
• Group Chief Finance Officer
• Group Chief Operating Officer
• Group Chief Nurse
• Group Chief Medical Officer
• Group Chief Clinical Governance Officer
• Group Chief Estates and Facilities Officer

*The Group Chief Integration Officer will routinely chair PRMs. In the absence of the Group Chief 
Integration Officer, another executive director will be asked to chair the routine PRM meetings. 
Where a Care Group / Corporate Directorate is rated ‘Inadequate’, the Group Chief Executive will 
chair the fortnightly PRMs

Care Group

• Divisional Managing Director
• Divisional Clinical Lead
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• Divisional Nurse / AHP / CYP & Head of Midwifery

Corporate Directorates

• Relevant Group Chief / Executive Director
• Relevant members of the Directorate Senior Management Team

Support Teams

• Associate Director of Performance & Information
• Senior Performance Manager/Performance Manager

The membership will be limited to only those listed above.

4. Attendance & Quorum

The committee will be deemed to be quorate when two executive and two care group / corporate 
directorate members are present.  

Where members are unable to attend, they should ensure that a deputy is in attendance who is 
able to participate on their behalf.  

Attendance will be recorded and consistent non-attendance or failure to ensure a suitable deputy 
is in attendance will be escalated within the PRM summary report.

To ensure accurate recording of attendance and apologies it is essential that all invitees accept or 
decline meeting invitations.

5. Frequency

The meeting will take place monthly (Care Groups) / quarterly (Corporate Directorates) unless a 
decision is taken to increase or decrease the frequency of meetings based on robust performance 
delivery or lack thereof (please also see section 5.2 above). 

6. Cancellations of Meetings

The Chair has overall responsibility for decisions on the cancellation or re-arrangement of PRMs.

The meeting will only be cancelled or re-arranged if any of the following circumstances occur:

• LCHG has declared Level 4 and staff pertinent to the meeting are needed to support the 
frontline

• The Group Executive Leadership Team are attending an urgent, short notice meeting with 
a regulator 

• If LCHG has declared a Major Incident

7. Admin Support

Administrative support to the meeting will be provided by the Performance & Information team. 
Data Packs will be drafted and tabled with the help of the Care Group / Corporate Directorate, 
together with other supporting teams (such as Workforce, Finance & Quality Governance). It is 
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aimed to provide packs one week prior to the meeting and a draft action log will be circulated 
within one week after the meeting has been held. 

8. Governance Accountability, Reporting and Membership

After each round of PRMS a summary report will be prepared and submitted to the Group 
Leadership Team (GLT) highlighting any areas of escalation. Where required, escalations will be 
brought to the attention of the Group Board and relevant board committees through the IPR.

9. Review of Terms of Reference

The Terms of Reference for PRMs will be reviewed every three years or sooner should the need 
arise. 



What AlignRT
means to our staff 

and patients



About Us

• We have 3 treatment machines 
all with AlignRT with Postural 
Video and one CT with SimRT

• We treat around 2000 patients 
per year. 

• Over 90% of them now use 
AlignRT

2
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Breast Treatments

• Given us confidence to offer 
Complex treatments

• All breast patients tattoo free for 
nearly 5 years 

• Saved us time and resources by 
detecting swelling



Thorax Treatments

• All treated without tattoos 

• Postural video has helped 
minimise use of vacuum bags 
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Pelvis Treatments

• Reduced set up times 

• Helping identify rotations 

• Clinical trial approval

• Fully tattoo free 



Head and Neck 
Treatments

• All patients now treated with an 
open face mask 

• Patient comfort increased 
massively, and claustrophobia 
reduced 

• We offer simple treatments 
completely mask free 



Benefits for Staff

Standardisation

Techniques are 
easy to learn, and 

skills are 
transferable.

Progression

New skills to learn 
and more 

opportunities for 
job progression.

Peace of mind

Confidence that 
patients are safe 

during treatment.

7



Our Students

• 3 Students with SGRT related 
dissertations 

• Able to prepare them for the 
future

• Our students are more 
employable
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Case Study

• Patient with a tumour right next to 
their eye 

• AlignRT used to position the patient 
and the bolus 

• Full response, sight preserved 



More examples

• Patients in too much pain for 
a conventional setup

• Avoiding unnecessary 
rescans

• Reducing margins   



Recent awards

11



Thank you for 
listening

12
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Meeting Lincolnshire Community and Hospitals Group 
Board 

Date of Meeting 6 May 2025
Item Number 8.1

Quality Committee Upward Report of the meeting held on 18 March 
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 2024/25 objectives for 
the Lincolnshire Community and Hospitals NHS Group (LCHG) and was attended by 
both ULTH and LCHS colleagues.

Due to the annual planning commitments across the Group the meeting worked to a 
reduce time and agenda receiving escalation reports only.

Upward Report

Escalation reports including:
• Objective 1a – Deliver high quality care, which is safe, responsive and 

able to meet the needs of the population
• Objective 1b – Improve patient experience
• Objective 1c – Improve clinical outcomes 

The Committee received the following reports noting there were no escalations 
from the Committee to the Board:

• High Profile Cases Report
• Patient Experience and Involvement Group Exception Report
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• Clinical Effectiveness Group Exception Report
• Patient Safety Group Exception Report

The Committee heard through the Patient Experience and Involvement Group report 
of the significant increase in referrals from patient and staff to the Chaplaincy service 
since Covid-19.  It was noted that the primary reasons for referral were well-being, 
stress, anxiety and bereavement.  Work was taking place to recruit volunteer 
chaplains and to streamline services to support patients and staff.

The Committee noted the position of clinical audits and recognised the 
improvements that had been made in respect of the National Paediatric Diabetes 
Audit (NPDA) with the service now being fully staffed.

A request was made by the Committee for a written report to be received in respect 
of paediatric cardiology to provide assurance following the reassurance offered 
through verbal updates in respect of the progress being made within the service.

The C-Difficile position was noted by the Committee with 95 cases to the end of 
February, reported against trajectory of 95 for the year.  It was anticipated that the 
trajectory would be exceeded by the end of the year due to the national increase in 
cases.

The Committee noted that SHMI and HSMR remained as expected.

Assurance in respect of other areas

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

• Group Board Assurance Framework 2024/25 – for information
• Risk Report – for information 

The Committee considered the risk report noting the position of this and recognising 
the recent discussions surrounding risk appetite.

Issues where assurance remains outstanding for escalation to the Board

No escalations required.

Items referred to other Committees for Assurance

No matters to refer.
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Attendance Summary for rolling 12-month period

X in attendance 
A apologies given 
D deputy attended

Voting Members A M J J A S O N D J F M
Jim Connolly Non-Executive Director 
(Chair)

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

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

D X X

Colin Farquharson Medical Director, 
ULHT

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

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

X X X X X X X A X X X x

Gail Shadlock, Non-Executive Director, 
LCHS

X X X X X X X

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

X X X D

Anne-Louise Schokker, Medical Director, 
LCHS

X A X X

Nerea Odongo, Group Chief Nurse X X X D X X A D X

Caroline Landon, Group Chief Operating 
Officer 

X X X X A X X X

Daren Fradgley, Group Chief Integration 
Officer

X X X D A X X D
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Meeting Lincolnshire Community and Hospitals Group 
Board 

Date of Meeting 6 May 2025
Item Number 8.1

Quality Committee Upward Report of the meeting held on 15 April 
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:

• Patient Safety Group (PSG) Upward Report 
• High Profile Cases Report
• Maternity and Neonatal Oversight Group Upward Report
• Focussed Discussion – Clinical Harm
• Patient Experience and Involvement Group Upward Report
• Children in Care Update
• Clinical Effectiveness Upward Report
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The Committee was pleased to note that PSG had received the first iteration of the 
Patient Safety Incident Investigation (PSII) report which would further develop in the 
coming months to detail learning improvements.  It was noted that there were 24 
PSIIs declared since this was launched in October 2023 with 13 investigations 
completed and 5 due to be received by the oversight committee.

The Committee received and recommended to the Board for approval the LCHG 
Patient Safety Incident Response Plan (appended) noting the Group approach that 
had been taken to the patient safety profile.

A reduction in falls were noted for both ULTH and LCHS with a reduction also noted 
in respect of pressure ulcers for ULTH.  There was however a slight increase in 
pressure ulcers across LCHS with a deep dive report due to be presented to a future 
meeting.

There was recognition of the continued requirement for improvement in respect of 
Infection Prevention and Control for ULTH following recent visits by NHS England 
and the Integrated Care Board (ICB) with actions in place to strengthen processes 
and seek peer review.

The C-Difficile position at the end of March was reported as 98 cases, against a 
trajectory of 95.  A number of MRSA cases were noted within maternity services with 
appropriate investigations and actions being undertaken, with ribotyping being 
completed to determine if the cases were linked.

The Committee received the Maternity and Neonatal Oversight Group Upward 
Report and associated appendices required in respect of the Clinical Negligence 
Scheme for Trusts (CNST) Maternity.  The full suite of reports have been made 
available to the Board via the iBabs reading room.  The Committee was pleased to 
note the achievement of CNST for year 6, following submission of non-compliance 
with an evidence review.  Standards had now been released for year 7 of CNST with 
work commencing to deliver compliance.  100% compliance with duty of candour 
was noted.

The focussed discussion on clinical harm highlighted the processes in place for the 
management of clinical harm and the developments of utilising Datix reporting with 
the Committee endorsing the recommendations within the report to review clinical 
harm triggers for LCHS and to strengthen reporting and enable validation of data.

The Friends and Family Test (FFT) was being procured jointly across the Group to 
support gathering of patient feedback.  There was also recognition of the benefit in 
automating quality metrics within patient experience to support monitoring of 
progress and support triangulation.

The Children in Care update identified the improvements seen in the previous 
quarter and the ongoing efforts to move to a single employed clinician to support 
consistency for the patient group.

Both Hospital Standardised Mortality Ratio (HSMR) and Summary Hospital-level 
Mortality Indicator (SHMI) remained within expected levels for ULTH.
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Verbal updates were received, offering reassurance, in respect of paediatric 
cardiology and paediatric epilepsy with the Committee requesting written reports to 
future meetings to provide assurance.

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
• Focussed Discussion – High Risks
• Quarterly Group CQC Progress Update
• Topical, Legal and Regulatory Update
• Committee Self-Assessment output and Committee Effectiveness Annual 

Report 
• Internal Audit Report – Medical Device Management 
• Policy Position Update
• Committee Performance Dashboard
• Draft Terms of Reference and Work Programme

The Committee noted the development of the 2025/26 Board Assurance Framework 
with the revised format and alignment to the Group strategic aims and objectives, 
raising concerns on the ability to effectively provide assurance ratings for the 
relevant areas contained within the objective. 

Further work would be completed outside of the Committee to develop the format of 
the document to ensure appropriate review and assurance ratings could be provided 
by the Committee.

The Committee received and noted the risk register and considered the focussed 
discussion in respect of risks across the Group which demonstrated the oversight 
arrangements for risk and noted the need for a review of risk following the Board 
session on risk appetite.

The CQC progress update offered the position in respect of closure of actions and 
the proactive work of the Group with the Committee.

The policy position update highlighted the engagement of the divisions in providing 
updates as to the position of overdue policy documents with a number of documents 
realigned across the divisions which would provide appropriate oversight.

The Committee received the 2025/26 Terms of Reference and Work Programme 
(appended) which were offered to the Board for approval.
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Issues where assurance remains outstanding for escalation to the Board

No escalations required.

Items referred to other Committees for Assurance

The Committee would seek to triangulate with the people Committee in terms of the 
issues which were being highlighted which related to communication and values and 
behaviours and the assurances which could be offered.

Attendance Summary for rolling 12-month period

X in attendance 
A apologies given 
D deputy attended

Voting Members M J J A S O N D J F M A
Jim Connolly Non-Executive Director 
(Chair)

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

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

X X

Colin Farquharson Medical Director, 
ULHT

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

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

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

Gail Shadlock, Non-Executive 
Director, LCHS

X X X X X X

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

X X D

Anne-Louise Schokker, Medical 
Director, LCHS

A X X

Nerea Odongo, Group Chief Nurse X X X D X X A D X X

Caroline Landon, Group Chief 
Operating Officer 

X X X X A X X X X

Daren Fradgley, Group Chief 
Integration Officer

X X X D A X X D X
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Corporate Policy Statement

The Lincolnshire Community and Hospitals Group is committed to promoting equality and 
diversity in all its activities to promote inclusive services, processes, practices and culture. 

This plan reflects the Lincolnshire Community and Hospitals Group vision, values and 
behaviours and supports employees in working for the benefit of patient care. It takes 
account of the provisions outlined in the Equality Act 2010 to ensure no individual receives 
less favourable treatment on the grounds of age, disability, sex, race, gender reassignment, 
sexual orientation, religion and belief, marriage/civil partnership and pregnancy/maternity. 

Alongside being committed to a proactive delivery of the Equality Act 2010, the Lincolnshire 
Community and Hospitals Group proudly seeks to embody the duties of the Public Sector 
Equality Duty (2011) in all its activity by:

1) Eliminating unlawful discrimination, harassment and victimisation and other conduct 
prohibited by the Act.

2) Advancing equality of opportunity between people who share a protected 
characteristic and those who do not.

3) Fostering good relations between people who share a protected characteristic and 
those who do not.

We recognise high quality NHS patient care benefits by having a diverse community of staff 
who value one another. 
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Forward

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

Aidan Fowler, National Director of Patient Safety, NHS England.

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

The NHS Patient Safety Strategy was published in July 2019 and describes the Patient 
Safety Incident Response Framework (PSIRF), a replacement for the NHS Serious Incident 
Framework (SIF). This document is the Patient Safety Incident Response Plan (PSIRP) 
which outlines how the Lincolnshire Community and Hospitals Group will look at patient 
safety incidents, what tools will be used to investigate and how it will share and embed 
learning into everyday work. This document is the first ‘ LCH Group’ PSIRP and details joint 
and individual priorities across both ULTH and LCHS Trusts – aligning focus and process to 
identify and embed the best learning and improvement opportunities for our patients.

This PSRIP will replace the previous United Lincolnshire Hospitals Trust and Lincolnshire 
Community Health Services PSIRP (2023/2024).

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

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

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

Meaningful engagement with our patients, families and carers is a priority to ensure that their 
voice is the golden thread in any of our patient safety investigations. PSIRF sets out best 
principles for this engagement and our appointment to patient safety partners helps to 
ensure that the patient voice is involved at all stages of our patient safety processes.
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Group work in moving towards a ‘just culture’ underpins how we will approach our incident 
responses; fostering a culture to allow people to feel psychologically safe, enabling them to 
speak up and highlight safety concerns without fear or repercussions.  PSIRF asks that we 
have conversations where people have been affected by a patient safety incident, no matter 
how difficult that is, and we will continue work to how we can equip and support those 
affected to best hear the voice of those involved. The process of reviewing an incident can 
help our staff validate the decisions they made in caring for and treating a patient and 
facilitate psychological closure these are part of our PSIRF core objectives. 

This continues to be a new way of managing our patient safety learning reviews. As a newly 
formed group we are still learning and accept that we may not get it right at the beginning, 
but we will continue to monitor the impact and effectiveness of our PSIRF implementation, 
responding and adapting as needed if our approach is not achieving what we expect it to. In 
this we have been supported by our commissioners, partner providers and other 
stakeholders to allow us to embark on this nationally driven change. Importantly PSIRF 
offers us the opportunity to learn and improve to promote the safe, effective, and 
compassionate care of our patients, their families and carers whilst also protecting the well-
being of our staff. 

As a revised way of working we need to embrace a different cultural approach. PSIRF is a 
process of learning across the LCHG and continues to require ongoing review, revision and 
evaluation of impact and effectiveness to enable the refining of our PSIRF application.



LCHG Patient safety incident response plan
Page 6 of 28

Introduction
The NHS is changing the way it embraces patient safety, moving from a focus on individual 
incidents and issues to a more comprehensive look at system improvement with a holistic 
review of safety across the organisation.

This Patient Safety Incident Response Plan (PSIRP) sets out how Lincolnshire Community 
and Hospitals Group (incorporating United Lincolnshire Teaching Hospitals Trust (ULTH) 
and Lincolnshire Community Health Services NHS Trust (LCHS) intends to respond to 
patient safety incidents reported by staff, patients, their families, and carers. This PSIRP 
outlines a plan over a period of 12 months (April 2025 – March 2026) and is central to 
ongoing work to continually improve the quality and safety of the care we provide. The plan 
will remain flexible and consider the specific circumstances in which patient safety issues 
and incidents occurred and the needs of those affected.

The plan is underpinned by our existing Lincolnshire Community and Hospitals Group 
policies on incident reporting, management, review and learning and the Group Patient 
Safety Incident Response Policy.

Our services
Lincolnshire Community and Hospitals Group cares for patients across the whole of 
Lincolnshire as both a community (LCHS)  and acute (ULTH) provider. Both Trusts are 
statutory organisations working in partnership under a group collaboration to govern a 
provider collaborative. This Group model provides a  central leadership body responsible for 
the strategic direction, and governance, of the two trusts.

Lincolnshire Community Health Services NHS Trust

LCHS cares for patients across the whole of Lincolnshire

Lincolnshire Community Health Services NHS Trust provides a wide range of community 
care across the county to meet the physical health needs of our community as close to their 
homes as possible.

Services are delivered through over 2554  substantive and bank staff,  a range of trained 
healthcare professionals including nurses, allied health professionals, public health 
professionals, medics and GPs enabling great care across our communities. In 2023 / 2024 
there were 773,595 contacts in community services and 2100 admissions to community 
hospitals.

Our staff provide high quality clinical care and expertise, coordinate, connect and advocate 
for our patients and carers in addition to driving digital innovation to improve access to 
services.

The Trust has a wide portfolio of healthcare services, in 47 buildings across 37 locations that 
includes:

• community nursing to support patients to get better care closer to home
• children and young people’s services, including children in care and children’s therapy 

services
• electronic assistive technology service (EATS)
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• general and specialist integrated community nursing, immunisation, and vaccination 
services

• inpatient beds and outpatient clinics
• 4 community hospitals
• urgent care services including urgent treatment centres at Boston, Gainsborough, 

Louth, Lincoln, Skegness, and Spalding
• musculoskeletal (MSK) physiotherapy services
• occupational therapy, physiotherapy and speech and language therapy
• podiatry service
• safeguarding services for both children and adults
• integrated sexual health and contraceptive health.

United Lincolnshire Teaching Hospitals Trust

United Lincolnshire Teaching Hospitals NHS Trust (ULTH), situated in Lincolnshire, is one of 
the biggest acute hospital trusts in England serving a population of over 736,700 people. 
The trust provides acute care and specialist services to people in Lincolnshire and 
neighbouring counties. 

Services are delivered through over 12,013 substantive and bank staff,  variety of trained 
healthcare professionals including nurses, allied health professionals, public health 
professionals and medics enabling great care across all services. 

ULTH is registered with the Care Quality Commission (CQC) to provide services at the 
following locations:

• Lincoln County Hospital (Acute Inpatient Beds, Maternity Unit, Emergency 
Department)

• Pilgrim Hospital Boston (Acute Inpatient Beds Maternity Unit, Emergency 
Department)

• Grantham District Hospital (Acute Inpatient Beds, Urgent Treatment Centre)

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

• County Hospital Louth

• John Coupland Hospital, Gainsborough

• Johnson Community Hospital, Spalding

• Skegness and District General Hospital.

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

The Trust provides a broad range of clinical services including community services, 
population-screening services, and a comprehensive range of planned and unscheduled 
secondary services. 
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Scope 
Other types of incident responses exist to deal with specific issues or concerns. Examples of 
such responses include complaints management, claims handling, human resources 
investigations into employment concerns, professional standards investigations, coroners’ 
inquests, or criminal investigations. The principle aims of each of these incident responses 
differ from the aims of a patient safety response and are outside the scope of this PSIRP.

Maternity services are considered as part of and inclusive of this patient safety incident 
response plan to ensure integration across the organisation and to promote shared learning in 
the widest sense. This ensures that all areas are included in the insight and improvement work 
associated with shared issues/challenges. Divisions and specialists’ areas are all encouraged 
to work together to support a collaborative and integrated approach.  

Patient safety incident response planning  - defining our 
profile
PSIRF sets no rules or thresholds to determine what needs to be learned to inform 
improvement apart from the National requirements (see Table 2). A full review of all types of 
patient safety incidents across the Lincolnshire Community and Hospitals Group has been 
completed to understand what opportunities to learn and improve and develop a truly 
representative PSIRP.

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

A weekly Patient Safety Response Planning Meeting, as a subgroup of Patient Safety 
Group, provides scrutiny and assurance that all aspects of patient safety incidents are being 
appropriately governed. This includes evidence that appropriate keys lines of enquiry are 
drafted and that lead investigators and family liaison officers are appointed to support and 
represent the patient/family/carer

As part of the review and planning around PSIRF there has been engagement with key 
stakeholders, both internal and external, and a review of data from a wide variety of sources 
to revise the safety profile. Using this approach has provided the opportunity to maximise 
learning and improvement and has facilitated the development of a Lincolnshire Community 
Hospitals Group Patient Safety Incident Response plan outlining local trust, group and 
national priorities. These priorities are detailed on page 18.
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Stakeholder engagement
Development of the very first PSIRP across group was led by representatives from the 
original PSIRF implementation team supported by system and ICB partners. A wide variety 
of internal and external stakeholders were consulted including Maternity Voice Partners and 
the LMNS.

A review of the first year of PSIRF was undertaken and local learning informed the planning  
for the updated Group PSIRP engagement events. This early review provided insight into 
progress and learning to date and an opportunity to explore continued implementation of this 
approach. Learning from this review informed the engagement event, data review and 
supported the change of focus and responsibilities in the day-to-day management and 
learning from patient safety events. 

A number of presentations have been delivered across the Group with a wide group of 
stakeholders to lead focused work around data and existing and emerging themes / 
priorities. 

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

Data Sources

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

A review of services across the group was undertaken based on the service codes set up in 
the Datix Risk Management system. Wider data sources were triangulated to look at themes 
/ trends and areas of focus and improvement already underway. This was then shared with 
Corporate and Operational divisions across the group to ensure that all services had been 
captured.  This approach sought to ensure that the shape and structure of the plan reflects 
the likely incidents that are experienced across Lincolnshire community and Hospitals group.

Patient safety data from April 2023 – March 2024 was reviewed which included (but not 
limited to)  the following data sources:

• Themed analysis of Datix Incident data 
• Patient Safety investigations (PSIIs)
• After Action reviews / Multi-disciplinary review
• Maternity investigations - including Maternity Incentive Scheme (NHS Resolution), 

Maternity and Newborn Safety Investigations programme (MNSI), Perinatal 
Mortality Review Tool, MBRRACE 

• Risks held on the risk register
• Key themes from clinical audit and case note reviews
• Key themes from claims
• Key themes from incidents raised with the Trust from the ICB (known as HPFs)
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• Issues identified from CQC inspections and other quality surveillance processes / 
visits

• Issues identified through safeguarding reviews
• Complaints / PALs data
• Themes arising from mortality/ learning from deaths and medical examiner reviews
• Patient experience data
• Nursing metric data
• Themes from safety climate surveys
• Themes from the Freedom to Speak Up Guardian feedback.
• Staff survey data
• Infection prevention and control data
• Learning from national inquiries (e.g. Ockenden) and the Core20PLUS5 programme 

(maternal health inequalities a top priority) to complement local safety intelligence.  

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

Cross-referencing the data from these various sources over the past year assisted with 
theming incidents and identification of an extensive list of incident types.  Further stakeholder 
engagement and analysis enabled identification of the Trust’s local priorities for focus as part 
of our PSIRP. It is recognised that there may be occasion to respond to an event that holds 
significant learning and that this is not within the priority list. The plan is a proactive 
mechanism to allocate resources to prioritise safety improvement, which aligns to the Group’s 
Patient Safety Incident Response policy. The approach outlines the process for reviewing all 
patient safety incidents including maternity specific events. For this reason, capacity has been 
identified for ad-hoc PSIIs and use of a variety of PSIRF tools to support the greatest learning 
and improvement opportunity. 

Patient Safety Data 
From all the initial data collated, information was grouped into a number of broad themes 
which formed the Group’s patient safety incident profile.  The themes were reflective of the 
range of services provided across both Trusts and under the Group portfolio and the types of 
incidents reported. These are shown in the Table 1 below: 

Table 1:
Themes
Palliative and End of Life / Respect 
Management of the Deteriorating patient 
Management of Sepsis
Transfer of care across the interface (internal and external)
Communication
Fluid Management
Medication Issues
Diabetic pathways
Clinical Ownership
Discharge Processes
Documentation
Referral Pathways / Communication Between Specialties
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Care of Vulnerable Patients
Frailty – identification of and management
Diagnostics
EPMA
Best Interest Decisions
Administrative Processes
Culture
Leadership development
Falls
Pressure Ulcers
Nutritional Needs
Children / Paediatric pathways
Speech and Language therapy
Delays in Appointments / Waiting Lists
Behaviour

Workshop were convened to discuss the outputs of the data. This scrutiny was led initially with 
wider stakeholders and a second to triangulate themes with existing improvement 
workstreams and identify priority areas that would generate the most learning as local Patient 
Safety Incident investigations (PSII).

Whilst the final list has been agreed it is recognised that this list is not fixed thereafter. Within 
our resource analysis, we have also established capacity for additional ad-hoc PSII, where a 
new risk emerges or learning, and improvement can be gained from investigation of a 
particular incident or theme.
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Defining our patient safety improvement profile

Lincolnshire Community and Hospitals Group has existing governance processes to ensure it 
gains insight from patient safety incidents and that this intelligence directly feeds into quality 
improvement activity. Consideration is also given to guidance and feedback from national and 
regional level NHS bodies, regulators, commissioners, partner providers and other key 
stakeholders to identify and define any wider quality improvement work.

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

Clinical and Corporate Care Groups across both arms of the Group are required to report to the 
PSG in order to monitor and measure patient safety activity across the organisations. The 
Patient Safety Group also provides assurance during the development of new safety 
improvement plans, following reviews undertaken within PSIRF, to ensure robust processes 
have been followed and requirements are met and are sufficient to improve patient safety in 
future.

Focus will be given to the development of safety improvement plans across the most significant 
incident types either those within national priorities, or those identified locally. We will remain 
flexible and consider improvement planning as required where a risk or patient safety issue 
emerges from our own ongoing internal or external insights. 
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Our patient safety incident response plan: national requirements

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

Specific patient safety incidents, incidents meeting the Never Events criteria (2018) and Deaths 
thought more likely than not due to problems in care i.e., incidents meeting the Learning from 
Deaths criteria will require a locally led Patient Safety Incident Investigation (PSII) to support 
learning and improvement. For other types of incidents which may affect certain groups of our 
patients, a PSII will also be required. These have been determined nationally, but this approach 
is endorsed within Lincolnshire Community and Hospitals group as it fits with our intention to 
learn and improve within a ‘just culture’. As well as PSII, some incident types require specific 
reporting and/or review processes to be followed.

For clarity, all types of incidents that have been nationally defined as requiring a specific 
response will be reviewed according to the suggested methods and are detailed in the table 
below. From our incident and resource analysis we estimate, due to the services we provide 
across the LCHG, we will complete approximately 32 PSII reviews where both local and 
national requirements have been met per annum.

Table 2 below sets out the local and national mandated responses. As LCHS and ULTH do not 
directly provide mental health or custodial services it is more likely that these incident types 
(8,9,10 and 11) will be led by a secondary participant rather than being led from within LCHG.

Table 2:

National Priority Required response Anticipated improvement 
route

1 Incidents meeting the Never 
Events criteria 2018

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

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

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

3 Patient safety incidents meeting 
the ‘Each Baby Counts’ and 
maternal deaths criteria for MNSI 
investigation:

• Intrapartum stillbirth: the 
baby was thought to be alive at 
the start of labour but was born 
showing no signs of life.  
• Early neonatal death: the 
baby died, from any cause, within 

Referred to Maternity and 
Newborn Safety 
Investigations Programme  
(MNSI) for independent 
patient safety incident 
investigation

Referral to MBRRACE 
where applicable 

Respond to recommendations 
as required and feed learning 
into safety profile planning and 
improvement priorities
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the first week of life (0 to 6 
days).  
• Potentially severe brain 
injury diagnosed in the first seven 
days of life and the baby was 
diagnosed with grade III hypoxic–
ischaemic encephalopathy; or 
was therapeutically cooled 
(active cooling only); or – had 
decreased central tone, was 
comatose and had seizures of 
any kind. 
• Maternal deaths: death 
while pregnant or within 42 days 
of the end of the pregnancy from 
any cause related to or 
aggravated by the pregnancy or 
its management, but not from 
accidental or incidental causes 
(excludes suicides).  

Perinatal Mortality Review 
Tool (PMRT )

See Appendix 1

4 Child Deaths Refer for Child Death 
Overview Panel review

Locally led PSII (or other 
response) may be 
required alongside the 
panel review

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

5 Deaths of persons with learning 
disabilities

Refer for Learning 
Disability Mortality Review 
(LeDeR)

Locally led PSII may be 
required alongside the 
LeDeR review.

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

6 Safeguarding incidents in which:

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

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

Refer to local authority 
safeguarding lead via 
named safeguarding lead

Internal stakeholders will 
contribute to domestic 
independent inquiries, joint 
targeted area inspections, 
child safeguarding practice 
reviews, domestic 

Respond to recommendations 
from external referred 
agency/organisation as 
required and feed actions into 
the quality improvement 
strategy
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The incident relates to FGM, 
Prevent (radicalisation to 
terrorism), modern slavery and 
human trafficking or domestic 
abuse/violence.

homicide reviews and any 
other safeguarding 
reviews (and inquiries) as 
required to do so by the 
local safeguarding 
partnership (for children) 
and the local safeguarding 
adults boards

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

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

See: Managing safety 
incidents in NHS screening 
programmes - GOV.UK 
(www.gov.uk)

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

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

Healthcare organisations 
must fully support these 
investigations where 
required to do so. 

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

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

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

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

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

Locally led PSII may be 
required with mental 

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

https://www.gov.uk/government/publications/managing-safety-incidents-in-nhs-screening-programmes?msclkid=3ed7eeecbbe011eca69e287393777fd1
https://www.gov.uk/government/publications/managing-safety-incidents-in-nhs-screening-programmes?msclkid=3ed7eeecbbe011eca69e287393777fd1
https://www.gov.uk/government/publications/managing-safety-incidents-in-nhs-screening-programmes?msclkid=3ed7eeecbbe011eca69e287393777fd1
https://www.gov.uk/government/publications/managing-safety-incidents-in-nhs-screening-programmes?msclkid=3ed7eeecbbe011eca69e287393777fd1
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health provider as lead 
and local participation if 
required

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

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

Perinatal mortality review tool (PMRT) – patient safety incidents aligned to this programme of 
work will continue to be reviewed in line with the PMRT process. If learning is indicated by the 
PMRT review the local PSIRF decision making process will be followed to determine, on a 
case by case basis, the most proportionate response to maximise learning for improvement. 
This will involve input from all those affected.
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Our patient safety incident response plan: local focus

PSIRF allows organisations to focus learning response resources on areas where improvement 
will have the greatest impact, based on their local incident profile and existing improvement work. 
Through analysis of our patient safety insights, based on the review of patient safety data and 
engagement meetings and workshops, it has been estimated that Lincolnshire Community and 
Hospitals Group will undertake no more than 32 patient safety incident investigations (PSII) 
over the next 12 months, 5 of which being locally defined projects (See Table 3 below). Of the 
5 locally defined priorities, 3 PSIIs will be focused across ‘Group’, 1 PSII focused in the 
community and 1 PSII focused in acute services. These selections reflect the breadth of 
services and patient pathways across the LCH Group and recognise the areas of focus 
required across both community and acute pathways of care. 

All other incidents will continue to be reviewed using alternative review methods which will be 
outlined later within this plan.  It is not the case that only the incidents identified for a PSII will 
get a review of care.  This includes ensuring that reviews of maternity / obstetric incidents are 
undertaken in line with CNST / Saving Babies Lives requirements.  

The breakdown of PSIIs is identified below in Table 3:

Criteria Number of PSIIs
Deaths meeting the level 3 learning from deaths criteria Estimating 18

Incidents meeting the Never Event Criteria Estimating 5

Locally defined projects 5

Allocation for issues identified in year Estimating 4

Total 32

The above calculation allows for decisions to be made in year to undertake a PSII outside of 
the locally defined projects if determined that the learning from the incident warrants this.  The 
detail of this process, how the incidents for the locally defined projects will be identified and the 
other review methods to be used will be outlined in the Group Patient Safety Incident Response 
Policy. The outcomes and learning from PSIIs will be used to inform patient safety improvement 
planning and work.
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Locally defined responses:
Table 4  demonstrates the criteria for selecting priorities for a PSII response:

Criteria Considerations

Potential for learning and 
improvement

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

• Likelihood of influencing: healthcare systems, professional 
practice, safety culture.

• Value: extent of overlap with other improvement work; 
adequacy of past actions.

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

Based on the analysis and selection criteria described above, local priorities for PSII have been 
set for the period 1st April 2025 to March 2026. The patient safety priorities were agreed through 
a wider representation of stakeholders across the Lincolnshire Community and Hospitals Group, 
Patient Safety Group, Group Leadership Team and Quality Committee in March 2025. 

The agreed priorities are outlined in Table 5 below:

Theme Key Theme Key Risks from Activity

1 Transfers of Care 
(between wards / 
departments / across both 
acute and community 
settings)

Group 
priority

Patient transfer internally and externally 
between departments and across the interface 
between acute and community settings has 
been identified as a theme. The underlying 
reasons for this are not fully understood.

2 Deteriorating Patient – 
focus on sepsis 
management and 
pathways.

Group 
priority

Identification of deterioration and signs of 
sepsis and immediate management continues 
to be on the top five incident categories.  The 
underlying factors for this and improvement 
actions required are not fully understood.

3 Speech and Language 
Therapy (SaLT)

Group 
priority

SaLT has been identified as a theme leading to 
potential patient harm/actual harm across the 
group. The full pathway around the delivery of 
SaLT needs to be understood further to 
support patient care needs.

4 Deteriorating Patient – 
focus on fluid 
management

Acute 
priority

Work has been undertaken to improve care in 
relation to fluid management however, 
themesare still being reported in relation to this 
area.  Underlying reasons for this are not yet 
understood and there are further opportunities 
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for learning and improvement to improve 
patient safety.

5 Medication – transfer of 
medication

Community 
priority

Review of the data has identified a theme 
regarding transfer of medication and medicines 
management between care providers resulting 
in omitted, duplicated or wrong dose medicines 
administration leading to harm for patients. The 
systemic reasons and the opportunity for 
improvement actions are not fully understood.  

Additionally, Infection Prevention and Control (IPC) incidents that compromise patient safety for 
example amputation consequential to sepsis, death due to C.Difficile, MRSA/MSSA 
bacteraemia, and Legionnaires disease outbreak will be subjected to a PSII for a learning 
response as per the devised IPC PSIRF matrix document. 

Alongside the mandated PSII response (for Never Events, deaths assessed due to problems in 
care) will be undertaken where there is the potential for greatest learning and improvement, 
where it is perceived, there is opportunity for increased knowledge or insight of systems 
influence. 

All incidents not meeting the PSII criteria will be managed at a local level via the use of the 
Learning from Patient Safety Events (LfPSE) within the Datix reporting system with ongoing 
thematic analysis via our existing Group assurance processes which may lead to new or 
supplement existing improvement work. Further information on this and the Duty of Candour 
principles can be found in the Group Incident Management Policy and the Group Duty of 
Candour Policy.

Timescales for PSIIs
Where a PSII is required (as defined in this plan for both local and national priorities), the 
investigation will start as soon as possible after the patient safety event is identified. PSII’s will 
normally be completed within one to three months of their start date however, in exceptional 
circumstances, a longer timeframe may be required for completion of a PSII. In this case, any 
extended timeframe will be agreed between ULHT and the patient/family/carer. 

No PSII should take longer than six months. A balance will be drawn between conducting a 
thorough PSII, the impact that extended timescales can have on those involved in the incident, 
and the risk that delayed findings may adversely affect safety or require further checks to 
ensure they remain relevant. Where the processes of external bodies delay access to 
information for longer than six months, a completed PSII can be reviewed to determine whether 
new information indicates the need for further investigation. 

Patient Safety Reviews
Other types of response exist to deal with specific issues or concerns. Examples of such 
responses include complaints management, claims handling, human resource investigations 
into employment concerns, professional standards investigations, coroner inquests or criminal 
investigations. The principle aims of each of these responses differ from the aims of a patient 
safety response and are outside the scope of this plan. 
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For any incident not meeting the PSII criteria, or any other incident, different review techniques 
can be adopted, depending on the intended aim and required outcome as reflected below:

Patient Safety Review 
type

Methods Objective

Initial safety 
review (ISR)

To take urgent measures to address serious 
and imminent:

a. Discomfort, injury, or threat to life
b. Damage to equipment or the 

environment.

Incident recovery

Risk Assessment To assess the likelihood and severity of 
identified hazards in order that risks can be 
determined, prioritised and control measures 
apply.

Debrief To conduct a post incident review as a team 
by discussing and answering a series of 
questions.

Safety Huddle – 
Proactive and 
reactive

A short multidisciplinary briefing, held at a set 
time and place and informed by visual 
feedback of data to:

• Improve situational awareness
• Focus on the patients most at risk
• Share understanding of the day’s focus 

and priorities
• Agree actions
• Enhance teamwork through 

communication and collaborative 
problem-solving

• Celebrate successes in reducing harm.
After Action 
Review (AAR)

A structured, facilitated discussion of an 
incident or event to identify:

• What was expected to happen?
• What happened?
• Why was there a difference between 

what was expected and what 
happened?

• What are the lessons that can be 
learnt?

Team Review 

Multi-disciplinary 
team (MDT)

A structured discussion to identify learning 
from multiple patient safety incidents 
(including incidents were multiple patients 
were harmed or where there are similar types 
of incidents). Examples include:

• delayed recognition of deteriorating 
patients

• medication errors
• admission or discharge-related safety 

events
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Perinatal Mortality 
Review Tool 
(PMRT)

Systematic, multidisciplinary, high-quality 
audit and review to determine the 
circumstances and care leading up to and 
surrounding each still birth and neonatal 
death, and the deaths of babies in the post-
neonatal period having received neonatal 
care. 

Atain Review Tool Joint review by maternity and neonatal 
services to identify learning points to care 
provision and improve understanding of 
potential areas of suboptimal care.

Structured 
Judgement 
Review (SJR)

To determine whether there were any 
problems with the care provided to a patient 
by a service. 

Specialised 
Reviews

For example, falls, pressure ulcers, IPC          
reviews.

Systematic Reviews

To determine:
• The 

circumstances 
and care 
leading up to 
and 
surrounding 
the incident.

• Whether there 
were any 
problems with 
the care 
provided to 
the patient 

Thematic Review A themed review may be useful in 
understanding common links, themes, or 
issues within a cluster of investigations or 
incidents for example, pressure ulcers, 
deteriorating patient, post-partum 
haemorrhage, 3rd and 4th degree tears. 

Monitoring Audit Regular review to improve the quality of care 
by evaluating delivered care against 
standards. Can be observational or include 
documentation review (or both).

PSIRF is changing the way the NHS embraces patient safety, moving away from a focus on 
individual incident investigations conducted under the Serious Incident Framework (SIF) 
(2015). Under SIF the NHS has extensively investigated themes such as Pressure Ulcers with 
minimal quality improvement or reduction in numbers reported, the transition to PSIRF will 
facilitate thematic AAR and cross-reference the themes/trends to provide a more 
comprehensive look at system improvement with a holistic review of safety across the 
organisation for increased learning opportunities and review areas of Patient Safety not 
previously explored.

A Human Factors systems-based approach to learn from incidents, ensure a positive ‘Just 
Culture’ is applied for staff involvement alongside capturing patient and family engagement 
within the review process.  The outcomes are used to inform patient safety improvement 
planning and work going forward.

The intelligence collated from the AAR, MDTs and PSII will be discussed at a local level with 
ongoing thematic analysis via existing assurance processes. The thematic action outcomes will 
contribute to the development of an overarching improvement plan for said ‘theme’ for example 
pressure ulcers; the improvement plan will incorporate the SMART criteria. The use of the 
SMART criteria will guide objective/goal setting by being specific, measurable, achievable, 
relevant and time related.

The learning outcomes will be shared across the Group via the following but not limited to these 
methods: Safety Bulletin, Lessons Learned Library, 7-minute briefing, weekly comm’s bulletin, 
Group Intranet, local Divisional Governance Groups and best practice forums.
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Duty Of Candour
Priorities for ‘being open’ conversations and Duty of Candour include:

• All patient safety incidents leading to moderate harm or above.
• All incidents for which an investigation is undertaken.

Reference is made to the Group Policy around Duty of Candour.

Reviewing our PSIRP and policy 

The patient safety incident response plan is a ‘living document’ that will be appropriately 
amended and updated to respond to patient safety incidents. The plan will be reviewed every 
12 months to ensure the focus remains up to date; as such it is expected that the PSIRP will 
continue to evolve over time. This will also provide an opportunity to re-engage with 
stakeholders to discuss and agree any changes made in the previous 12 months. 

Updated plans will be published on individual Trust websites, replacing the previous version.  

An annual review will be undertaken and more frequently if appropriate (as agreed with our 
integrated care board (ICB)) to ensure efforts continue to be balanced between learning and 
improvement. This more in-depth review will include reviewing our response capacity, mapping 
our services, a wide review of organisational data (for example, patient safety incident 
investigation (PSII) reports, improvement plans, complaints, claims, staff survey results, 
inequalities data, and reporting data) and wider stakeholder engagement feedback.
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Glossary:

PSII - Patient Safety Incident Investigation 

PSIIs are conducted to identify underlying system factors that contributed to an incident. 
These findings are then used to identify effective, sustainable improvements by combining 
learning across multiple patient safety incident investigations and other responses into a 
similar incident type. Recommendations and improvement plans are then designed to 
address those system factors and help deliver safer care for our patients effectively and 
sustainably.

PSIRP - Patient Safety Incident Response Plan 

Our local plan sets out how we will carry out the PSIRF locally including our list of local 
priorities. These have been developed through a coproduction approach with the divisions 
and specialist risk leads supported by analysis of local data.

PSIRF - Patient Safety Incident Response Framework 

Building on evidence gathered and wider industry best-practice, the PSIRF is designed to 
enable a risk-based approach to responding to patient safety incidents, prioritising support 
for those affected, effectively analysing incidents, and sustainably reducing future risk. 

AAR – After Action Review 

A method of evaluation that is used when outcomes of an activity or event have been 
particularly successful or unsuccessful. It aims to capture learning from these to identify the 
opportunities to improve and increase to occasions where success occurs. 

PSA – Patient Safety Audit 

A review of a series of cases (of the same incident type) using clinical audit methodology to 
identify where there is an opportunity to improve and more consistently achieve the required 
standards (e.g., in a policy or guideline). 

PMRT - Perinatal Mortality Review Tool 

Developed through a collaboration led by MBRRACE-UK with user and parent involvement, 
the PMRT ensures systematic, multidisciplinary, high-quality reviews of the circumstances 
and care leading up to and surrounding each stillbirth and neonatal death, and the deaths of 
babies who die in the post-neonatal period having received neonatal care. 

Perinatal Mortality Review Tool | PMRT | NPEU (ox.ac.uk)

MNSI – Maternity and Newborn Safety Investigations

The Maternity and Newborn Safety Investigations (MNSI) programme investigates certain 
cases of early neonatal deaths, intrapartum stillbirths and severe brain injury in babies born 
at term following labour in England, maternal deaths in England. 

https://www.mnsi.org.uk/our-investigations

https://www.npeu.ox.ac.uk/pmrt
https://www.mnsi.org.uk/our-investigations
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SJR - Structured Judgement Review 

Developed by the Royal College of Physicians as part of the National quality board national 
guidance on learning from deaths; the SJR blends traditional, clinical judgement-based 
review methods with a standard format. This approach requires reviewers to make safety 
and quality judgements over phases of care, to make explicit written comments about care 
for each phase, and to score care for each phase.

nqb-national-guidance-learning-from-deaths.pdf (england.nhs.uk)

Never Event 

Patient safety incidents that are wholly preventable where guidance or safety 
recommendations that provide strong systemic protective barriers are available at a national 
level and have been implemented by healthcare providers.

https://improvement.nhs.uk/documents/2266/Never_Events_list_2018_FINAL_v5.pdf

Deaths thought more likely than not due to problems in care. 

Incidents that meet the ‘Learning from Deaths’ (LfD) criteria. Deaths clinically assessed as 
more likely than not due to problems in care - using a recognised method of case note 
review, conducted by a clinical specialist not involved in the patient’s care, and conducted 
either as part of a local LfD plan or following reported concerns about care or service 
delivery. 

https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-national-guidance-
learning-from-deaths.pdf

https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-national-guidance-learning-from-deaths.pdf
https://improvement.nhs.uk/documents/2266/Never_Events_list_2018_FINAL_v5.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-national-guidance-learning-from-deaths.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-national-guidance-learning-from-deaths.pdf
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Appendix 1: National requirements for patient safety incident 
response in maternity
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Appendix 2: Equality and Health Inequality Impact Assessment 
Tool 
This tool has been developed by the Equality, Diversity and Inclusion Leads for use in the 
NHS Provider organisations in Lincolnshire. The tool is designed to ensure due regard is 
demonstrated to the Equality Act 2010, the Public Sector Equality Duty and potential health 
inequalities are also identified and addressed (as outlined in the Health and Social Care 
Act). Please complete all sections below. Instructions are in bold Email for all 
correspondence: email to  lhnt.edifirst@nhs.net

Patient Safety Incident Response Plan

Description of activity Patient Safety Incident response plan. 
The framework represents a significant shift in the way the 
NHS responds to patient safety incidents and is a major 
step towards establishing a safety management system 
across the NHS. It is a key part of the NHS patient safety 
strategy.
The PSIRF supports the development and maintenance of 
an effective patient safety incident response system that 
integrates four key aims:
Compassionate engagement and involvement of those 
affected by patient safety incidents.
Application of a range of system-based approached to 
learning from patient safety incidents.
Considered and proportionate responses to patient safety 
incidents
Supportive oversight focused on strengthening response 
system functioning and improvement

Type of change Updated PSIRP 
New PSIRP across Lincolnshire Community and Hospitals 
Group

Form completed by Lorna Adlington
Date decision discussed & 
agreed
Who is this likely to affect? Service users  X Staff   X Wider Community  □

If you have ticked one or more of the above, please detail in 
section B1, in what manner you believe they will be 
affected.

mailto:lhnt.edifirst@nhs.net


LCHG Patient safety incident response plan
Page 27 of 28

Equality Impact Assessment 

Complete the following to show  equality impact assessment considerations of the decision 
making to ensure equity of access and to eliminate harm or discrimination for any of the 
protected characteristics: age, disability, gender reassignment, marriage and civil 
partnership, pregnancy and maternity, race, religion or belief, sex, sexual orientation.  
Further, please consider other population groups which are at risk of health inequality and 
can include, but not be limited to, people who are; living in poverty / deprivation, 
geographically isolated (e.g., rural), carers, armed forces, migrants, homeless, asylum 
seekers/refugees, surviving abuse, in stigmatised occupations (e.g., sex workers), use 
substances etc.

Please ensure you consider the connections (intersectionality) between the protected 
characteristics and population groups at risk of health inequality (e.g., it is recognised that 
older men from a BAME background, with one or more comorbidities and living in 
deprivation are more at risk of a poorer outcome if they contract CV-19).

(Below must be table paragraph)

How does this activity / 
decision impact on protected 
or vulnerable groups? (e. g. 
their ability to access services 
/ employment and understand 
any changes?) 
Please ensure you capture 
expected positive and 
negative impacts.

It will provide our people and our patients with a greater 
opportunity to be involved in patient safety learning 
events and contribute to learning and improvement.
Greater focus on a just culture with emphasis on learning 
and improvement, quality driven care and services. The 
framework will support staff and ensure awareness of 
expectations. 

The patient voice is clear in all aspects of patient safety 
learning.

What data has been/ do you 
need to consider as part of 
this assessment? What is this 
showing/ telling you?  

Duty of Candour, patient feedback, staff feedback.
Greater emphasis on the role of all stakeholders as part 
of feedback and learning.

Risks and Mitigations 

What actions can be taken 
to reduce / mitigate any 
negative impacts? (If none, 
please state.)

None

What data / information do 
you have to monitor the 

To include but not exhaustive:
• Incidents and incident trends

https://www.equalityhumanrights.com/en/advice-and-guidance/age-discrimination
https://www.equalityhumanrights.com/en/advice-and-guidance/disability-discrimination
https://www.equalityhumanrights.com/en/advice-and-guidance/gender-reassignment-discrimination
https://www.equalityhumanrights.com/en/advice-and-guidance/marriage-and-civil-partnership-discrimination
https://www.equalityhumanrights.com/en/advice-and-guidance/marriage-and-civil-partnership-discrimination
https://www.equalityhumanrights.com/en/our-work/managing-pregnancy-and-maternity-workplace
https://www.equalityhumanrights.com/en/advice-and-guidance/race-discrimination
https://www.equalityhumanrights.com/en/advice-and-guidance/religion-or-belief-discrimination
https://www.equalityhumanrights.com/en/advice-and-guidance/sex-discrimination
https://www.equalityhumanrights.com/en/advice-and-guidance/sexual-orientation-discrimination
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impact of the decision? • Complaints data
• Available clinical outcomes 
• Patient stories
• Patient survey feedback (including Friends and Family 
Test)
• Soft intelligence via available clinical or patient forums
• Adherence to available NICE guidance
• External inspection outcomes and ratings

Decision/Accountable Persons 

Endorsement to proceed? Yes / No Delete as appropriate and add detail or rationale 

Any further actions 
required?

e.g., risk to be added to the risk register or capturing in local 
action log etc.

Name & job title 
accountable decision 
makers
Date of decision

Date for review Please note: the equality impact assessment is a ‘live’ 
document and must be reviewed regularly / when any 
significant change occurs.



Annual Report to the Trust Board from the Quality Governance Committee 
2024/25

 
ROLE OF THE COMMITTEE 

In 2024/25, in line with all other Committees of the Board, the Terms of Reference 
were reviewed, amended.  Under the agreed terms of reference, the Quality 
Committee was tasked as follows: 

The Quality Committee will:

• Ensure that there are robust processes in place for the effective management 
of clinical governance, quality and risk.

• Ensure that there are effective structures in place to support clinical 
governance and that these structures operate effectively and that action is 
taken to address areas of concern.

• Through the receipt of upward reports from the reporting groups, have 
oversight and scrutiny of the functions for which they have delegated 
responsibility from the Quality Committee.

• Agree a set of Key Performance Indicators to be presented in the Committee 
Performance Dashboards monthly with exception reporting as the norm.

• Use outcome measures to demonstrate continuous improvement.
• Consider the control and mitigation of quality related risks and provide 

assurance to the Boards that such risks are being effectively controlled and 
managed in line with the Trusts’ risk appetite statements.   Whilst the 
committee’s remit covers all of the Trusts services, the committee has a 
specific oversight role in relation to the quality & safety of United Lincolnshire 
Hospitals Trust’s maternity services (reference: Ockenden).

• Review and provide assurance on those strategic objectives within the 
respective Board Assurance Frameworks, identified as the responsibility of 
the committee seeking where necessary further action.

• Provide assurance to the Boards that all legal and regulatory requirements 
relating to quality are met, including directives, regulations, national 
standards, policies, reports, reviews and best practice.

• Review & challenge the annual Quality Accounts ensuring they are a 
balanced and accurate reflection of both Trusts position. 

• Approve and monitor the annual clinical audit plans.
• Monitor the implementation of agreed action plans in relation to all major 

internal reviews and all external reviews within the remit of the Quality 
Committee.



• Ensure that there is sufficient time on the agenda to allow for strategic 
discussion items on areas of responsibility of the committee and to include 
horizon scanning on the current and future environment.

MEETINGS 

The Committee met monthly during the year and after each meeting provided an 
assurance report to the Trust Board.

During the year, to enable the Committee to support the development of the Quality 
Committee in Common, meeting durations were shortened to 1 hour.  The 
Committee continued to deliver a full agenda through the submission of questions, 
by Committee members, ahead of the meeting which were responded to during the 
meeting.

MEMBERSHIP AND ATTENDANCE

The Committee is appointed by the Board from amongst the Non-Executive Directors 
of the Trust.  During 2024/25 the Committee was chaired by Mr Jim Connolly.

Details of the Committee’s membership and attendance during 2024/25 is set out 
below: 
The members of the Committee are:

• Non-Executive Director – Chair
• Non-Executive Director – Deputy Chair (Maternity and Neonatal Safety 

Champion)
• Non-Executive Director (LCHS)
• Non-Executive Director (ULHT)
• Associate Non-Executive Director (ULHT)
• Group Chief Nursing Officer (CQC Nominated Individual, Lead Director for 

Safeguarding)
• Group Chief Medical Officer (Accountable Officer for Controlled Drugs, DIPC)
• Group Chief Operating Officer 
• Group Chief Integration Officer
• Group Chief Clinical Governance Officer

Changes to the membership during the course of the year are detailed in the below 
table.

Voting Members 24 
Apr
2024

21 
May 
2024

18 
Jun 
2024

23 
Jul 
2024

20 
Aug 
2024

17 
Sept 
2024

22 
Oct 
2024

19 
Nov 
2024

17 
Dec 
2024

21 
Jan 
2025

18 
Feb 
2025

18 
Mar 
2025

Non-Executive 
Director (Mr 
Connolly, Chair)

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



A denotes Apologies given
D denotes Deputy in attendance
X denotes attendance

External members including representation from the Integrated Care Board also 
attend the Committee to provide external challenge and review and Patient Safety 
Partners are routine attendees of the Committee to provide additional challenge and 
review.

Colleagues are co-opted onto the Committee to offer expert opinion and assurance 
when required, such as the Deputy Director of Safeguarding, Head of Patient 
Experience and Director of Midwifery.

REVIEW OF BUSINESS

The Quality Committee followed a programme of work for the 2024/25 year. 

Non-Executive 
Director (Mrs 
Brown)

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

Non-Executive 
Director (Dr 
Gibson)

X A X X

Non-Executive 
Director, LCHS 
(Miss Shadlock)

X X X X X X A

Associate Non-
Executive Director 
(Mrs Wells)

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

Executive Director 
of Nursing/Group 
Chief Nurse

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

Group Chief 
Medical Officer

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

Chief Operating 
Officer/Group Chief 
Operating Officer

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

Group Chief 
Integration Officer 

X D X D A X X D

Director of Clinical 
Governance/Group 
Chief Clinical 
Governance 
Officer

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



The Quality Committee has been responsible for the oversight of the following 
strategic objectives of the Trust in 2024/25:

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

• Objective 1b – Improve patient experience 
• Objective 1c – Improve clinical outcomes
• Objective 1d – Deliver clinically led integrated services
• Objective 5b – Co-create a personalised care approach to integrate services 

for our population that are accessible and responsive 
• Objective 5d – Transform key clinical pathways across the group resulting in 

improved clinical outcomes

During 2024/25 the Committee has utilised the Board Assurance Framework to 
provide focus to the meetings and ensure alignment of the agenda to the elements of 
the BAF.  The strategic objectives at the beginning of the year were rated as follows:

LCHS
Objective 1a – GREEN
Objective 1b – GREEN
Objective 1c – GREEN
Objective 1d – UNRATED
Objective 5b – UNRATED
Objective 5d – UNRATED

ULTH
Objective 1a – GREEN
Objective 1b – GREEN
Objective 1c – GREEN
Objective 1d – UNRATED
Objective 5b – UNRATED
Objective 5d – UNRATED

Through the year the Committee continued to receive reports offering assurance 
against the strategic objectives resulting in the objectives continuing to be rated as 
follows at the end of the year:

LCHS
Objective 1a – GREEN
Objective 1b – AMBER
Objective 1c – GREEN
Objective 1d – UNRATED
Objective 5b – UNRATED
Objective 5d – UNRATED

ULTH
Objective 1a – GREEN



Objective 1b – AMBER
Objective 1c – GREEN
Objective 1d – UNRATED
Objective 5b – UNRATED
Objective 5d – UNRATED

Whilst objectives 1d, 5b and 5d remained unrated during the year this was due to the 
Committee care taking the objectives whilst the Integration Committee was 
established.  The Integration Committee was established in December 2024, at 
which point the objectives were moved to the Committee.

OVERVIEW

The Quality Committee has continued to, over the last twelve months, improve the 
assurance it can give to the Board that there is an effective system of quality 
governance and internal control across the clinical activities of the Trust.  The 
Committee has reported its progress to the Board through upward assurance 
reports, reporting progress against the delivery of the work plan, as defined by the 
terms of reference through this annual report.

The Committee continues to receive monthly assurance/exception reports from the 
reporting groups offering assurance on effective quality governance across the 
Group.  

The reporting groups are:
• Patient Safety Group
• Patient Experience and Involvement Group 
• Clinical Effectiveness Group
• Maternity and Neonatal Oversight Group

Patient stories continued to be received by the Committee demonstrating the 
commitment of the Group to deliver the best patient care and on occasions when we 
did not get it right and there was evidence of learning and service improvements 
made.

The Committee has been well attended by members during the year with members 
coopted to the Committee as required to provide further insight into areas for 
consideration. On a bi-monthly basis the Director of Midwifery attended the 
Committee to present updates in respect of Maternity and Neonatal services to 
support the Clinical Negligence Scheme for Trusts (CNST) submissions and 
achievement.

The Chair and Executive Leads meet monthly to agree the forthcoming committee 
agenda in line with the work programme.

Key areas of focus of the Committee have included:



• CQC Inspection reports and outcomes
• Mortality
• Harm Reviews
• Never Events
• Patient Safety Incident Framework
• Infection, Prevention and Control
• CNST Maternity Scheme
• Maternity and Neonatal 
• Medicines management
• Safeguarding arrangements including looked after children
• Palliative and End of Life Care
• Patient Experience

The Committee continued to have a focus on Maternity and Neonatal services with 
the Maternity and Neonatal Oversight Group continuing to be attended by the Non-
Executive Director Maternity Safety Champion which offers greater assurance to the 
Committee and Board.  There had also been national recognition, during the year, of 
the improvements and achievements of the service.

Detailed upward reports and supporting documents continued to be received by the 
Committee in line with reporting from the Group with reports offered to the Board, 
alongside supporting documents where necessary to provide evidence to the CNST 
submissions.  

During the course of the year assurances continued to be received in respect of 
Infection Prevention and Control with the Committee recognising the increases in 
communicable diseases during the year.  There was reflection of the Clostridium 
Difficile position that, whilst this reported slightly above trajectory, there had been 
significant increases in the national position, which were believed to be as a result of 
increased antibiotic usage.

The Committee continued to receive a lack of assurance in respect to Medicines 
Management and received a number of focussed discussions in this area in order to 
gain further assurances.  A number of actions were in place to address ongoing 
concerns. 

Significant progress on internal audit recommendations was seen with the closure of 
all outstanding audit recommendations achieved in year and the Committee had 
received regular reporting in respect of the Group Policy documents due to the need 
to address the position of overdue policy documents in place.  

During the course of the year the Clinical Effectiveness Group continued to make 
progress with both local and national audit achievement alongside improved 
assurances being offered to the Committee.  



Risks 
The BAF and Corporate risk register have been updated and reviewed at the 
Committee on a monthly basis identifying where updates have been required based 
on assurances received at the Committee.

Performance Review 
The Committee reviews performance against the agreed quality Key Performance 
Indicators and the actions being taken to recover where necessary.  The KPIs 
monitored by the Committee cover harm free care, improving patient experience and 
effective use of resource.

The Committee have actively ensured that the KPIs requiring monitoring by the 
Committee were reported.  At each of the meetings during 2024/25 the Committee 
considered all aspects of the performance report and were able to identify and seek 
further assurance on KPIs where concerns were identified.  The Committee noted 
the positive position during the year in respect of Summary Hospital Mortality 
Indicator (SHMI) and Hospital Standardised Mortality Ratio (HSMR) performance. 

During 2024/25 the Committee was pleased to note the introduction of the Patient 
Safety Incident Response Framework to LCHS, following the implementation at 
ULTH during the 2023/24 year.  

Due to the progress in respect of the CQC Action plan, during the year reporting 
developed to a CQC Assurance report received on a quarterly basis with a focus on 
proactive evidence gathering. 

Due to concerns noted in respect of Looked After Children the Committee requested 
regular reports to ensure that oversight was maintained on the position with 
reassurance being received.  During the year it was noted that additional 
appointments were made to the workforce in order to address areas of concern.  
Recruitment to these roles was achieved in the later part of the year with an 
expectation of improvements being seen during the first quarter of the 2025/26 year.

Where the Committee identified areas further assurance was required, focused 
discussions were held or scheduled to be received through the work programme.  
The focused discussion areas included:

• Pressure ulcers
• Human Factors
• Pharmacy/Medicines Management
• Deteriorating Patients
• Falls
• Diabetes/DKA
• Clinical Harm
• End of Life Care
• Treatment Escalation Spaces



During 2024/25 referrals between the Board Committees were made in order to 
ensure that where necessary additional assurances were sought from the relevant 
responsible Committee in areas where responsibility for assurance extended beyond 
the remit of a single committee.  A number of referrals to the Committee and from 
the Committee were made during the year offering opportunities for the Quality 
Committee to seek further assurances.

The Quality Committee is an essential element of the Group’s corporate governance 
structure.  It works closely with the Audit Committee and the Chair of the Quality 
Committee is also a member of the Audit Committee.  The Committee received all 
internal audits relevant to its remit for consideration of the actions and oversight of 
the completion of these.



Finance and Performance Committee 
Upward Report 
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Meeting Lincolnshire Community and Hospitals Group 
Board Meeting

Date of Meeting 6 May 2025
Item Number 8.2

Finance Committee Upward Report of the meeting held on 20 March 
2025

Accountable Director Paul Antunes-Goncalves, Group Chief 
Finance Officer

Presented by Dani Cecchini, Finance 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 

Finance Committee

Purpose

This report summarises the assurances received, and key decisions made by the 
Finance 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 2024/25 objectives for 
the Lincolnshire Community and Hospitals NHS Group (LCHG) and was attended by 
both ULTH and LCHS colleagues.

Due to the annual planning commitments across the Group the meeting worked to a 
reduce time and agenda receiving escalation reports only.

Upward Report

Escalation reports including:
• Objective 3a Deliver financially sustainable healthcare, making best use 

of resources
• Objectives 3c A modern, clean and fit for purpose environment across 

the Group
• Objectives 3d, 3e and 3f Reduce waits for patients who require urgent 

care, cancer and diagnostics to constitutional standards
• Objective 3g Reducing unwarranted variation in community service 

delivery and ensure we meet all constitutional standards – LCHS
• Objective 4d Enhanced data and digital capabilities
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The Committee received the escalation reports with assurance noting the 
allocation of an additional £25m of surge funding, of which £21m had been 
applied to ULTH, and was cash backed, therefore improving the cash 
position, removing the needs for external cash support.

The Group deficit position was reported as £15.8m, adverse to plan, as a 
result of the additional funding.  

Progress was noted in respect of Cost Improvement Programmes (CIP) and 
stabilisation of the pay position in whole time equivalents with oversight of this 
through the Performance Review Meetings.

There had been no additional capital monies available to the Group at the end 
of the year however the Group was in a position to progress at pace, a 
number of schemes, should funding become available.

There was recognition of the challenges in the 2025/26 year in respect of the 
required savings with the Group undertaking planning and identifying CIP for 
the year.  

Assurance in respect of other areas

Board Assurance Framework 2024/25
The Committee received the Board Assurance Framework for information. 

Risk Report
The Committee received the joint report for information.  

Issues where assurance remains outstanding for escalation to the Board

No escalations required.

Items referred to other Committees for Assurance

No items for referral.
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Attendance Summary for rolling 12-month period

X in attendance 
A apologies given 
D deputy attended

Voting Members A M J J A S O N D J F M
Dani Cecchini Non-Executive Director 
(Chair)

X X X X X

Sarah Buik, Associate Non-Executive 
Director

X X X X X

Ian Orrell, Associate Non-Executive 
Director

X X A X X

Paul Antunes-Goncalves, Group Chief 
Finance Officer

X X X X X

Caroline Landon, Chief Operating Officer, 
ULHT/LCHS

D X D X X

Daren Fradgley, Group Chief Integration 
Officer

D X X X D

Mike Parkhill, Group Chief Estates and 
Facilities Officer

X X X X X
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Meeting Lincolnshire Community and Hospitals Group 
Board Meeting

Date of Meeting 6 May 2025
Item Number 8.2

Finance Committee Upward Report of the meeting held on 22 April 
2025

Accountable Director Paul Antunes-Goncalves, Group Chief 
Finance Officer

Presented by Dani Cecchini, Finance 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 

Finance 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 1d Reduce waiting times for our patients

Operational Performance Report – ULTH/LCHS and Committee 
Performance Dashboard
The Committee received the reports with assurance noting from a ULTH 
perspective that there had been an increase in demand within the emergency 
departments, despite this strong performance was achieved with significant 
improvements in patients waiting 12-hours in the departments and ambulance 
handovers.  

Zero 52-week waits had been achieved, and 65-weeks had been achieved 
against trajectory with those remaining due to patient choice.  There had been 
a reduction in performance in respect of cancer services for faster diagnosis 
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standard and 62-day performance, driven by the backlog from the Christmas 
period however early indications were that this would recover in March.

Diagnostic performance continued to be challenging particularly for DEXA, 
audiology and non-obstetric ultrasound.  Community Diagnostic Centre 
performance was delivering in a number of modalities however patient choice 
was impacting on activity levels.  

The Committee noted the LCHS operational performance with a rise in patient 
incidents however this remained low with the Quality Committee considering 
the position.  It was recognised that care hours per patient day would become 
a new productivity measure and work was ongoing in respect of discharge 
summaries and readmission rates with no discharge summary, which would 
begin to resolve with the introductions of the new electronic patient records.

The length of stay in community beds was inconsistent due to mixed 
occupancy, this resulted in an average length of stay of 21 days with a 
trajectory to reduce to 14 days.

Community Waiting Lists (CWL) were now being reported, and it was noted 
that there were a number of pathways which required review to ensure these 
were appropriate as there were a number of disconnected pathways.

Urgent Treatment Centre (UTC) activity was increasing due to the life and 
limb project with work also required to support access to services for patients 
through non-collocated UTCs.  

A deep dive was requested by the Committee into a number of LCHS 
performance areas where gold standard targets had been set, to better 
understand performance against an appropriate trajectory. 

The Committee noted the ongoing development of the integrated performance 
report for the Group which would present the top risks and offer an interactive 
dashboard as well as a pictorial view of the areas of focus.

Assurance in respect of Objective 1c Improve productivity and deliver financial 
sustainability

Finance Report inc CIP, Capital, PLICS Q3 and CRIG
The Committee received the report with assurance noting the year end 
position of an £18.2m deficit across the Group with an £18.3m deficit in ULTH 
and a £0.1m surplus in LCHS.  The Committee noted that the position was 
£11.3m adverse to plan but within the revised control total agreed with NHS 
England.

The Cost Improvement Programme (CIP) was noted to have fully delivered at 
£47.1m and there had been full delivery of the capital programme at £93.3m 
with significant spend seen in month 12.  The Cash position at month 12 was 
reported at £46.3m and was a combination of capital and revenue cash.  
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There was recognition of the discretionary spend controls introduced in March 
2025 in line with recovery actions and it was noted that the new process had 
been challenging.  In response to the national requirement to reduce 
corporate growth, a formal return is required to be submitted at the end of 
May.

Better Payment Practice Code was noted as challenging due to the cash 
position however this had improved in month 12.

The Committee received the Patient Level Information Costing Submission 
(PLCIS) report for quarter 3, noting the position and the data that 
demonstrated where issues were and provided the ability to focus on 
productivity plans and enabled triangulation to the efficiency programme.

The Committee recognised the overall positive position, despite the reported 
deficit, and noted the ongoing efforts to address the financial position in the 
coming year.  It was noted that the phasing of the CIP would be key to 
delivering our plan with additional resource support for delivery.

2024/25 National Cost Collection Pre-submissions report
The Committee received the report noting the timeline for the submission with 
a request to the Board to approve delegated authority to the Committee for 
approval of the final submission for both LCHS and ULTH.

It was noted that the guidance had been received at the beginning of March 
with the submission winder opening in early June and closing a month later.  
The intention was to submit on 27 June with work required in respect of 
validation.

Productivity Plans
The Committee received the report noting the development of the Productivity, 
Improvement and Transformation Oversight Forum (PITOF) that would 
provide oversight and hold colleagues to account for delivery.  

Whilst it was recognised that the group and the work remained 
underdevelopment the Committee noted the clear direction of travel with high 
quality data within the dashboard.  

There was recognition that, through the reporting function being developed, 
any programmes starting to move off plan, would quickly be identified.  

2025/26 Update on Cost Improvement Productivity and Efficiency Plan 
The Committee received the report noting the focus that had been given to 
planning in recent weeks with assurance provided on the progress that had 
been made in respect of the 2025/26 plan.

It was noted that the process for monitoring, measuring and supporting 
delivery was being worked through with the intention to create a dashboard 
that would offer real time reporting.  



5

The Committee noted the target of £79.3m CIP, of which £71.5m had been 
identified to date.  Further work was being undertaken to close the gap 
however the Committee recognised the positive position of the Group at the 
start of the year.

Concern was noted however in respect of appropriate levels of support to 
ensure delivery.  There was recognition of the plans being phased to ensure 
support was in place.

Assurance in respect of Objective 1d Provide modern, clean and fit for 
purpose care settings 

Estates and Facilities Assurance Report
The Committee received the report with assurance noting that NHS Property 
Services had a robust action plan in place in respect of ventilation issues at 
County Hospital Louth.  This had the potential to impact the Joint Advisory 
Group (JAG) accreditation for the endoscopy service however the JAG 
Auditor had been satisfied with the actions in place.  Further improvements 
were required.  

Electrical testing across sites had been rolled out to test back up power 
supplies across the acute sites and had highlighted a number of areas 
requiring improvement.

The Committee was pleased to note the success at bringing together a single 
estates helpdesk for the Group, following the LCHS estates work being moved 
from NHS Property Services to ULTH.

The Committee noted the current impact of vacancies within the directorate 
however noted that key roles were in moving through the vacancy control 
process.  The internal audit report was noted as an area of concern due to the 
limited assurance with the Committee requesting further information to a 
future meeting to provide wider context to this.

Health and Safety Committee Assurance Report – Committee Upward 
Report 
The Committee received the report noting that this was from the LCHS 
meeting held in January with the Health and Safety Committees moving to a 
Group approach from May, bringing together assurance across the 
organisations.

The Committee noted the ongoing fire safety issues in respect of Johnson 
Hospital, Spalding and County Hospital Louth, and was pleased to note that 
assurance was being gained from NHS Property Services, who had received 
the fire enforcement notice, however LCHS was a tenant at the sites.
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Information Governance Group Assurance Report – Committee Upward 
Report
The Committee received the report noting the update offered and recognised 
the ongoing concerns associated with compliance with subject access 
requests and freedom of information requests.

Assurance in respect of other areas

Board Assurance Framework 2024/25
The Committee noted the development of the 2025/26 Board Assurance 
Framework with the revised format and alignment to the Group strategic aims 
and objectives noting the need to ensure clarity on the sources of assurance.

It was also noted that Internal Audit Reports should be recorded within the 
BAF as a source of assurance as these were received by the Committee. 

Committee Terms of Reference and Work Programme
The Committee received the 2025/26 Terms of Reference and Work 
Programme (appended) which were offered to the Board for approval.

Review of Committee Effectiveness – Annual Report and Self-
Assessment 
The Committee received the reports and feedback was requested in respect 
of the annual report for this to be presented to the Board to support the 
completion of the annual reports and annual governance statements of the 
organisations.

Integrated Improvement Plan (ULTH) / Operational Plan – Q4 (LCHS)
The Committee received the reports with assurance noting that these offered 
the year end position and close for the 2024/25 year.

Risk Report
The Committee received the report noting that discussions through the 
Committee had covered the risks presented.  It was noted that a full  review of 
risks was underway to ensure alignment of these to the appropriate 
Committee  

Policy Position Update
The Committee received the update noting that the position remained static 
and recognised the engagement that was taking place with identified leads in 
order for risk ratings and position updates to be provided for those documents 
which were overdue review.

Internal Audit Reports
The Committee received the series of internal audit reports noting the levels 
of assurance offered and noted that the recommendations would be 
monitored by the Committee to ensure closure.  
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CQC Improvement Plan – Quarterly report by exception
The Committee received the report noting the position and sought to 
understand the position and expectation of the actions being closed.

Issues where assurance remains outstanding for escalation to the Board

No escalations required.

Items referred to other Committees for Assurance

No items for referral.

Attendance Summary for rolling 12-month period

X in attendance 
A apologies given 
D deputy attended

Voting Members M J J A S O N D J F M A
Dani Cecchini Non-Executive Director 
(Chair)

X X X X X X

Sarah Buik, Associate Non-Executive 
Director

X X X X X X

Ian Orrell, Associate Non-Executive 
Director

X X A X X A

Paul Antunes-Goncalves, Group Chief 
Finance Officer

X X X X X X

Caroline Landon, Chief Operating Officer, 
ULHT/LCHS

D X D X X D

Daren Fradgley, Group Chief Integration 
Officer

D X X X D X

Mike Parkhill, Group Chief Estates and 
Facilities Officer

X X X X X D



Annual Report to the Trust Board from the Finance and Performance 
Committee 2024/25

 
ROLE OF THE COMMITTEE 

In 2024/25, in line with all other Committees of the Board, the Terms of Reference 
were reviewed and amended.  Under the agreed terms of reference the Finance and
Performance Committee was tasked as follows: 

The Finance and Performance Committee will: 

• Agree a set of Key Performance Indicators to be presented in the committee 
Performance Dashboard monthly

• Approve the business planning timetable
• Seek assurance that the trusts and wider group have in place robust and 

effective operational and financial planning arrangements and delivery plans
• Review, challenge and monitor in-year financial and operational performance
• Consider the control and mitigation of finance, operational performance and 

estates related risks and provide assurance to the Trust Boards that such 
risks are being effectively controlled and managed

• Provide oversight of and receive assurance on delivery of agreed Cost 
Improvement Plans and associated efficiency and productivity programmes

• Provide oversight of and receive assurance on procurement processes and 
performance

• Review delivery of the relevant aspects of the estates strategy, priorities and 
compliance including health & safety requirements and compliance with the 
Premises Assurance Model (PAM)

• Provide oversight of and receive assurance in respect of compliance with the 
Data Security Protection Toolkit

• Provide assurance to the Trust Boards that all legal and regulatory 
requirements relating to finance, operational, estates performance and data 
security are met, including directives, regulations, national standards 
(including constitutional standards), policies, reports, reviews and best 
practice

• Review and provide assurance to the Trust Boards on those strategic 
objectives within the Board Assurance Framework, identified as the 
responsibility of the committee, seeking further assurance and actions where 



necessary.  This may include the commissioning of ‘deep dives’ to identify the 
necessary improvements and actions.

MEETINGS 

During the 2024/25 year the Committee was established across the Group and met 
for the first time as the Finance and Performance Committee in November 2024.  
Prior to the establishment of the Finance and Performance Committee the Finance, 
Performance and Estates Committee, ULTH and Finance, Performance, People and 
Innovation Committee, LCHS met to provide assurance in respect of the relevant 
strategic objectives with meetings taking place on a monthly basis and quoracy met 
for each.

Following establishment in November 2024 the Finance and Performance 
Committee met monthly however worked to a reduced agenda during March 2024 to 
support operational colleagues to undertake annual planning.

The Committee, after each meeting held, provided an assurance report to the Board 
which meets on a bi-monthly basis.

MEMBERSHIP AND ATTENDANCE

The Committee is appointed by the Board from amongst the Non-Executive Directors 
of the Trust.  During 2024/25 the Committee was chaired by Ms Cecchini.

Details of the Committee’s membership and attendance during 2024/25 is set out 
below: 

Non-Executive Director (Chair)  
Two Joint Associate Non-Executive Directors 
Group Chief Finance Officer
Group Chief Operating Officer
Group Chief Integration Officer
Group Chief Estates & Facilities Officer
Group Chief People Officer

Members Nov 
2024

Dec 
2024

Jan 
2025

Feb 
2025

Mar 
2025

Non-Executive 
Director (Mrs 
Cecchini, Chair)

X X X X X

Associate Non-
Executive Director 
(Mrs Buik)

X X X X X

Associate Non-
Executive Director 
(Mr Orrell)

X X A X X



Group Chief Finance 
Officer

X X X X X

Group Chief 
Operating Officer

D X D X X

Group Chief 
Integration Officer

D X X X X

Group Chief Estates 
and Facilities Officer

X X X X D

Group Chief People 
Officer

X X X X

X denotes attendance
A denotes Apologies given
D denotes Deputy in attendance

REVIEW OF BUSINESS

The Finance and Performance Committee followed a programme of work for the 
2024/25 year. 

The Finance and Performance Committee has been responsible for the oversight of 
the following strategic objectives of the Trust in 2024/25:

• 3a: Deliver financially sustainable healthcare making best use of resources
• 3b: Drive better decisions and impactful action through insight
• 3c: A modern, clean and fit for purpose environment across the group
• 3d: Reduce waits for patients who require urgent and emergency care and 

ensure we meet all constitutional standards
ULTH

• 3e: Reducing unwarranted variation in cancer service delivery and ensure we 
meet all constitutional standards

• 3f: Reducing unwarranted variation in planned service delivery and ensure we 
meet all constitutional standards
LCHS

• 3g: Reducing unwarranted variation in community service delivery and ensure 
we meet all constitutional standards

• 4d - Enhanced data and digital capability

During 2024/25 the Committee has utilised the Board Assurance Framework to 
provide focus to the meetings and ensure alignment of the agenda to the elements of 
the BAF.  



The strategic objectives at the beginning of the year were rated as follows.  The 
ratings at the beginning of the year were provided by the Finance, Performance, 
People and Innovation Committee (LCHS) and Finance, Performance and Estates 
Committee (ULTH) prior to the establishment of the Group Committee:

LCHS
Objective 3a – AMBER
Objective 3b – GREEN
Objective 3c – RED
Objective 3d – AMBER
Objective 3g – RED
Objective 4d – UNRATED

ULTH
Objective 3a – AMBER
Objective 3b – UNRATED
Objective 3c – AMBER
Objective 3d – UNRATED
Objective 3e – UNRATED
Objective 3f – UNRATED
Objective 4d – UNRATED

At the end of the year the strategic objectives were rated as follows by the Finance 
and Performance Committee:

LCHS
Objective 3a – GREEN
Objective 3b – GREEN
Objective 3c – RED 
Objective 3d – AMBER
Objective 3g – AMBER
Objective 4d – GREEN

ULTH
Objective 3a – RED
Objective 3b – UNRATED
Objective 3c – AMBER
Objective 3d – AMBER 
Objective 3e – AMBER
Objective 3f – AMBER
Objective 4d – UNRATED

During the course of, the year the Committee received assurance across a number 
of areas resulting in changes, in year, to the assurance ratings presented above. 



The Committee maintained oversight of the relevant strategic objectives relevant to 
its remit and whilst there are a number of objectives which remain unrated it has 
been recognised that this was due to the transition year through the formation and 
development of the Group.  The Committee was unable to provide ratings for all 
objectives due to the transition year and insufficient assurances being provided to 
enable these to be rated.  

OVERVIEW

The Finance and Performance Committee has offered a level of assurance to the 
Board on finance, operational performance, estates and digital services.  The 
Committee has reported its progress to the Board through upward assurance 
reports, reporting progress against the delivery of the work plan, as defined by the 
terms of reference through this annual report.

The Committee has been well attended by members and the Chair has been actively 
involved in the agenda setting alongside the Group Chief Finance Officer and report 
authors.  

Other key areas of focus of the Committee have included:
• Estates
• Health and Safety
• Emergency planning
• Digital services
• Procurement
• Information Governance
• Constitutional standards
• Internal Audit
• Planning

The Committee receives monthly assurance/exception reports from the reporting 
groups offering assurance on areas relevant to the remit of the Committee.  The 
Committee maintained clear focus in 2024/25 on reporting from the Information 
Governance Group due to the concerns noted in meeting statutory requirements in 
respect of subject access requests (SARs) and Freedom of Information Requests 
(FOI).  Focused work was noted in respect of the Data Security Protection Toolkit 
(DSPT) with a requirement for full review of the evidence, prior to submission to 
ensure an accurate submission was made, due to the changes made to the toolkit 
nationally.  

The Committee continued to monitor the requirements to achieve zero 78-week and 
65-week waits in year and was pleased to note the achievements made at the end of 
the financial year.  Focus was also provided to discharge processes in order to 
improve flow through ULTH.  



The Committee continued to monitor the delivery of the Integrated Improvement Plan 
noting that the delivery of projects had progressed during the course of the year with 
oversight provided by the Improvement Steering Group and supporting delivery of 
Cost Improvement Programmes (CIP).

The Committee received reports associated with strategic projects including the 
delivery of additional Community Diagnostic Centres (CDCs) at Lincoln and 
Skegness, and the new build of the Pilgrim Emergency Department.  with a visit 
undertaken to the Grantham CDC by the Chief Operating Officer for NHS England, 
to celebrate the work of the Trust.

Other strategic project considered by the Committee included the investment and 
commencement of the new Endoscopy suite at Lincoln County Hospital.

Changes were made to the Estates function with the ULTH estates team taking on 
responsibility for the LCHS estate as the Group came together.  This had highlighted 
a number of concerns in respect of the estates utilised by LCHS however reviews 
were being undertaken to address concerns.  The Committee noted the fire 
enforcement notice at County Hospital Louth, against NHS Property Services 
(NHSPS), with recognition that NHSPS were acting to resolve issues in order to 
ensure the safety of LCHG staff and patients.  

Deep dives continued to be received by the Committee into a number of areas where 
further assurance was required, and the Committee has received reports from the 
Digital Directorate with a clear focus on developments within cyber security and the 
migration of ULTH to the NHS tenant with the Committee noting the exceptional work 
that was undertaken to achieve this. 

The Electronic Patient Record was considered by the Committee during the year 
with the Committee delighted to note the final approval of the ULTH business case 
by Treasury to enable the completion of the procurement process and 
commencement of the introduction of the EPR.  The Committee also noted the 
achievement of the re-tendering process for the LCHS EPR.

The Electronic Document Management System (EDMS) was also procured in year 
which would be an enabler to the EPR for ULTH, supporting the move from paper 
based to electronic records.

Significant progress on internal audit recommendations and the Committee had 
received regular reporting in respect of the Group Policy documents due to the need 
to address the position of overdue policy documents in place.  



Risks 
The BAF and Corporate Risk Register have been reviewed at the Committee on a 
monthly basis identifying where updates have been required based on assurances 
received at the Committee.

Performance Review 
The Committee reviews performance against the agreed Key Performance Indicators 
(KPIs) and the actions being taken to recover where necessary.  The KPIs monitored 
by the Committee cover operational performance and efficient use of resources.

The Committee have actively engaged in the development of the performance 
dashboard, ensuring that the KPIs requiring monitoring by the Committee were 
reported.  At each of the meetings held during 2024/25 the Committee considered all 
aspects of the performance report and were able to identify and seek further 
assurance on KPIs where concerns were identified.

Performance discussions focused on operational performance with positive progress 
noted in a number of areas including cancer performance and the eradication of 78-
week waits for ULTH.  

The community performance metrics were monitored by the Committee with 
recognition that the position, in respect of community performance, required review 
due to the levels of performance being set above national trajectories.  

Concerns remained in respect of the continued deterioration in urgent and 
emergency care, due to increases in demand and continued flow and discharge 
issues.  Proactive work was in place across the Group to undertake programmes of 
work to improve this position.

The Committee noted throughout the year the financial position of the Group, with a 
deficit position reported noting that the majority of this was within the ULTH position.  
The Group delivered a year end position of £18.2m deficit, £11.3m adverse to plan, 
however this was delivered within the revised control total agreed with NHS England.  
Due to the position in year ULTH had been required to access cash draw down in 
the later part of the year however following the provision of surge funding nationally, 
cash drawdowns had not been required in the final months of the year.

Changes to the procurement act were noted by the Committee with significant work 
undertaken by the team to ensure that the Group was able to effectively enact these 
changes.  

During the year the Committee maintained oversight of the Capital Programme 
noting a capital spend of £93.3m with delivery of this position at year end across the 
Group.  



During 2024/25 referrals between the Board Committees were made in order to 
ensure that where necessary additional assurances were sought from the relevant 
responsible Committee in areas where responsibility for assurance extended beyond 
the remit of a single committee.  A number of referrals were made during the year 
offering opportunities for the Committee to seek further assurances.

The Finance and Performance Committee is an essential element of the Group’s 
corporate governance structure. It works closely with the Audit Committee and the 
Chair of the Finance and Performance Committee is also a member of the Audit 
Committee, which helps provide additional assurance on the adequacy of the Trusts 
financial controls and systems. The Committee received all internal audits relevant to 
its remit for consideration of the actions and oversight of the completion of these.
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3e Reducing unwarranted variation in cancer service delivery and ensure we meet all 
constitutional standards (ULTH)
3f Reducing unwarranted variation in planned service delivery and ensure we meet all 
constitutional standards (ULTH)
3g Reducing unwarranted variation in community service delivery and ensure we meet 
all constitutional standards (LCHS)
4a Establish collaborative models of care with all our partners including Primary Care 
Network Alliance (PCNA), GPs, health and social care and voluntary sector
4b Successful delivery of the Acute Services Review
4c Grow our research and innovation through education, learning and training
4d Enhanced data and digital capability
5a Develop a Population Health Management (PHM) and Health Inequalities (HI) 
approach for our Core20PLUS5 with our ICS
5b Co-create a personalised care approach to integrate services for our population 
that are accessible and responsive
5c Tackle system priorities and service transformation in partnership with our 
population and communities
5d Transform key clinical pathways across the group resulting in improved clinical 
outcomes
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