
      
Minutes of the Joint Public Board Meeting

Held on 3rd November 2025

Via MS Teams Live Stream

Present

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

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

In attendance: Apologies:
Mrs Karen Willey, Deputy Trust Board 
Secretary, ULTH
Mrs Rachel Lane, Board Administration, LCHS 
(minutes)

Mr Neil Herbert, Non-Executive Director

Imogen De Benedictis, Matron Witham Ward 
(Item 3.1)
Sarah Foster, Ward Sister Witham Ward (Item 
3.1)
Paul Cartwright, Volunteer (Item 3.2)
Connor Broughton, Programme Manager, 
ULTH (Item 3.3)
Kirstie Cartledge, Lead Specialist Screening 
Practitioner, ULTH (Item 3.3)
Ellie Sadler, Macmillan Living with Cancer 
Community Development Programme 
Manager, ICB (Item 3.3)
Emma Townend, Interim Health Inequalities 
Programme Lead, ICB(Item 3.3)



Some agenda items were taken out of sequence and have therefore been recorded in the order 
that they were received

634/25 Item 1 Introduction

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

635/25 Item 3 Apologies for Absence

Apologies for absence were received from Mr Neil Herbert, Non-Executive Director.

636/25

637/25

638/25

639/25

640/25

641/25

Item 3 Public Questions

Q1 Received from Vi King

Please can I ask why it is still the same regarding my question that I raised to the 
board re fracture clinic at Grantham hospital on 2nd September 2025. I was informed 
that now they had gone from 3 consultants to 2.

They have been able to fill it so hopefully things will be resolved so there should be a 
full service at Grantham fracture clinic. I am getting people tell me it's still the same.
Also, some patients when they are asking for Grantham follow up appointments for 
fractures they are being told that as their appointments have been at Lincoln or 
Boston that's where they have to go.

Please can I ask why this is still happening after lots of reassurance that it shouldn't 
be.

The Group Chief Operating Officer apologised that a second question had been 
submitted relating to this subject. She explained that the reduced capacity at 
Grantham was due to sickness absence within the clinical team which had recently 
reduced, with one Consultant returning to full duties and a further Consultant now on 
a phased return. The Group Chief Operating Officer offered that this was not 
expected to be a long term issue now that those staff members had returned.

The Group Chief Operating Officer further explained that whilst appointments were 
accommodated at the site patient’s requested where clinically suitable, where a 
specific surgeon was required patients sometimes had to travel to alternative sites.

The Group Chief Operating Officer offered to investigate any direct examples Mrs 
King could provide to give a more meaningful response, alternatively Mrs King was 
invited to contact the Group Chief Operating Officer directly for a conversation 
outside of the Board arena where assurances could be provided as to the 
organisation’s commitment to delivering services at Grantham.
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643/25

644/25

645/25

646/25

647/25

Item 3.1 Ward Accreditation

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

Matron De Benedictis and Sister Foster from Witham Ward, Lincoln County Hospital 
were welcomed to the meeting to celebrate their achievements.

The Group Chief Nurse introduced the team who had successfully achieved the 
Bronze Diamond 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 Foster shared some examples with Board members of what had been 
achieved on Witham Ward as the staff focussed on quality improvement, specifically 
in relation to patient falls which had been increasing over recent months. It was 
explained that new notes trolleys had been purchased allowing staff members to 
complete notes within each of the three bays on the Ward to increase visibility for 
patients, as a result of this patient buzzers had reduced as they had not needed to 
call for assistance as the nursing staff were always visible.  

Bay inspections had also been introduced which included clearing any unnecessary 
items, introducing yellow wristbands and socks and all staff were able to complete a 
falls assessment, which had seen further improvement in the numbers of falls 
reducing. Yellow lanyards had also been introduced for patients who had enhanced 
care requirements and nurses remained in that bay to focus on the patient, thus 
providing staff members with a good sense of responsibility. Patient education and 
deconditioning had also been reviewed, and information books were available at the 
bedside containing exercises patients could complete. Portable pedal exercisers had 
also recently been utilised, and it was the intention to purchase more of these to offer 
to patients in the future. There was also a falls Stanley box on the ward which 
contained any equipment that would be required in the event of a fall.

The Ward Sister informed those present that as a result of the steps taken, the Ward 
had, for the month of October, achieved 30 days harm free for falls.

The Group Chief Executive thanked the Ward Matron and Ward Sister for attending 
the meeting and providing some excellent examples of good working and was proud 
of the team for making the necessary changes; adding that the multiple actions taken 
by the team had multiple benefits in other ways for patients. The Group Chief 
Executive commented that 30 days harm free was an excellent achievement and no 
falls had been experienced due to the impact of the actions taken. The Group Chief 
Executive asked if the team had thought about adopting the work they had done and 
rolling the initiatives out to other areas. The Ward Matron explained that the Medicine 
Division had quality days where initiatives and best practice were shared, and this 
work would be shared with colleagues at the next meeting.
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The Group Chief Finance Officer commented that this demonstrated a good 
collective team effort and suggested this be shared through the new Shared 
Governance Council and then more widely than the Care Group. The Group Chief 
Nurse added that this excellent work could be shared across the entire Group, 
including the Community Hospitals and building into the prevention work across the 
county. The Group Chief Nurse was very proud of the team’s achievements.

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

650/25

651/25

652/25

653/25

654/25

655/25

656/25

Item 3.2 Patient/Staff Story

The Group Chief Nurse welcomed Mr Cartwright, Volunteer to the meeting and 
explained that the story would focus on volunteering and the support provided by 
volunteers to the Group. The Group Chief Nurse explained that there were currently 
342 volunteers across the Group who provided 45,000 hours per year to support and 
look after patients and colleagues and they made an incredible difference each day. 

The Group Chief Nurse offered that colleagues would see through a video that Mr 
Cartwright had incredible passion and drive and had helped the organisation in many 
ways to ensure patients received the right care.

A recording was then shared with the Board which demonstrated Mr Cartwright’s 
enthusiasm for volunteering and his dedication in relation to ensuring palliative 
syringe pumps were available for patients, which included tracking the equipment in 
and out of the Hospital, into the community and at times into other Counties and 
ensuring that the syringe pumps were cleaned and serviced regularly. Mr Cartwright 
was also a fire warden for two areas within the Hospital and a Volunteer Chaplin on 
the Wards, where he talked to patients and undertook printing for the Hospital 
Chaplains.

The Group Chair commented that this was an excellent story and without Mr 
Cartwright’s support the Group would not be in a position to provide the levels of care 
it aspired to for patients.

Mrs Brown offered that this was an excellent story, and thanked Mr Cartwright for 
both his and all the volunteers support who made such a difference to patients and 
staff.

Mrs Wells echoed Mrs Brown’s comments and asked Mr Cartwright what message 
he would give to anyone interested in becoming a volunteer. Mr Cartwright 
responded offering that volunteers were very useful and could save the nursing 
teams a lot of time, adding that he believed in the use of volunteers, who helped as 
many people as possible each day.

The Group Chief Executive commented that she and Mr Cartwright had become 
friends over recent years and took the opportunity to thank him personally for all his 
time, effort and dedication offered to the Group and added that he often provided 
some guidance and a steer which was welcomed. The Group Chief Executive 
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thanked Mr Cartwright for the excellent work undertaken in championing the syringe 
drivers and wheelchairs, which was also one of his passions. 

The Group Chair took the opportunity to thank Mr Cartwright for all that he did, often 
going over and above the things that were asked of volunteers, for which she was 
very grateful. Mr Cartwright’s feedback was very valuable, and the Group Chair also 
thanked all volunteer colleagues adding that the Group would not be able to provide 
great standards of care without the support of volunteers.

The Board:
• Received the Patient/Staff Story 

658/25

659/25

660/25

661/25

662/25

663/25

Item 3.3 Celebrating Group Success

The Group Chair welcomed Group and Integrated Care Board (ICB) colleagues to 
the meeting who provided the Board with a comprehensive presentation on 
collaborative working across the system on bowel screening and health inequalities.

The bowel screening programme had been running since 2009 and had recently 
been extended and was now offered to 50 – 74 year olds through a national 
programme which included test kits being sent out in the post. The process, if a 
positive test was received, was described and it was highlighted that over 23,000 
people had been assessed and over 1,000 bowel cancers had been detected since 
2010.

The team described a focussed piece of work that looked at four areas of the county 
where uptake of screening was low, where data and insight, community engagement 
and co-production had been utilised to develop targeted outreach and tailored 
campaigns to improve uptake. This hyper-localised approach was the first step to 
targeting interventions where they were most needed and would make the biggest 
impact for patients.

Other PCNs were now looking to replicate the use of facilities and coproduced 
templates for letters and posters to promote the importance of bowel screening 
moving forward, via a community centred coproduction approach and it was believed 
that this was one of the key ways of tackling health inequalities across the County.

The Group Chair thanked colleagues for attending the meeting and for providing such 
an informative presentation which formed part of the Group’s Strategy in respect of 
prevention and health inequalities.

The Group Chief Integration Officer commented that this was a phenomenal piece of 
work on many levels including the bringing together of population health mapping and 
the differences in communities recognising the different needs for different people. 
This also brought together the proactive and reactive agendas, and the view was 
expressed that lessons could be learned from this on targeted health checks. The 
Group Chief Integration Officer asked about coproduction and engagement in 
communities and whether relationship management would be replicable in other 
programmes of work, as if it was replicable, this could offer many opportunities for 
local people. The Interim Health Inequalities Programme Lead responded that this 
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was completely replicable and what should be being offered. Moving to the new ICB 
cluster arrangements would provide an opportunity for this area of work to be 
showcased and expanded upon.

The Group Chief People Officer commented that this has personally resonated and 
took the opportunity to thank the team for all that they did in this area of work and 
commented that removing the stigmatism and catching early diagnosis was excellent.

Mr Orrell offered that this was an excellent presentation; regarding deprivation 
nationally and within the county and asked if any research had been undertaken in 
terms of the national position and to see if that was anything being done over and 
above the work that was being undertaken across the county. The Programme 
Manager responded that this was a larger problem than just Lincolnshire in terms of 
deprivation. Noting that it was hard to look at why some areas were deprived and 
why more were impacted more than others. There was recognition that potentially 
with the NHS 10 Year Health Plan and left shift, there could be more links with 
countywide education systems, utilisation of healthcare in the community and 
reaching out to targeted rural areas more which would be helpful.

The Group Chair commented that the Group had a good relationship with system 
colleagues, noting that the presentation had been a good example of that. The Group 
Chair expressed a view that the Group’s Strategy had been brought to life throughout 
the presentation with references to health inequalities, prevention and screening and 
co-production and recognised the learning could be taken from this into other areas, 
which presented some good opportunities moving forward.

The Board:
• Received the presentation

667/25 Item 4 Declarations of Interest

There were no additional Declarations of Interest made.

668/25 Item 5 Minutes of the meetings held on 1 July 2025

The minutes of the meeting held on Tuesday 2 September 2025 were approved as 
an accurate record. 

669/25 Item 5.1 Matters Arising from the previous meeting/log

The Board reviewed the action log and acknowledged that two items were 
completed, and the remaining open action was due in January 2026.

The Board:
• Received the action log
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671/25

672/25

673/25

674/25

675/25

676/25

Item 6 Group Chief Executive’s Report to the Board

The Group Chief Executive presented the report to the Board and offered that 
operational colleagues continued to work in busy times, and took the opportunity to 
thank all staff members for all the work they did.

Across the Group a joint Winter Plan 2025-26 had been developed, built on lessons 
learned from 2024/25 which outlined a proactive approach to managing pressures 
across the acute and community services. The plan focused on reducing avoidable 
admissions, enhancing urgent and emergency care pathways and supporting timely 
discharge through expanded virtual wards and community-based care.

The Model Region Blueprint had been published on 11 September 2025 which set 
out a high-level vision for the future role of NHS regions, as part of the 10 Year 
Health Plan for England. The blueprint outlined how the seven NHS regions would 
act as strategic leaders overseeing performance and driving improvements.

On 30 September 2025 Lincolnshire ICB, as it was known, changed and from 1 
October 2025 the three existing NHS ICBs for Derby and Derbyshire, Lincolnshire and 
Nottingham and Nottinghamshire, formed a cluster as part of wide-ranging 
Government reform of the NHS and healthcare landscape. Dr Kathy McLean had been 
appointed as the Chair designate and Amanda Sullivan as Chief Executive Designate 
for the clustered ICBs.  The first Cluster Quarterly System Review Meeting (QSRM) 
had also taken place on 1st October, which was chaired by the NHSE Midlands 
Regional Director.

The NHS National Oversight Framework had been published in September and 
introduced a new approach to measuring the performance of all NHS trusts.
The framework assessed providers against 22 metrics across six domains, resulting in 
a segment rating for each organisation. Under the new framework, ULTH had been 
placed in Segment 4, while LCHS was placed in Segment 3.

The Group Chief Executive informed Board members that in recognition of the 
continued development of the Group, amendments had been made to some of the 
executive portfolios to ensure alignment with strategic priorities and operational 
effectiveness. The Communications and Engagement team would now report directly 
to the Chief Executive, reinforcing the importance of clear, consistent messaging and 
stakeholder engagement across the Group. Additionally, the medical staffing and rota 
coordination teams had been realigned to report directly to the Group Chief Medical 
Officer, ensuring the responsibility for a more integrated and clinically led approach to 
medical workforce planning and service delivery.

Following the Care Quality Commission (CQC) inspections at Lincoln County Hospital 
Emergency Department in October 2024, a follow-up visit in July 2025, and an 
inspection at Pilgrim Hospital, Boston Emergency Department in November 2024, the 
reports were published on 4 September 2025. The reports acknowledged the 
significant progress made and commended the departments for their dedication to 
patient care. While the reports recognised many positive developments, they also 
noted some areas for improvement. 
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681/25
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The new Electronic Patient Record (EPR) programme was officially launched at ULTH 
in September where there had been good staff engagement through a series of events, 
with this being a key transformation programme for the organisation which would be a 
vast improvement in the digital world.

As part of the East Midlands Neuro-Oncology Service, which supported patients across 
the region with brain tumours, ULTH has been awarded the prestigious Tessa Jowell 
Centre of Excellence status. This recognition highlighted the exceptional standards of 
treatment, care, and research delivered by the oncology team. The award was granted 
to a select number of brain tumour centres across the UK, acknowledging the 
commitment to excellence and continuous improvement in patient outcomes.

The Group Chief Executive offered that ULTH had officially launched its Neonatal 
Home Phototherapy Service which was a significant step forward in the commitment 
to providing high quality, patient-centred care for newborns and their families. This 
innovative service enabled clinically stable newborns with mild to moderate jaundice 
to receive phototherapy treatment in their homes, reducing the need for prolonged 
hospital stays.

From 1 October patient visiting hours at acute and community hospitals across LCHG 
were extended to 11am – 8pm following feedback from staff and patients, which 
reflected the Group’s commitment to patient centred care by supporting more 
consistent and accessible visiting opportunities. 

The Group Chief Executive informed Board members that LCHG digital teams had 
worked collaboratively with partners across the Lincolnshire system to support the 
transition of digital support services for Lincolnshire ICB, primary care and LCHS from 
Arden and GEM Commissioning Support Unit (AGEM CSU) to an internally hosted 
model. 29 experienced colleagues from Lincolnshire ICB, LCHS and primary care 
services had been welcomed into the digital team. 

ULTH had successfully completed its one-year review for the Veteran Aware 
Accreditation, reaffirming its commitment to delivering personalised, informed, and 
compassionate care to veterans, serving personnel, reservists, and their families. The 
Trust continued to meet all eight core standards required for accreditation, 
demonstrating its sustained dedication to the Armed Forces Covenant. 

Finally, the Group Chief Executive explained that the LCHG Staff Awards ceremony 
had taken place on 10th October 2025, celebrating colleagues from across the Group 
for their outstanding contributions in patient care, innovation, leadership, and 
teamwork. The awards were a key part of the Group’s reward and recognition 
programme, designed to honour and thank staff for their dedication and impact. This 
year, 1,297 nominations had been received across 13 categories, with 52 individuals 
and teams being shortlisted which was testament to how highly valued staff members 
were by both colleagues and patients.

The Group Chair thanked the Group Chief Executive for the comprehensive report 
which demonstrated the vast amount of work currently being undertaken. The Group 
Chair was looking forward to building good working relationships with Dr Kathy McLean 
and Amanda Sullivan and the new ICB Cluster moving forward.
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The Group Chair requested that the Neuro Oncology Service be received by the Board 
at a future meeting as a Celebrating Group Success item.

Action: Group Director of Corporate Affairs, 6 January 2026

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

686/25

687/25

688/25

Item 6.1 Group Model Workstream Progress Briefing

The Group Chief Executive presented the report which was taken as read and 
explained that this was a high-level briefing in respect of progress against Group 
developments and key milestones. 

The Group Chief Executive advised of some slippage on timescales, which was 
being worked through. It was explained that out of date policies remained a risk for 
the Group, however there was an improvement plan and trajectory to bring that back 
into compliance and oversight was being given to this directly by the Group Chief 
Executive.

The Group Chair commented on the good progress being made and noted the issue 
of escalation in respect of policies.

The Board:
• Received the report and approved the ongoing developments
• Noted the escalation and mitigations as described

689/25

690/25

691/25

692/25

Item 6.2 Winter Plan

The Group Chief Operating Officer presented the report which was taken as read and 
explained that this was the first joint Winter Plan for the Group which would maximise 
community pathways and was guided by the expectations of NHS England.

The focus of recent work had been in relation to the respiratory response and 
working with HR colleagues in respect of the offer of care for the workforce to ensure 
this was robust, recognising that winter was always a demanding time of year.

Work had been undertaken with community colleagues and partners across the 
system to manage demand at the front door and around Medically Fit For Discharge 
patients to ensure that they were in the right place at the right time. A daily battle 
rhythm had also been established for winter and there were two Winter Leads, one 
for ULTH and the other for LCHS who were having daily meetings ensuring flow was 
being maximised.

Work was continuing to be pursued relating to ambulance response times and 
moving to the 45 minute hard handover mandate which was expected to be delivered 
prior to the Christmas period. Close working was also underway with mental health 
colleagues in respect of the ambition to eliminate waits of more than 24 hours in ED.
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The Group Chief Operating Officer offered that work was also continued in the 
system to review performance month by month and additional responses would be 
put in where necessary, particularly around frailty.  The Board was advised that the 
Full Capacity Plan had been refreshed and approved.

Services for children and young people were also being maximised, and the ULTH 
would be opening the Paediatric Assessment Unit (PAU) in December and today, 
Ward 7a at Pilgrim Hospital had been opened, which was the frailty assessment unit. 
The use of additional pharmacists at the front door had also been introduced and the 
rewards of that initiative were also now being seen. There had been no cancelled 
patients to date, with the position trying to be maintained for planned care patients to 
be seen in a timely manner.

From a community perspective, the Group Chief Integration Officer explained that 
work had been undertaken with the Local Authority in respect of transitional care 
beds which were not being utilised in the best ways possible. Some transitional care 
capacity had been reduced thus providing a substantial increase in discharge to 
assess capacity, which had increased from 70 to 175 slots currently and would 
further increase until January 2026.

Mrs Brown commented that this had been discussed at the recent Integration 
Committee meeting and was an excellent piece of work and offered great strength in 
terms of winter preparedness.

The Group Chief Nurse explained that leadership visibility would be important in the 
coming months and informed the Board that the winter period was anticipated to be 
hard for teams, with an increase in influenza cases beginning to be seen, along with 
more complex patients.

The Group Chief Executive commented on the clear direction nationally regarding 
leadership visibility and asked if the Group Leadership Team were involved in this 
fundamental piece of work. The Group Chief Nurse responded that quality leadership 
visibility rounds had recently been launched which were running every three weeks 
where each leader in the organisation walked around different areas, talking to staff 
and patients. Feedback was being gathered, and any themes would be fed through to 
the Quality Committee.

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

Item 8 Strategic Aim 1 Patients
699/25 Item 8.1 Assurance and Risk Report Quality Committee

The Chair of the Quality Committee, Mr Connolly, presented the Committee reports 
following the meetings held during September and October 2025 and the reports 
were taken as read with no formal escalations. Mr Connolly drew the Board’s 
attention to changes in respect of internal reporting on mixed sex accommodation, 
regarding reporting non justified breaches. An increase had started to be seen, and 
the Committee had requested a deep dive to further understand this.
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Mr Connolly also informed the Board in respect of Looked After Children initial health 
checks where there continued to be some challenges in respect of ongoing capacity 
and resourcing. Mr Connolly informed the Board of some significant improvements 
seen in paediatric cardiology waiting lists and as such ULTH had moved from 
regional to local oversight. Harm reviews were in place and were being consistently 
reviewed and reported to the Committee.

The 2024/25 LCHS Infection Prevention and Control Annual Report had been 
received and was commended to the Board, and significant improvements had been 
made in this area. ULTH had been identified as an outlier in antimicrobial usage, 
however an improvement had been seen with recognition that there was further work 
to do, specifically on E-Coli infections where actions and mitigations were in place.

In respect of maternity the Board was asked to note the continued challenge around 
the Clinical Negligence Scheme for Trusts (CNST) Maternity Standard Four, neonatal 
staffing and BAPM standards were there was a plan in place to achieve the nursing 
establishment however, it was likely that the ULTH would not be fully compliant until 
January 2027.  This remained on the risk register and plans and mitigations were in 
place.

With regards to Standard Five, maternity workforce, as previously reported there was 
a 12.1WTE shortfall, in relation to being able to deliver the 24/7 triage service. Mr 
Connolly requested that Board noted that the ICB had declined the additional funding 
request and further work was ongoing to strengthen the business case. The 
Committee believed that this presented a material risk to the CNST compliance.

Standard Seven, maternity and neonatal voices, the current contractual hours were 
no longer sufficient to meet the year seven standard. Mitigations were in place, and a 
full review of the guidance would be undertaken to understand how this was provided 
and commissioned in the future.

Mr Connolly drew attention to the remaining CNST updates which were highlighted 
as follows and included within the upward report.  The remaining reports were 
available in the iBabs Reading Room for Board members.

Standard Three, ATAIN: Note update relating to continuation of the Quality 
Improvement Project ‘Midwives as second checkers for neonatal IV antibiotics’.

Standard Six, Saving Babies Lives Care Bundle: Note progress to achieve 
compliance with all six elements of SBLCB v3.1

Standard 9- Floor to Board;  Progress was continuing with the Staff Experience 
Group maternity and neonatal culture plan and the Committee received the quarterly 
Claim, Complaints and incident Scorecard.

Standard ten, MNSI; Patient event numbers for CNST MIS Year 7 were received: 
there had been three cases that qualify for MNSI and one that qualified for Early 
Notification. There was also 100% compliance with Duty of Candour in both verbal 
and written formats, including EN and MNCI information in accessible format in the 
patient’s own language.
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The Committee received an update on Martha’s Rule, following the recent national 
announcement and the reporting structure and further rollout had been discussed for 
Grantham ED. Updates would be provided to the Committee moving forward via the 
Patient Safety Group upward reports.

The Group Chief Nurse referred to the mixed sex accommodation breaches, and 
provided assurance that work was underway and updates would be provided through 
the Patient Experience report. The ventilation report had also been received, and 
work was being undertaken in respect of harm relating to surgical site infections 
triangulating through the Infection, Prevention and Control Group. 

The Group Chief Nurse commented that there were a number of items to celebrate in 
terms of next steps for Matha’s Rule and in relation to the CNST Standards the ICB 
had requested further information on the values framework.  The Board would be 
kept updated on the governance processes.

In relation to Paediatric Cardiology, the Group Chief Medical officer explained that 
teams had now cleared the backlog, and positive work had been undertaken by 
clinicians to get this back on track. Clinical harm reviews had been completed and 
were being reported through the oversight group into the Quality Committee and the 
Group Chief Medical Officer advised that no major harm had been seen at present.

The Group Chief Clinical Governance Officer advised that the CQC reports had now 
been published and whilst there were no specific actions, areas for improvement may 
still be identified. The reports were currently being finalised and would be formally 
submitted to the Quality Committee and on to the Board in due course.

Mrs Brown held oversight of the CNST work and advised that training was being 
completed. There were some vulnerabilities relating to the investment in staffing. Mrs 
Brown commented that implementation of the triage system was a national must do 
and investment would be required for this, with recognition of the work of the 
Executive team to rectify this situation.

The Group Chair requested a Board Development Session be held on maternity 
services at an appropriate time.

Action: Group Director of Corporate Affairs, 6 January 2026

The Board:
• Received the assurance reports, noting there were no formal escalations
• Received the 2024/25 LCHS Infection, Prevention and Control Annual 

Report as presented
• Noted the updates on the CNST Standards as presented

717/25 Item 8.2 Finance Briefing

The Group Chief Finance Officer offered a summary of performance at month six and 
be explained that the Group was on plan for a £14.3m deficit which had been built 
broadly during quarter one, with the run rate improving during quarter two. The Group 
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Chief Finance Officer explained that to achieve a break even position at the end of 
the year, efficiency programmes needed to be stepped up during the second half of 
the year; and there were three key areas of focus on the revenue position.

The Group Chief Finance Officer explained that variable incomes relating to activity 
within planned care settings including elective day cases and outcomes; productivity 
improvements were being seen and for month six were above plan and the position 
was beginning to recover.

In terms of efficiency programmes, the Group Chief Finance Officer offered that these 
were slightly behind schedule by £0.2m with some schemes not delivering in line with 
expectations, which was being addressed with the Care Groups.

Workforce controls were also being reviewed and whilst the overall WTE position was 
reducing, this was not at the required pace and was mainly attributed to the 
temporary workforce. The Group Chief Finance Officer explained that HR and 
nursing colleagues were working on this along with medical colleagues to develop 
plans to further reduce the position. There had been some reductions from the 
Mutually Agreed Resignation Scheme (MARS) in September and October and it was 
anticipated that more would come through during November, due to notice periods 
being worked in some cases.

External challenges continued to be addressed with system partners and regional 
colleagues in respect of winter beds. The Group Chief Finance Officer advised that 
overall, the revenue position had an identified £14m risk, mainly linked to system 
efficiency schemes. Internal and external mitigations were now being implemented.

The Group Chief Finance Officer offered confidence to Board members that a break 
even position could be achieved at the end of the financial year in terms of capital 
delivery and reminded colleagues that the Group had the largest capital programme 
of over £125m to deliver and at month six this was behind trajectory, which was 
principally due to delays on external approvals, however those had now been 
received and progress was underway.

The Group Chief Finance Officer also informed those present that since the capital 
plan had been approved, notification had been received of an additional £6m capital 
investment into the system which had been applied to the Group and was attributed 
to improvements made on the four hour performance standard and category two 
response times, which would allow further improvements to services and front line 
care.

The Group Chair took the opportunity to thank the Group Chief Estates and Facilities 
Officer and his team for the delivery of this large scale transformational estates work 
to improve environments for patients and staff. The Group Chair had recently heard 
nationally that if capital funding was not spent by month eight, there was potential for 
this to be removed. The Group Chief Finance Officer advised Board members that a 
submission had been made, providing assurance on the capital trajectory for the year 
end. There was in fact potential for funding to become available from those areas 
unable to spend allocations.
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Mrs Buik commented that further work could be undertaken in respect of helping 
members of the public to understand the full level of investment being made across 
the various sites and suggested this formed part of the new Communications 
strategy.

In terms of efficiency delivery, the Group Chair asked what support was being 
provided to the Care Groups and the plan for managing the shortfall. The Group 
Chief Finance Officer responded that external delivery partners were assisting with 
the large productivity projects, and an internal service improvement team were 
working across Care Groups on specific schemes with forward trajectories, which 
were being reviewed at Productivity, Improvement and Transformation Oversight 
Forum (PITOF) and Performance Review Meetings. There was a strong governance 
framework around this work. The Group Chief Integration Officer commented that 
one issue relating to this was moving resource to assist with the required work and 
for that reason, it had been added to the risk register. Consideration was also being 
given to adding a cohort of PMO focussing on financial efficiency to achieve some 
consistency.

With regards to temporary staffing, the Group Chief Nurse explained that high level 
approval of temporary staffing was now required, and this was being triangulated 
from a vacancy control perspective where Trac ID numbers were being added to 
Health Roster where Bank staff were being utilised. 

The Group Chief Medical Officer advised the Board that following the changes in 
portfolios, described by through the Group Chief Executive’s report, he was leading 
the work as the Senior Responsible Officer (SRO) for temporary medical workforce 
CIP, supported by Medical Staffing and rota co-ordination and also advised that work 
was underway to enact a new priority access bank rate which was lower than the 
previous rates used, creating a reduction in spend. Temporary staffing capping would 
also be enacted which would require approval from either the Group Chief Medical 
Officer or Deputy Group Chief Medical officer and would provide more enhanced grip 
and control on job planned activity. The Group Chair asked when a more certain 
position and trajectory would be available, along with mitigations for any gaps. The 
Group Chief Medical officer would provide an update on the impact of the actions at 
the next Board meeting.

Action: Group Chief Medical Officer, 6 January 2026

The Group Chief People Officer explained that recovery actions had been undertaken 
in August and September which were in line with the workforce plan to move the 
Group back on in line with the plan. Vacancy control processes were in place and 
there were further gateways for each Care Group to have a screening process in 
place which was working well, despite an increase in vacancy rates being seen as 
expected. 

The Group Chief Executive, in support of the Group Chief Medical Officer as the 
SRO, advised that weekly updates were being received by the executive team in 
terms of temporary medical workforce and that a trajectory and any gaps would be 
received in the next 2 weeks at the meeting.



731/25 The Group Chair advised of recent attendance at a regional meeting where cash had 
been discussed and a comment had been made on requests for cash, which 
signalled that Boards did not have a grip of the financial position; any requests for 
cash would not be received favourably by NHS England. 

The Board:
• Received the report noting the reasonable assurance and 

recommendations
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Item 8.3 Assurance and Risk Report Finance and Performance Committee

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

Performance Review Meeting upward reports were now being received by the 
Committee and provided clarity into the work of the Care Groups on actions being 
taken with the Board noting that one Care Group was in escalation.

At the September meeting performance had been behind trajectory however was 
now showing some positive improvement. Upward reports had been received from 
the planned care and unplanned care board meetings which provided positive 
assurance on the actions being taken on performance issues.

With regards to estates at the September meeting the Committee agreed a 
recommendation to move from red to amber on the Board Assurance Framework 
(BAF) as consistent assurances continued to be received and the Committee was 
satisfied that all authorised engineers were now in place across the Group. The 
premises assurance model also showed positive improvement from previous years, 
which added to overall assurance around the estates.

The Committee received the Emergency Planning report which demonstrated partial 
compliance for both ULTH and LCHS in respect of core standards.

From an Information Governance perspective, the Data Security Protection Toolkit 
(DSPT) submission had been received and offered confirmation for LCHS having 
declared standards being met.  For ULTH the submission made was approaching 
standards with NHS England accepting the position and associated improvement 
plan.  The Committee noted the continued progress and improvements being made 
in respect of Subject Access Requests and the significant reduction of the backlog. 

The Group Chief Finance officer advised at the September meeting a deep dive had 
been taken on cash and a checklist had been used from the regulator on a good 
practice assessment. A cash update would be provided to the Committee on a 
monthly basis moving forward. 

The Group Chief Finance officer also advised at the October meeting that learning 
from the post investment evaluation from Skegness CDC had been received to 
support identification of learning for teams that could be demonstrated from previous 
schemes.



The Board:
• Received the assurance report
• Noted the recommendation on the Board Assurance Framework

Item 9 Strategic Aim 2 People
740/25

741/25

742/25

743/25

744/25

745/25

746/25

747/25

748/25

Item 9.1 Assurance and Risk Report People Committee 

Mr Connolly provided the assurances received by the People Committee, at the 
meeting held during September 2025 and the report was taken as read. 

There were three elements for the Board to note; the recognition of removal of the 
level 7 apprenticeship funding, some clinical AHP programmes continued however 
there was awareness of the impact on this moving forward. In terms of medical 
education, improvement had been seen following two external visits from Health 
Education England and NHS England. The Committee received the 10 Point Plan for 
Resident Doctors, and two areas were identified where further work was required. 

A discussion had taken place on medical staffing and the Committee agreed that 
further analysis was required to align and triangulate the substantive workforce, 
temporary staffing and productivity with the Committee also requiring further 
assurance on the workforce hub, where further work was requested to provide more 
detailed assurance on delivery of the plan.

Mrs Wells provided the assurance received by the People Committee at the meeting 
held in October 2025 and the report was taken as read. Key points to note included 
the improvement in statutory and mandatory training for Doctors.

LCHG had been successful as the overall winner at the Greater Lincolnshire 
Apprenticeship Awards as an employer champion.

Concerns were raised on non-compliance of induction training and further information 
would be provided at the next meeting.

Some work had commenced on nursing profile updates which were anticipated to be 
concluded by May 2026 with learning from the recent healthcare support worker 
process being utilised to support this. Improvements were also being seen on the 
medical workforce data triangulation and the Committee heard of actions being taken 
to mitigate any risks in medical staffing in more fragile services.

The 2024/25 freedom to speak up annual report was received, and the Committee 
commended the work of both Freedom to Speak Up Guardians who continued to 
work well together across the Group. Sickness absence co-ordinators were being 
recruited who would be able to provide specific support in dedicated areas.

The Committee acknowledged the new leadership programme which had a focus on 
promoting staff to speak up well in their own areas, the formal launch of the sexual 
safety charter was also received. The Group had also launched the values and 
behaviours framework on the 1st October 2025.
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Work was being undertaken to improve the AAC process and further work would be 
shared in future meetings with positive progress noted to date. Mrs Wells echoed the 
Group Chief Executive's previous comments in respect of the excellent staff awards 
evening that recently been held with an update offered to the People Committee.

The Group Chief People Officer provided an update on employer exclusions where 
the average duration of exclusions had reduced from 19 weeks to 9 as a result of 
hard work being undertaken in the background. The Group Chief People Officer also 
advised that there was no exclusions currently from an LCHS perspective and four 
within ULTH. Close working was continuing with ER casework managers.

An update was provided on the wellbeing day reward where a poll had recently been 
circulated to staff, and a positive impact was being seen on flu vaccination uptake 
and completion of the national staff survey as a result of the additional health and 
wellbeing day offer.

The Group Director of Corporate Affairs offered that benefits of bringing together the 
freedom to speak up function were now being seen, and learning was being shared 
along with the exploration of different approaches.

Mr Orrell commented on the increase in statutory and mandatory training compliance 
for doctors and the increase to 50% and asked if this was good enough. The Group 
Chief Medical Officer responded that the aim should always be 100% however time 
was often a factor for doctors to complete mandatory training, however work was 
underway to ensure improved compliance on this aspect.

The Group Chief Clinical Governance Officer advised that the Safe to Say Campaign, 
which would be launching in the coming weeks, was aimed at encouraging people to 
speak up without retribution and a communications plan for this would be received at 
both ELT and GLT in the coming weeks.

The Board:
• Received the assurance reports 
• Noted the escalations in respect of medical staffing and the workforce 

hub
• Received the 2024/25 Freedom to Speak Up Guardian Annual Report

755/25
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Item 9.2 Resident Doctors 10 Point Plan

The Group Chief Medical Officer informed Board members that following receipt of a 
letter from NHS England in August 2025 setting out a “10-Point Plan” to improve the 
working lives of resident doctors, initial actions were required to be taken over the 
next 12 weeks, with further milestones to be achieved into 2026.

In response to the letter, a focused Task and Finish group had been established to 
ensure that the Group enacted the required actions based on the NHS England 
request and the baseline and gap analysis for ULTH. The current organisational 
position was presented to the Board which identified areas of compliance and gaps 
and those actions that had been undertaken or were proposed to deliver the domains 
of the 10 Point Plan. 
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A Resident Doctor Peer Representative had been appointed as per the requirements 
of the plan, and two further appointments of associate representatives had also been 
made who would work together on this. The Group Chief Medical officer would also 
fulfil the role of Senior Medic. The Group Chief Medical Officer and Group Chief 
Executive Officer had met with the Resident Doctor Peer Representative.

The Group Chief Medical Officer advised that a national meeting regarding the 10 
Point Plan was taking place this week where it was anticipated that more detail would 
be made available. Assurance was offered to the Board that the necessary requests 
for the first six to twelve weeks had been undertaken.

Mrs Wells referred to an action regarding dedicated space for Resident Doctors and 
the risk surrounding this. The Group Chief Medical Officer responded that this was 
being addressed, and it was hoped that space could be allocated as per the action 
plan and further detail would be provided to the People Committee.

From a Board perspective, the Group Chair expressed a view that NHS England 
would commence publishing this data as part of the overall NOF data. It was 
understood that the baseline assessment had been submitted, and the initial 
response and process was being worked through via the Task and Finish Group. The 
Group Chief Medical Officer responded that this was the case, however in the 
absence of any framework currently, which would underpin the next steps, this was 
difficult. 

The Group Chair commented that there were several points relating to the Trust 
addressing rota and scheduling transparency and the opportunity to self-rota 
however this did not appear to be detailed in the response to provide any assurance 
to the Board. The Group Chief Medical Officer responded that there was 
transparency in terms of scheduling, however the lack of detail may be due to the 
framework not yet being received and it was anticipated that the meeting later this 
week would offer further information.

The Group Chair commented that more was being specified in the documentation 
than in the action plan, however agreed to discuss the governance aspects of this 
outside of the meeting, alongside what reports would be received by the People 
Committee. Currently limited assurance was being received by the Board on all the 
aspects of the 10 point plan. The Group Chair commented that the reporting of this 
would need to be reviewed as this moved into the People Committee, which would 
retain overall oversight and the Board would expect to receive assurance through this 
route.

Action: Group Chief Medical Officer, 6 January 2026

The Board:
• Received the Report
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Item 9.3 Nursing Establishment Review

The Group Chief Nurse explained that a nursing establishment review had been 
undertaken following the education programme for ward managers and the improved 
data collection in May – June 2025, using the updated NICE-endorsed SNCT tool. 

Further rounds had taken place in October and would again in January 2026 to align 
with the wider bed reconfiguration and the changes to the urgent and emergency 
care pathways. 

Across ULTH and LCHS, the Group Chief Nurse informed the Board that consistent 
shift patterns had been implemented, ward leaders had moved to the 80/20 
supervisory model to focus on improving skill mix rather than increasing numbers. 
Most areas only required minor template adjustments, and many changes related to 
moving to long days, correcting historical templates, or ensuring a band 6 was 
present per shift where clinically indicated.

Further work was required at Pilgrim ED, where a business case was required due to 
increased activity, estate changes and the future Life & Limb model and 
chemotherapy services across all three sites, which would also require business 
cases to support extended hours and activity.

Several wards had increasing demand for enhanced care, and rather than uplift each 
establishment individually, the central Enhanced Therapeutic Observation & Care 
(ETOC) model was being progressed, which would improve quality and reduce 
temporary staffing spend.

The Group Chief Nurse explained that from a financial perspective the overall impact 
of the review was a net reduction of 7.31 WTE and £339k, with the Medicine Care 
Group seeing a small increase, and Surgery, Clinical Support Services and Family 
Health seeing reductions. This supported the nursing CIP position, particularly the 
shift to long days which would stabilise rosters and reduce the use of temporary 
staffing. 

The Group Chief Nurse offered that this had been a robust, clinically led review that 
strengthened consistency, supported safety, and would ensure the workforce was 
matched against the future operating model of the Group. 

The Board:
• Received the report and accepted the recommendations

Item 10 Strategic Aim 3 Population
770/25 Item 10.1 Assurance and Risk Report from the Integration Committee

Mrs Brown provided the assurances received by the Committee at the meetings held 
in September and October 2025 noting there were no upward escalations to the 
Board.  A twelve month review of the Committee would be taking place in the coming 
weeks.
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Key areas of transformation relating to lymphoedema, the redesign of MSK services 
and future opportunities to work together as a system to deliver AI had been 
discussed that the recent meetings and Mrs Brown advised that the left shift work 
was also gathering momentum. 

Good progress was being made on the patient service hub which was an exciting 
piece of work to focus on moving forward. An update had been provided in respect of 
the Planning Framework which had been included within the Board paper pack and 
demonstrated the level of planning and work being undertaken across the footprint 
and system. Confirmation of approvals of the EPR and Electronic Document 
Management System (EDMS) programmes had also been included in the Board 
paper pack for information.

In respect of the digital arena, a lessons learned exercise was being undertaken 
which would help other areas in terms of moving forward on complex pieces of work. 
From an estates perspective there were many programmes of work currently being 
undertaken, the new endoscopy area was one area of focus and Mrs Brown also 
explained that the current Target Operating Model arrangements required further 
clarity and had been paused, following the new ICB Cluster arrangement, and further 
information was awaited.

From a planning perspective the Group Chief Integration Officer advised that the new 
guidance had recently been received, and further updates would be provided 
accordingly. The Board was advised that the first neighbourhood board had recently 
taken place, and it was noted that more focus needed to be paid to third sector 
colleagues and Primary Care Network (PCN) Alliances.

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

775/25
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Item 11.1 LCHG Strategy Delivery Q1 Assurance Report

The report was presented and the Group Chief Integration Officer provided 
assurance to the Board that good progress was being made against the Strategy 
which was evidencable. There were areas to be looked at without exception including 
the cultural work and engagement between teams.

In terms of the scheduling of the next update to the Board, the Group Chief 
Integration Officer confirmed that this would be provided at the first meeting of 
quarter four and then at the end of quarter one of 2026/27, to ensure that this would 
not coincide with the planning window.

The Board:
• Received the report noting the substantial assurance

777/25 Item 11.2 National Oversight Framework Report

The National Oversight Framework (NOF) Report was presented and the Group 
Chief Integration Officer advised that LCHS had been scored in segment three and 
ULTH in segment four, however the underlying measures scored the organisations in 
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the segments below, segment two for LCHS and segment three for ULTH, as there 
were some outliers in the scoring profiles. 

For assurance the Group Chief Integration Officer offered that there was good 
oversight on this within the relevant Committees and associated work was being 
undertaken with the measures triangulating back to the new performance reports. 

The Group Chief Integration Officer explained that the new performance dashboard 
was now being measured against the same framework as the segmentation. The way 
in which 12-hour waits had been recorded for ULTH had disproportionately 
disadvantaged the scoring and similarly the way in which Urgent Community 
Response data had been collected for LCHS had also disadvantaged the scoring.

The new NOF dashboard would provide a monthly view, and nationally this was 
received on a quarterly basis. All Committees would receive a monthly view of the 
data that would be updated on the NOF position, and the Board would receive a 
Board level dashboard at each meeting. 

The Group Integration Officer advised caution of not focussing on the NOF as the 
new measures, however these would act as a barometer for progress being made in 
comparison to other measures.

The Group Chair commented on the impressive work had been undertaken to create 
the new dashboards.

The Board:
• Received the National Oversight Framework Report which provided 

reasonable assurance
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Item 11 Integrated Performance Reports

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

The graphical presentation final report in the pack demonstrated the at a glance 
position which would continue to be developed with Committee Chairs and Executive 
leads, with the Group Chief Integration Officer noting that this was not yet the final 
version of the report for the Board, with further data to be included.

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

assurance

Item 12 Risk and Assurance
785/25 Item 12.1 Group Risk Management Report 

The Group Chief Clinical Governance Officer presented the report and highlighted 
that for LCHS there was one very high risk sitting with the Quality Committee, which 
was in relation to speech and language therapy, however service re-design was 
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taking place which was expected to reduce the risk. For ULTH there were several 
very high risks; one relating to medicines reconciliation which had been closed, 
however not entirely and had been merged with another similar risk, where there was 
further work to be undertaken.

A further risk had not been reviewed within relevant timescales relating to delays in 
cancer pathways, which had subsequently been updated, and a recovery trajectory 
was now in place to improve 62 day plus breaches by March 2026. 

New risks for the Integration Committee had been identified recognising the 
transformational work being undertaking across the system, and the potential impacts 
of and how these would be navigated.

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

788/25

789/25

Item 12.2 Board Assurance Framework

The Group Director of Corporate Affairs presented the 2025/26 Board Assurance 
Framework in its new format as considered by all the Committees during September 
and October 2025. 

One recommendation was made to the Board in respect of objective 1d, to move 
from a red to amber rating in respect of modern, clean and fit for purpose care 
settings which was based on assurance being received through the Finance and 
Performance Committee.

The Board:
• Accepted the 2025/26 Board Assurance Framework
• Endorsed the recommendation of objective 1d to move to an amber 

rating
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Item 12.3 Assurance Report from the Audit Committee

Mrs Brown provided the key highlights from the Audit Committee meeting held in 
October 2025.

External auditors had undertaken a lessons learned report from the 2024/25 audit of 
the financial accounts and proposed changes were being implemented as 
appropriate within the Finance teams. Work was also underway in readiness for the 
2025/26 audit of the financial accounts whilst still awaiting the final submission 
deadline. 

From an Internal Audit perspective, it was reported that all audits were progressing 
well, which was a good improvement from last year’s position which was positive and 
there was good alignment from the Group’s internal team and the Internal Audit team. 

A report was received from the Counter Fraud team which provided assurance that 
all areas were being met; one concern raised was in relation to overdue policies and 
procedures which remained a key focus for the Committee and the Audit Committee 
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Chair had received confirmation that a process was being implemented to address 
the backlog, and a formal update would be provided at the next meeting. 

The Committee also received some good feedback on the new BAF framework, 
where it was agreed that this was working well. 

The 2024/25 Audit Committee Annual Report was presented for information to the 
Board.

The Board:
• Received the Assurance Report and noted the ongoing escalation point 

in respect of overdue policies
• Received the 2024/25 Audit Committee Annual Report

796/25 Item 12.4 Board Forward Planner

The Forward Planner was presented and received for information.

The Board:
• Received the Board Forward Planner 

797/25 Item 13 Any Other Notified Items of Urgent Business

No further items were discussed.

798/25 The next scheduled meeting will be held on Tuesday 6th January 2026 via MS Teams 
live stream.

Voting 
Members

6 
May 
2025

1 
July 
2025

2 
Sept 
2025

3 
Nov 
2025

ULHT/LCHS
Elaine Baylis X X X X 

Rebecca 
Brown

X X A X 

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

X X X X 

Daren 
Fradgley

X X X X 

Nerea 
Odongo

X X A X 



Colin 
Farquharson

X X X X

Paul Antunes 
Goncalves

X X X X 

LCHS
Gail Shadlock X
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from Quality 
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Stocktake to be undertaken to understand the 
gap analysis in respect of maternity services

Group Chief 
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Director of 
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Affairs
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gaps
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06.01.25
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Meeting Lincolnshire Community and Hospitals Group 
Board

Date of meeting 6th January 2026 
Agenda item number 6
Report title Group Chief Executives Board Report 
Report purpose:

• Discussion
• Approval
• Assurance
• Information
• Other – please insert details

• Information

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

Gemma Coupland, Executive Business 
Manager

Assurance rating:
• Substantial assurance
• Reasonable assurance
• Limited or no assurance

Prior approval process, if applicable N/A
Financial implications, if applicable N/A
Action / decision required The Board is asked to note the update on the 

key points from November and December 
2025

Assurance Rating Key:

Assurance 
Rating

Description

Green: 
Substantial 
Assurance

Effective controls and appropriate assurances are in place

Amber: 
Reasonable 
Assurance

Effective controls are mostly in place and actions have been agreed to 
implement the remaining controls or remedial actions and / or assurances are 
uncertain or possibly insufficient 

Red: 
Limited or No 
Assurance

Effective controls are not in place or are insufficient to manage the risk identified 
and / or appropriate assurances are not available. Immediate action is required 
to address the gaps, weaknesses or non-compliances identified

How the report supports the delivery of the LCHG strategic aims & objectives:
Patients: Better Care – Timely, affordable, high quality care in the right place: X
1a: Improve patient safety, patient experience and deliver clinically effective care
1b: Reduce waiting times for our patients
1c: Improve productivity and deliver financial sustainability
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1d: Provide modern, clean and fit for purpose care settings
People: Better Opportunities – Develop, empower and retain great people: X
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: X
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
3c: Enhance our digital, research & innovation capability
3d: Drive forward our improvement and efficiency agenda including sustainability and 
Green Plan
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System Overview

a) All parts of Lincolnshire health and care system remain busy, and we continue 
to cope with the ongoing operational pressures. 

b) Resident Doctors participated in national industrial action coordinated by the 
British Medical Association from 14th until 19th November 2025. NHS England 
issued a detailed letter outlining expectations that trusts should maintain critical 
services whilst sustaining at least 95% of elective activity, which we did. The 
professionalism, flexibility and compassion of staff under pressure ensured that 
our patients continued to receive safe, high-quality care and that teams were 
supported. A letter of thanks to all colleagues was received from Sir Jim 
Mackey, NHSE Chief Executive and Rt Hon West Streeting MP, Secretary of 
States for Health and Social Care. 

A further round of Resident Doctor industrial action took place from 17th to 22nd 
December where we saw a similar level of resident doctors taking strike action. 
During this period of strike action, we were able to continue to deliver over 99% 
of scheduled activity..

c) During October, The Medium Term Planning Framework was published which 
sets out the priorities and planning assumptions for 2026/27 to 2028/29, 
focusing on productivity, financial sustainability, and transformation. It marks a 
shift from short-term cycles to a locally empowered model aligned with the 10-
Year Health Plan. Central to this approach are three major strategic shifts: 
delivering integrated neighbourhood health to bring care closer to communities, 
embedding digital pathways through the NHS App and Federated Data Platform 
to improve access and efficiency, and prioritising prevention to reduce long-
term demand and improve population health. The first submission of a three-
year plan, covering finance, workforce, and performance trajectories, took 
place in December 2025, with a final five-year narrative plan due by February 
2026.

d) During November NHS England published the Strategic Commissioning 
Framework, which sets out the principles of strategic commissioning, clarifies 
expectations of ICBs and sets the approach within the NHS operating model 
and the ambitions of the 10 year health plan. The framework introduced a four 
stage approach; understanding population needs through linked data and 
intelligence; developing a long term population health strategy and delivery 
plan; delivering priorities through resource allocation payor functions; and 
evaluating impact through rigorous outcome monitoring.

e) I have taken a seat on the ICB Cluster Board as the Lincolnshire provider 
partner. I attended the first ICB Cluster Board public meeting in November. I 
also attended a board development session in December where the Strategic 
Commissioning Framework was discussed and an early development of the 
long term population health strategy was debated.

f) Sir Jim Mackey, NHS England Chief Executive and Jo Lenaghan, Chief 
Workforce Officer wrote to all Trusts confirming NHS England were formally 
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and actively adopting the International Holocaust Remembrance Alliance 
(IHRA) working definition of antisemitism and encouraged all NHS 
Organisations to adopt and note the associate commitments to free speech in 
order to reinforce the collective stance against antisemitism. Lincolnshire 
Community and Hospitals NHS Group (LCHG) is committed to this ask and will 
continue with the planned local actions and also ensure that the national actions 
are embedded when new guidance and training is released. 

g) NHS England wrote to all NHS Trusts in December with requirements to 
strengthen processes to promote sexual safety and reduce sexual misconduct 
in the NHS. A number of new actions were outlined for trusts to undertake 
including introducing investigation training and specialist investigators. Trusts 
are also required to review their chaperoning policies to ensure that they reflect 
the key principles in the improving chaperoning guidance, along with 
establishing review groups to ensure that sexual misconduct reports are 
correctly and robustly considered.  The Group has reinforced our commitment 
to creating a safe environment through the launch of the Sexual Safety Charter. 

Group overview

a) Following an inspection carried out in September 2025 into end of life care at 
LCHS the CQC published its report on 24th November 2025.  During the 
assessment the CQC visited all locations within LCHS that provide end of life 
care including The Butterfly Hospice in Boston, John Coupland Hospital in 
Gainsborough, Louth County Hospital, the Tulip Suite at Johnson Community 
Hospital in Spalding and Skegness District Hospital.  The overall rating of the 
service remained as ‘Good’ as a result of the inspection, which demonstrates a 
continued commitment to providing high quality end of life care to the residents 
of Lincolnshire. 

b) In November, the Group had the privilege of hosting the Public Board meeting 
of the Health Services Safety Investigations Body (HSSIB), providing a 
valuable opportunity to observe their proceedings. Following the meeting, 
Group representatives engaged with HSSIB to showcase the significant patient 
safety improvements currently being implemented across the Group. 
Immediate feedback from HSSIB was positive, recognising the depth and 
quality of our patient safety work and noting the substantial impact these 
initiatives are expected to deliver once fully embedded.

c) During December, the National Oversight Framework ratings for Quarter 2 
were published. For this period, ULTH remains in segment 4, ranking 124th 
out of 134 acute trusts. LCHS was placed in segment 4, ranking 46th out of a 
peer group of 61. The data highlights several areas where our services 
compare well against peers, and the publication of these metrics enables us to 
focus on opportunities for improvement to benefit our patients. It is important to 
note that the report reflects performance from three months ago. While there is 
still more to do, we know that a number of access measures have continued to 
improve since then.
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d) The first Provider Oversight Group Meeting for the Group with the NHSE 
regional team took place during December, chaired by the Director of System 
Co-ordination and Oversight. The meetings have been established in line with 
the oversight arrangements linked to the NHS Oversight Framework. The 
meeting was positive and there was recognition of our improving position 
across performance and finance.

e) The Group continues to face significant challenges due to the national rise in 
cases of flu and other respiratory illnesses. In response to this, NHS England 
issued guidance for all trusts to increase healthcare worker flu vaccine uptake 
further. We have agreed to aim to vaccinate at least 58% of acute staff and  
55% of community staff this year. In addition, the Group has introduced 
mandatory mask wearing in all clinical areas providing patient care across the 
organisation. This reflects our commitment to protecting patients and staff, 
reducing transmission risk, and maintaining resilience during a period of 
heightened seasonal pressure. 

f) Following a successful pilot of the Pharmacy First initiative at Lincoln Urgent 
Treatment Centre (UTC), a new referral pathway will be rolled out across all 
UTCs and Clinical Assessment Services (CAS) in 2026. This pathway enables 
staff to refer patients with specific conditions directly to a pharmacy of their 
choice, reducing waiting times at UTCs. 

g) The School Aged Immunisation Service (SAIS) for Lincolnshire has been 
recognised as one of the leading performers in the region, surpassing both 
Midlands and national averages. Since September, the team has successfully 
administered over 51,500 flu vaccinations to children aged 4–16 across the 
county, helping to protect thousands of families and communities. LCHS will 
continue to host and deliver SAIS in Lincolnshire for a further 3 years. 

h) The county’s Community Diagnostic Centres (CDC) have had a lot to celebrate 
in the last few months. The joint building project for the Lincoln and Skegness 
CDCs was honoured at the Building Better Healthcare Awards 2025, winning 
Gold in the CDC of the Year category. These prestigious awards celebrate the 
most innovative projects driving the future of healthcare design, technology, 
and delivery across the UK. The award was collected by ULTH’s building 
partners, MTX Contracts, in recognition of their outstanding contribution to the 
project. In addition, our CDCs reached an important milestone in December, 
completing more than a quarter of a million diagnostic tests overall since the 
programme was launched in Lincolnshire in 2022.  

i) Carol Jackson, Healthcare Support Worker at Lincoln County Hospital, has 
been honoured with the prestigious Chief Nursing Officer for England Award. 
Carol plays a vital role in supporting patients undergoing cancer treatment, 
providing emotional care and compassion during what is often an incredibly 
challenging time. This national award recognises Carol’s outstanding 
contribution and the meaningful difference she makes every day to the lives of 
both patients and her nursing colleagues.
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Meeting Lincolnshire Community and Hospitals Group 
Board

Date of meeting 6th January 2026
Agenda item number 6.1
Report title LCHG Development: Next Phase Delivery 

Plan Progress Report      
Report Purpose:

• Discussion
• Approval
• Assurance
• Information
• Other – please insert details

• Discussion

Accountable Director Professor Karen Dunderdale, Group Chief 
Executive

Author(s) Jayne Warner, Group Director of Corporate 
Affairs

Financial implications, if applicable [insert details of any financial implications 
arising from the proposals within the report]

Action / decision required ELT is asked to:

• review progress with the delivery of the 
group development programme plan 
and note the issues for escalation

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

x
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Executive Summary

Background & Introduction

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

Current Position including Issues for Escalation

There has been continued good progress on delivery of the agreed programme milestones.

In the main, slippage on agreed timescales for some actions remains as previously 
reported. In all instances, revised timescales for seeking the necessary approvals have 
been included within the plan.

Other issues for escalation:

· the number of out of date policies (primarily within ULTH) is a risk for the group. 
Improvement plan and trajectories to be agreed for bringing out of date policies back into 
compliance and performance improved

- Develop the Estates Strategy dependent on clinical services strategy

- 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

Executive Leadership Team Action Required

The Executive Leadership Team is asked to:
· review progress on delivery of the group development programme plan and note the
issues for escalation



Work Stream 1: Group Operating Model & Leadership: how the group operates & 
makes decisions
Key Tasks / Milestones Timescales Current Position including agreed remedial actions 

where progress is ‘off track’
RAG

Complete the group executive leadership recruitment process including the development of an 
appropriate induction programme and agreement of the contractual arrangements for the new 
group executive roles

Complete the Fit & Proper Person Test (FPPT) checks for all relevant posts and ensure there 
are arrangements in place for the audit of “processes, controls and compliance supporting the 
FPPT assessments”, in accordance with the NHSE FPPT Framework

31 August 2024 (initial 
appointments)

Partially Complete: Appointments made to group 
executive leadership roles; some on an interim basis 
initially. Contracts issued for initial cohort but outstanding 
for recent substantive appointments. Where roles remain 
interim, substantive appointments to be made over the 
period March – August 2025. Testing of FPPT 
compliance within Internal Audit Programme for 2025/26

Once the executive leadership recruitment process is concluded, formalise the externally-set 
executive director statutory & regulatory accountability roles (to be reviewed alongside executive 
portfolios)

30 September 2024 Complete: Externally set executive director statutory 
roles reviewed and formalised to reflect the new 
leadership structure and shared at board. Schedule 
recently updated to confirm that the Group Chief Medical 
Officer is the executive (clinical) lead for medical devices 
in line with current national guidance

Formally approve the overarching group model structure and associated implementation plan 
including the proposed re-design of the existing directorates to introduce a new Alliance Division 
as part of an enhanced collaborative operating model, enable each division / directorate to 
operate on a wider footprint  and ensure that clinical leadership remains central to the group 
model as a key function of group leadership

31 December 2024 (socialise & 
engage)

4 March 2025 (board approval)

1 April 2025 (implementation)

30 June 2025 (embedded)

Complete: Operating model socialised through the re-
launched Group Leadership Team (GLT) and 
implementation plan developed. Final operating model 
approved by the board in May 2025 and being 
communicated and embedded

As part of the work to finalise the wider group and directorate structures, agree the division / 
balance of roles & responsibilities at group and trust level including alignment with Place, 
supported by the development of a clear Accountability & Performance Management 
Framework and aligned governance & decision-making processes and arrangements 

As above

Implement and embed the new operating model and leadership structure, Performance 
Management & Accountability Framework and associated governance arrangements

1 April 2025 (implementation) 

30 June 2025 (embedded)

Complete: As above. PRMs are now in their sixth cycle 
and are scored as per the Performance Management & 
Accountability Framework (but see also work stream 2)

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

30 June 2025 (embedded)

Underway but not yet complete – some pressures on 
teams currently

Once all of the required changes to the trust’s operating model including leadership and 
governance & decision-making arrangements have been made, communicate to staff across the 
group - to include the development of a simple visual representation of the trust’s operating 
model and updating & reissuing of the ‘Governance Framework – A Reference Guide for Staff’

1 April 2025 & Ongoing Comms cascade undertaken through GLT roadshows. 
Visual representation of Operating Model uploaded to the 
Group Intranet.  Governance Framework – A Reference 
Guide for Staff updated 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]

Performance Management 
& Accountability 
Framework:

31 January 2025 (draft 
outline)

28 February 2025 (socialise)

3 March 2025 (approval)

1 April 2025 
(implementation)

30 June 2025 (embedded)

Final Metrics / Alignment of 
IPR:

31 August 2025

Group Performance Management & 
Accountability Framework approved and aligned 
PRMs in place (now in sixth cycle)

The agreement of final metrics for 2025 / 26 and 
alignment of the IPR is not yet complete. 

New Performance reports for Committees going 
through 2nd cycle as of December 2025 with new 
format and metrics as agreed with Committee 
Chairs and relevant Executive SROs. These will 
replace old performance reports and direct focus 
on areas of under performance. These will then 
group up to new Board reporting from early 
2026.

Review the BI resource across the group to ensure this remains effective in 
support of the Performance Management & Accountability Framework and the 
accurate, effective and timely reporting on performance and as part of the ‘Vision 
for Information’

20 December 2024 (Draft 
Vision)

31 March 2025 (Final Vision 
and Structure Proposal)

30 April 2025 (approval of 
structure)

Complete & ongoing: Structure agreed. 
Director of Digital in post from 1 April 2025. 
Director of Performance Intelligence to go out to 
advert imminently. New performance information 
system now developed and being deployed 
(RACH). Next step is to deploy RACH to support 
PRMs and the IPR for board
Group structure in draft format (Dec-25) pending 
budget review and senior structure work. 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 
and assessment commenced

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

31 January 2024 (approval)

3 March 2025 (revised timescale for approval)

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

Complete the work to transition the remaining board committees (Audit & Risk, People / Workforce, Finance & Performance) to 
work jointly including the development and approval by the trust board of harmonised terms of reference & work plans and the 
agreement of any changes to the naming convention for these committees. The development of harmonised terms of reference 
and work plans for all board committees to include a review of:

• delegated authority and matters reserved to the Group Board;

• membership (reflecting changes to group leadership structures);

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

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

• the development of an ‘Assurance Map’ detailing the areas of oversight covered by each of the board committees; not 
least to avoid duplication and gaps

31 December 2024
(harmonisation & approval of terms of 
reference & work plans & transition to new 
ways of working for all board committees)

1 January – 31 March 2025 (implementation)

6 May 2025 (final terms of reference & work 
plans submitted to board)

30 June 2025 (arrangements fully embedded)

Complete: Committees are now meeting jointly although arrangements 
continue to be embedded

Terms of reference and work plans refreshed to reflect the new group 
strategic aims & objectives and approved by the Group Board in May 2025 
(together with the ‘Assurance Map’, ‘Board & Board Committee Principles 
Framework)

‘Assurance ratings within the BAF have been reviewed and wording 
updated. Assurance ratings used within reports to the board and board 
committees have also been updated as part of the strengthening of the 
board & board committee templates

Review of groups reporting into board committees is also complete. (The 
review of sub-groups reporting into those groups is a separate piece of work 
as part of BAU) 

Undertake a review of the operation and effectiveness of the Quality Committee nine months on and any required changes to 
the terms of reference, work plan & associated arrangements. Any learning to be used to inform the transition of the remaining 
committees to working jointly 

[NB. Independent testing of the operation and effectiveness of all board committees working jointly will be required once 
embedded. This could be as part of the Internal Audit or planned Well Led Assessment.]

31 October 2024 (review complete)

31 January 2025 (board receipt of & 
implementation of recommendations)

Complete: Review of Quality Committee undertaken with support from 
Interim Governance Advisor and recommendations accepted and shared 
with the Group Board. Some changes made to reporting groups. 
Arrangements to be reviewed again in 12 months. Learning from the review 
is being used to inform the transition of the remaining board committees to 
working jointly

Develop and seek approval from the trust board of terms of reference and a work plan for the proposed joint Integration 
Committee and agree the date for these meetings to commence and the required frequency

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

Develop a ‘board & committee principles framework’ to ensure there is collective understanding of joint working principles; that 
both trusts can continue to make decisions and operate in accordance with the statutory & regulatory requirements that apply to 
them; and there is continued robust corporate reporting

31 December 2024

6 May 2025 (submitted to board)

Complete: ‘Board & committee principles framework’ drafted and approved 
by the Group Board in May 2025

Develop (or make any required changes) to harmonised board & committee templates (report cover / front sheet, agenda, 
minutes, upward report & action log) and common report writing guidance in light of the move to group and working jointly. As 
part of the development or updating of the report writing guidance, consider the need for and introduce a programme of report 
writing training for key staff and develop an exemplar report front / cover sheet

28 February 2025
(templates & guidance)

31 March 2025 (training plan drafted)

6 May 2025 (submitted to board)

Complete Revised suite of upward report and report templates and report 
writing guidance developed and published. 
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Work Stream 3: Aligned Governance & Decision-Making (Cont’d)
Key Tasks / Milestones Timescales Current Position including agreed remedial 

actions where progress is ‘off track’
RAG

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

Complete the review of proposed NED / ANED roles for the group and secure the 
required internal and external approvals [Note. This is required to facilitate a formal 
move to a joint or group board and joint committees rather than ‘in-common’ board 
and committees]

30 September 2024 Complete:  review of NED / ANED roles complete. 
Approvals received and arrangements effective 
from 1 October 2024

NHSE approval also received for the appointment 
of an additional NED who is now in post. 
Additional NED is a full NED on the ULTH board 
and an Associate NED on the LCHS board. This 
additional appointment reflects the award of 
teaching hospital status to ULTH

Board Development

Once the group executive leadership team is in post and informed by a board skills 
& knowledge assessment and aligned to the proposed group executive development 
programme, develop, agree & implement a Joint Board Development Programme.  

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

• board development days / time-outs ensuring dedicated time on key topics and 
priorities including group development and strategy;

• information sharing / briefings (e.g. national policy, regulatory changes, learning 
and good practice from elsewhere);

• board training / compliance requirements;
• tailored sessions in response to identified development needs (including those 

identified from the skills & knowledge assessment or arising from the annual 
review of board effectiveness or any well led or governance review etc.)

From 1 October 2024 onwards Complete & ongoing: Board Development 
sessions being undertaken with NHS Providers 
support 

Formal programme for 2025/26 drafted to ensure 
appropriate focus on strategy and long term 
service development, the role of the unitary board, 
the board’s appetite to risk, working with system 
partners and the board’s responsibilities in respect 
of EDI and health inequalities (NHS Providers 
Board Effectiveness Survey, November 2024 
refers) 

Programme shared with the Group Board in May 
2025

Consider undertaking an annual board maturity assessment which in turn will 
contribute to any well led assessment and will inform the board development 
programme for the following year

31 March 2025 Well Led Assessment, which is being undertaken 
by NHS Providers, commenced in June 2025 and 
is expected to last 3 months. Feedback to Board 
planned in Nov 25 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)

Complete: Review of executive governance / 
meeting structures undertaken – final iteration 
submitted to and approved by ELT on 
Thursday, 6 June 2025. Structures to be 
socialised through GLT and embedded

As part of the above work, review the terms of reference for the Executive 
Leadership Team (ELT) & Group Leadership Team (GLT) to ensure that 
roles & responsibilities are clear and that clinical leadership / input remains 
central to decision-making across the group

As above Complete: Final Terms of Reference agreed
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Work Stream 3: Aligned Governance & Decision-Making (Cont’d)
Key Tasks / Milestones Timescales Current Position including agreed remedial actions 

where progress is ‘off track’
RAG

Board Reporting Framework (BAF) & Risk Registers

Phase 1: Complete the work to align the two trust BAFs including a review and alignment of 
‘assurance ratings’ and ensure that each strategic risk is cross-referenced with related risks on the 
corporate risk registers.  [Note: Whilst the aligned BAF will reflect risks to the delivery of the 
strategic objectives which have been agreed for the group and the controls, assurance, gaps and 
actions may be the same for each organisation, where there are risks which are specific to either 
ULHT or LCHS, the controls, assurances, gaps and actions to be explicitly referenced for each 
separate organisation]

Phase 2: Consider and agree the ‘design’ of the aligned BAF for 2025/26 onwards i.e. should the 
format of the aligned BAF look and feel different for the group? Agree the board committee oversight 
for each strategic aim & objective

Phase 3: Implement the new style BAF

31 October 2024 (underway)

21 January 2025 (Group Board 
workshop)

1 April 2025 (implementation of 
new style BAF)

Complete: Strategic aims & objectives for 2025/26, a 
revised BAF format and BAF review cycle agreed by the 
Group Board. BAF is now operating in new format through 
board committees and the Group Board. Work to further 
refine the BAF will continue over the coming months

Underpinning risks on the ULTH and LCHS risk registers 
have been aligned to the relevant strategic risks within the 
BAF. Very high and high risks were included within the BAF 
initially but all underpinning risks will start to be included 
from June 2025 onwards  

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

18 March 2025 (Group Board 
workshop)

Complete: Group risk appetite agreed by the Group Board 
and incorporated within the BAF

Review and standardise the risk register and approach to risk management and risk reporting 
across the group including the management of Datix

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

Whilst two separate risk registers remain in place there is 
considered to be a consistent approach to risk management 
across the group, however, scope being drafted for NHS 
Provider to review & test the approach. Routine testing of 
the effectiveness of these arrangements will continue to be 
undertaken as part of the annual internal audit review of risk 
management which informs the Annual Governance 
Statement and as part of the planned Well Led Assessment

Risk Register – Confirm & Challenge Group terms of 
reference and membership refreshed to ensure executive 
input

Alignment of Group Meeting Cycle

Once the work to design and align the board, committee, sub-group and other key trust meetings is 
complete, develop and update annually a single group meeting schedule (ensuring alignment with 
the Accountability & Performance Management Framework and performance review meetings)

31 January 2025 Complete: Meeting cycle in place. PRMs to be added
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

Policy & Policy Approvals:

31 March 2025 (policy in place) - 
complete

31 June 2025 (embedded) – not yet 
complete

Compliance

30 September 2025 (agreement of 
improvement plan & trajectories)

31 March 2026 (improved 
performance)

A combined document control policy and process is in 
place. The move to a single Intranet will enable policies to 
be retained in one place

A historical backlog of out of date policies & guidelines 
(primarily at ULTH) remains – this represents a risk to the 
group.  Improvement plan and trajectories to be agreed for 
bringing out of date policies back into compliance and 
performance improved

Review of Key Trust Documents & Governing Instruments

Complete the review, alignment and approval of key documents & governing instruments to reflect 
the move to group and changes to the operating model to include but not limited to:

• Standing Orders
• Standing Financial Instructions
• Scheme of Delegation & Powers Reserved for the Boards 
• Division of Responsibilities Schedule between the Group Chair and Chief Executive
• Performance Management & Accountability Framework
• Fit & Proper Persons Policy & associated processes

Other trust documents to be aligned as part of work to implement the directorate structures and 
align the group support services and to socialise / launch the group brand 

25 July 2025 (Audit Committee)

2 September 2025 (Group Board 
approval)

Interim amendment to Standing Orders made to reflect the 
appointment of a Group Chief Executive and joint 
Leadership Team, changes to ELT and GLT decision-
making and the proposed move to joint board and 
committees and any changes to voting rights

A joint Fit & Proper Persons Policy is in place for the group 
but will need to be refreshed to ensure alignment with the 
newly published Board Member Appraisal Framework

Performance Management & Accountability Framework 
drafted and approved by GLT on 4 April 2025 and by the 
Group Board on 6 May 2025

Final amendments to the Standing Orders (including the 
Division of Responsibilities Schedule), Standing Financial 
Instructions and Scheme of Delegation approved by the 
board on 2 September 2025

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

As above As above 7



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

Key Tasks / Milestones Timescales Current Position including 
agreed remedial actions 
where progress is ‘off track’

RAG

Group Working Agreements

Review and update the Group Partnership Agreement to 
reflect the agreed changes to the operating model 
including the leadership and governance & decision-
making arrangements, once finalised and agreed

2 September 2025 This action cannot be completed 
until other work stream actions 
are complete 

Review and update the Group Workforce Sharing 
Agreement to reflect the agreed arrangements for broader 
staff / staff groups from each trust, as required, to work 
across the group: such arrangements to maintain the 
existing employment relationship whilst avoiding the need 
for honorary contracts or secondment agreements

2 September 2025 As above

Review and update the Group Information & Data Sharing 
Agreement to reflect changes to the operation of the 
group and any changes to the requirements for sharing 
information & data

2 September 2025 As above
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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 2 September 2025 Strategy drafted. GLT and Group Board approval originally 
scheduled for July 2025 but delayed.  Review of approach 
with CEO

Develop the Group visual ID / brand ensuring adherence to the NHS Identity Guidelines specifically 
in respect of partnership branding

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

Develop guidelines and supporting suite of templates for the use of the Group visual ID / brand (how 
and when it should be used including in respect of signage, document design, correspondence etc.)

As above Complete: Guidelines and templates developed and 
implemented

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

Internal & External Communication & Engagement Channels

Merge the external facing social media platforms (e.g. Linked-In, Instagram, Facebook) currently in 
use within the two trusts to create combined Group social media platforms. NB. X (formerly known 
as Twitter) to remain separate as not possible to merge

31 March 2025 Confirmation received from relevant social media platforms 
that due to Meta rules this proposal is not feasible. Action to 
be closed and removed from the plan

N/A

Merge the staff closed Facebook group 28 February 2025 (consideration 
by GLT)

8 April 2025 (enacted)

Complete: Proposal considered by GLT in February 2025 
and agreed that the Facebook group would not be merged 
but that each organisation’s page could be viewed by staff 
from the other. This has now been enacted

Merge the internal communication & engagement channels (e.g. weekly e-newsletter, team brief / 
communications cascade) to include the use of the Group visual ID / brand once agreed. NB. Group 
Chief Executive’s weekly email already in use across the group

31 January 2025 (original 
timescale)

1 April 2025 (revised timescale)

Complete: Communication channels have been merged – 
‘Group Bulletin’ was the final one and become one 
newsletter on 23 April 2025

Develop and implement a communication & engagement toolkit aimed at ensuring wider awareness 
of service changes & developments across the group

31 March 2025 Complete: Toolkit developed in conjunction with the Patient 
Experience Team. Communication & Engagement Team 
working with the Improvement & Integration Team to embed 
the toolkit in to use as part of the service change process

Continue the ongoing comms on all aspects of group development and benefits realisation as 
changes occur including the development of FAQs for staff on changes to ‘how things work across 
the group’. NB. Case studies and group wide log of engagement activities being maintained 
including learning from staff listening events

Ongoing Ongoing
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Work Stream 4: Communications & Engagement cont’d
Key Tasks / Milestones Timescales Current Position including agreed 

remedial actions where progress is ‘off 
track’

RAG

Group Intranet & Internet

Create and roll-out a group Intranet (including the migration of ULTH to 
nhs.net).  [Note: All staff across the group to have access to the group 
Intranet from 1 April 2024. Full migration to nhs.net to take up to a 
year]

30 June 2025 Complete: LCHS staff now have access to 
ULTH intranet which became the group 
intranet from 6 August 2025

Create a single group three URL website which provides information at 
both a group and individual trust level and which meets accessibility 
legislation requirements  

31 March 2026 Case of Need drafted – timescale for 
implementation to be confirmed and 
agreed as part of approval of the Case of 
Need

Communications & Engagement Team

Continue to embed and develop the combined group Communications 
& Engagement Team building on the implementation of cross-group 
portfolios from September 2024 

30 September 2025 Combined team in place but some 
changes are proposed as part of the 
planned restructure therefore 
arrangements are not yet fully embedded

Continue to provide communications & engagement support, as 
required, to the group development programme work streams & SROs 
e.g. development of group strategy, aims & objectives, values and 
culture

31 March 2026 Comms & engagement support in place 
and ongoing

Continue to embed the merged media monitoring / horizon scanning 
and escalation process 

Ongoing Ongoing – group wide media monitoring / 
horizon scanning and reporting to the  
Group Chief Executive and GLT is in place
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Work Stream 5: HR & Workforce
Key Tasks / Milestones Timescales Current Position including agreed remedial actions 

where progress is ‘off track’
RAG

For any consultation process moving staff into group roles from individual trusts, undertake an 
equality impact assessment in accordance with ACAS best practice

Ongoing Complete: Ongoing process is BAU as part of consultation 
and included in new group policy

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

Ongoing Complete: range of options in place including a team-wide 
and individual offering together with an e-learning 
programme. A 3rd tier is ready to launch to support 
managers to lead during change from both a process and 
behavioural perspective

Harmonise contractual policies and processes across the group, working with union colleagues: six 
priority policies identified and agreed with union colleagues from both trusts in the first instance. 
Plan and timescale to be agreed for harmonising remaining policies and processes

31 March 2025 (priority policies)

31 March 2026 (remaining)

Priority policies have been harmonised and formally ratified. 
The Managing Attendance Policy remains outstanding and 
has been discussed several times with staff side at Policy 
Committee. This is scheduled for further discussion on 29th 
October and it is anticipated will then be ratified. Once the 
final contractual policy is agreed, we expect to see an 
increase in the pace of policy harmonisation. Work will 
remain ongoing to harmonise all relevant remaining policies

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

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

31 December 2024 Complete: Arrangements harmonised and policy 
developed and approved. Comms issued June 2025

Move to a group induction using the following blended approach:

• Development of joint induction video

• Harmonisation of joint face to face induction

31 December 2024

30 June 2025

Complete: group face to face and video inductions in 
place.  

Following staff feedback, joint virtual induction option to be 
launched in June 2025. Alternative induction venues also 
being explored across the county

Ensure all training, progression, career development opportunities, apprenticeships and support are 
offered consistently across the group – linked to policy work and supported by aligned of teams and 
portfolios

31 January 2025 (review of 
portfolios)

Complete: Ongoing & monitored through Workforce 
Strategy Group

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

1 April 2025 (long term solution)

Complete: Staff in both Trusts can access vacancies 
across the group now, with a link provided on the respective 
intranet sites and the recruitment teams at each Trust are 
working in partnership to facilitate transfers across the 
group
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Work Stream 6: Organisational Development (OD)
Key Tasks / Milestones Timescales Current Position including agreed remedial 

actions where progress is ‘off track’
RAG

Continue to provide ongoing support to those staff most affected by the move to a group model Ongoing Complete & Ongoing: Engagement ‘Tube Map’ and 
Change Workshops in place & ongoing (Appendix C 
refers).  Additional staff / GLT engagement roadshows held 
during May & June 2025

Develop proposals for a long term Organisational Development programme to support the 
transition to group and the new operating model with a focus on:

Ongoing (Group Board and ELT) 
Development Programmes)

31 March 2026
(Division / Directorate Leadership 
Programme (The ‘Leeds Way’) to 
be embedded

Board Development sessions are currently being 
undertaken with NHS Providers support. EDI specific half-
day board development session has been scheduled

12 month ELT Development Programme in place and being 
supported by Acqua

Following the launch of the “LCHG Way” and LCHG 
leadership development programme at BTF in October, the 
first module is being piloted, with 2 further modules 
becoming available in January/February.(subject to national 
sign off).

Integrate action from well led review ensuring that the 
Group Board and its senior leaders remain connected, 
aware and empathetic to the two trusts so that expectation 
and pace of delivery is matched to organisational capacity

• Directorate leadership development

• Executive development

• Board development

Continue to align and develop the group culture including the agreement of one set of group values 31 January 2025 (outputs & 
recommendations from ‘Better 
Together’ Programme & 
engagement sessions)

3 March 2025
(board approval)

Complete: New group values – Compassionate, 
Collaborative and Innovative – approved by the Group 
Board and implemented w/c 14 April 2025. Underpinning 
behavioural framework for each value (‘Our Values in 
Action’) developed and launched with leaders at Better 
Together in October 2025. Formal launch postponed to 
January 2026 as requested by ELT. 

Continue to develop the staff health & well-being offer across the group including 
the introduction of menopause support

31 May 2025 Complete & ongoing: The LCHG staff health & 
well-being offer continues to be developed and 
harmonised across the group.  The menopause 
service was extended across the group in July 
2025 and is now available to both ULTH and 
LCHS staff
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Work Stream 7: Digital 
Key Tasks / Milestones Timescales Current Position including agreed remedial 

actions where progress is ‘off track’
RAG

Develop a digital strategy, infrastructure & capabilities for the group with a focus on 
digital transformation and new ways of working to include the following specific 
actions / milestones:

31 March 2025 Complete: Strategy considered by the Integration 
Committee in June 2025 and approved by the 
Group Board on 1 July 2025

• undertake an exercise to map the digital systems in place across the group & 
develop a plan for alignment of systems where feasible to do so e.g. ESR, 
Datix, Intranet, Document Management System etc.

31 January 2025 (Map)

31 March 2025 (Plan)

30 June 2025 (Group Intranet)

Mapping complete and plan developed.

• EDMS initiation in progress
• LCHS Datix moved to cloud and linked to NHS 

net login. ULTH already in cloud and moving to 
NHS net login

• Group Intranet remains on track for deadline
• Other systems continue to be aligned, where 

possible. Some limitations due to existing 
contracts and sovereignty requirements e.g. 
finance, ESR

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

31 March 2025 Complete & ongoing – work continues to 
optimise and standardise processes

• move to a single domain / directory login process - ambition and scope has 
changed since the decision to move in full the AGEM service (exc. LPFT) to 
LCHG. This will support a more ambitious approach supporting integration 
between Acute, Community and Primary Care.

31 March 2025 
(Implementation Plan)

31 July 2025 (Hand Over of 
Domain)

1 Nov 2025 (AGEM transition)

• Complete and ongoing – work continues to 
optimise and standardise processes

• Superseded by AGEM transition to LCHG

• move to standardised printing & print codes – significant piece of work – 
workarounds to be simplified in short term these will continue as full 
replacement will likely need to be aligned to contract end dates, ULTH July 
2026 and LCHS April 2027.

31 March 2026 (Procurement 
outcome expected)

In progress & on track:

• Interim arrangements and process in place 
between ULTH and LCHS 

• Procurement contract team has been formed 
and LCHG project manager assigned

• Initial market engagement has taken place
• Specification in production and formal 

procurement process due to commence with 
pre-market engagement.
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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 - 
Scope expanded to align novation of service for ICB and Primary Care (GP IT)

24 January 2025 (Finalised Plan)

1 November 2025 (Full Service 
Migration – some things may take 
longer)
1 November + 12/18 months – 
(integration and optimisation of 
service)

Complete & ongoing – work continues to optimise and 
standardise processes
 
• 28 WTE colleagues from AGEM TUPE’d to ULTH from 1st 

November.
• AGEM / Group consultation process completed 17th 

October.
• LCHS AGEM Digital service partially transfer to in LCHG in 

house provision on 20th November.
• Full AGEM transfer completed 1st November.
• Due to significant expansion of scope, the work to 

optimise the digital services will continue over a 12-18 
month period, post AGEM transition.

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

Complete & ongoing – work continues to optimise and 
standardise processes

LCHG Digital consultation completed 1st December. Full 
system digital alignment plan in place and underway
Linked to AGEM transition – team brand to be LCHG Digital 
Services, with associated new uniforms and logos being 
created.

• develop a ‘Vision for Information’ for the group including a review the Business Intelligence (BI)  
resource across the group to ensure this remains effective in support of the group Performance 
Management & Accountability Framework and the accurate, effective and timely reporting on 
performance

31 March 2025

30 April 2025 (agreement of 
structure)

Complete & ongoing: Structure agreed. Director of Digital in 
post from 1 April 2025. Director of Performance Intelligence to 
go out to advert imminently. New performance information 
system developed and being deployed (RACH)

• move to aligned telecoms 30 May 2026 (Secured single 
contract for Telephony Services)

In progress & on track:
• Single team lead in place, new group contract in place for 

12 months
• Plan to move LCHS to current ULTH system to deliver 

saving
• Procurement of required group level services planned 

during 2025/26 into 2026/7
• Finalisation of roles as part of integration of LCHS and 

ULTH digital teams being planned as part of structure

• data hosting 31 October 2025 (AGEM project 
closure)

End January 2026 (completion)

Underway – on track:
• AGEM project has now been closed.
• LCHG Digital to pickup residual activity to move Print 

Management Services for LCHS, ICB and LPFT. Work 
attempted but had to be rolled back due to an issue 
related to some more specialist ways of working in LPFT. 
In dialogue with supplier.

• At this time, expected to be end of Jan due to the failure 
and need for roll back to ensure safe service for LPFT.
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Work Stream 8: Estates & Facilities
Key Tasks / Milestones Timescales Current Position including agreed remedial actions 

where progress is ‘off track’
RAG

Estates Strategy, Service Developments & Transformation

Develop the Estates Strategy in support of delivery of the agreed group strategic aims & objectives, 
planned service developments & transformation projects and in support of reducing health 
inequalities:

31 March 2025 (commencement of 
work to develop the strategy) 

2 September 2025 (board 
approval)

Underway although completion dependent on finalisation of 
the clinical service strategy and also likely to be impacted 
by the decision on the future model for the provision of 
EFM services – see next action. Approval not expected 
until 31 March 2026

• consider & evaluate the different models for the provision of EFM services across the group to 
include the option of a wholly owned subsidiary model and present the findings and 
recommendations for approval to the Group Leadership Team and Trust Board

30 September 2025 Assessment of options undertaken and currently being 
evaluated. Further guidance awaited from NHSE on legal 
requirements in respect of wholly owned subsidiary option. 
Date for approval of agreed option to be confirmed

• undertake an estates rationalisation review with a focus on decompressing the acute site and 
agile working and present the findings and recommendations to the Group Leadership Team 
and Trust Board. This work to be undertaken in line with “left shift” proposals

30 June 2025 Underway: external support to undertake the review being 
sourced at an estimated cost of £22.5k. Procurement 
process commenced. Work to be progressed in the 
2025/26 financial year
New Space Manager in place, however, issues remain with 
under utilisation. New process for booking open space 
being implemented. Future GLT sessions planned on 
space and space management
New procurement exercise to commence Q4 for the whole 
estate, funding required as expected cost of circa £250,000

• continue the programme of ward refurbishments, as funding is available Ongoing No funding currently available – programme to be reviewed 
in new financial year

• undertake a review of all leases and licences across the group 30 June 2025 Complete & ongoing: All LCHS leases now obtained. 
New MOTO being negotiated with NHSPS which will move 
a number over to being in place and compliant. In respect 
of ULTH, there are a number of minor occupancies to work 
through and formalise. New Property Manager being 
recruited and will lead on this area of work

• produce a visual ‘map’ of all services and where they sit within the group and ensure this is 
aligned with each trust’s CQC registration / Statement of Purpose’

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

• deliver the agreed 2024/25 EFM transformation projects and EFM improvement plans 31 March 2025 Complete: Plan and projects delivered for 2024/25. Plan in 
development for 2025/26
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Work Stream 8: Estates & Facilities (cont’d)
Key Tasks / Milestones Timescales Current Position including agreed remedial actions 

where progress is ‘off track’
RAG

Restructure of EFM

Complete the restructure of the EFM senior management team and underpinning workforce plans 
and associated work plans to ensure the two trusts are able to meet and, where necessary, 
improve compliance with statutory requirements to include the bringing together of the emergency 
planning and health & safety teams

31 August 2025 Deferred further to August 2025 due to lack of HR capacity 
to support the process. Also likely to be impacted by the 
decision on the future model for the provision of EFM 
services
Some gaps in the senior management team currently which 
is a risk

Equality & Inclusion

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

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

• commission a cultural review of estates services and continue to deliver the improvement 
actions identified in the facilities services cultural review

30 September 2025 As above
Facilities (Housekeeping) Cultural Review completed
Scope for wider review being finalised. 

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

EFM Governance & Assurance

Undertake a review of and strengthen the EFM governance structure and associated assurance 
processes across the group and ensure that the EFM governance structure is appropriately 
aligned to the wider group governance structures and decision-making arrangements:

30 September 2025 Underway – EFM Head of Compliance recruited. Also 
linked to future EFM model. Full group PPM audit – 
specification developed and company being sourced to 
undertake work. Complete: Safety Groups in place, Group 
Health & Safety Committee in place

• align the process for the completion and submission of the annual Premises Assurance 
Model (PAM) assessment and for monitoring delivery of the agreed improvement actions

30 September 2025 Commenced – on track. Latest NHSE guidance and 
assessment tool received. Submission due 30 September 
2025
Completed

• undertake a review of Approved Persons (APs) for the relevant HTMs and as a key element 
of the EFM governance & assurance processes

30 September 2025 Not yet due – deadline may be impacted if gaps & capacity 
issues in the team remain unresolved

• review, update and align the EFM policies and procedures across the group 31 December 2025 Review of EFM policies & procedures is underway: Fire 
Policy & Health & Safety Policy currently going through 
ratification process
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Work Stream 8: Estates & Facilities (cont’d) 
Key Tasks / Milestones Timescales Current Position including agreed remedial 

actions where progress is ‘off track’
RAG

EFM Digital Strategy

Review the EFM service functions on a service-by-service basis, identify all 
opportunities to digitalise the process to improve reliability and productivity

30 September 2025 Ongoing – each service to develop a digital 
strategy project plan – linked future EFM model

Backlog Maintenance

Continue to review the findings of the six-facet survey and identify critical estate 
infrastructure risks (CIR) across the group

Ongoing Ongoing

• using the results of the six-facet survey prioritise the high & significant CIR 
risks and submit funding bid to the ICB

31 March 2026 £7.1m ICB monies received. £2.9m allocated 
internally. Funding being used to address priority 
areas: fire alarm and HV system at Pilgrim 
Hospital.

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

Ongoing Capital design team to ensure backlog 
maintenance items are included as part of the 
brief in any new build capital developments

• provide regular backlog maintenance progress reports to the Finance & 
Performance Committee and Capital & Revenue Investment Group

Ongoing Complete: reporting In place and ongoing

• ensure all CIR risks are recorded on the trusts’ risk registers 30 September 2025 Ongoing
Complete: CIR risks added to the risk register.

Group Asset Register & Planned Preventative Maintenance (PPM) Review

Review the group assets and ensure a comprehensive and accurate asset 
register is created

31 March 2026 Brief & scope of work presently being developed 
(estimated costs c£150k) Update: Audit has 
started. 

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

31 March 2026 Review use of SFG20 (maintenance worksheet 
system) – estimated cost c£30k Update: asset 
validation exercise to be implemented, also will 
be picked up as part of the PPM review. 

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

31 March 2026 External audit support required. Update: Audit 
has started.
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Work Stream 9: Strategy & Planning
Key Tasks / Milestones Timescales Current Position including agree remedial actions 

where progress is ‘off track’
RAG

Harmonise the strategy & planning process across the two trusts including the 
development of a single strategy management policy and strategy group

31 December 2024 Complete

Develop a combined strategy and set of strategic aims & objectives for the group: to 
include the development of an integrated delivery plan setting out the programmes and 
projects to be delivered in Year 1 of the Strategy against the strategic aims, and the 
associated measures and outcomes

[Note: The joint Trust Board has agreed to move from 5 to 3 strategic aims – board 
workshop planed for early 2025 to agree the underpinning strategic aims and linked to 
the review and alignment of the BAF and agreement of the ‘risk appetite’ for the group]

31 March 2025 Complete: Strategic aims & objectives finalised. 
Further work undertaken through the board 
development session on 1 April 2025 on finalising the 
programme and projects required to deliver the 
strategy. Final strategy approved by the Group Board 
in May 2025 

Harmonise the underpinning strategies e.g. clinical, quality, people, digital etc. 30 June 2025 Complete & ongoing: work underway to support 
reviews / updates of enabling plans including 
corporate nursing, health & safety, finance, quality & 
governance, estates and R&I

Develop a single operational & financial plan for the group including the responsibilities 
of divisions / directorates for the delivery of the strategic aims & objectives and priorities 
for the group (linked to the development of the Accountability & Performance 
Management  Framework)

31 March 2025 Complete: Operational & financial plan developed, 
approved & submitted. Final triangulated plan 
expected by 30 April 2025 

Develop transformation and improvement programmes to facilitate the delivery of the 
strategy

31 March 2025 Complete: new Productivity & Transformation 
Framework developed and approved by GLT on 
Friday, 4 April 2024. Productivity, Improvement & 
Transformation Group set up and reporting to GLT 
but with reporting from an assurance perspective to 
the Finance Committee (Productivity) and the 
Integration Committee (Improvement). Care Groups 
outlined their key transformation & improvement 
programmes at GLT on Friday, 4 April 2024. Work 
complete to allocate resources from the strategy, 
improvement and design teams to support the Care 
Groups to work up and deliver their programmes

Develop a common Project Management Office (PMO) approach to enable accurate 
reporting aligned to the new governance arrangements across the group

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

actions where progress is ‘off track’
RAG

Develop a Group Quality Improvement (QI) strategy and commence implementation of the Quality 
Management System (QMS) as a key enabler to delivery of our productivity and transformation programme. 
QI strategy to focus on culture/shared purpose/leadership behaviours and a dosing model for building 
improvement capacity

31 March 2025 (QI Strategy)

31 October 2025 (QMS)

QI approved by Integration Committee and GLT. QMS note yet 
started

Develop a proposal for primary, community and acute care collaboration (Alliance Model) and a spectrum of 
integration

31 March 2025 

31 August 2025 (Phase 2)

Complete: Alliance Model and programme confirmed and 
approved via Integration Committee. Communications plan in 
development for internal awareness. New Terms of Reference to 
include a review of external members to be received by the 
Integration Committee in August 2025

Develop a Partnership Strategy for the group 30 September 2025
30 December 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
Team capacity continues to be impacted by the ongoing staff 
consultation process, which has required significant time and 
attention from key personnel. In parallel, there has been an 
increasing need to reprioritise workload to support the 
commencement of the annual planning round, identification of CIP 
opportunities and the co-creation of Integrated Neighbourhood 
Teams (INTs).This shift in focus reflects our strategic commitment 
to place-based care and collaborative service design. While this 
has temporarily constrained delivery capacity in some areas, it is 
enabling the organisation to lay the foundations for more 
integrated partnership strategy. This is being updated to reflect 
our key developments such as setting up of Integrated 
Neighbourhood Partnership Board.

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

2 September 2025 (board approval)

Phase 1 - Refreshed Green Plans drafted using the national 
template and approved by the group board on 2 September 2025

Work remains ongoing with the ICB to support the system 
sustainability agenda. The sustainability agenda is being 
embedded in the new LCHG strategy and the SRO for the 
programme is the Group Director of Estates & Facilities

Develop a clinical services and practitioners strategy for the group 31 August 2025 Complete: Strategy agreed A detailed model on a health campus 
approach is being developed for agreement by the end of the 
financial year. 

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

31 August 2025
30 Dec 2025

Underway & on track: The launch of the final team structure and 
consultation has been delayed due to the complexity of the team 
and new HR requirements around job matching. This has required 
the review and update of 26 roles, each undergoing formal job 
matching and consistency checks.Although the structure is 
agreed, finalisation of job descriptions is ongoing, with HR advice 
being sought on various options. The team has demonstrated a 
strong commitment to transparent communication by:
• Finalising 26 job matches
• Addressing 91 FAQs
• Holding 51 one-to-one meetings
• Considering 9 counter proposals
We anticipate launching the consultation by December, subject to 
completion of HR processes.
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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

1 July 2025 (strategy drafted)

31 October 2025 (board approval)

Proposal to delay timescale to allow increased 
engagement. Finance away day planned for 26 June 2025. 
Draft to be developed in July 2025 with engagement with 
care groups and committees and approval in October 2025
This work is behind schedule, going through governance in 
DecemberNovember (GLT, FPC).

Harmonise the financial planning & budget setting processes across the group 31 January 2025 Completed 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 Completed 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)

Completed 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 Completed Financial reporting is now consistent across the 
group. Work to further strengthen information dashboard is 
ongoing

Bottom up review of budgets complete

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

31 July 2025 Complete: Capital, Revenue & Investment Group (CRIG) 
reviewed and strengthened

As part of the development of the Accountability & Performance Management Framework for the 
group, align and strengthen the mechanisms for holding divisions / directorates to account for 
budgetary control, the delivery of financial plans and cost improvements

31 March 2025 Complete & ongoing: Performance Management & 
Accountability Framework approved
 
Aligned IPR and final KPIs / metrics for 2025 / 26 still being 
worked up 

Consistent approach adopted to PRMs from January 2025. 
Oversight of delivery of agreed financial priorities and 
improvements will be undertaken through the new 
Productivity, Improvement & Transformation Group  
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Work Stream 10: Finance
Key Tasks / Milestones Timescales Current Position including agreed 

remedial actions where progress is 
‘off track’

RAG

Complete the review, harmonisation and approval of key documents & 
governing instruments to reflect the move to group and changes to the 
operating model to include but not limited to:

• Standing Financial Instructions
• Scheme of Delegation & Powers Reserved for the Board

25 July 2025 (Audit 
Committee)

2 September 2025 (Group 
Board approval)

Updated Standing Financial Instructions 
and Scheme of Delegation & Powers 
Reserved for the Board approved by the 
group board on 2 September 2025

Harmonise the financial policies and processes across the group 31 December 2025 Underway – on track. Current financial 
policies all up to date. Mapping exercise 
to be undertake to identify those still to 
be aligned and to agree timescales. 
Oversees Visitors & Private Patients 
policy aligned and approved

RAG 
chang
ed to 
green

Align the Internal Audit arrangements 31 August 2025 Completed. Internal audit arrangements 
have been aligned. A joint Audit 
Committee is in place with auditors 
working to develop a single report which 
reports at group and trust level 
recognising the need to maintain 
individual organisational sovereignty 
and accountability

Review, harmonise and strengthen the financial training offer and culture 30 June 2025 Completed – First finance roadshow 
training event held in February 2025. 
Budget holder refresher training held in 
February & March 2025. Ongoing 
training offer available within ESR
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Appendix A: Group Development Programme: Work Streams & SROs

22

Work Stream 1: 
Group Operating 

Model & 
Leadership

SRO: Group Chief 
Executive

(supported by 
Group Chief 
Integration 

Officer)

Work Stream 3:
Aligned 

Governance & 
Decision-Making

SRO: Group 
Director of 
Corporate 

Affairs / Group 
Chief Clinical 
Governance 

Officer

Work Stream 2: 
Accountability, 
Information & 

Reporting

SRO: Group 
Chief Executive 
(supported by 
Group Chief 
Integration 

Officer)

Work Stream 4:
Comms & 

Engagement

SRO: Group 
Chief Executive / 
Group Director 

of Corporate 
Affairs

Work Stream 5: 
HR & Workforce

SRO: Group Chief 
People Officer

Work Stream 6:
Organisational 
Development

SRO: Group Chief 
People Officer

Work Stream 7:
Digital

SRO: Group 
Chief Integration 

Officer

Work Stream 8: 
Estates & 
Facilities

SRO: Group 
Director of 
Estates & 
Facilities

Work Stream 9: 
Strategy & 
Planning

SRO: Group 
Chief Integration 

Officer

Work Stream 10:
Finance

SRO: Group Chief 
Finance Officer
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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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Winter Plan and Operational Update

January 2026
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Meeting Lincolnshire Community and Hospitals Group 
Board

Date of meeting 6th January 2026
Agenda item number 6.2
Report title Winter Plan and Operational Update
Report purpose:

• Discussion
• Approval
• Assurance
• Information
• Other – please insert details

Assurance

Accountable Director Caroline Landon, Group Chief Operating 
Officer

Author(s) Lee Taylor, Group Deputy Chief Operating 
Unplanned Care 

Assurance rating:
• Substantial assurance
• Reasonable assurance
• Limited or no assurance

Reasonable assurance

Prior approval process, if applicable Unplanned Care Oversight Group and 
Finance and Performance Committee

Financial implications, if applicable n/a
Action / decision required The Board is asked to note the discussions 

and assurance on matters relating to the 
LCHG Winter Plan 2025 – 2026 (Winter 
Ready).

Assurance Rating Key:

Assurance 
Rating

Description

Green: 
Substantial 
Assurance

Effective controls and appropriate assurances are in place

Amber: 
Reasonable 
Assurance

Effective controls are mostly in place and actions have been agreed to 
implement the remaining controls or remedial actions and / or assurances are 
uncertain or possibly insufficient 

Red: 
Limited or No 
Assurance

Effective controls are not in place or are insufficient to manage the risk identified 
and / or appropriate assurances are not available. Immediate action is required 
to address the gaps, weaknesses or non-compliances identified

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
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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 X
2c: Nurture compassionate and diverse leadership X
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

X

3b: Move from prescription to prevention, through a population health management & 
health inequalities approach
3c: Enhance our digital, research & innovation capability
3d: Drive forward our improvement and efficiency agenda including sustainability and 
Green Plan
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Winter Plan and Operational Update

1.0   Purpose of the report

1.1 This report sets out the items of business considered by the Winter Oversight 
Group at its meetings held on 4th & 18th December 2025 including assurances 
received and those matters which the group wish to escalate to the Board.

2.0      Matters considered by the group

2.1 The Winter Planning Oversight Group met on 18 December to review delivery 
and assurance across winter schemes, workforce resilience, vaccination 
programmes, infection prevention and control, and system preparedness as the 
organisation transitioned from November performance into heightened 
December pressures.

2.2 Funded and Non-Funded Winter Schemes
The Group reviewed progress across funded and non-funded winter schemes, 
with detailed discussion on IV Therapy, OPAT, paediatric front door streaming, 
cardiology hot clinics, and additional flow and discharge capacity.

Updates confirmed that operational capacity for IV Therapy and OPAT was in 
place, however utilisation remained lower than anticipated. The Group explored 
challenges in patient identification and pathway optimisation, particularly the 
shift in clinical practice from IV to oral antibiotics and the impact this has on 
demonstrating outcomes. Work is underway to refine pathways, consider 
additional patient cohorts, and strengthen governance arrangements to ensure 
available capacity is appropriately used. The importance of accurate data 
capture, including repatriated patients, was emphasised to support assurance 
to commissioners and inform future commissioning decisions.

The paediatrics at the front door scheme was reviewed, with confirmation that 
the service is operational within UTCs and demonstrating increasing activity, 
particularly at Lincoln. Coverage at Boston remains variable. The Group 
discussed the need for clearer performance metrics, including four-hour 
performance, conversion rates, and benchmarking against previous years. It 
was agreed that paediatrics must retain ownership of the scheme and its 
outcomes, with UTC support, and that improved data alignment is required to 
fully evidence impact.

The cardiology hot clinic was confirmed as live, with early activity reported and 
initial operational issues resolved. The Group acknowledged that further data 
collection and evaluation are required to demonstrate effectiveness and support 
assurance.

2.3 Vaccination Programmes
The Group received an update on the staff vaccination programme, confirming 
strong uptake and performance above national stretch targets for both acute 
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and community services. Additional clinics have been delivered, including 
weekends and unsociable hours, to maximise accessibility over the festive 
period. New stretch targets have been set, and efforts continue to reach 
remaining unvaccinated staff.

Patient vaccination was discussed as part of the wider winter resilience 
approach, recognising its contribution to demand mitigation and patient safety.

Flu Campaign week 12: 

Frontline staff
ULTH-55.45%
LCHS-56%

In summary, Week 12 has been substantial, reflecting a clear 3% increase in 
overall vaccine uptake—1% for ULTH and 2% for LCHS. We remain committed 
to maintaining our top positions and addressing low uptake areas effectively.

Below is a table illustrating the data. Please note the final percentage for 
ULTH and LCHS at the conclusion of the campaign in 2024/25, as well as the 
current percentages at the end of week 11 for all staff groups. 

ULTH 2024/2025 ULTH 2025/2026 – Week 12

33.2% 55.4%

LCHS 2024/2025 LCHS 2025/2026 – Week 12
45.8% 54.1%

Care Group Breakdown ULTH:

Area Percentage Number of staff vaccinated

Surgery Care Group 46.73% 972
Medicine Care Group 46.17% 1315
Family Health Care Group 50.14% 540
Director of Estates and Facilities 36.05% 411
Corporate* 28.67% 780
Alliance Care Group 50.43% 1235

*Please note all corporate areas are within this grouping, including Chief Executive area.

Care Group Breakdown LCHS:

Area Percentage Number of staff vaccinated

Chief Executive 20% 1
Clinical Governance 36.4% 4
Corporate Affairs 60.0% 9
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Finance 16.0% 48
Group Chief Medical Officer 25.9% 7
Integration Division 33.0% 37
Nursing 56.0% 14
People 30.9% 17
Planned Care Division 39.5% 528
Unplanned Care Division 24.8% 161

2.4 Infection Prevention and Control
An update was provided on infection trends, including increasing influenza A 
cases and active outbreaks across inpatient areas. The Group was advised that 
enhanced mask wearing guidance will be implemented across inpatient and 
outpatient settings, subject to final procurement confirmation. Paediatric flu and 
RSV levels remain low, and COVID-19 prevalence is minimal, with norovirus 
outbreaks being actively managed.

2.5 Prepared and Responsive Services
The Group considered system preparedness, including workforce resilience and 
the ability to maintain elective recovery alongside winter pressures. It was noted 
that a formal workforce update was not available due to staff absence, and this 
will be addressed at the next meeting.

2.6 Upward Reporting and Governance
The Group discussed the approach to upward reporting to the Winter Delivery 
Group and the ICB, noting ongoing work to improve the quality, relevance, and 
consistency of submitted data. The importance of internal review and sign off 
prior to submission was emphasised, given the potential implications for funding 
and system support.

2.7 UEC Performance Overview
The Group reviewed the current state of performance, noting that overall 
Emergency Access Standard delivery for November is reported at 76.3%, above 
plan of 73%. Despite this, the Group recognised that performance remains 
fragile and variable across sites, with continued challenge in ambulance 
handovers, admitted 12-hour waits, and front-door flow.
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4-Hour Emergency Access Standard Performance

Patients waiting over 12 Hours in Department

Month 2024/2025 2025/2026
April 74.25% 77.36% 
May 72.04% 75.87% 
June 72.86% 75.06% 
July 72.05% 73.80% 

August 73.61% 75.09% 
September 74.35% 74.92% 

October 72.83% 74.90% 
November 72.93% 76.32% 
December 71.51% 75.48% 

January 73.50%
February 73.71%

March 78.33%

50.00%

55.00%

60.00%

65.00%

70.00%

75.00%

80.00%

85.00%

90.00%

95.00%

4 Hour Performance (All Types) 

Performance Median UCL LCL Target

Month
Apr 1657 17.21% 1732 10.68% 
May 2291 21.86% 1914 11.05% 
Jun 2164 21.91% 2003 12.02% 
Jul 2133 21.05% 2071 12.01% 
Aug 1658 17.68% 2093 12.67% 
Sep 1880 19.86% 2006 12.10% 
Oct 2221 21.42% 2343 13.44% 
Nov 1930 17.81% 2048 12.40% 
Dec 2106 18.63% 2171 13.50% 
Jan 2286 14.67%
Feb 1961 13.28%
Mar 1222 7.38%

79 14.26% Yesterday

2024/2025 2025/2026
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Christmas Holidays UEC performance.

83.78% for 4-hour standard was achieved for the 25th of December despite an 
increase of 55 patients compared to the previous year- an increase of 8.27% for 
4-hour standard.
December the 26th seen 4-hour performance of 91.63% despite an increase of 
attendances of 54 additional presentations.

27th of December continued to show statistically significant improvement in 4 
hour performance compared to previous years with an 11% increase in 
attendances – an increase of 128 presentations
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3.0      Matters for reporting / escalation to the Board
  

3.1  While progress was noted across several winter initiatives, the Group identified 
several areas where assurance was limited and further evidence is required.

3.2IV Therapy and OPAT Utilisation
The Group was not fully assured regarding the utilisation of available IV Therapy 
and OPAT capacity. Although pathways and staffing are in place, challenges 
persist in identifying suitable patients and demonstrating measurable impact. 
Further assurance is required on patient cohort identification, pathway adherence, 
and outcome reporting, particularly in relation to commissioner expectations.
3.3Demonstration of Scheme Impact
Across several funded schemes, the Group highlighted insufficient consistency in 
performance data, outcome metrics, and benchmarking. This limits the ability to 
provide robust assurance on effectiveness and value and presents a risk in the 
context of ongoing commissioning and funding decisions.
3.4 Paediatric Front Door Data and Ownership
While the paediatric front door scheme is operational, the Group was not fully 
assured that data capture and reporting are sufficiently mature to evidence impact. 
Further clarity is required on performance metrics, including four-hour breaches and 
conversion rates, with clearer ownership and alignment across data sources.
3.5Workforce Assurance
The absence of a workforce update meant the Group was unable to gain assurance 
on workforce resilience, capacity, and risk heading into the peak winter period. This 
represents a gap in oversight that will need to be addressed urgently.
4.0     Industrial Action December 2025

See Appendix One.

5.0     Board Action Required
  

5.1The Board is asked to note the position of the system as it enters the peak 
winter period, receive assurance on the governance and oversight 
arrangements in place through the Winter Planning Oversight Group, and 
acknowledge the areas where further evidence and assurance are being 
sought.



LCHG
Resident Dr IA 17th – 22nd December 2025
Group Response 



Rhythm of the Day

• Daily Strategic Cell calls 9am – Commencing 9th December 
• Daily Tactical Cell Calls – Commencing 8th December 
• Daily system wide Operational Calls 09:30
• Capacity Calls 3 times per day
• Daily System Strategic Calls 11am
• Striking data submission for 11am Daily
• Daily HDOF IA Update



System Coordination



Current Financial Asks

• Costings are currently being processed, but additional asks are 
listed below:

• Additional ACP support H@N service Additional Cannulation/ 
Phlebotomy provision PHB/LCH - Approved

• Ambicorp for Pilgrim and Lincoln during IA  - Cancelled
• EDD Dr x 2 for medicine and Surgery 1 Day prior to strike and 2 

days after - Approved
• Additional Pharmacy hours – Partially Approved
• Additional CSM cover - Approved



Predicted Spend – Dec 2025



Workforce Priorities 

• Ensure Emergency cover for Bleep holder teams, with focus on out of hours 
period

• Ensure Workforce allocation assists in prioritisation of elective activity to maintain 
95% of current service. 

• Ensure all UEC pathways are safely staffed to maintain safety and flow 
• Ensure Maternity and Paediatric services maintain minimum safe staffing levels 
• Utilise ACP workforce to assist in delivery of care 
• Medical Rate guidance under review, but will likely be unchanged
• Derogations to be considered via strategic, if any of the priorities above can not 

be achieved.  



Number of Dr Taking part in IA



Roles of Junior Drs taking IA



Current Forecasted Activity (09/12/2025)



Approved & Reported Cancellations



Quality Committee Upward Report 



2

Meeting Lincolnshire Community and Hospitals Group 
Board

Date of meeting 6 January 2026
Agenda item number 8.1

Quality Committee Upward Report of the meeting held on 25 
November 2025

Accountable Director Nerea Odongo, Group Chief Nurse

Presented by Jim Connolly, Non-Executive Director

Author(s) Karen Willey, Deputy Trust Secretary, ULTH

Recommendations / 
decision required 

The Group Board is asked to:

• note the discussions and assurance received by the Quality 
Committee;

• consider the matters which the committee wish to escalate 
to the Group Board and note and agree the action required

• approve the Modern Slavery statement for publication

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
1c: Improve productivity and deliver financial sustainability
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
3c: Enhance our digital, research & innovation capability
3d: Drive forward our improvement and efficiency agenda including sustainability and 
Green Plan
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Board Committee Upward Report to the Group Board

Report for meeting 
of the Group Board 
to be held on:

6 January 2026

Report from: Quality Committee

Report from 
meeting held on:

25 November 2025

Quoracy 
requirements met:

Yes

1.0   Purpose of the report

1.1 This report sets out the items of business considered by the Quality 
Committee at its meeting held on 25 November 2025 including assurances 
received and those matters which the committee wish to escalate to the 
Group Board.

2.0      Matters considered by the committee

2.1 The committee received and considered the following reports on which 
assurance was received:

Assurances in respect of Objective 1a(i):

a) Patient Safety Group Upward Report inc Ophthalmology focussed 
discussion

b) High Profile Cases 

The bed rail Central Alert System (CAS) notification remained overdue for 
both ULTH and LCHS with an admin review being undertaken for the affected 
ULTH patients.  This would be cross referenced to LCHS to avoid duplication.

Significant assurance was received in relation to the Group incident 
management report and future reporting arrangements were agreed. The 
Committee was please to note that no Never Events had been declared 
across the Group in 2025/26, and duty of candour compliance remained high.

Further work was noted to be required in respect of the ophthalmology 
recovery plan which the Patient Safety Group had requested.  Digital Clinical 
Safety reporting was being confirmed with upward reporting expected via the 
group to the Committee.  

Ongoing work was noted in respect of pressure ulcers both in the community 
and acute and C-difficile infections were reported 12 above trajectory.  Work 
also remained ongoing in respect of aseptic issues with improvements being 
seen due to the work of the microbiologists.  However, an impact on the 
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trajectory rates, due to contamination rates, was noted with further 
communications being undertaken, linked to education.  

Assurances in respect of Objective 1a(ii):

a) Patient Experience and Involvement Group Upward Report
b) Children and Young People Oversight Group Upward Report 
c) Safeguarding and Vulnerabilities Oversight Group Upward Report inc 

Children in Care Update 

Mixed Sex Accommodation (MSA) breaches were reported with recognition 
of the validation challenges being faced due to inconsistent reporting 
processes.  These were being addressed through a task and finish group 
which would also consider the process for reporting, validation and external 
submissions.

Positive engagement was noted at the most recent Children and Young 
People Oversight Group meeting with work taking place to ensure the 
structure of the meeting was more robust.

Progress was noted for the hybrid close loop journey for diabetes, supporting 
children on the regime with psychological support in place for children as well 
as transitional support for moving to young adult services.

From a safeguarding perspective the Committee noted the continued number 
of section 42 reports being received, despite this progress was being seen.  
The Committee noted concern in respect of training attendance and uptake 
with appropriate escalations being made.

Work continued to appoint to the Looked After Children vacancy and the 
Committee would continue to be updated on progress.

The Modern Slavery statement (appended) was received by the Committee 
and recommended to the Board for approval.

Assurances in respect of Objective 1a(iii):

a) Clinical Effectiveness Group Upward Report
b) Focussed Discussion: Pharmacy Medicines Management 

The outlier status for ileostomy closures and hip fractures were noted with 
action being taken to meet with the Chiefs of Service to determine actions for 
improvement.

The Committee held a focussed discussion in respect of Pharmacy 
Medicines Management and noted the significant volume of work that had 
been undertaken in this area, following ongoing concerns, and the 
development of the action plan.  This covered three core areas including 
Pharmacy/Medicines Management Governance and Leadership 
Arrangements, Safer Meds Initiative and wider actions including value, cost 
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improvement and right sizing.  The Committee noted the refocusing and 
invigoration of the Medicines Quality Group, which would be chaired by the 
Group Chief Medical Officer and would directly report to the Committer for a 
period of time.

Assurances in respect of other areas:

a) Patient Story
b) Board Assurance Framework 2025/26
c) Committee Performance Dashboard
d) Risk Register
e) Policy Position Update
f) Quality Impact Assessment Assurance Report
g) Topical, Legal and Regulatory Update
h) Investment Decisions Risks
i) Internal Audit Recommendations

The Committee received the new style performance report noting the 
development that had been undertaken and recognised the alignment to the 
National Oversight Framework.  Further discussions were required to ensure 
the correct metrics were reported however the Committee agreed that the 
previous style reports would no longer be required.

Positive improvements were noted in respect of policy documents with 
recognition of changes to governance which required embedding. The Quality 
Impact Assessment report was noted with recognition that the Cost 
Improvement Programmes being undertaken were not having a negative 
impact on patients.

The Committee noted the investment decisions paper which indicated areas 
where investment would not be possible in the current year, and work was 
ongoing to review risks associated with investment.  

3.0 Matters on which the committee was not assured and has 
requested additional information and assurance:

3.1 The committee requested additional information and assurance on the 
following matters:

a) None

4.0      Matters for reporting / escalation to the Group Board
  

4.1 The committee agreed the following matters for reporting / escalation to the 
Group Board:

a) Lack of ICB funding in respect of the additional 12 WTE maternity 
staff to support the staffing standards.  3 applications have been 
made by ULTH and rejected; internal mitigations were in place.
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5.0    Confirm or challenge of the Board Assurance Framework (BAF):

5.1 The committee considered the areas of the BAF for which it has oversight 
and no changes are proposed.

6.0     Group Board Action Required
  

6.1 The Group Board is asked to:

• note the discussions and assurance received by the Quality Committee

• consider the matters which the committee wish to escalate to the Group 
Board and note and agree the action required

• approve the Modern Slavery statement for publication

Jim Connolly, Non-Executive Director 
25 November 2025 



Modern Slavery Statement – 2025-2026

MODERN SLAVERY Annual Statement 2025-2026

This is a ‘group statement’ for Lincolnshire Community and Hospitals NHS Group (LCHG) 
pursuant to S54 of the Modern Slavery Act 2015 and sets out the steps that LCHG has 
taken, and is continuing to take, to make sure that modern slavery or human trafficking is not 
taking place within our business or supply chain. The aim of this statement is to demonstrate 
that the Group follows good practice, and reasonable steps are taken to prevent, to 
understand potential modern slavery and human trafficking risks and to implement effective 
systems and controls.

Modern slavery encompasses domestic servitude, forced labour, criminal exploitation, and 
sexual exploitation. The Group has a zero-tolerance approach to any form of modern slavery 
or human trafficking. We are committed to acting ethically and with integrity and 
transparency in all business dealings and to put effective systems and controls in place to 
safeguard against any form of modern slavery taking place within our business or our supply 
chain.

As a Group we are committed to ensuring that all of our employees are aware of the Modern 
Slavery Act 2015 and their safeguarding duty to protect and prevent any further harm and 
abuse when it is identified or suspected that the individual may be or is at risk of modern 
slavery/human trafficking. 

Group Structure.

Lincolnshire Community Health Services NHS Trust (LCHS) and United Lincolnshire 
Teaching Hospital NHS Trust (ULTH) have now come together formally as a Group, called 
Lincolnshire Community and Hospitals NHS Group (LCHG). This arrangement does not 
constitute a formal merger of the two organisations but brings the two Trusts together under 
a single Board and Executive Leadership Team, with the goal of improving the care that is 
provided to patients both in the community and hospital settings across Lincolnshire. 

The group consists of;

• United Lincolnshire Teaching Hospitals NHS Trust, one of the largest Trusts in the 
country, providing services from 3 acute hospitals in Lincolnshire - Lincoln County 
Hospital; Pilgrim Hospital, Boston, and Grantham and District Hospital. The Trust 
also provides a wide variety of outpatient, day case and inpatient services from a 
range of other community hospitals or local GP clusters. The Trust provides a wide 
range of healthcare services delivered by over 8,500 trained staff. 

And 

• Lincolnshire Community Health Services NHS Trust (LCHS), the primary community 
healthcare provider in Lincolnshire delivering community-based services aimed at 
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supporting people to manage their own health at home and reducing the need for 
people to go into hospital. The service provides a wide range of healthcare services 
delivered by over 2,500 trained staff.

As a group we work closely with a range of partners including commissioners, local councils, 
NHS England, the private sector, and voluntary organisations to deliver innovative and 
integrated care to our communities.

LCHG statement of response:

We are fully aware of the responsibilities we bear towards our patients, employees, and local 
communities. We are guided by a strict set of ethical values in all our business dealings and 
expect our suppliers (i.e. all companies we do business with) to adhere to these same 
principles. We have zero tolerance for slavery and human trafficking. Staff are expected to 
report concerns about slavery and human trafficking, and management are expected to act 
upon them in accordance with our policies and procedures.

LCHG is committed to fulfilling our responsibility to ensure that there is a zero-tolerance 
approach to Modern Slavery and/or Human Trafficking within our supply chains or within any 
part of our business. Any identified concerns regarding Modern Slavery and Human 
Trafficking will be escalated in line with the Organisation’s Safeguarding processes, working 
in conjunction with our partner Agencies. As such:

• The Group adheres to the National NHS Employment Checks/Standards (including 
employees’ UK address; their right to work in the UK and obtaining suitable 
references). We ensure all UK Workers receive minimum wage and robust 
immigration checks, to safeguard against human trafficking or individuals being 
forced to work against their will.

• Our payroll systems monitor modern slavery concerns (i.e. people bought into the 
Country illegally will not have a National Insurance number).

• We implement a range of controls to protect staff from poor treatment and/or 
exploitation, which comply with all respective laws and regulations. These include 
provision of fair pay rates, fair Terms of Conditions of employment and access to 
training and development opportunities, Consulting and negotiating with Trade 
Unions on proposed changes to employment, work organisation and contractual 
relations.

• LCHG has systems in place to encourage the reporting of concerns and for the 
protection of those who do raise concerns.

• LCHG Safeguarding Policies, Training packages and Intranet site contain information 
relating to the indicators of Human Trafficking/Modern Slavery, for staff awareness 
and usage.
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• The referral process for Adults/Children at risk, along with links to both the 
Lincolnshire Safeguarding Adult and Lincolnshire Safeguarding Children Boards are 
located on the Safeguarding section of our Intranet sites.

• Modern slavery is incorporated within safeguarding policies and included within 
mandatory training programmes for all staff employed by the Group. Training in 
relation to Modern Day Slavery has been delivered to all staff through our mandatory 
e-learning training as part of Safeguarding Adults Training level 1 and further training 
is provided to staff working with children and vulnerable adults. Training compliance 
is monitored through local governance meetings and overseen by the Board.

• The Freedom to Speak Up Guardians support staff to escalate concerns, Both 
FTSUG's have a team of FTSU Champions who can listen and signpost staff to the 
appropriate channels. The FTSUG's also work to identify and breakdown barriers to 
Speaking Up and raise awareness of its importance to both staff and patient safety 
across the Trust. The role of the Freedom to Speak Up Guardian is covered at the 
Trust’s monthly corporate induction; the Trust has adopted the National Freedom to 
Speak Up Policy in line with national guidance and the importance of speaking up is 
celebrated annually via October Speaking Up week. The FTSUG's also provide the 
Trust Board with reports quarterly and an Annual Report is produced, summarising 
all key activity. Trust activities and policies are required to have an Equality Impact 
Assessment (EQIA) completed

• LCHG aims to be as effective as possible in ensuring that Modern Slavery and 
Human Trafficking is not taking place in any part of its business or supply chains. The 
Group adheres to NHS Terms and Conditions relating to Supply of Goods & 
Services, minimising the risk of slavery practices. This requires suppliers to (i) 
comply with all relevant Law and Guidance and use Good Industry Practice to ensure 
that there is no slavery or human trafficking in its supply chains; and (ii) notify the 
Authority immediately if it becomes aware of any actual or suspected incidents of 
slavery or human trafficking in its supply chains to support this we;

• LCHG procurement contracts make specific reference to social value and the 
prevention of modern slavery.

• We endeavour to build long-standing relationships with our suppliers and make clear 
our expectations of business behaviour. Where national or international supply 
chains are used, we expect these suppliers to have suitable Anti-Slavery and Human 
Trafficking Policies and Procedures and, where there is a risk of Slavery and Human 
Trafficking taking place, steps have been taken to assess and manage that risk.

• We seek assurance that there is a level of communication with the next link in the 
supply chain and their understanding of, and compliance with, our expectations in 
relation to the NHS terms and conditions. These conditions relate to issues such as 
bribery, slavery, and other ethical considerations.

• Require evidence that providers are publishing their modern slavery statement when 
we procure a new contract. 
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• LCHG Purchase a significant number of products through the NHS Supply Chain and 
framework agreements, whose ‘supplier code of conduct’ includes a provision around 
forced labour. 

• We require all suppliers to comply with the provisions of the UK Modern Slavery Act 
(2015) through our purchase orders and tender specifications, which set out our 
commitment to ensuring no modern slavery or human trafficking in relation to our 
business. 

• The Statement will be reviewed and updated on an annual basis and presented to 
the board.

Conclusion

This statement has been presented to the Board of Directors and approved by the Board on 
……….

Signature:

Chief Executive Officer, Lincolnshire Community and Hospitals NHS Group.
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Meeting Lincolnshire Community and Hospitals Group 
Board

Date of meeting 6 January 2026
Agenda item number 8.1

Quality Committee Upward Report of the meeting held on 16 
December 2025

Accountable Director Nerea Odongo, Group Chief Nurse

Presented by Jim Connolly, Non-Executive Director

Author(s) Karen Willey, Deputy Trust Secretary, ULTH

Recommendations / 
decision required 

The Group Board is asked to:

• note the discussions and assurance received by the Quality 
Committee;

• consider the matters which the committee wish to escalate 
to the Group Board and note and agree the action required

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
1c: Improve productivity and deliver financial sustainability
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
3c: Enhance our digital, research & innovation capability
3d: Drive forward our improvement and efficiency agenda including sustainability and 
Green Plan
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Board Committee Upward Report to the Group Board

Report for meeting 
of the Group Board 
to be held on:

6 January 2026

Report from: Quality Committee

Report from 
meeting held on:

16 December 2025

Quoracy 
requirements met:

Yes

1.0   Purpose of the report

1.1 This report sets out the items of business considered by the Quality 
Committee at its meeting held on 16 December 2025 including assurances 
received and those matters which the committee wish to escalate to the 
Group Board.

2.0      Matters considered by the committee

2.1 The committee received and considered the following reports on which 
assurance was received:

Assurances in respect of Objective 1a(i):

a) Patient Safety Group Upward Report
b) Maternity and Neonatal Oversight Group Upward Report

The Committee noted the gap analysis in respect of the DASH review with 
the national position awaited however it was believed the Group was slightly 
ahead and anticipated being sighted in the Quality Strategy.

The Patient Safety Incident Investigation process had been reviewed with 
some identified gaps and areas to be strengthened through the new 
framework.

Healthcare Acquired Infections were noted with C-Difficile and E-Coli 
trajectory having seen a slight reduction with a focus on work in the 
community.  Flu maintained a steady position with the Group introducing 
mask wearing to support the well-being of patients and staff. 

An improved position was noted in respect of water safety, for the positive 
detection of legionella and pseudomonas with augmented care flushing 
reported at 91%.  A water safety action plan was being developed and would 
be shared with the Committee. 

The Board is asked to note the following CNST updates offered from the 
group and the associated appendices provided:
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• CNST Standard 1- PMRT
o Upwardly report the Q2 PMRT report (Appendix 1.6) including details 

of the deaths reviewed from 1 December 2024, any themes identified 
and the consequent action plans. Reviews of deaths and consequent 
action plans are available to the Board in the reading room.  

• CNST Standard 3-
o ATAIN: Note update relating to continuation of the Quality Improvement 

Project ‘Midwives as second checkers for neonatal IV antibiotics’ 
available within Appendix 1.0.

o TC- Note Trust position of compliance with the minimum evidence 
requirement for CNST MIS Year 7 for pathway of care for babies from 
34+ weeks. Perinatal services acknowledge that there are areas 
requiring improvement including recommendations from the ODN Peer 
Review; these actions are monitored via the PeriSIP and agreed 
reporting routes.

• CNST Standard 4- Clinical Workforce: 
o Obstetric workforce:

• Note that the Trust has implemented RCOG guidance on 
engagement of both short-term and long-term locums and 
is compliant with criteria having been met for employment 
of locum doctors in Obstetrics and Gynaecology. This has 
been demonstrated through a 6-month audit. 

• Note that the Trust is 97% compliant with consultant 
attendance in person to the clinical situations listed in the 
RCOG workforce document. This has been demonstrated 
through a 3-month audit.

• Note progress on the previously agreed action plan to 
support working towards implementation of the RCOG 
guidance on Compensatory rest.

o Neonatal workforce:
• Note that the neonatal unit meets the British Association 

of Perinatal Medicine (BAPM) national standards of 
medical staffing 

• Record in Trust Board minutes progress against the 
previous Board agreed QIS action plan and trajectories 
and that this is on the services risk register. Appendix 
1.0 provides further information.

• CNST Standard 5- Midwifery Workforce: 
o Upward report to Board the staffing report in its entirety Appendix 1.8.
o Record in Trust Board minutes receipt of the midwifery staffing 

oversight report covering staffing/safety issues in line with NICE 
midwifery staffing guidance.

o Note and record in the Board meeting papers the update on the agreed 
plan, including timescales, for achievement of the appropriate uplift in 
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funded establishment along with mitigations to cover this shortfall, 
specifically the following:

• The Trust has adopted a phased, milestone-based approach, 
to achieving the required uplift within mitigations including 
the case of need, business case and three separate attempts 
to secure funding through the ICB Weighted Value 
Framework (WVF) 

• The Trust has committed £450k to recruit 5.75 WTE Band 6 
midwives. This represents an interim milestone towards the 
overall uplift, delivered as a cost pressure while awaiting a 
longer-term funding decision.

• Following the most recent unsuccessful attempt to secure 
funding through the Weighted Value Framework (WVF), the 
Quality Committee is asked to note, for assurance purposes, 
the Trust has committed, funded as a cost pressure, to 
commence recruitment of the additional workforce to close 
the 12.1 WTE midwifery deficit from 1 April 2026, recognising 
that as interim mitigation, 5.75wte midwives have already 
been recruited to. Commissioners are fully aware of the 
position.

• CNST Standard 6- Saving Babies Lives Care Bundle: 
o Record in Trust Board minutes progress has been made towards full 

implementation of Saving Babies Lives Care Bundle, in line with the 
locally agreed improvement trajectories. Progress has been confirmed 
by the ICB as demonstrated in the SBLCB implementation tool.

• CNST Standard 7- MNVP: Note the formal escalation of risk, via the 
PQSM relating to the MNVP provision.
o Record in Trust Board minutes that the service, in collaboration with the 

LMNS, have concluded that the current MNVP lead contracted hours, 
compounded by reduced ICB/LMNS capacity to support is no longer 
sufficient to meet the year 7 requirement. 

o Record in Trust Board minutes that escalation via the PQSM model at 
Trust and LMNS level, reported via MNOG/QC upward reporting 
process is ongoing with mitigation currently under review to ensure the 
service continues to listen to women and families in a way that is 
proportionate to MNVP resourcing available until the MNVP is 
commissioned in line with guidance. 

o Note progress with co-produced action plan
 

• CNST Standard 9- Floor to Board: 
o Record in Trust Board minutes, as evidenced via the PQSM document, 

that:
• A non-executive director (NED) has been appointed and is 

visibly working with the Board safety champion (BSC).
• A review of maternity and neonatal quality and safety 

undertaken by the Trust Board (or an appropriate trust 
committee with delegated responsibility) using a minimum 
data set as outlined in the PQSM bi-monthly
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• Board Safety Champion(s) meet with the Perinatal leadership 
team and the Quad leadership team at a minimum of bi-
monthly

o Note receipt of the quarterly Claims Scorecard Appendix 1.7.
o Record in Trust Board minutes progress with the Staff Experience 

Group (maternity and neonatal culture plan).

• CNST Standard 10- MNSI: 
 For upward reporting and formal inclusion within Group Board Minutes:

• Note receipt of Trust legal services and maternity clinical 
governance records of qualifying MNSI/ EN incidents and 
numbers reported to MNSI and NHS Resolution.

• Note receipt of evidence that families have received 
information on the role of MNSI and NHS Resolution’s EN 
scheme in an accessible format in the patient’s own 
language.

• Note receipt must have sight of evidence of compliance with 
the statutory duty of candour.

• Further detail available in Appendix 1.0

Interim early findings have been released by Baroness Amos (Independent 
Investigation into Maternity and Neonatal Services in England - 
Reflections and Initial Impressions - National Maternity and Neonatal 
Investigation) with initial benchmarking undertaken which would be 
discussed further at MatNeosip meeting and any actions adding to MatNeosip 
action plan as required.

The following statement has been offered from Mrs Brown, Non-Executive 
Director Maternity Safety Champion:

‘Alongside my fellow Board Safety champion, the Group Chief Nurse, and in 
collaboration with the MNVP lead and other ICB colleagues, we meet with the 
Perinatal Leadership team on a bi-monthly basis via the Maternity and 
Neonatal Oversight Group or MNOG to review progress and identify areas 
where support is required from the Quality Committee and the Group Board. 
Any such examples of support are escalated via the upward reporting 
arrangements to Group Board, where myself and Nerea, highlight such areas 
of support and work to implement these with the support of fellow members of 
the Board’.

Assurances in respect of Objective 1a(ii):

a) Patient Experience and Involvement Group Upward Report

The Committee received key highlights from the group noting no escalations 
following the meeting.  Limited assurance was noted in respect of equality 
and diversity due to gaps in compliance however it was recognised that this 
would be resolved through the appointment of an EDI lead.

https://www.matneoinv.org.uk/updates/independent-investigation-into-maternity-and-neonatal-services-in-england-reflections-and-initial-impressions/
https://www.matneoinv.org.uk/updates/independent-investigation-into-maternity-and-neonatal-services-in-england-reflections-and-initial-impressions/
https://www.matneoinv.org.uk/updates/independent-investigation-into-maternity-and-neonatal-services-in-england-reflections-and-initial-impressions/
https://www.matneoinv.org.uk/updates/independent-investigation-into-maternity-and-neonatal-services-in-england-reflections-and-initial-impressions/
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Improvement was noted in respect of the data for Mixed Sex Accommodation 
breaches however the Committee sought to better understand the process 
and authorisation of breaches to receive assurance of the governance 
process. 

Concern was noted in respect of patient moves at night and discharge letters 
with improvements required in both areas.  The Committee was reassured of 
the focused work which would commence in 2026 in these areas.

Assurances in respect of Objective 1a(iii):

a) Clinical Effectiveness Group Upward Report

The outlier alert for the laparotomy audit was noted with an improvement plan 
in place which would be monitored on a weekly basis with updates offered 
through the department’s governance structure.  It was recognised that there 
was a need for consider the previously completed data in order to determine 
prospective actions with an audit lead appointed.

Assurances in respect of other areas:

The Committee worked to a reduced agenda in order to undertake a 
workshop session focused on further developing the content of the Board 
Assurance Framework (BAF) and the Performance Report.  This enabled the 
Committee to undertake a thorough review of the content of both reports and 
for developments to be identified which would be actioned and seen in the 
coming months.

3.0 Matters on which the committee was not assured and has 
requested additional information and assurance:

3.1 The committee requested additional information and assurance on the 
following matters:

a) None

4.0      Matters for reporting / escalation to the Group Board
  

4.1 The committee agreed the following matters for reporting / escalation to the 
Group Board:

a) The loss of the Maternity and Neonatal Voices Partnership (MNVP) 
provision due to current MNVP lead contracted hours having been 
concluded and the provision not being sufficient to meet the year 7 
requirement

5.0    Confirm or challenge of the Board Assurance Framework (BAF):

5.1 The committee considered the areas of the BAF for which it has oversight 
and no changes are proposed.
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6.0     Group Board Action Required
  

6.1 The Group Board is asked to:

• note the discussions and assurance received by the Quality Committee
• note the escalation made to the Board

Jim Connolly, Non-Executive Director 
16 December 2025 



CQC rating: Good

Perinatal Assurance Report

Emma Upjohn
Director of Midwifery

V1.0
November 2025

CQC rating: Good 

A
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 Executive summary
    In line with the Lincolnshire Community and Hospitals NHS Group (LCHG) values of Collaboration, Compassion and Innovation, and, as part of our 
commitment to provide safer and more personalised maternal and neonatal care supporting the national maternity ambition, this report demonstrates progress 
on maternity and neonatal transformation work, regulatory and professional requirements and national agendas. 

    This includes, but is not limited to the Perinatal Quality Surveillance Model (PQSM), Clinical Negligence Scheme for Trusts (CNST) Maternity Incentive 
Scheme (MIS), Saving Babies Lives care Bundle (SBLCB), the Three Year Delivery Plan and the Regional Maternity Heat Map. 

    ULTH progress is reported through the bi-monthly Maternity and Neonatal Oversight Group (MNOG) meeting. Output following review and discussion at 
MNOG is reported directly into Quality Committee (QC), a sub-board committee with delegated authority for maternity and neonatal oversight, ensuring that in-
depth examination of data, reports, and practices provide the Board with a clear understanding of the performance on quality and safety, including any 
immediate priorities or exceptions. MNOG is chaired by the Director of Nursing, who, is also the Executive sponsor and Trust Board Maternity Safety 
Champion. The Non-Executive Director (NED) Maternity Safety Champion also attends this meeting. 

    This report is provided, with any escalations and celebrations clearly identified, for review and consideration, alongside accompanying presentation at 
MNOG. The Trust Board is asked to review and note the contents of this report and supporting documents provided via the IBABS system and continue to 
support the maternity and neonatal teams with identified challenges.
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2: National drivers
2.2 Perinatal Quality Oversight Model (PQOM) 

Appendix 1.1

The PQSM supports Trusts and ICB's to discharge their duties, while providing a safety net for any emerging concerns, trends or issues that are not quickly 
identified and addressed. ULTH perinatal services, in collaboration with the ICB, have adapted the PQSM into a local document to demonstrate:

• implementation of, and progress with, the model since release of the NHSE paper in 2020
• the process for Trust-level oversight within ULTH, including compliance with CNST MIS Safety Action 9
• the roles and responsibilities of the board level safety champions and maternity safety champions 
• the integration of perinatal clinical quality into existing LMNS/ICS structures, including compliance with CNST MIS

NHSE have released, in draft form, a revised Perinatal Quality Oversight Model (PQOM) that will replace the PQSM. In collaboration with the ICB and ODN, 
ULTH are benchmarking and revising the local document in preparation for the final document release. Once finalised, the assurance reporting template will 
reflect the changes and the document will be shared.   

Minimum data measure for Trust Board overview Location of information within 
Perinatal Assurance Report

Additional papers within agenda Links to National/Local 
drivers

Findings of review of all perinatal deaths using the real time 
data monitoring tool

• Maternity and Neonatal 
Dashboards

• Learning lessons
• CNST MIS Year 7 update

Q2 PMRT report CNST MIS SA:1
CNST MIS SA:10

Findings of review of all cases eligible for MNSI • Learning lessons
• Maternity and Neonatal 

Dashboards
• CNST MIS Year 7 update

CNST MIS SA:1
CNST MIS SA:10

Number of incidents graded as moderate or above and 
what action is being taken

• Learning lessons
• Maternity and Neonatal 

Dashboards
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Training compliance for all staff groups in maternity related 
to the core competency framework and wider job essential 
training

• Maternity and Neonatal 
Dashboards

• CNST MIS Year 7 update

CNST MIS SA:8

Minimum safe staffing in maternity services to include 
Obstetric cover on the delivery suite, gaps in rotas and 
midwife minimum safe staffing planned cover vs actual 
prospectively

• Maternity and Neonatal 
Dashboards

• Maternity in-month update
• Neonatal in- month update
• CNST MIS Year 7 update

CNST MIS SA:4
CNST MIS SA:5

Service User Voice feedback • Listening to our families
• CNST MIS Year 7 update

CNST MIS SA:7

Staff feedback from frontline champions and walk-abouts • Listening to our staff
• CNST MIS Year 7 update

CNST MIS SA:9

MNSI/NHSR/CQC or other organisations with a concern or 
request for action made directly with the Trust

• Learning lessons
• Maternity and Neonatal 

Dashboards
• CQC update

Coroner Reg 28 made directly to the Trust • Learning lessons
• Maternity and Neonatal 

Dashboards

Progress in achievement of CNST 10 • CNST MIS Year 7 update CNST MIS SA1-10

Theme/trend/escalation Additional actions being taken
CNST MIS Year 7. 
SA7: MNVP

• The service, in collaboration with the LMNS, have concluded that the current MNVP lead contracted 
hours, compounded by reduced ICB/LMNS capacity to support is no longer sufficient to meet the 
year 7 requirement. Therefore the Trust will not be required to provide any further evidence as 
detailed below in 7.4 & 7.5 to meet compliance for MIS for this safety action.

 14/11/2025

• Return of MNVP comments on ULTH contribution to work plan. To continue to work collaboratively to 
agree actions and responsibilities during the last few months on current MNVP term.
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2.2 Clinical Negligence Scheme for Trusts (CNST), Maternity Incentive Scheme (MIS): Year 7

CNST MIS Year 7- November update (Appendix 1.2)

Safety Action Anticipated 
compliance

Comments Upward reporting

SA1 
PMRT

On track to 
achieve 

• Q2 to be presented at November’s MNOG with upward reporting to GQC and Trust 
Board

• Note receipt of Q2 PMRT report including details of the deaths reviewed 
from 1 December 2024, any themes identified and the consequent action 
plans.

SA2 
MSDS

Achieved- 
awaiting 
evidence 
review

• 100% of July’s data contained valid birthweight information (requirement 80%)
• 97.8% of July’s data contained a valid ethnic category (requirement 90%)
• Final statistics confirm compliance has been achieved 

SA3 
TC/ATAIN

On track to 
achieve

• QIP update- Progress with agreed actions monitored through the PeriSIP- action N.OE15 
(formerly NeoSIP): 

o Competency pack now complete and has been sent to the Competency Panel 
for review and approval

o Once approved training plan to be developed
• As a Trust we can demonstrate compliance with the minimum evidence requirement for 

CNST MIS Year 7 (local policy/pathway of TC admission criteria based on BAPM 
framework for Transitional Care and meeting a minimum of at least one element of HRG 
XA04). While we can evidence compliance, we acknowledge that there are areas 
requiring improvement including recommendations from the ODN Peer Review, these 
actions are monitored via the PeriSIP and agreed reporting routes (MNOG). See 
appendix 1.2.2 of CNST report (appendix 1.2)

• Note update relating to QIP progress
• Note Trust position of compliance with the minimum evidence requirement 

for CNST MIS Year 7 for pathway of care for babies from 34+ weeks. 
Perinatal services acknowledge that there are areas requiring improvement 
including recommendations from the ODN Peer Review; these actions are 
monitored via the PeriSIP and agreed reporting routes (MNOG).

SA4 
Clinical 
workforce

On track to 
achieve

• Obstetric workforce 
o Short-term locums: The Trust employed no short-term locums in obstetrics and 

gynaecology during the 6-month audit period (Feb-Jul 2025). See appendix 
1.2.3 of CNST report (appendix 1.2) for further detail

o Long-term locums: Following and audit of a 6-month period (Feb-Jul 2025), the 
Trust can demonstrate that is has implemented the RCOG guidance on 
engagement of long-term locums in full with supporting evidence to 
demonstrate compliance. See appendix three of CNST report (appendix 1.2) 
for further detail

o Consultant attendance: Audit of a 3-month period (Feb-Apr 2025) 
demonstrates that the Trust is 97% (requirement of 80%) compliant with 
consultant attendance in person to the clinical situations listed in the RCOG 
workforce document: ‘Roles and Responsibilities of the Consultant providing 
acute care in obstetrics and gynaecology’ into their service.  See appendix 
1.2.4 of CNST report (appendix 1.2) for further detail

o Compensatory rest: While not reportable in MIS Year 7, the service can 
confirm that there has been progress on the previously agreed action plan to 

• Obstetric workforce: 
o Note that the Trust has implemented RCOG guidance on 

engagement of both short-term and long-term locums and is 
compliant with criteria having been met for employment of locum 
doctors in Obstetrics and Gynaecology. This has been 
demonstrated through a 6-month audit. 

o Note that the Trust is 97% compliant with consultant attendance 
in person to the clinical situations listed in the RCOG workforce 
document. This has been demonstrated through a 3-month 
audit.

o Note progress on the previously agreed action plan to support 
working towards implementation of the RCOG guidance on 
Compensatory rest.

• Neonatal workforce:
o Note that the neonatal unit meets the British Association of 

Perinatal Medicine (BAPM) national standards of medical 
staffing 
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support working towards implementation of the RCOG guidance on 
Compensatory rest, with only one outstanding action relating to facilitation of a 
fixed on-call during the week. On track for full compliance by December with 
planned rota changes. See appendix 1.2.5 of CNST report (appendix 1.2) for 
further detail

• Anaesthetic workforce 
o Rotas and supporting evidence reviewed, demonstrating evidence that the duty 

anaesthetic consultant is immediately available for the obstetric unit 24 hours a 
day and they have clear lines of communication to the supervising anaesthetic 
consultant at all times.

• Neonatal medical workforce 
o As previously reported the neonatal unit meets the BAPM national standards 

for neonatal medical staffing.  See appendix 1.2.6 of for further detail CNST 
report (appendix 1.2 ) for further detail

• Neonatal nursing workforce 
o As previously reported the neonatal unit does not meet the BAPM national 

standards for neonatal nursing staffing
o The previously agreed action plan, including updates on progress and 

mitigations, is available in the QIS report 
o The QIS report has been shared via MNOG reporting routes bi-monthly and 

through LMNS board reporting routes with EMNODN oversight
o This risk is also monitored via the risk register

o Record in Trust Board minutes progress against the previously 
agreed QIS action plan and trajectories and that this is on the 
services risk register. 

SA5 
Midwifery 
workforce

At risk • BR+ business remains under review at ICB weighted values Framework. 
o BR+ establishment uplift business case approved by CRIG on 29th July 
o Declined at ICB weighted values Framework on the 15th September with a 

request for further evidence 
o Declined following second attempt at ICB values Framework on the 22nd 

October with a request for further evidence
o Case strengthened with additional evidence and to be presented at ICB 

weighted values Framework on 17th November
• Following escalation via MNOG and GQC, the Trust has committed 450k to recruit 5.75 

wte B6 midwives at a cost pressure whilst decision is taken. 
• The Trust committed to continue cost pressure and review on 1/4/26 and consider further 

cost pressure to ensure full recruitment into the 12.1wte deficit.
• Action plan with mitigations against short-fall is reported via the bi-annual staffing report 

due at MNOG this month
• Outside of the CNST MIS reporting period progress with this action will be monitored via 

MNOG and upward reporting route

• Upward report to Board the staffing report in its entirety.
• Record in Trust Board minutes receipt of the midwifery staffing oversight 

report covering staffing/safety issues in line with NICE midwifery staffing 
guidance and the agreed plan, including timescale for achieved the 
appropriate uplift in funded establishment including mitigations to cover 
shortfalls.

SA6 
SBLv3.1

On track to 
achieve

• Quarterly meetings with LMNS continue, with adequate progress at each touch point. 
• Where full implementation is not yet in place, sufficient progress has been made towards 

full implementation, in line with the locally agreed improvement trajectories and confirmed 
by the ICB as demonstrated in the SBLCB implementation tool.

• Evidence of this progress, risks and mitigations has been shared bi-monthly for Trust 
Board oversight within the Perinatal Assurance Report and the Upward report to GQC

• Record in Trust Board minutes progress has been made towards full 
implementation of Saving Babies Lives Care Bundle, in line with the locally 
agreed improvement trajectories. Progress has been confirmed by the ICB 
as demonstrated in the SBLCB implementation tool.
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SA7 
MNVP

At risk • Mitigation to ensure the service continues to listen to women and families
o Return of LMNS comments on ULTH contribution to MNVP work plan. 
o To continue to work collaboratively to agree actions and responsibilities during 

the last few months on current MNVP term. 
• Co-produced action plan 

o Progress continues with co-produced action plan following joint review of the 
annual CQC Maternity Survey free text from 2024 (further detail available in Q2 
Patient Experience Report). This has been reported bi-monthly to MNOG. 

o The November CQC Maternity Survey free text has not yet been made 
available to Trusts. There is a risk that if the release of the survey occurs later 
than the end of November there will be no MNVP lead in place to jointly review 
and agree actions. Early escalation to the LMNS should this occur.

• Record in Trust Board minutes that the service, in collaboration with 
the LMNS, have concluded that the current MNVP lead contracted 
hours, compounded by reduced ICB/LMNS capacity to support is no 
longer sufficient to meet the year 7 requirement. 

• Record in Trust Board minutes that escalation via the PQSM model at 
Trust and LMNS level, reported via MNOG/QC upward reporting 
process is ongoing with mitigation currently under review to ensure 
the service continues to listen to women and families in a way that is 
proportionate to MNVP resourcing available until the MNVP is 
commissioned in line with guidance. 

• Note progress with co-produced action plan 

SA8 
Training

At risk • Remains significant risk of non-compliance
• All anaesthetists due an update are now booked onto the final PROMPT of the CNST 

period 27th November 2025.
SA9 
Floor to Board

On track to 
achieve 

• All Trust requirements of the Perinatal Quality Surveillance Model (PQSM) are fully 
embedded with evidence of working towards the revised Perinatal Quality Oversight 
Model (PQOM) 

o Co-produced (ULTH & LMNS) PQSM reported bi-monthly via the Perinatal 
Assurance Report at MNOG with direct routes to Trust Board. Progress 
continues with update to PQOM document

• Q2 Claims scorecard to be presented at MNOG in November
• Progress with maternity and neonatal culture improvements evidenced via Staff 

Experience Group workstream within the Perinatal Assurance Report bi-monthly to 
MNOG with direct routes to Trust Board

• Record in Trust Board minutes, as evidenced via the PQSM document, 
that:

o A non-executive director (NED) has been appointed and is 
visibly working with the Board safety champion (BSC).

o A review of maternity and neonatal quality and safety undertaken 
by the Trust Board (or an appropriate trust committee with 
delegated responsibility) using a minimum data set as outlined in 
the PQSM bi-monthly

o Board Safety Champion(s) meet with the Perinatal leadership 
team and the Quad leadership team at a minimum of bi-monthly

• Note receipt of the quarterly Claims Scorecard.
• Record in Trust Board minutes progress with the Staff Experience Group 

(maternity and neonatal culture plan).
SA10 MNSI On track to 

achieve
• The accumulative patient event numbers for CNST MIS Year 7 to date are as follows

o 8 cases have been referred to MNSI, with 1 qualifying for EN
▪ DOC verbal and written (including EN and MNSI information in 

accessible format in the patient’s own language) –8 (100%)
▪ Three cases were subsequently rejected by MNSI
▪ 5 cases remain ongoing

• Note receipt of Trust legal services and maternity clinical governance 
records of qualifying MNSI/ EN incidents and numbers reported to MNSI and 
NHS Resolution.

• Note receipt of evidence that families have received information on the role 
of MNSI and NHS Resolution’s EN scheme.
Note receipt must have sight of evidence of compliance with the statutory 
duty of candour.
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2.3 Saving Babies Lives Care Bundle V3.2

Touchpoint E:1 E:2 E:3 E:4 E:5 E:6 Total Comments/actions
1: Q2 July-Sept 2023
02/10/2023

50% 90% 100% 20% 74% 33% 69%

2: Q3 Oct-Dec 2023
29/12/2023

70% 90% 100% 100% 74% 83% 81%

3: Q4 Jan-Mar 2024
18/03/2024

90% 95% 100% 100% 81% 100% 90%

4: Q1 Apr-Jun 2024
24/07/2024

90% 100% 100% 60% 93% 100% 93%

5: Q2 Jul-Sep 2024
1/10/2024

90% 100% 100% 80% 96% 100% 96%

6: Q3 Oct-Dec 2024
30/12/2024

100% 100% 50% 80% 93% 100% 94%

7: Dec-Jan 2025 21/02/25 100% 100% 50% 100% 96% 100% 97%

8: Feb- March 2025
25/04/2025

100% 100% 50% 100% 96% 100% 97%

9: April-Jun 2025
31/07/2025

80% 95% 50% 100% 100% 83% 80%

10. Q2 July-Sep 2025
17/11/2025

70% 90% 100% 100% 100% 100% 93%

Non-compliance actions

Element 1 – Smoking: 
• CO at booking – Badgernet field has now been made mandatory from 

11/11/2025 therefore anticipate achieving compliance from December 
data.

• VBA training – Training has been added as mandatory to Midwives ESR. 
Discussions with ELOD for all maternity staff groups to have added to 
their ESR, we can then review compliance more easily.

• CO monitoring Training – Training is completed at Midwives mandatory 
training days and PROMPT. Lag in training for midwives and maternity 
support workers. Plan to catch all in next couple of months. CHCSW 
added as staff, plan to discuss with education how to improve this training 
compliance.

Element 2 – FGR:
• Vitamin D advised – Was made mandatory in August 2025. Compliance 

achieved for September 2025, requires 3 months of compliance before 
sign off.

The above data demonstrates the percentage of interventions fully implemented following LMNS validation. Where full implementation is not yet in place, sufficient 
progress has been made towards full implementation, in line with the locally agreed improvement trajectories and confirmed by the ICB as demonstrated the SBLCB 
implementation tool. SBLCB v3.2 released May 2024.
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2.4 Three Year Delivery Plan (3YD)

Theme Position
Comments/actions

Listening to women and families with 
compassion
Supporting our workforce
Developing and sustaining a culture of 
safety
Meeting and improving standards and 
structures

- 3YDP Oversight Tool identified ULTH as a positive outlier for postnatal care at home, midwives 
satisfaction, midwife turnover and obstetric sickness rate

- Negative outlier for BFI Stage 3 Accreditation and quality of out of hours supervision for doctors

Largely compliant with Trust led 3YDP actions, areas outstanding include:
 Introduction of national MEWS. Awaiting digital release and WebV update by NLAG, digital matron 

aware
 Embed analysis of ethnicity and deprivation data in all specialist reporting
 BR+ undertaken as required but gap in establishment remains 12.1wte
 Equity & Equality plan actions for reducing workforce inequalities required
 Continue to monitor NETS and GMC survey results for actions related to trainee feedback
 Develop future leaders via succession planning, ensuring this reflects the ethnic background of 

wider workforce
 Inclusion of MNVP lead in complaints processes and governance meetings
 Maintain status of Saving Babies Lives care bundle
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2.5 Regional Maternity Heat Map
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2.6 Care Quality Commission (CQC)

CQC readiness pathway and exception reporting

No pertinent updates 

3: Local drivers 
3.1 Maternity and Neonatal Safety Improvement Plan (PeriSIP)

Appendix 1.3

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

Actions have been added in relation to reviewing the self-administered medication process, improving the implementation of the PeriPrem Passport and associated 
documentation relating to magnesium sulphate and antenatal steroids. The recommendations following the Birth Choices Clinic (BCC) Report (2025) have also been added, 
including a decision tool to support post-dates induction of labour, ensuring equity of access for women from Black, Asian and Eastern European backgrounds to the BCC, 
improving communication with staff regarding common themes discussed at BCC through articles within the Perinatal Newsletter, auditing the use and implementation of 
BadgerNet personalised care plans, creating a MS Form for BSS feedback, and finalising the Trauma Informed Care Action Plan. Further actions have also been added to 
ensure regular skills drills are undertaken within the clinical areas, implementation of the updated elective LSCS theatre pathway at Lincoln County Hospital, and 
implementation of the Neonatal Afterthoughts service

A number of actions have been archived; two CNST Year 6 actions relating to the MNVP infrastructure and funding as these have been superseded by the CNST Year 7 
actions which had significant differences, an action relating to the adequacy of anaesthetic documentation which has been achieved by the completion of an documentation 
audit which will be repeated every two years unless concerns arise, an action relation to updating the blood pressure monitoring guidance including the use of automated 
machines, an action relating to an updated APH flow chart within the guideline that has now been approved, an action relating to the Safer Learning Environment Charter 
(SLEC) encouraging regular breaks for learners and supervisors together to maintain supernumerary status, and the new hypertension guideline which includes a risk 
assessment for FGR and digital blood pressure monitoring with machines validated for pregnancy.
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Section Total Actions Red
Not yet completed / significantly 

behind agreed timescales or 
non-compliance expected

Amber
In progress / on track / completion 

expected

Green
Completed & ongoing and / or not 

yet fully embedded (awaiting 
evidence of embedding)

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

MNSC prior to closure

Maternity

Optimise Experience 13 (=) 0 (=) 12 (=) 1 (=) 0 (=)
Optimise Safety 53 (=) 4 (-2) 34 (+3) 7 (=) 8 (-1)
Improve Leadership 4 (=) 0 (=) 4 (=) 0 (=) 0 (=)
Choice & Personalised 
Care 10 (+6) 2 (-1) 7 (+4) 0 (=) 1 (+1)

Provide Assurance 1 (=) 0 (=) 0 (=) 1 (=) 0 (=)
Maternity Staff 
Experience Group Awaiting Actions

Perinatal
CNST 15 (+1) 7 (=) 3 (=) 5 (+1) 0 (?)
SBL 5 (+2) 0 (=) 3 (+1) 1 (+1) 1 (?)
3YDP – ULTH 47 (=) 4 (+4) 9 (-1) 15 (-5) 19 (?)
3YDP – ICB 29 (=) 4 (+4) 10 (-1) 14 (-4) 1 (?)
Neonates
Optimise Experience 30 (+1) 2 (=) 15 (+1) 13 (=) 0 (=)
Optimise Safety 9 (-11) 1 (+1) 3 (=) 1 (-3) 4 (-0)
Neonatal Leadership 1 (=) 0 (=) 0 (=) 1 (=) 0 (=)
Choice & Personalised 
Care 0 (=) 0 (=) 0 (=) 0 (=) 0 (=)

Provide Assurance 0 (=) 0 (=) 0 (=) 0 (=) 0 (=)
Peer Review 27 (=) 1 (+1) 15 (-1) 5 (=) 5 (-1) (+1 black)
Critical Care 26 (+26) 3 (+3) 7 (+7) 4 (+4) 12 (+12)
GIRFT 14 (=) 0 (-3) 7 (-1) 0 (-3) 7 (+7)

TOTAL 284 (+25) 28 (+9) 129 (+12) 68 (-9) 59 (+13)
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Archived Actions

27 (+17)
(24 Awaiting 
Archiving in 
December)

Completed, embedded and signed off by Perinatal Safety Collaborative for closure and archiving

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

Action No Action Milestone Responsible 
Lead

Due Date Comments

Maternity
3 M.OS.MTT.13.1 Recommendation 13: Ensure calls are taken outside the clinical area in a 

dedicated and protected quiet space – to ensure confidentiality

Midwifery establishment to include, Trust wide, sufficient midwives to 
support a telephone helpline 24/7 apart from the Triage clinical area.

DoM & 
Project Lead

March 
2025

June 25; Telephone triage needs to be reviewed and improved as a 
separate project. We have a telephone line, but not a 24/7 triage service as 
per the recommendations for a dedicated triage line. This has been added 
to the Risk Register.
July 25; Awaiting business case decision. No progress re separate 
telephone triage service.
09/09 GR update re Risk Register; graded as 12, added on the 7th August. 
Will then be reviewed in November 25.
15/09 No further progress.

4 M.OS.MTT.13.2 Recommendation 13: Ensure calls are taken outside the clinical area in a 
dedicated and protected quiet space – to ensure confidentiality

Identify an appropriate IT system for a Trust wide maternity telephone 
helpline.

Matron & 
Project Lead

March 
2025

February 25; Slippage due to lack of decision re Business Case. Midwifery 
establishment required to develop a telephone triage helpline.
June 25; As above. There needs to be a separate project completed around 
telephone triage helpline.
July 25; Awaiting business case decision. No progress re separate 
telephone triage service.
15/09 No further progress.

5 M.OS.MTT.13.3 Recommendation 13: Ensure calls are taken outside the clinical area in a 
dedicated and protected quiet space – to ensure confidentiality

Ensure calls are taken outside the clinical area in a dedicated, quiet space 
ensuring confidentiality and an undistracted midwife.

HoM, 
Matrons & 
Project Lead

January 
2025

February 25; Slippage due to lack of decision re Business Case. Midwifery 
establishment required to develop a telephone triage helpline.
June 25; As above, unable to proceed with this at present. Requires 
independent project, including improvements to estates.
July 25; Use of BadgerNet telephone triage workflow is standardising the 
process across the service and 24/7, safer practice.
15/09 No further progress.

6 M.OS.MTT.13.4 Recommendation 13: Ensure calls are taken outside the clinical area in a 
dedicated and protected quiet space – to ensure confidentiality

Project Lead 
& Education 
Team

March 
2025

Training package identified through BSOTS programme, discussions taking 
place with Education team re roll out of training.
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Ensure calls are taken by a midwife who is clinically active and familiar with 
maternity triage, but whose duties at that time are solely for telephone 
triage.

February 25; Slippage due to lack of decision re Business Case. Midwifery 
establishment required to develop a telephone triage helpline.
June 25; Midwives are trained, however are not able to provide a midwife 
solely for a telephone triage line. This needs completing as a separate 
project.
July 25; Awaiting business case decision. No progress re separate 
telephone triage service.
15/09 No further progress.

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

Post-Mortem Consent Training

Bereavement 
Midwife RB

Obstetric 
Service 
Leads VA, 
MS, CC

30/09/2024 10/06 Following a discussion at MNOG, decision made to split out the 
compliance RAG rating to show the mandatory post-mortem consent 
training, and the non-mandatory bereavement training compliance.
11/06 MNSC aware of continued non-compliance. Have been chased by 
Education Admin, Cons Midwife. Emma to follow up.
18/06 NP sent compliance to KA, VA, HA, EU, JB.
28/07 Updated states receive from education team, as below. Email sent to  
KA, VA, HA, EU, JB to inform of those who remain non-compliant.
28/07 Updated from HA; Katherine Phipps on long term sick, asn leaves 5th 
August, therefore stats updated.
13/08 MNSC discussion; The consultant has asked for support with training. 
We have new doctors, so compliance expected to drop initially. This training 
has also been added to the new resident doctors intranet page and 
welcome booklet.
22/09 Stats updated, as seen below. All previous stats can be seen on the 
previous PeriSIP.
10/10/25 Stats updated, as below. Sue has sent monthly reminders to these 
people, which were sent the previous week to this update.

Post Mortem Consent
LCH Consultants – 18/09/25 92%, 10/10/25 92% - Andrejs Smirnovs
LCH Registrars – 18/09/25 40%, 10/10/2025 47% - Rebecca Hutchinson, 
Chinedu Ifemelumma, Chinwe Nwkodinobi, Eze Okubuiro, Naheen Oseni, 
Lee-Li Tan, Oluwatosin Salami, Ashok Kumar Shivashankara
PHB Consultant – 18/09/25 91%, 10/10/2025 91% - Marwa Shousha
PHB Registrars – 18/09/25 60%, 10/10/2025 55% - Fatima Nasreen, 
Mohammed Ahmed, Dennis Gong, Rafiat Jimoh, Gareth Ogden

8 M.CPC25.1 Develop a Decision tool to support discussion about post dates induction of 
labour

Consultant 
Midwives

31/12/2025 26/08/25 Action added to the PeriSIP, following the Birth Choices Clinic 
(BCC) Report.
28/10/25 Unable to progress at present due to capacity.

Perinatal

9 CNST.Y7.01.03 Has a review using the Perinatal Mortality Review Tool (PMRT) of 
95% of all deaths of babies, suitable for review using the PMRT, 

Risk Midwife November 
2025

07/10 AG update; One case was not reported within the time frame, in 
December 2024. This means that current compliance sits under 95%, which 
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from 1 December 2024 been started within two months of each 
death?
This includes deaths after home births where care was provided by 
your Trust.

would mean a submission of non-compliance. We will remain under 95% 
should no further cases occur.
08/10 Shared at MNSC, regarding risk of compliance. Currently 94.7%. 
Reassurance that processes are in place to avoid any further cases not 
having the PMRT's started within two months.

10 CNST05.01 Can the Trust Board evidence midwifery staffing budget reflects 
establishment as calculated?

DoM March 
2025

July 25; BR+ establishment uplift business case submitted for discussion at 
CRIG on 29th July. Will then go to ICB through Values Framework. 
Recruitment of newly qualified midwives is underway at LCH. All qualifying 
students on the PHB site have been offered jobs.
07/10 AG update; the staffing deficit, relating to maternity triage (12.1 
WTE). Progress against agreed action plan was discussed including 
confirmation BR+ establishment uplift business case approved by CRIG on 
29th July and awaiting result of ICB values Framework on the 15th 
September. Declined at ICB Values Framework, resubmission required by 
the end of October. Business Case under review to strengthen case.

11 CNST.Y7.07.02 Evidence of MNVP infrastructure being in place from your LMNS/ICB. ICB

12 CNST.Y7.07.03 If the above evidence of an MNVP, commissioned and functioning as per 
national guidance, is unobtainable, there should be evidence that this has 
been escalated via the Perinatal Quality Surveillance Model (PQSM) at 
trust, ICB and regional level.

ICB

13 CNST.Y7.07.04 Terms of Reference for Trust safety and governance meetings, showing the 
MNVP Lead as a quorate member of trust governance, quality, and safety 
meetings at speciality/divisional/directorate level.

ICB

November 
2025

07/10 AG update; The ICB has received £38k in additional funding (£19k 
per site). Discussions are currently underway regarding the potential 
outsourcing of the roles, responsibilities and associated funds, with the aim 
of ensuring sustainability, transparency, and alignment with strategic 
priorities. System colleagues have plans to review the MNVP self-
assessment but due to capacity this has been delayed
MNVP work plan benchmarking complete, gaps in service provision 
identified and actions to be agreed to ensure the service continues to listen 
to women and families in a way that is proportionate to MNVP resourcing 
available until the MNVP is commissioned in line with guidance. Gaps in 
service provision and actions to be agreed and shared with ICB colleagues 
for input/approval/plan by October 2025.

14 CNST.Y6.08.02 Can you demonstrate the following attendance at the end of the 12 month 
period 1 December 2023 to 30th November 2024:

Maternity emergencies and multiprofessional training

Clinical 
Education 
Team

November 
2025

07/10 AG update; Anaesthetic PROMPT compliance: Current trajectory 
indicates that the service will be non-compliant owing to the consistently 
high rate of ‘did not attend’ (DNA) from the anaesthetists. Escalation to the 
Quad for support and close monitoring with updates following each 
PROMPT and early escalation of non-attendance.

15 CNST.Y6.08.04 Can you demonstrate the following attendance at the end of the 12 month 
period 1 December 2023 to 30th November 2024:

Neonatal basic life support

Clinical 
Education 
Team

November 
2025

07/10 AG update; Neonatal NLS updates: Ongoing lack of engagement 
from consultants resulting in trajectory that will result in a submission of 
non-compliance without immediate action. Escalation to the Quad for 
support and close monitoring. Challenge compounded by the new 
requirement that only GIC trained staff can facilitate the NLS sessions. GIC 
trained midwives allocated responsibility of completing training for the 
outstanding doctors/consultants.
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16 3YDP.ICB.03 Improve equity for mothers and babies
Commission MNVPs to reflect the ethnic diversity of the local population 
and reach out to seldom heard groups.

ICB Links with below action
Links with CNST.Y7.07.02, .03 and .04

Sept 25: MNVP commissioned role at risk.  In process of reviewing 
proposals for the new financial year. Currently due to ICB restructuring and 
uncertainty unable to commit to how this will be in the future. This has been 
escalated to the LMNS via the Trust and programme team, aligned to 
CNST requirements. Recommendation that this is escalated to SQPEC.

17 3YDP.ICB.04 Work with service users to improve care
Commission and fund MNVPs, to cover each trust within their footprint, 
reflecting the diversity of the local population in line with the ambition 
above.

ICB Links with above action
Links with CNST.Y7.07.02, .03 and .04

Sept 25:  MNVP commissioned role at risk.  In process of reviewing 
proposals for the new financial year. Currently due to ICB resutructing and 
uncertainty  unable to commit to how this will be in the future. This has been 
escalated to the LMNS via the Trust and programme team, aligned to 
CNST requirements. Recommendation that this is escalated to SQPEC.  
We do not have MNVP leads to cover each site, allocated one for the Trust.

18 3YDP.ICB.05 Grow our workforce at all levels
Align commissioning of services to meet the ambitions outlined in this 
delivery plan with the available workforce capacity. It is expected that from 
2024/25 ICBs will assume delegated responsibility for the commissioning of 
neonatal services.

ICB Sept 25: Neonatal commissioning on pause.  Commissioning of services 
remains consistent however challenges with understanding the workforce 
profile across specialties.

19 3YDP.ICB.20 Support women to set out their personalised care and support plan through 
digital means, monitoring uptake and feedback from users

ICB Sept 25: Digital Lead to be taking leave of absence imminently, no 
succession plan or proposal how full implementation of 
BadgerNet/Badgernotes will be upheld and therefore impact on agenda for 
personalisation . Risk: Lack of project lead. Awaiting Project Plan and 
timelines.

Neonates

20 N.OE.03.2.5 BFI Action Plan - Stage 1 Accreditation; Implementing & Auditing

Information and support for families

Development and implementation of a written mechanism for ensuring that 
expressing reviews take place as per standards and of support for  the 
delivery of care should an issue be identified.

Neonatal 
Matron

January 
2026

February 25; Expressing log not implemented. This requires action. Will 
need to await BFI lead, as need the launch to be accompanied by training 
and audit.
May 25; Log not implemented, requires action, however unable to complete 
without BFI lead in place. Log can be used, however not utilised for all 
families, and requires improvement work.
June 25; Require BFI lead.
July 25; Awaiting BFI lead.
August 25; Some members of the NNU team are going to take this on as 
their own role, until the BFI lead commences in post. Paperwork has 
already been created, and ready for use.
29/09 BFI Lead interviews 6th October.
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21 N.OE.03.3 BFI Action Plan - Stage 1 Accreditation; Implementing & Auditing

Internal Audit

Development and implementation of a programme of internal audit for all 
BFI standards with results submitted to the Baby Friendly office at regular 
intervals

Neonatal 
Matron

January 
2026

February 25; Audit forms are available from BFI, but these need 
implementing. Will be undertaken by the BFI Lead, alongside the 
managers.
May 25; Unable to progress without a BFI lead.
July 25; As above, awaiting BFI lead.
August 25; Continue to await BFI lead in post. The expectations are quite 
large, therefore the team will try to implement elements as capacity allows.
29/09 BFI Lead interviews 6th October. No further progress at present.

22 N.OS09 To review AHP workforce Neonatal 
Matron
CYP Lead 
Nurse

July 2026 07/02/25 Workstream ongoing and includes dietician (in place, but requires 
further hours), physiotherapy (in place, but requires further hours), 
occupational therapist (do not have in place), psychologist (but she is on 
maternity leave, and support coming from LPFT), SALT practitioner (do not 
have), neonatal pharmacist (do not have, although there is a network 
pharmacists). This is also on the Risk Register.
13/05 Ongoing.
29/09 Psychologist remains on maternity leave. Business case for SLT, 
SALT, dietician, pharmacy, physio and OT work ongoing. Business case is 
with the LMNS, therefore require an update from Clare Brumby. RW will 
request update.
08/10 Trust work ongoing regarding pharmacy support.

EMNODN.18 The LMNS and Trust should continue to work collaboratively with the 
Network AHP and psychology team to further develop the AHP&P business 
case. Any AHP business case should specifically request an increase in 
pharmacy provision as this is extremely limited and way below the national 
recommendations.

Neonatal 
Matron
CYP Lead 
Nurse

May 2025 Linked with above.

CCAP4.2 Occupational Therapists Neonatal 
Matron
CYP Lead 
Nurse

July 2026 Linked with above.

01/09/2025 We have no dedicated time. ODN have recommend 0.75WTE. 
This is on the risk register.

CCAP4.4 Speech & Language Therapists Neonatal 
Matron
CYP Lead 
Nurse

July 2026 Linked with above.

01/09/2025 We have 0WTE, ODN have recommended 0.61WTE. We do 
often need the SLT's, and without this, these babies are transferred to other 
units for review. Datix's are submitted on these occasions.

CCAP4.5 Pharmacists Neonatal 
Matron
CYP Lead 
Nurse

July 2026 Linked with above.

01/09/2025 We currently have 0WTE. We do have a CYP pharmacist. 
However, we should have 0.6WTE neonatal pharmacist. RW and Hayley 
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are meeting with the lead pharmacist in September 2025, to discuss how 
we can achieve a 0.6WTE neonatal pharmacist.

Maternity Dashboards – Appendix 1.4

Dashboard 
item

SPC 
trigger

Current 
position

Comments/actions 

Rate of stillbirth 
per 1000 births

3.8 3.44 Issue:  We have been consistently below the national threshold however are aware that this is now displaying a special cause 
of concerning nature.
Actions: All stillbirths are reviewed using the national perinatal mortality review tool (PMRT), this facilitates identification of 
issues in care. Quarterly reports are used to collate themes and trends for all those reviews published in that quarter.
A task & finish group with the LMNS as external representation has been set up to complete thematic review. TOR drafted for 
inclusion criteria, demographic assessment, and thematic review of PMRT actions and issues, due to be completed end Oct 
25 includes late fetal losses, NND >22wks and stillbirths. Data triangulated with MIS, PMRT & bereavement team.
Mitigations: The stillbirth rate is consistently monitored and reviewed, displayed on the maternity dashboards and outcomes 
of reviews are actioned. The rate of stillbirth for the Trust is in line with the national picture however our local data is causing 
concern due to the SPC charts flagging. Although this reports on the Trust data, we acknowledge the higher rate at Pilgrim 
due to a cluster of stillbirths in Oct 24

Number of 
births

385 364 Issues:  Due to the geographical location of Lincolnshire women can choose to birth at out of area hospitals but this figure has 
not increased. The number of births is in line with the bookings carried out. LCH - 239 births, PHB - 125 births.
Actions:  Actively promote ULTH maternity service. With the expansion of the COCO teams this will hopefully encourage 
women to birth within ULHT. ULTH are monitoring the number of women who choose to birth elsewhere, and a piece of work 
will be carried out to understand why this is their choice.
Mitigations: We are monitoring monthly the women who are booked to birth at other trusts, and this is not increasing. The 
birth rate has decreased over the last decade and 2023 had the lowest number of births since 1977 (ONS, 2023)
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Smoking at time 
of delivery

6% 4.99% Issues: Historically, Lincolnshire has had one of the worst SATOD rates both regionally and nationally and for 2023/24 
Lincolnshire had the 6th worst SATOD rate in England. The SATOD rate for ULHT has fallen from 17.1% in 2020/21 to 11.9% 
in 2023/24; a decrease of 5.2%. The last 12 months have also seen a decrease of over 3%.
Actions: The STAAR project team is in place, working with the ICB and the trust. SBLv3 has increased intervention for 
smokers, this has been benchmarked and will hopefully help to reduce our smoking rates. Postal NRT has recently started for 
women in remote areas and the issuing of vapes is in the final stages. Since Jan 23 NRT has been prescribed in house. 
Incentives started in Dec 24 in line with the national program.
Mitigations: All women are offered smoking cessation referral which is opt out.   Additional funding was secured for TDA 
advisors and therefore all women are now covered by the STAAR team. 
Funding was also secured from Lincolnshire County Council Tobacco Support Team to install window coverings in ANC 
windows at LCH and PHB sites to promote smoking cessation.
There is a continued trend in monitoring CO testing compliance.  The overall trend since Apr 21 has seen a decrease.  

Breastfeeding 
Initiation Rate

72.9% 71.22% Issues:  
*The threshold has increased to 72.9% 
*Significant investment into infant feeding teams and support is needed to enable improvement- ULHT infant feeding team is 
significantly smaller than 1) teams in comparable Trusts and 2) other specialist teams at ULH relevant to workload*There are 
no universal antenatal infant feeding classes provided by midwifery staff/ or the infant feeding team
*A County Wide Infant feeding strategy has been agreed by the LMNS, which recommends an uplift in ULTH infant feeding 
team, no increase in funding has yet been agreed/received.
Actions:
*CMWs are providing basic individual antenatal infant feeding information using the Antenatal toolkit
*Translations for parents’ version of Antenatal toolkit on the Better Births Website -QR code provided to CMW on stickers and 
will be on Antenatal Passport
* Some MSWs in community teams are providing one to one antenatal sessions 
* QIP on improving skin to skin in theatre post LSCS
* An engagement meeting will be set up to review and a QIA to be completed
Actions:
*The Antenatal toolkit is well used by CMWs. Audit results show mothers have improved knowledge of benefits & how to BF
*Parents version of antenatal toolkit in English and translated versions are available on Better Births Website 
*ANC/AAU areas have laminated parents’ versions of antenatal toolkit available while parents are waiting.
*Mothers guide leaflet universal provision- antenatally
*Universal offer of Antenatal hand expression kits (including translations of leaflet)

PMRT 
commenced 

95% 95% Issues:
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Neonatal Dashboards Appendix 1.4.1

Dashboard 
item

PHB

YTD
Average

Oct 25 Comments/actions 

Number of 
admissions to 
SCBU

16 17

Number of 
admissions to 
Transitional 
Care

8 11 Work underway with maternity colleagues to reduce term admissions to both SCBU and TC. TC Lead when in post to complete audit 
plans and provide education

Number of 
term 
admissions 

7% 9.2% Admission rates for term births continues to exceed national average of 5%. Work ongoing to review term admissions. Avoidable 
admissions currently undeterminable as review of all cases ongoing.  

Number of 
babies 
admitted with 
hypothermia 

2 1 All hypothermia’s reviewed with several initiatives in place to support this. Temperature in theatres – ongoing discussions, use of 
warm towels and skin to skin to be promoted. 

within CNST 
timeframe

Following a meeting with the risk leads within Maternity, from July 25 PMRT is being reported as a rolling rate to align with 
CNST. The 92% is due to a historic case in Dec 24. We are anticipating full compliance with all remaining deadlines at the end 
of the reporting period for CNST (Nov 25).
Actions: There is a regular checking process to ensure dates are monitored and standards are met, there are also PMRT 
meetings that review every case.  Additional support is now in place as a fail-safe in the event of staff sickness/absence.
Mitigations:  We are anticipating full compliance with all remaining deadlines at the end of the reporting period for CNST (Nov 
25)
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Number of 
neonatal 
deaths 

0 2 These have been recorded on the dashboard however these were identified as stillbirths so therefore needs discussion with the 
maternity team. 

Mandatory 
training 

Amber Ongoing. New ward manager appointed commencing in post January 12th 2026. Priority will be to focus on staff mandatory training 

Appraisals As above

Sickness 8% 9.52% 2 members of staff on long term sick, both leaving the service shortly. Short term sickness is within acceptable parameters. All 
sickness reviewed in line with Trust policy. 

QIS 66.3% Training ongoing with trajectory in place to achieve full compliance. See separate paper for details 

Dashboard 
item

LCH

YTD
Average

Oct 25 Comments/actions 

Number of 
admissions to 
NNU

31 43 October admission significantly higher than previous months due to increase in term admissions.  

Number of 
admissions to 
Transitional 
Care

12 10 Work underway with maternity colleagues to reduce term admissions to both NNU and TC. TC Lead when in post to complete audit 
plans and provide education

Number of 
term 
admissions 

7.3% 11.7% Admission rates for term births continues to exceed national average of 5%. Work ongoing to review term admissions. Avoidable 
admissions currently undeterminable as review of all cases ongoing.  See ATAIN report

Number of 
babies 
admitted with 
hypothermia 

2.1 4 All hypothermia’s reviewed with several initiatives in place to support this. Temperature in theatres – ongoing discussions, use of 
warm towels and skin to skin to be promoted. 
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Number of 
neonatal 
deaths 

0 0

Mandatory 
training 

Ongoing with priority focusing on full compliance. See figures on dashboard. 

Appraisals 100%  Good News Story

Sickness 5.81% 7.7% 1 RN on long term sickness, 2 staff have now returned from long term sickness. 

QIS 59.1% Training ongoing with forward trajectory in place to achieve 70%. See separate paper 

4: In-month updates 
4.1 Maternity updates

Maternity updates
Escalations • Lack of agreed funding for 12.1WTE in regard to Triage uplift. Third submission to ICB Values Framework for discussion and review 

at November panel. 
Ongoing challenges within tertiary centres for Fetal Medicine referrals. Unexpected workforce challenges at NUH causing a reduction in 
capacity. Both regionally and nationally the FM service is a fragile service. Regional agreement is that Derby, Kingsmill and Leicester will 
support the FM service for ULTH until NUH are in a more advantaged position.  

Celebrations • Multiple staff awards for the Family Health Core Group. Specific to Maternity:

Collaboration Award 
Winner- Black and Asian Maternal Health Group, countywide 
Unsung Hero Award – Clinical 
Highly commended- Louise Dixon, Community Midwife, Lincoln 

• SATOD rates have fallen well below national target for the first time within ULTH. 
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Quality improvement/deep-
dives/benchmarking/audit

• We’ve now received NHSE funding to review our current sonography service and project plan how to move the service forward in line 
with current demand and need. The project commenced 10th October and will end March 2026 and is being led by Anusha 
Houldershaw. 

• Funding received from NHSE to support the SLEC programme and LWC Framework. Monies will support name badges for students 
and away days for LWC to increase knowledge gap as identified during the self-assessment. 

Benchmark of recent Coroner report in regard to deaths of Jennifer and Agnes Cahill (Manchester Homebirth OOG) 
Training and education • Community PROMPT training sessions ongoing for all community and coco teams. 

Midwifery workforce • Triage uplift of 12.1WTE has yet to be agreed via the ICB Values Framework. Third submission to panel has now occurred for review 
during November’s meeting. 

Incorrect data submission for MSW vacancy has seen an inaccuracy in points to the Regional Heatmap. Deep dive into data submission 
and where inaccuracies lie. Moving forward data should accurately reflect MSW vacancy position. 

4.2 Neonatal updates
Neonatal updates
Clinical Pathways Cot reconfiguration at LCH to be agreed at Divisional Cabinet November 25. The new pathway recommended for previous year’s activity 

will be 2 ITU cots, 3 HDU and 9 SC. Cot configuration is adapted accordingly on a day to day basis dependent upon activity and acuity. 
Staffing template remains unaffected as ratio’s within BAPM standards.

Quality Improvements 1. Transitional Care Lead B6 post being developed – the post holder will be required to submit TC audits and plans to ensure optimal 
provision, avoiding separation of mother and baby.
2. A business case is currently being written to purchase recliner chairs for most cot spaces. This will allow parents to sleep at the cot 
side, avoiding separation due to unavailability of parent bedrooms. This will also promote skin to skin and breast feeding due to enhanced 
comfort and positioning.
3. Parents present when baby being weighed. Baby’s weight is a significant milestone and parents often miss out due to the timing of 
baby’s being weighed.

Training and education Redeployed a very experienced member of staff into the role of clinical educator for a period of 3 months. This will prove invaluable due to 
the current educator moving into the role of BFI Lead. See separate paper for updates (appendix 1.5) Guidelines at 94% - really good 
position with plans for remaining outstanding policies.

Medical workforce · Medical NLS updates: Consultants fully CNS compliant on both sites
· GP trainees at PHB –Risk has been added to the risk register due to GP trainees lacking Newborn Life Support – this is mitigated 
through the use of locums when it is identified a GP trainee has insufficient newborn experience.
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QIS workforce Recognising the risks and mitigations, the service has set out a realistic trajectory, to achieve the 70% QIS target by January 2027, taking 
into account projected turnover rates. This is demonstrated in the following charts for Lincoln and Boston. Whilst not compliant with BAPM 
standards, we are moving in the right direction with a clear training plan to demonstrate future compliance. The Group Board have 
received and approved previously an action plan for improvement. This is included within the 5-year strategy. 
Current position: 

o LCH 59.1%
o PHB 66.3%

NNAP See separate paper for updates and actions. (appendix 1.5.1)

Item 5: Learning lessons

5.1 Incidents overview 

Appendix 1.5

Incidents
As 1st November 2025

Obstetrics and 
community midwifery

Neonates Actions being taken

Patient safety incidents 
reported Sep - Oct ’25 by 
severity

No Harm: 200
Low Harm: 38
Moderate Harm: 3
Fatal: 0

No Harm: 19
Low Harm: 5
Moderate Harm: 0
Fatal: 0

September:
Closed on time: 53
Not closed on time: 47
Still open: 46

September:
Closed on time: 9
Not closed on time: 8
Still open: 0

Open incidents on Datix by 
month 

October:
Closed on time: 78
Not closed on time: 11
Still open: 76

October:
Closed on time:11
Not closed on time: 2
Still open: 2

Datix’s monitored by the risk team to try and improve the 
compliance with timeframes. 

Open MNSI Total 5 cases open: - 2 cases published and for trust MDT to review 
recommendations and update action plans
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5.3 Detail of incidents graded moderate or above 
CNST Year 6 cases (8th Dec ‘23 – 30th Nov ’24)

MNSI 
number 

Qualify for EN? If 
Yes, include 
reference

Have the family 
received notification 
of role of MNSI/EN? 

Compliant with Duty of 
candour?

Details/update

MI – 036719 Yes Notification of both Yes, written and verbal Report published, 3 safety recommendations:

1) The trust to ensure there is a robust system that supports IOL 
to be booked for the gestation that has been agreed and staff 
are supported to use this. 

2) The Trust to ensure that Mothers are provided with information 
and discussion about the risks, benefits and options once a 

3 cases closed at executive oversight group
2 ongoing cases 
3 new cases 

1 case to proceed due to family concerns
1 case awaiting patient consent to proceed with the 
investigation 
1 case going through MNSI triage

PSII 5 (All MNSI investigations) 0 All PSII are MNSI cases, therefore external investigations
AAR 0 0
Outstanding/Completed Duty 
of Candour

3 – completed 0

PMRT
(Sept - Oct 2025)

Stillbirths: 4
Late fetal losses: 1
Neonatal deaths: 1
ULHT published: 3
External reviews: 0

For individual actions from published reports, please see 
quarterly report.

Outstanding actions 22 actions open 
15 actions overdue

0 outstanding actions Re-viewed monthly at the action review meeting with divisional 
and corporate governance teams. 
All 2023 actions now closed. 

Accumulative Patient Event Numbers 1st Dec ’24 – 30th of Nov ’25 (CNST year 7)
MNSI – 8
(3 cases declined, 5 ongoing)

Qualifies for Early Notification - 1 DOC verbal and written (including EN and MNSI information in accessible 
format in the patient’s own language) – 8 (100%)
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pregnancy reaches 41+0 weeks to support their involvement in 
the decision for and the timing of IOL. 

3) The Trust to update the intrapartum fetal monitoring guideline 
and Cardiotocograph (CTG) assessment tool in line with 
national guidance, to support robust interpretation of fetal heart 
rate tracings.

Closed and actions published. 
MI – 037281 No MNSI (don’t qualify 

for EN)
Yes, written and verbal Report published, 1 safety recommendation:

1) It is recommended the acute NHS trust and the NHS 
ambulance Trust work together to develop a process to 
communicate and record relevant clinical information so the 
decisions for care are made based on the whole clinical 
picture.

Closed and actions published. 

MI - 037631 Yes Notification of both Yes, written and verbal Report published, no safety recommendations

Closed and actions published.

MI - 038500 Yes

Declined

Notification to both Yes, written and verbal Report published, 1 safety recommendation: 

1) The Trust to ensure that all mothers who report reduced fetal 
movements have a full risk assessment completed, including a 
computerised cardiotocograph, to assess fetal wellbeing in line 
with national guidance. (NHS England, 2023).

Closed and actions published

MI - 038706 No MNSI (don’t qualify 
for EN)

Yes, written and verbal Report published, 2 safety recommendations: 

1) It is recommended that the Trust implement a telephone triage 
with a dedicated telephone line, dedicated staff and 
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standardised documentation to ensure mothers contacting the 
maternity unit are safely assessed. 

2) It is recommended that the Trust strengthen the process for 
referring mothers to the antenatal clinic for review by a doctor 
where there is no improvement in their iron levels.

Closed and actions published

MI - 039079 Yes Notification to both Yes, written and verbal Report published, 2 safety recommendations:

1) The Trust to support the introduction of maternity specific 
hyponatraemia guidance and to support all staff involved to be 
familiar with the risks of hyponatraemia and follow the 
guidance. 

2) The trust to review its guidance on impacted fetal head and 
introduce multi-disciplinary training to improve communication 
and establish practice to facilitate safe birth. 

Closed and actions published

CNST Year 7 cases (1st Dec ‘24 – 30th Nov ’25)

MNSI 
number 

Qualify for EN? If 
Yes, include 
reference

Have the family 
received notification 
of role of MNSI/EN? 

Compliant with Duty of 
candour?

Details/update

MI – 039183 No MNSI (doesn’t qualify 
for EN)

Yes, written and verbal Referred on 30/12/24, timeline circulated. 

AAR undertaken 25/2/25

TOR received and accepted. 

Draft report received for factual accuracy comments to be returned by 
18/09/25.
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Final report received, MDT to be arranged to update action plan. 

MI – 039234 No MNSI (doesn’t qualify 
for EN)

Yes, written and verbal Referred on 10/01/25, timeline circulated

AAR undertaken 20/2/25

Case declined by MNSI 17/2/25 as unable to get patient engagement. 

Case Rejected by MNSI 

MI - 040715 No MNSI (doesn’t qualify 
for EN)

Yes, written and verbal Referred on 18/03/25, timeline circulated

AAR planned 8/5/25

Awaiting TOR from MNSI 

Awaiting draft report for factual accuracy

Draft report received for factual accuracy and returned, awaiting final 
report. 
Final report received, MDT to be arranged to update action plan.

MI – 044475 Yes MNSI and EN – 
verbal and written 

Yes, written and verbal Referred on 21/07/25, timeline circulated 

AAR to be planned 

MNSI not yet commenced investigation as family not yet ready.

Unable to get family engagement 

Case Rejected by MNSI – letter sent by trust as still eligible for EN – 
No response yet.

MI - 046196 No MNSI (doesn’t qualify 
for EN)

N/A – maternal death, 
coroners’ investigation 

Referred on 09/09/25, timeline circulated

Case Rejected by MNSI - most likely related to mental health.
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Coroner investigation ongoing. 

MI - 047284 No – no evidence 
of HIE on MRI 
scan 

MNSI (doesn’t qualify 
for EN)

Yes, written and verbal Referred on 2/10/25, timeline circulated

AAR to be planned 

No evidence of HIE on MRI but accepted by MNSI due to family 
concerns. 

MI - 047466 No MNSI (doesn’t qualify 
for EN)

Yes, written and verbal Referred on 07/10/25, timeline circulated. 

PMRT to be undertaken. 

MNSI not yet got engagement from family

MI - 048338 No MNSI (doesn’t qualify 
for EN)

Yes, written and verbal Referred on 28/10/25, timeline circulated. 

PMRT to be undertaken. 

? still police investigation, therefore MNSI will not investigate yet until 
confirmed. 

Datix number and detail Obstetric/

Neonatal

Grading (Moderate or above, 
cases considered at PSRP, 
AARs, PSII)

Learning/action taken/update

44901 – Maternal death following an RTC at 18 days 
postnatal, PNMH team involvement due to mental 
health deterioration 

Obs No Harm – Taken to PSRP as 
potentially met criteria for MNSI

Case referred but declined by MNSI, case is still 
with the coroner and most likely related to her 
mental health. 
Statements being provided to the legal team for the 
coroner. 
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5.44 Key themes & trends
Theme/trend Additional actions being taken

45919 – 4.1l PPH following a normal birth with 
episiotomy, full neonatal resus required and baby 
transferred out for active cooling at a level 3 unit. 
MRI scan no evidence of HIE

Obs Moderate – Taken to PSRP as 
met criteria for MNSI

Case referred to MNSI – No evidence of HIE on 
MRI but accepted due to family concerns. 

AAR to be undertaken 

45850 – 37+4 patient called and attended reporting 
abdominal pain (not labour). IUD confirmed on USS. 
Retroplacental clot also seen, therefore diagnosed 
as placental abruption. Decision for Cat III LSCS.

Obs Low Harm - Taken to PSRP as 
term stillbirth

No immediate care concerns identified, case to 
follow the PMRT process 

46869 – 37+1, attended in active labour, no fetal 
heart, confirmed intrapartum stillbirth. Spontaneous 
vaginal delivery, cord around the neck x5

Obs Low Harm - Taken to PSRP as 
met criteria for MNSI 

Case referred to MNSI and awaiting family 
engagement prior to commencing the investigation. 
To follow the PMRT process by division. 

45403 – Type 1 diabetic, recurrent admission with 
hyperemesis, admitted at 29 weeks in unstable 
DKA, Em LSCS and admitted to ICU for 
stabilisation. 

Obs Moderate Harm – Taken to 
PSRP 

Joint MDT Learning Review to be undertaken 
between the Medicine and Family Health team to 
review the patient pathway with support from the 
Pharmacy team.

47394 – Day 5 neonatal death in the community? 
due to suffocation 

Obs No Harm – Taken to PSRP as 
criteria met for MNSI

Case referred to MNSI, currently being triaged as 
may reject if police investigation is still ongoing. 

To follow the PMRT process within division. 

46966 – 38+5, community midwife unable to 
auscultate the FH, on USS no fetal heart, IUD 
confirmed. CAT 3 LSCS undertaken as already 
planned. 

Obs Low Harm – Taken to PSRP as 
term stillbirth

No immediate care concerns identified, case to 
follow the PMRT process
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As a division we have a high number of Datix’s 
open under investigation which has been 
highlighted at PSG. 

- Commenced weekly reviews at the Monday ops meeting to review all previous weeks datix’s
- To formalise the datix review meetings to monitor the progress of the cases that need MDT 

review, meeting with corporate governance team Dec ’25. 

5.5 Maternity and Neonatal Risk Register
No new risks added Sep – Oct. 

Risk Description Risk 
Score

Updates 

As a result of insufficiencies within the current maternity services triage 
system, there is a risk that not all pregnant individuals will be able to 
access safe and timely care, which could lead to harm to the mother 
and baby.

16 Added following the MNSI escalation of concern following discussion at 
Risk confirm and challenge meeting 30/4/25. 

Lack of adequate provision for appropriate clinical care of bereaved 
families within Obstetrics at Lincoln County Hospital.

16 Charitable funds are working with team at Lincoln to redesign room 4, 
although complete sound proofing is unlikely to be possible. 

There is no second theatre within the confines of the labour ward within 
which to undertake any theatre-based procedures when Theatre 8 is 
already in use.

16 This issue is ongoing and will remain the same until the refurbishment 
programme has been completed. Continue to receive poor patient 
feedback about being moved through corridors. 

Due to increasing demand for Elective Caesarean Section (El LSCS) 
exceeding the capacity of the current dedicated El LSCS lists, the 
maternity service is having to perform El LSCS outside of the planned 
pathways using both the emergency medical and theatre teams.

12 Risk reduced from 16 to 12, reviewed following the increase in LSCS 
lists at LCH to 4 times a week. 

Capacity remains an issue on Boston site, but conversations are on 
going with surgery.

The Trust is implementing a new maternity triage system, but this 
doesn’t currently have facilities away from the clinical area, a bespoke 
telephone system or sufficient staff to run a designated telephone line 
24/7. As a result of this, there is a risk that patients may not be able to 
access the required care in a timely manner which may lead to 
mothers and babies suffering harm.

12 Added on 7/8/25, for planned review 6/2/25. 
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6: Listening to our families 
6.1 Maternity Patient Experience Report

Appendix 1.6 and 1.6.1.

6.2 Feedback overview

Feedback type Obstetrics and 
community 
midwifery

Neonates Comments/actions

Open complaints 6 0
Overdue complaints 2 0
Open PALS contact 2 0
Overdue PALS contact 2 0
Compliments (SUPERB) 0 0
Social media interactions Lincoln Maternity Social media-

September stats – 
Dms: 3
Comments: 26
Likes/Shares: 618

October stats – 
DMs: 14
Comments: 72
Likes/Shares: 1467
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PHB Maternity Social Media 
September Stats -
DMs: 3
Comments: 93
Likes/Shares: 121

October stats – 
DMs: 4
Comments: 27
Likes/Shares: 223

MNVP Co-produced 
patient experience 
improvement plan  

PEG Action Group has new invite and attendance list.  
Last PEG Action Group meeting well attended.
Challenge with collection of data and thematic analysis within Trust 
ongoing as no standardised method of collection or thematic 
analysis tool. Exploring use of new digital collection package to 
allow for a centralised collection service. Exploring the use of 
Healthwatch Lincs to support more focussed feedback and cover 
the gap between MNVP Leads (current MNVP lead leaves in 
December).

Family and Friends Test Patient Experience Team have procured a new contract for the FFT which will be supplied by Civica, this will enable a relaunch 
of FFT within maternity and will include free text options.  PET plan to launch in January and Maternity have expressed interest 
in being an early adopter of this.

Family Health Patient 
Experience Meeting 
escalation 

Themes remain around improving communication and information sharing between staff and service users, as well as 
personalised care and informed decision making and access and equity for diverse populations.   We have not integrated all of 
the actions from the 15 Steps feedback into the current plan but have created an action to maintain oversight of a standalone 
improvement plan on the back of this feedback.

We are working on a strategy to increase Action group attendance to move the 14 outstanding actions forward.
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7: Listening to our staff
7.1 Maternity Staff Experience report

See update below

7.2 Feedback overview

Feedback 
type/source

Number/detail Comments/actions

Staff 
experience 
group

• All actions for the staff experience improvement plan to be reviewed at the next PeriSIP focus Perinatal Safety Collaborative Meeting
• Progress with the maternity and neonatal culture improvement work to be presented at a national webinar in January
• Negative outlier on 3YDP NHSE oversight tool dashboard related to results of the NETS survey completed by our O&G 

trainees. Summary of proposed actions to improve these results next year and ensure our trainees are feeling valued and safe to speak 
up about any of their concerns:

o Obstetric induction pack and intranet page co-produced with college tutor SN in response to feedback and escalation via NETS 
and PG surveys- positive feedback following launch of induction booklet and intranet

o Ongoing feedback in relation to civility and behaviour to be utilised to support midwives in supporting junior doctors (SHO/GP 
trainees)
▪ Project underway to increase knowledge and understanding of the different roles and responsibilities in obstetrics

• Staff experience story shared monthly at Obs and Gynae Governance
• Civility toolkit and ‘a jar of stars’ feedback mechanism introduced at PHB
• Feedback and escalation relating to the new ELLSCS pathway have been received via different routes including FTSU, with on-going 

actions and improved communication to staff groups
Greatix Over 600 Greatix’ 

have now been 
received

Nettleham ward have seen a rise in Greatix nomination with feedback relating to hard-work, dedication and 
contribution to both staff and patient safety and experience.

Olivia Marsh
Liv recently cared for a lady in the Penny suite who had sadly suffered a loss.   Liv, the compassion  dignity and  
professionalism you showed in a very emotional and sensitive situation was exceptional. You  truly are the most 
wonderful midwife.  
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Lucy Osbourne
I want Lucy to know how much I appreciate her in her role as ward manager. Since her appointment our ward has 
felt supported  and heard.  Lucy works very hard for us and it is not always recognised how hard she supports us 
behind the scenes. I just want to say Thank You Lucy.

DoM Drop-in 
forums

Emma is hosting a series of informal drop-in sessions for midwifery staff. Each session is arranged for specific 
staff groups and being held without managers present, to create a safe and open space for honest conversation.
It’s a chance to share thoughts, raise concerns, ask questions, or simply have a chat—whatever feels important!

Freedom to 
Speak Up

See above

Source Statement 2018 2020 2021 2022 2023 2024
NHS Staff survey Proportion of midwives responding with ‘agree or strongly agree’ on 

whether they would recommend their trust as a place to work or 
receive treatment 

34.6% 
42.3%

59.8%
61.7%

55.1%
54.2%

57.7%
61%

57.52%
57.52%

Review 
underway

GMC National 
Training Survey

Proportion of speciality trainees in Obstetrics and Gynaecology 
responding with 'excellent or good' on how would they rate the 
quality of clinical supervision out of hours

87.5% 
(2019)

No data 78.79% 86.88% 88.89% 82.94%

Appendices: 
(Please do not embed documents- send as appropriately titled separate documents with the report)

Appendix number Title
Appendix 1.1 PQSM
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Appendix 1.2
-Appendix 1.2.1
-Appendix 1.2.2
-Appendix 1.2.3
-Appendix 1.2.4
-Appendix 1.2.5
-Appendix 1.2.6

CNST MIS Y7 Update Report

Appendix 1.3 PeriSIP Headline Report
Appendix 1.4 & 1.4.1 Maternity & Neonatal Dashboards
Appendix 1.5 Education Guideline Report
Appendix 1.6 NNAP
Appendix 1.7 Learning Lessons Report
Appendix 1.8 and 1.8.1 PEG report and PEG Action Plan
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PERINATAL MORTALITY REVIEW TOOL (PMRT) QUARTERLY REPORT
(QUARTER 2 – July - September ‘25)

1. INTRODUCTION
The aim of this quarterly report is to provide assurance to the Maternity and Neonatal Oversight Group and Board level Safety Champions (MatNeo 
Group) that every eligible perinatal death is reported to MBRRACE-UK: Mothers and Babies: Reducing Risk through Audits and Confidential 
Enquiries across the UK (MMBRACE-UK) via the Perinatal Mortality Reporting Tool (PMRT) and that following this referral the review that is 
undertaken is robust along with the quality of care provided. The actions and learning will be identified. 
1.1 DEFINITIONS
The following definitions from MMBRACE-UK are used to identify reportable losses:

• Late fetal losses – the baby is delivered between 22+0 and 23+6 weeks of pregnancy (or from 400g where an accurate estimate of gestation 
is not available) showing no signs of life, irrespective of when the death occurred. 

• Stillbirths – the baby is delivered from 24+0 weeks gestation (or from 400g where an accurate estimate of gestation is not available) showing 
no signs of life. 

• Early neonatal deaths – death of a live born baby (born at 20 weeks gestation of pregnancy or later or 400g where an accurate estimate 
of gestation is not available) occurring before 7 completed days after birth. 

• Late neonatal deaths – death of a live born baby (born at 20 weeks gestation of pregnancy or later or 400g where an accurate estimate of 
gestation is not available) occurring between 7 and 28 completed days after birth. 

• Terminations of pregnancy:  terminations from 22+0 weeks are cases which should be notified plus any terminations of pregnancy from 
20+0 weeks which resulted in a live birth ending in neonatal death. Notification only

MIS Year 7 requirements to notify:
The following deaths should be reviewed to meet safety action one standards: 

• Late fetal losses – the baby is born at 22 or 23 completed weeks' gestation showing no signs of life, irrespective of when the death occurred.
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• Stillbirths – the baby is born from 24 completed weeks' gestation (or from 400g where an accurate estimate of gestation is not available) 
showing no signs of life, irrespective of when the death occurred.

• Neonatal deaths – the death of a live born baby born from 20 completed weeks' gestation (or from 400g where an accurate estimate of 
gestation is not available) occurring before 28 completed days after birth.

2. STANDARDS
The MIS Year 7 scheme was released in April 2025 and will apply to babies who have died between 1st December 2024 until 30th November 2025.

Standard MBRRACE-UK/PMRT standards for eligible babies following the PMRT process Compliance

Standard A Notification of all perinatal deaths eligible to notified to MBRRACE-UK to take place within 7 working days 100%

Standard B All parents will have been told that a review of their baby’s death is taking place and asked for their contribution 
of questions and/or concerns. 95%

A PMRT review must be commenced within two months following the death of a baby 95%

A PMRT must be completed within six months of the death of a baby’s death 75%

Standard C

An external member should be present at the multi-disciplinary review panel meeting and this should be 
documented within the PMRT. 50%

Standard D Quarterly reports of reviews of all deaths should be discussed with the Trust Maternity and Board Level Safety 
Champions and submitted to the Trust Executive Board on an ongoing basis from 1 December 2024. 100%

External member presence
Following the publication of CNST year 7 released April ’25 there is a further requirement for 50% attendance by an external panel member. 
External panel member(s) should be relevant senior clinicians who are currently practicing clinically and work in a hospital external to the trust 
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undertaking the review and external to any trust involved in the care at any stage. Their role is to be present at the review panel and actively 
participate in the review to provide a ‘fresh pair of eyes’, independent and robust view of the care provided. With the 4 reviews that have been 
undertaken for the year 7 reporting period we are currently at 0%. 

Currently working with other trusts in the region to create an ‘external contact pool’ with the aim of being able to reach 50% compliance by the end 
of the reporting period. 

Year 7 CNST MIS reporting
In-line with Year 6, all quarterly reports will be made available to the Trust Executive Board each quarter evidencing that the PMRT has been used 
to review eligible perinatal deaths and that the required standards a), b) and c) have been met. To maintain confidentiality, the quarterly reports, 
including the details of the deaths reviewed, any themes identified and the consequent action plans, will be made available to the Trust Executive 
Board via the reading room prior to the Public Board meeting (Appendix 1-5). Subsequently, the quarterly report will be shared at the Public Board 
meeting (Appendix 6). 

3. RECOMMENDATIONS

3.1 Eligible Incidents in 2024-2025 (table 1)
There have been a total of 11 incidents (9 internal cases and 3 external cases) reported to MBRRACE-UK via the PMRT in Quarter 2. 

Of these cases 2 have met the threshold for referral to the Maternity Neonatal Safety Investigation (MNSI) 1 is currently going through the triage 
process and the family declined a referral being made for the 2nd case. 

No concerns have been raised with the notification and surveillance submission, the current reporting process is to continue.
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3.2 Summary of all incidents closed in Quarter 2 (Table 2)
There have been 2 incidents closed in Q2 (1 cases from the CNST year 6 and 1 cases from the Year 7 reporting period). This is broken down into 
the care provided to the mother before the death of the baby and the care of the mother after the death of the baby. (1 case is external and therefore 
only the care provided by ULTH was graded)

Grading of care provided to the mother before the death of the baby

• 1 - care issues which they considered may have made a difference to the outcome for the baby

Grading of care provided to the mother after the death of the baby

• 2 - care issues which they considered would have made no difference to the outcome for the mother

Grading of care provided from birth up until the baby died (review following a NND)

• 1 - care issues which they considered would have made no difference to the outcome for the baby

Where actions have been identified, appropriate deadlines have been put in place. 

3.3 CNST Compliance as per MIS Year 7 Standards (Table three)
For CNST Year 7 we have achieved compliance within all eligible standards across the reporting period 1st December 2024 – 30th November 2025. 

MBRRACE-UK/PMRT standards for eligible babies following the PMRT process % Q4 Q1 Q2 Q3 Total

100 7 3 8 18
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Notification of all perinatal deaths eligible to be notified to MBRRACE-UK to take 
place within 7 working days (Standard A)

100% 100% 100% 100%

5 4 8 17A PMRT review must be commenced within two months following the death of a 
baby.  (Standard C)

95

80% 100% 100% 94.4%

Date not yet 
reached

7 1 8A PMRT must be completed within six months of the death of a baby’s death. 
(Standard C)

75

- 100% 100% 100%

7/4 9/8 18/13 9/8All parents will have been told that a review of their baby’s death is taking place*/ 
and asked for their contribution of questions and/or concerns**. (Standard B)

95

100%/57% 100%/72% 100%/72% 100%/72%

Date not yet 
met 

5/5 8/8 8

100%

An external member should be present at the multi-disciplinary review panel meeting 
and this should be documented within the PMRT.

50

- 100% 100% 100%

Quarterly reports will have been submitted to the Trust Board from 6 May 2022 
onwards that include details of all deaths reviewed and consequent action plans. The 
quarterly reports should be discussed with the Trust maternity safety and Board level 
safety champions (Standard D)

100 100% 100% 100% 100%

*All parents routinely notified of PMRT process by Bereavement team at initial contact

**Parents questions and concerns are sought prior to the MDT review by the Bereavement Team. Timing of this action is dependent on the 
family’s wishes.   
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3.4 Learning and Action Logs for Outstanding Cases (Appendix 5)
The actions for all published PMRT cases are added to Datix IQ Mortality Module and a live register is produced for this report of all remaining 
open actions. Any actions closed within the reported quarter will therefore be deleted from the previous quarter’s action log. 

4.0 Saving Babies Lives Version 3.2 (Table Four)
SBLCBv3 provides evidence-based best practice for providers and commissioners of maternity care across England, to reduce perinatal 
mortality. There is an expectation that as well as organisations reporting on their implementation of each element, there will be complimentary 
reporting of ongoing improvement work (with associated detail of interventions and improvement in process measures and outcomes) for each 
element. An integral component of this improvement work will be a focus on learning from incidents or enquiry. Harm may have occurred in 
relation to implementation of or non-compliance with an element of the SBLCB. The use of the Perinatal Mortality Review Tool will complement 
the investigation and learning in this context.

Of the 2 cases reviewed there was only 1 action created in relation to SBL CBv3 elements, this was in relation to element 5. 

5.0 Escalation 
• Current areas for concern with CNST year 7 compliance are in meeting the 50% of reviews with external representation and we are 

currently sitting below the 95% standard for reviews being commenced in 2 months. 

• There has been a fall in the number of PMRT’s completed this quarter due to no longer having band 6 support, despite this there have 
been no compliance issues with the CNST standards due to being well within time frames at the end of the last quarter. 

Appendices
Appendix 1.0 – PMRT 96561

Appendix 2.0 – PMRT 98866

Appendix 3.0 – Outstanding Action Log
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Appendix 4.0 – PMRT Q2 July - Sept 25 (non-identifiable data)

Author – Gemma Rayner, Risk and Clinical Governance Midwife 
Date – 15th October 2025



Claims Scorecard - April ‘14 – March ’24 

Top injuries by volume:

• Unnecessary pain (14)

• Psychiatric/psychological damage 

(12)

• Stillborn (11)

• Fatality (6)

• Adtnl/unnecessary operations (4)

Top injuries by value:

• Brain damage (2)

• Hypoxia (2)

• Stroke (1)

• Psychiatric/psychological damage 

(12)

• Stillborn (11)

Top causes by volume:

• Fail/delay in treatment (25)

• Intra-op Problems (6)

• Failure/delay in diagnosis (5)

• Fail to warn – informed consent (5)

• Fail to respond to abnormal FHR (4)

Top causes by value:

• Fail to respond to abnormal FHR (4)

• Inadequate nursing care (4)

• Inappropriate Discharge (1)

• Fail/Delay Treatment (25)

• Medication Errors (2)

Complaints Q2 ‘25

There have been 15 complaints received:

8 – Clinical treatment 

7 – Communication 

4 – Values and Behaviour

1 – Access to treatment or Drugs

Incidents Q2 ‘25 

1. Delayed transfer / ARM >24hrs – 50

2. Term Baby admitted to neonatal unit – 50

3. Readmission of mother – 30

4. PPH >1500mls – 28

5. Delayed treatment or procedure – 24

The top 5 haven’t changed from Q1 but there has been a rise in the number of 

delayed ARM’s and ATAIN admissions. 

Number of datix’s submitted for Obstetrics and Community Midwifery: 329

Themes Q2 ‘25

• Delayed transfer for ARM’s is consistently in the top 5 maternity care 

triggers; this is being looked at as part of a wider review of the IOL pathway 

being led by the inpatient matrons. 

• ATAIN admissions are being reviewed as part of a monthly rolling review 

and a quarterly report is submitted. 

Action Plan Q2 ‘25

Increased the El LSCS capacity and relocation from 

labour ward to relieve pressure and improve patient 

flow. 

31/05/26

Deep dive into postnatal readmissions to identify themes 

and trends

01/02/26

IOL pathway to be reviewed including how to reduce the 

waiting times for ARM’s

01/03/25

Learning Q2 ‘25

MNSI Recommendations –

1. The trust to review the local escalation process so that staff are supported to 

escalate when they are providing care outside of guidance and to ensure there is 

obstetric oversight.

2. The trust to review the local escalation process for when there are clinical 

concerns requiring obstetric review, and on call obstetric staff are already busy 

with other clinical tasks. This may include consideration of contacting an 

alternative member of obstetric staff.

Maternity Incentive Scheme - SA9

Quarterly review of Trust’s claims scorecard 

alongside incident and complaint data and 

discussed by the maternity, neonatal and Trust 

Board level safety champions at 

a Trust level (Board or directorate) quality meeting

Not started In progress Completed
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Maternity and acuity red flag report
April 25 – Sept 25

Acuity data is recorded using the Birth-Rate Plus tool.  Workload and staffing information is input by the 
Labour Ward Coordinator every four hours (+/- 30 minutes) as a standard requirement.  Ad-hoc entries can 
be submitted out with the set times and allow the Labour Ward Coordinator to input information if they have 
missed the mandated time frame, or to provide additional information between these times if activity/acuity 
is high.  In practice, we find that data is less likely to be provided at the set times when the ward is busy, as 
the coordinators are busy managing the workload.  These factors contribute to the limitations of this tool, 
but we recognise that this does still give us a broad oversight of activity over a given period.  

Another limitation to Birth-Rate Plus tool is that it allows for subjective data input/bias.  The analysis should 
be interpreted with caution and considered alongside other sources of information.

The following data shows acuity information for the period April 2025 – September 2025 and includes all 
data entries. 

Summary

The birth-rate plus acuity tool displays a RAG dashboard and displays green when no staffing vs acuity 
issues, amber when an entry shows that a unit is up to 1.5 midwives short for the documented activity, then 
red when there is a calculated shortage of 1.5 or more registered staff at any data entry point.  

Pilgrim hospital’s results for the period April 2025 to Sept 25 showed that they were green, on average, 
85% of the time, amber 14% and red 1% of the time.  This is a very similar picture to previous reports. 

Lincoln hospitals result for the same period showed that they were green 69% of the time (a slight increase 
from 65% during the last reporting period), amber 29% and red 2% of the time.

Pilgrim Hospital Boston

There were 870 data entries out of a possible 1098. Compliance for data entry at pre-set timed at 79.23%, 
which is an increase with previous compliance. However, there were 99 additional data entries made which 
demonstrates although acuity may not have been entered at the specific time – acuity was captured when 
the coordinator was able to input. 
Acuity met on average, on 85% of data entries:
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Red flags were recorded on less than 1% of all data entries for the period – 2 occasions in total. 



















 
Page | 20

November 2025/Version 1.0/EU
 

1.7 Add to the risk register 
regarding the current staffing 
deficit

EU Complete Risk register number: 734, risk register rating 16- 12 (moderate)

2.0 Daily safety huddle to review 
staffing across all sites and 
areas

Daily huddle reports, 
escalation policy, 
incident reports, bi-
annual staffing report

2.1 Twice weekly forward staffing 
review to ensure all services 
appropriately covered 

2.2 Robust escalation policy in 
place

2.3

Maintain safe staffing in 
the period before uplift 
agrees and staff recruited

Monitoring of incident reporting 
related to staffing 

Matrons Ongoing 
until uplift 
agreed
Ongoing 
until uplift 
agreed

11/07/2024: All actions in place and ongoing
01/11/2025: Mitigations remain in place

Daily huddle reports, 
escalation policy, 
incident reports, bi-
annual staffing report


	Slide 1

