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Minutes of the Joint Public Board Meeting

Held on 3 March 2026

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

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 
Mr Paul Marsden, Associate Non-Executive 
Director
Mr John Underwood, Associate Non-Executive 
Director

In attendance: Apologies:
Mrs Karen Willey, Deputy Trust Board 
Secretary, ULTH
Mrs Rachel Lane, Board Administration, LCHS 
(minutes)
Sister Sian Lynch, Ward Sister, ICU ULHT 
(Item 2.1)
Julie Bembridge, Consultant Midwife (Item 2.2)
Trish Tsuro, Project Manager (Item 2.2)
Emma Upjohn, Head of Midwifery, ULTH (Item 
2.3)
Dr Arunpreet Sahota, Peer Doctor (Item 7)
Professor Ciro Rinaldi, Deputy Group Chief 
Medical Officer
Mrs Helen Shelton, Deputy Group Clinical 
Governance Officer
Mr Nicholas Mulholland, Deputy Group Chief 
Nurse

Mr Neil Herbert, Non-Executive Director
Mrs Nerea Odongo, Group Chief Nurse
Professor Colin Farquharson, Group Chief 
Medical Officer
Mrs Kathryn Helley, Group Chief Clinical 
Governance Officer



142/26 Item 1 Introduction

The Group Chair welcomed Board members and members of the public, staff or 
interested parties who had joined the live stream. 
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149/26

150/26

151/26

152/26

Item 2 Public Questions

Question 1 

The Board were in receipt of a question from the family of a patient cared for at 
Pilgrim Hospital, which was unable to be read within the confines of the meeting due 
to confidentiality issues, and the Group Chair therefore summarised the issues.  

A family had raised concerns relating to the staffing ratios on the ward and how this 
impacted on enhanced observation and patient dignity and safety.  Following receipt 
of the communication, the Group Chief Nurse was in contact with the family and 
advised that to maintain patient confidentiality this matter would be directed through 
the Group complaints process to allow the concerns to be fully investigated.

The family were however keen to share their gratitude for the compassion and care 
shown by the ward team and asked that this was acknowledged.

The Group Chair offered that following the submission, she was sad to report that this 
patient had subsequently passed away. All the issues raised would be investigated 
accordingly to understand any improvements that needed to be made.

The Board acknowledged and noted the communication and the Group Chair offered 
that there would be continued contact with the family and the Board would receive a 
further update at the appropriate time.

Q2 Received from Vi King

First I would like to wish Elaine all the best for the future and thank you for all your 
help and support during your time with the Trust.

I understand that there is a piece of work being done UEC front door our new 
approach to Acuity Streaming. I understand that the first assessment is carried out 
which takes 2-4 minutes. Please can I ask if an ECG is done at this time, otherwise if 
the patient has to wait for the second assessment time is vital if there is a concern.

If the first assessment is being carried out in open areas of the UTC please can I ask 
where the privacy and confidentiality is for patients. What happens if it is a very 
sensitive or safeguarding issue? 

I have also been informed that there are not enough chairs in the waiting room.

Please can I ask if infection control, Health & Safety and staff side have been 
involved in this and has it been risk assessed.
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The Deputy Group Chief Medical Officer explained that a new streaming model 
based on acuity had been implemented with the purpose to allocate patients to 
correct clinical pathways from the start and not via the emergency pathway. The way 
in which the process had been built was either by one or two assessments, the first 
being a quick assessment and was usually to allocate a level of acuity with either low 
or high being streamed at pace, and a proportion may need additional information 
and observations, and an ECG would be undertaken. 

The Deputy Group Chief Medical Officer also offered that the footprint within the 
Urgent Treatment Centre (UTC) had changed to accommodate streaming and 
temporary corridors had been implemented, however ECGs were conducted within 
private areas. Chairs were also now being utilised more productively.

The final model was still being developed, and this situation was being monitored 
closely to ensure it was working correctly and modifications would be made as 
required. Regular discussions were taking place from a health and safety and 
infection prevention perspective, along with Staffside colleagues in respect of the 
final upgraded model.

The Group Chair offered her thanks to Mrs King for her kind comments and for the 
questions previously submitted to the Board, during her time as Chair.
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Item 2.1 Ward Accreditation

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

Sister Sian Lynch from the Intensive Care Unit at Lincoln County Hospital was 
welcomed to the meeting to celebrate achievements.

The Deputy Group Chief Nurse explained that the Intensive Care Unit (ICU) 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 Lynch shared some examples of outstanding work with Board members of 
achievements within the ICU, where the team had been empowered to make 
improvements and learn from incidents and staff feedback. She described the focus 
the Ward had on workforce, staff wellbeing and psychological safety at work, which 
had empowered the team to deliver improvements in patient care, including 
reductions in skin integrity incidents. Sister Lynch described how there was a new 
approach to learning from incidents, where the whole team was involved in sharing 
so that they could work together to prevent harm to patients, as well as integrated 
work which had been undertaken with maternity services in recent months.

The Group Chief Executive thanked Sister Lynch for attending the meeting and 
sharing these examples of good working with the Board and acknowledged the 
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amount of work that would have been undertaken to achieve the award.  She added 
that in some cases transforming painful events into powerful opportunities to redesign 
processes to protect patients and strengthen the culture of care, should be 
acknowledged.

The Deputy Group Chief Nurse offered that he was proud of what the team had 
achieved and acknowledged the journey the team had been on over the last few 
years. He added that one area which had impressed him was the integrated work 
that was being undertaken with maternity services and working as a strong multi-
disciplinary team. 

The Deputy Group Chief Clinical Governance Officer offered that it was good to show 
Datix was being used to make improvements and would ask a member of the Clinical 
Governance team to contact Sister Lynch to discuss sharing learning across the 
Group.

The Group Chair thanked the Ward Sister for attending the meeting and for the 
continued leadership, adding that the service was a credit to the organisation and 
commented that the team should be proud of their achievements.
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Item 2.2 Patient/Staff Story

The Deputy Group Chief Nurse welcomed Julie Bembridge, Consultant Midwife and 
Trish Tsuro, Project Manager to the meeting to provide the Board with an update of 
the work undertaken within the Black and Asian Maternal Health Group, which was 
a multi-professional team working across the Lincolnshire system, created as 
evidence demonstrated that Black and Asian women across the UK experienced 
inequalities in maternity care with increased mortality and morbidity among women 
and babies.

A comprehensive presentation was provided which detailed working together with 
patients with lived experience, and how the Group was working to transform care for 
those women. 

Projects the Group had led included work around improving cultural awareness in 
breastfeeding, an antenatal education review and work to improve access to 
preferred food whilst women were maternity inpatients. The Group had also led on 
enhanced staff training, including sharing patient stories and feedback to improve 
staff awareness of the patient experience and working with student midwives to raise 
awareness.

The Project Manager offered that the Group was engaging with students, enforcing 
relationships as a Teaching Hospital NHS Trust and a piece of work would be shared 
more widely engaging student midwives in the learning soon. The Group had also 
been invited to present this work to the Health Overview Scrutiny Committee in May.

The Group Chair thanked colleagues for attending the meeting and for sharing the 
impressive work of the team which had been undertaken alongside the population of 
Lincolnshire. She added that this was an example of great innovation and leadership 
within the service.
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Mrs Brown expressed a view that this was a wonderful network which she was 
extremely proud of and was pleased to hear of future plans; she commented that she 
would like to see articles and consultant midwife led research also being included.

Mrs Wells commented that this had been a powerful presentation. Adding that she 
would be interested to get into the research space and communication with the public 
where negative stories were often heard in respect of the experiences of women and 
asked if there were any plans to share something more generally in the public 
domain.  The Consultant Midwife agreed and offered to work closely with members of 
the Communication team to promote the work of the Group further.

The Group Chief Integration Officer commented that health visiting in Lincolnshire sat 
with Lincolnshire County Council and could often get overlooked, however he 
expressed a view that it had been brought out well within the context of the 
presentation. The Group Chief Integration Officer would link the Group with the 
personalisation team where more inbuilt engagement may be able to be achieved.

The Board:
• Received the Patient/Staff Story 
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Item 2.3 CNST Annual Board Declaration

The Head of Midwifery was welcomed to the meeting, and presented the annual 
CNST declaration to the Board, which outlined a proposed position of a declaration of 
non-compliance.  The Head of Midwifery explained that there was full achievement 
across all elements of the ten safety standards, however during the evidence review 
one eligible perinatal death had been identified, which had been managed and 
reviewed however had not been notified within the seven day timescale. A late 
submission had therefore been made in respect of Safety Action one.

A non-compliance position for the Maternity Incentive Scheme (MIS) year seven was 
therefore proposed.

Mr Connolly advised Board members that the Quality Committee were fully sighted 
on this and endorsed the position.

The Group Chair offered thanks for all the work that had been undertaken in 
preparing for the submission and she understood the disappointment in not achieving 
full compliance, however she added that there was so much for the team to 
celebrate.

The Board:
• Approved the CNST Annual Board Declaration and authorise the CEO to 

sign the declaration

177/26 Item 3 Apologies for Absence

Apologies for absence had been received from Mr Neil Herbert, Non-Executive 
Director, Mrs Nerea Odongo, Group Chief Nurse, Professor Colin Farquharson, 



Group Chief Medical Officer and Mrs Kathryn Helley, Group Chief Clinical 
Governance Officer.

178/26 Item 4 Declarations of Interest

There were no additional Declarations of Interest made.

179/26 Item 5 Minutes of the meetings held on 6 January 2026

The minutes of the meeting held on Tuesday 6 January 2026 were approved as an 
accurate record. 

180/26 Item 5.1 Matters Arising from the previous meeting/log

The Board reviewed the action log where there were no open items. 

The Board:
• Received the action log

181/26
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Item 6 Group Chair Arrangements

A report was presented which outlined that this was the Group Chair’s last formal 
Board meeting.  The Group Chair would reach the end of her term of office on 31st 
March 2026. 

NHS England had agreed that Rebecca Brown, current Group Deputy Chair, would 
step into the role of Acting Group Chair from Wednesday 1 April 2026 for a period of 
six months, whilst arrangements were made to recruit into the role on a permanent 
basis.

The Board:
• Noted the arrangements

183/26

184/26
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Item 7 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 under extreme pressure attending to 
patients with high levels of acuity. Despite this teams were continuing to demonstrate 
extra-ordinary levels of hard work, and she took the opportunity to formally recognise 
and thanked all staff members for their commitment through this period of sustained 
pressure.

Following a major service redesign delivered through the CLEAR (Clinically led 
workforce and activity redesign) Programme, stroke care across Lincolnshire was 
undergoing significant transformation. This work would improve patient outcomes, 
reduce length of stay, and enhance community-based rehabilitation and support.

The Group Chief Executive offered that she had attended NHS Leadership Meetings 
in January and February, which covered topics related to the 10 Year Health Plan 
and the delivery of 2025/2026 plans.
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In January 2026, NHS England published the updated Maternity Care Bundle, a new 
national framework aimed at reducing maternal mortality and serious maternal 
morbidity across England. The framework sets out the minimum standards of care 
that all NHS maternity services are expected to implement by March 2027. Work was 
underway to embed this into pathways, training and governance processes by the 
agreed deadline.

Glen Burley, NHS Financial Reset and Accountability Director, had recently written to 
all Chief Executives and Medical Directors outlining the proposed additional specialty 
recruitment round for 2026. The initiative was designed to support delivery of the 
10-Year Health Plan commitment to create an additional 1,000 postgraduate medical 
specialty training places. The letter requests that all trusts identify the posts and 
associated funding they wish to include in the expanded national training numbers. The 
Group Chief Medical Officer was leading the response to this request.

The British Medical Association (BMA) had written to all NHS Trusts, confirming that 
following the recent ballot, which closed on 2 February 2026, resident doctors had 
voted in favour of further strike action. The Group was awaiting additional information 
and guidance from national bodies to assess the potential impact and plan accordingly.

The National Cancer Plan for England had been launched in February, which provided 
strong national momentum for the ongoing work in the Midlands to improve cancer 
outcomes through earlier diagnosis, wider access to innovative treatments and more 
personalised, equitable care. 

During January, an executive-to-executive meeting took place between the Group and 
St Barnabas Hospice, providing a valuable opportunity to strengthen relationships and 
explore areas of shared strategic interest. The discussion focused on enhancing 
partnership working, particularly in relation to patient experience, service integration, 
and future opportunities for collaborative delivery across the local system.

The Group continued to meet with the NHS England regional team as part of the 
monthly Provider Review Meeting cycle. Discussions had remained constructive 
providing a regular forum to review progress, discuss emerging pressures, and ensure 
alignment with regional priorities and expectations.  The regional team had 
acknowledged the Group’s improvements across operational performance. In addition, 
the Group’s continued focus on financial discipline and delivery had been recognised, 
with further assurance given regarding the actions in place to support in-year and 
longer-term financial sustainability.

The Group had submitted its final five-year narrative plan in line with the 2026/27 
national planning guidance, alongside detailed finance, workforce, activity and 
performance plans.

A final report had now been received following a recent 
Ionising Radiation (Medical Exposure) Regulations (IR(ME)R) inspection for ULTH 
undertaken by the Care Quality Commission. The findings provided strong evidence 
and assurance of compliance across most standards reviewed. Inspectors highlighted 
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numerous areas of good practice, recognising the commitment to continuous 
improvement, particularly through the effective use of audit. The Group will submit its 
improvement action plan in accordance with the required IR(ME)R timescales.

Following a letter from NHS England issued last year to all acute provider Trusts 
outlining the 10-point plan to improve the working lives of resident doctors, and the 
subsequent baseline compliance submission by ULTH, a 12-week progress survey 
was completed in December 2025. The results demonstrated significant organisational 
improvement, with compliance now at 81%.

The Group had received full planning approval following the submission of a planning 
application for the new Community Diagnostic Centre (CDC) in Boston, located on the 
former Boston United football ground at York Street. The Group secured consent for 
the site purchase, and a 20-week demolition phase was scheduled to begin on 5 March 
2026. This £24.9 million purpose-built facility would significantly expand diagnostic 
capacity for the county, providing additional X-ray, CT, MRI and general medical 
ultrasound services. In parallel, the extension to the Lincoln CDC remained on track, 
with a go-live planned for April 2026.

The Community Tuberculosis (TB) team were recently invited to attend the National 
Tuberculosis Summit on 26 February 2026 to showcase their improvement 
programme, which focused on online consultations and wider digital innovations.

ULTH had recently partnered with Wilder Doddington following the launch of The New 
Orchard, the first Biodiversity Net Gain (BNG) Habitat Bank in the area. This initiative 
would provide an accountable and transparent source of BNG Units to offset the 
environmental impact of the new Endoscopy Unit at Lincoln County Hospital. The 
Group would be planning 100 trees as part of the orchard with planting commencing 
towards the end of 2026.

The Group Chief Executive took the opportunity to offer her personal thanks to 
Professor Colin Farquharson, Group Chief Medical Officer as he stepped down from 
his position due to personal health reasons. She offered that Professor Farquharson 
had been a friend for many years, and a key member of the Executive team and wished 
him well for the future. The Deputy Group Chief Medical Officer would step up to Interim 
Chief Medical Officer from 1st April 2026 for up to twelve months whilst a recruitment 
process was carried out for the substantive role.

Finally, the Group Chief Executive acknowledged that the Group Chair, would conclude 
her term of office at the end of March 2026, having reached the maximum tenure 
permitted under the relevant national governance frameworks. 

The Group Chief Executive Offered that the Group Chair had played a pivotal role in 
the leadership and development of the Lincolnshire Community and Hospitals NHS 
Group. As Group Chair since its establishment, and previously as Chair of both 
Lincolnshire Community Health Services NHS Trust (LCHS) and United Lincolnshire 
Hospitals NHS Trust (ULHT), continuous and steadfast leadership had been provided 
across more than a decade of significant organisational change.
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Throughout her tenure, the Group Chair had demonstrated exceptional leadership, 
professionalism and integrity and provided clear strategic oversight during periods of 
complexity and challenge, promoting a culture of accountability, compassion, and 
continuous improvement. Under her stewardship, the Group had benefited from a 
strong and consistent focus on quality, safety, and the improvement of services for the 
people of Lincolnshire. Her visible leadership, commitment to strengthening 
governance, enhancing organisational resilience, and supporting the maturation of 
Group arrangements had been widely recognised and valued by colleagues across the 
organisation and the wider system.

On behalf of the Board, the Group Chief Executive wished to formally record sincere 
thanks to the Group Chair for her distinguished service, exemplary leadership, and 
unwavering dedication to the population of Lincolnshire. She added that her legacy 
would continue to shape the organisation’s development and provide a strong 
foundation for future progress. 

The Deputy Group Chief Medical Officer then introduced Dr Arunpreet Sahota, Peer 
Doctor for the Resident Doctor 10 Point Plan to the Board and he provided a 
comprehensive update on the progress made on each of the points with the majority 
now rated green or amber.

The Group Chair thanked the Deputy Group Chief Medical Officer for providing 
reassurance and an understanding of where improvements were required.

The Peer Doctor was grateful for the opportunity, which had given him exposure to 
senior colleagues and had provided a platform for colleagues to raise their concerns. 

The Group Chair thanked the Peer Doctor for attending noting the requirement to 
attend future Board meetings going forward.  The governance relating to the 10 Point 
Plan would remain with the People Committee and escalations and updates would be 
provided to the Board as this work progressed.

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

207/26
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Item 7.1 Group Model Workstream Report 

The Group Chief Executive presented the closedown report which was taken as read 
and offered that this marked an important transition to move into full business as 
usual and over the lifetime of the programme, substantial progress had been made 
across all ten workstreams.

Key achievements included, establishment of the Group Model, with leadership fully 
recruited to and operating effectively. Implementation of a performance management 
and accountability framework, including regular Performance Review Meetings with 
Care Groups and Corporate areas. Strengthening of governance and decision 
making, with a unified Board Assurance Framework (BAF) now live and a 
standardised approach to risk management in place. Harmonisation of reporting, 
information and digital systems across the organisation, including progress against 
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the digital strategy and the development of a single Group brand and progress in 
harmonising policies, reward and recognition and improvements in staff wellbeing.

Overall, the Group Chief Executive reported a strong closedown position, with most 
actions completed and explained that a small number of items would require ongoing 
oversight which would transition into business as usual programmes.

Appreciation was expressed to colleagues across both ULTH and LCHS for their 
work in delivering a complex programme of work, placing the Group in a strong 
position to deliver improved outcomes.

The Board:
• Received the report
• Endorsed the transition of all remaining activity into appropriate 

business as usual programmes

Item 9 Strategic Aim 1 Patients
211/26

212/26

213/26

214/26

215/26
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Item 9.1 Assurance and Risk Report Quality Committee

The Chair of the Quality Committee, Mr Connolly, presented the Committee reports 
following the meetings held during January and February 2026 with the reports taken 
together and as read.

The C.Difficle position remained challenging and off trajectory, however in line with 
the national position and the Committee was assured that actions were in place to 
rectify this. An updated microbial reduction plan had been requested for the next two 
months, and an ophthalmology report had been received with actions to reduce 
waiting times.  The Committee had been assured of risk-based mitigations in place 
with waiting times having negative impacts on patient outcomes.

A presentation had been provided on Paediatric audiology where there had been a 
reduction in the waiting list backlog, however challenges remained on waiting lists. 
Harm reviews were in place, and no harm had been identified. A safety concern had 
previously been highlighted to the Committee.

High risks had been identified within the Risk Register in respect of paediatric and 
epilepsy services, where there were significant capacity issues and the good work of 
the team had been recognised. There was however concern expressed as this was a 
fragile service within the organisation and the Committee received details of 
significant plans in place for service improvement and transformation. 

There had been some increases in some unjustified breaches relating to mixed sex 
accommodation and further discussion on the actions and mitigations would be 
undertaken.

A national laparotomy audit had been received, and clear actions were in place to 
support improvements, however there was recognition of challenges with mitigations 
being put in place. 
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Mr Connolly also offered the following updates on CNST Standards and drew 
particular attention to a risk on maternity and neonatal voices, which the Board had 
previously been updated on, which remained a concern. Moving forward mitigations 
were in place for this year, however there still appeared to be a risk for CNST year 
eight. Mr Connolly added that the Group Chief Nurse was in discussion with the ICB 
Chief Nurse to resolve the situation.

For CNST Standard 1 – PMRT; Q3 PMRT report including details of the deaths 
reviewed from 1 December 2024, any themes identified and the consequent action 
plans. One eligible perinatal death had not been notified to MBRRACE within 7 
working days, resulting in non-compliance (requires 100%).  As 100% compliance 
is required, this results in non-compliance with the whole standard.

CNST Standard 3 - ATAIN: Update relating to continuation of the Quality 
Improvement Project ‘Midwives as second checkers for neonatal IV antibiotics. 
Governance for transitional care pathways strengthened with actions to be added to 
the PeriSIP.

CNST Standard 4 - Clinical Workforce: Neonatal workforce: - There had been 
progress against the previously agreed QIS action plan and trajectories which was 
on the services risk register.

CNST Standard 5 - Midwifery Workforce: Update on the agreed plan, including 
timescales, for achievement of the appropriate uplift in funded establishment along 
with mitigations to cover this shortfall, specifically Ongoing cost pressures managed 
by the Group, a full review was planned for April and recruitment to 12.1 WTE posts 
continued.

CNST Standard 6 - Saving Babies Lives Care Bundle: Progress had been made 
towards full implementation of Saving Babies Lives Care Bundle, in line with the 
locally agreed improvement trajectories. Progress had been confirmed by the ICB 
as demonstrated in the SBLCB implementation tool.

CNST Standard 7- MNVP: Formal escalation of risk, via the PQSM relating to the 
MNVP provision. There had been escalation via the PQSM model at Group and 
LMNS level, reported via MNOG/QC upward reporting process was 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. Progress was noted with the co-
produced action plan including the ongoing work to ensure that the free-text 
responses from the most recent CQC Maternity Survey are reviewed and 
incorporated into the plan following review with an MNVP lead.

CNST Standard 9 - Floor to Board: Progress with the Staff Experience Group 
(maternity and neonatal culture plan), specifically the staff level launch of the Staff 
Experience Group.

CNST Standard 10 - MNSI: Receipt of Group legal services and maternity clinical 
governance records of qualifying MNSI/ EN incidents and numbers reported to MNSI 
and NHS Resolution and receipt of evidence that families have received information 
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on the role of MNSI and NHS Resolution’s EN scheme in an accessible format in 
the patient’s own language. Must have sight of evidence of compliance with the 
statutory duty of candour.

CQC visits had taken place during February 2026 to medical wards and discharge 
lounges where there was potential for areas of improvement, alongside positive 
feedback.

In respect of Looked After Children, despite multiple attempts to recruit, this had 
proved impossible and the service remained reliant on temporary cover. The Group 
Chief Nurse would raise this with the ICB to look at other possible solutions to bring 
the service back on track.

The Deputy Group Chief Nurse added that the CQC visits had commissioned 
extensive multi-disciplinary responses in respect of areas of improvement, recurrent 
themes in both the acute and community settings, with learning to consider. 

The Deputy Group Chief Nurse also explained that there had been a reduction in 
pressure ulcers within the community setting following extensive work undertaken in 
the wider system. He added that he now had the role of Senior Responsible Officer 
(SRO) for the work and would continue to work with all agencies within the county to 
drive this work further forward. 

In respect of Looked After Children, the Deputy Group Chief Nurse added that some 
of the national operating models were being reviewed and colleagues were linking 
with other agencies and organisations to ascertain if there were alternative ways of 
providing this service in the future, rather than continuing to carry a risk.

The Deputy Group Chief Medical Officer commented that the paediatric audiology 
news was positive and had started from a much different position. There was 
currently no backlog, and a process was in place for completing training for paediatric 
audiologists by the end of the financial year to provide additional capacity. The 
national laparotomy story was also good and a new Standard Operating Procedure 
(SOP) for laparotomy in emergency departments included multiple points, however 
challenges remained regarding geriatric input for inpatients and discussions were 
continuing to take place.

The Group Chair acknowledged the improvement in paediatric audiology and added 
that this was a good example of how the organisation had responded well to 
challenges and improved outcomes for patients.

The Board:
• Received the assurance reports
• Noted the updates on the CNST Standards as presented
• Noted the concerns raised in respect of Looked After Children

233/26 Item 9.2 Finance Briefing
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The Group Chief Finance Officer offered a summary of performance at month ten, 
reporting continued progress in delivery of the 2025/26 financial plan, with a 
breakeven position maintained across the Group. 

There had been an improving run rate, with a surplus delivered in each month since 
month seven. Further improvement in the run rate was however required over the 
remainder of the financial year and into the early part of 2026/27 to support full 
recovery.

The Group Chief Finance Officer highlighted three key areas of focus; delivery of 
income, supported by national “sprint” funding”; the delivery of the efficiency 
programme which was currently £4.2m behind plan with continued focus on 
maximising delivery in the remaining months of the year and workforce controls, with 
good performance reported. The Group Chief Finance Officer explained that bank 
and agency use remained high however was being monitored weekly through the 
offices of the Chief Medical Officer and Chief Nurse. He added that a positive impact 
had been seen from measures implemented earlier in the year.

The Group Chief Officer offered that the vacancy control process remained in place, 
including deferrals, to support the financial position whilst managing workforce 
impacts.

A year end risk of £9.3m adverse to plan was reported, however a clear route to 
breakeven had been identified through a combination of internal and external 
mitigations and the Group Chief Executive expressed confidence in the delivery of 
the 2025/26 financial plan.

In relation to capital, the overall programme had increased to £129.1m at Month 10 
following additional funding. Expenditure was currently £28.7m behind plan, with a 
significant level of spend scheduled in the remaining months of the year. Mitigation 
plans were in place, and the Group Chief Finance Officer was confident in delivering 
the planned position by year-end.

Support had been received for a cash application relating to capital spend, linked to 
2024/25 bonus funding associated with four-hour performance and operational 
improvement. The resulting cash benefit was welcomed by the Board.

The Group Chair welcomed the planned mitigations to achieve the year-end position 
and noted the encouraging progress. She also reflected on the significant increase in 
capital investment compared to previous years, recognising the scale of progress 
achieved.

The Group Chief Finance Officer took the opportunity to express his thanks to the 
Estates, Medical Equipment, and IT teams for delivering a significant number of 
additional initiatives, noting the benefits to patients, staff, and service improvements.

The Board:
• Received the report noting the reasonable assurance 

232/26 Item 9.3 Assurance and Risk Report Finance and Performance Committee
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Ms Cecchini provided the assurances received by the Finance and Performance 
Committee, at the meetings held during January and February 2026; the reports were 
taken as read, noting that there were no escalations.

The Committee had noted the system pressures which had begun to impact on 
operational delivery and concerns had been raised in relation to cancer performance. 
An improvement had been seen during January, which had however declined during 
February, and the organisation had been placed into oversight. 

The Group Chief Operating Officer explained that the 62-day standard remained 
challenging, with pressures in breast, colorectal and gynaecology pathways. A 
recovery plan had been requested for gynaecology, including support from the Chief 
Medical Officer.

The Faster Diagnosis Standard (FDS) showed improvement (83.1% in January and 
85.5% in February, unvalidated), with confidence expressed in achieving the required 
target. The 28-day performance position improved in February (unvalidated), 
although further work was required.

It was highlighted that national team support was in place, providing additional insight 
and support, including improvements within booking processes.

In respect of planned care, good assurance was provided, with delivery in line with 
18-week and 52-week trajectories. However, challenges remained in achieving 
diagnostic targets, particularly MRI capacity, largely due to workforce constraints. A 
recovery plan was in place, and alternative solutions were being explored.

Urgent and Emergency Care (UEC) performance remained above trajectory for the 
four-hour standard. Positive system support from UEC partners was noted as 
contributing to the overall position.  Emergency Department performance remained 
challenging with January performance reported at 71.88% against a 73% target, 
February performance 75.59% against a 76% target and month-to-date March 
performance was 76.05% (unvalidated), with a robust plan in place to deliver 75% for 
March.

Attendance growth, particularly in Type 1 activity, continued to impact performance, 
although Type 3 performance remained consistently above target and the Committee 
had received assurance regarding mitigations and improvement plans, including 
oversight reports from Planned Care, UEC, and Out-of-Hospital programmes, which 
was positive.

The Committee had been provided with strong assurance in relation to financial 
reporting and controls, including regular reporting through the savings programme 
(PITOF) and Performance Review Meetings (PRMs) and continued progress within 
Estates, with further reporting on Planned Preventative Maintenance (PPM) which 
would be presented at the next meeting.

The Committee had also received the Emergency Preparedness, Resilience and 
Response (EPRR) report, noting that the organisation was substantially compliant for 



242/26

243/26

2025. Recent Local Resilience Forum (LRF) visits had also returned broadly 
compliant outcomes.

The Group Chair commented that the performance challenges were anticipated, with 
some fluctuation expected and acknowledged that the focus remained on targeted 
areas to secure improvement and achieve required standards.

The Group Chief Estates and Facilities Officer advised that the PPM audit would 
progress through the appropriate governance processes in due course.

The Board:
• Received the assurance report

Item 10 Strategic Aim 2 People
244/26
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Item 10.1 Assurance and Risk Report People Committee 

Mrs Wells provided the assurances received by the People Committee, at the 
meeting held during January and February 2026 and the reports were taken as read. 

Sickness absence levels for February remain above target, recorded at 5.43% and 
6.8% across the organisations. Ongoing work was in place to address this and drive 
improvements. 

Mrs Well outlined that vacancy rates were in line with expectations due to 
organisational change, with some vacancies currently being held or deferred. 

Core learning compliance remained in a positive position, exceeding target levels 
across the group.

A significant volume of HR activity was in progress, with several achievements noted, 
although much of the work remained ongoing. A proposed prioritisation initiative for 
the HR team had been agreed to support effective management of priorities and 
ensure delivery of key objectives.

Work has been undertaken to review group benefits alignment to ensure equity 
across both organisations.

Significant progress has been made in relation to Annex 20 of the NHS Terms and 
Conditions Handbook. This would impact Band 5 and 6 nursing staff, aligning pay, 
banding, and progression with comparable professional groups. It was acknowledged 
that this presented budget implications, alongside anticipated improvements in nurse 
capability and retention across the group.

Safer staffing levels had been maintained despite increased sickness absence.

The workforce plan remained off track, with current focus directed towards the 
medical workforce and productivity improvements.

Mrs Wells outlined that the Patient Services Hub consultation had closed on 20 
January 2026. 
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The Equality, Diversity and Inclusion (EDI) report provided significant assurance. It 
was noted that the Group Board had reviewed anti-discrimination approaches, 
including the relaunch of the “United Against All Forms of Discrimination” campaign.

There had been an increase in access to menopause services, and this was seen as 
a positive development.

The team were also commended for an excellent year in winter vaccination delivery, 
achieving 55–56%.

The Group Chief People Officer explained that vacancy rates remained within 
acceptable levels in the context of organisational change at 6.5% for ULTH and 
9.85% for LCHS. She provided assurance that work was ongoing to address priority 
vacancies with several positions already recruited to and others progressing through 
the pipeline.

Sickness absence levels were reported at 5.4% for ULTH and 6.8% for LCHS. The 
Group Chief People Officer offered that dedicated support had been implemented in 
high sickness areas, with targeted engagement alongside managers in identified 
hotspot areas to ensure staff received the appropriate support.

The Group Chief People Officer informed Board members that the delivery of the 
workforce plan remained off track.  At the time of submission, several mitigating 
factors were not fully anticipated, particularly relating to TUPE and turnover. Turnover 
had been slower than expected, alongside continued reliance on temporary staffing. 
Despite this, the Group Chief People Officer advised that the forecast delivery 
position remained cautiously optimistic, with additional actions implemented. Positive 
impacts were beginning to be seen from deferred start dates for newly recruited staff.

The People consultation and Patient Services Hub processes had now closed, and 
work was underway to determine next steps, including updates to Staffside 
representatives and affected staff. Further updates would be presented to the People 
Committee as appropriate.

Mr Connolly advised of an escalation from the January Committee meeting regarding 
national Band 5 nursing developments and the Group Chief People Officer 
responded confirming that work was progressing in conjunction with the Group Chief 
Nurse and Nursing Officers. A task and finish group had been established in 
anticipation of further information expected in early April. Early indications suggested 
this would be a nationally funded initiative, pending formal confirmation. 

The Board:
• Received the assurance reports 

262/26 Item 10.2 Gender and Disability Pay Gap Reports

The Group Chief People Officer presented the Gender and Pay Gap reports which 
had previously been reviewed by the People Committee, and an overview of the key 
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findings was provided.  Two separate gender pay gap positions were presented for 
LCHS and ULTH.

For LCHS, it was reported that the pay position remained broadly stable and positive. 
Improvements had been identified and delivered, with performance comparing 
favourably against the national median gender pay gap. Overall, LCHS was noted to 
be performing well from a national perspective.

For ULTH, the Group Chief People Officer described more complex issues noting 
that the gender pay gap stood at 12.6%, representing an improvement on the 
previous year. However, it was noted that women remained underrepresented in the 
highest pay quartile. Other indicators were reported as largely stable, with steady 
progress being made, including improvements in representation at consultant and 
senior clinical levels.

The Group Chief People Officer explained that a Group-wide action plan was being 
developed to address gender and ethnicity pay gaps. The plan would include 
targeted actions aimed at addressing key areas of inequality and would provide a 
structured framework for continued improvement across the Group.

The Group Chair acknowledged the importance of ongoing focus and commitment to 
delivering the actions outlined within the plan.

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

ULTH and LCHS
• Noted and supported the Group-wide action plan to address gender and 

ethnicity pay gaps

Item 11 Strategic Aim 3 Population
267/26

268/26

269/26

Item 11.1 Assurance and Risk Report from the Integration Committee

Mr Connolly and Mrs Brown provided the assurances received by the Committee at 
the meetings held in January and February 2026 noting there were no upward 
escalations to the Board.

At the January meeting it had been highlighted that progress was being made to 
establish Lincolnshire Live Services within the Clinical Assessment Service. A strong 
presentation was delivered, demonstrating how community left shift transformation 
was beginning to strengthen and this was expected to reduce reliance on East 
Midlands Ambulance Service NHS Trust( EMAS) for managing acute falls and 
support delivery of care in the right place at the right time.

District Nursing (DN) transformation work was ongoing, with a focus on realigning 
services into Integrated Neighbourhood Teams. This emphasised a cohesive, 
person-centred, multidisciplinary team (MDT) approach. Mr Connolly explained that 
there were links in relation to pressure ulcer reduction and other quality areas 
previously discussed within the Quality Committee.
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The “Enhancing Better (EB) Lives” programme was referenced as a positive example 
of how changes in response models can be effectively implemented.

Mrs Brown provided the highlights from the February meeting where the Committee 
had received comprehensive assurance overall. 

A concern had been highlighted to the Committee regarding financial improvement 
progress within the Living Scheme; however, actions were in place to address this, 
and this would continue to be monitored closely. All other schemes were noted to 
either be on track or had recovery plans in place.

A further review of the Annual Plan submission had taken place, and oversight would 
continue moving forward.

The Committee had received an update in respect of the new ICB cluster and the 
Lead Provider Model for End-of-Life (EOL) care. Next steps were being progressed 
collaboratively with ICB colleagues, with clinical leadership from the Deputy Group 
Chief Nurse. 

The lymphoedema service transformation programme had delivered significant 
improvements, particularly in reducing waiting times and associated risks.

A digital deep dive had been undertaken regarding the transfer of IT services from 
AGEM, and further work was underway to determine how best to support future 
developments. This represented a significant area of change and ambition.

Mrs Brown offered that the Electronic Document Management System (EDMS) 
scanners were now on site, with a planned go-live at the end of March. This would 
support the future implementation of the Electronic Patient Record (EPR) system. 

The Group Chief Integration Officer explained that elements of the EPR programme 
had been reprofiled to avoid delivery of UEC components during peak winter 
pressures and it was anticipated that the Group Leadership Team (GLT) would 
sponsor the programme this week. This would create capacity to prioritise the Patient 
Services Hub programme, ensuring changes were implemented in a coordinated 
manner.

The Group Chief Integration Officer offered that the EPR programme was currently in 
a critical phase, requiring strong engagement and focus from operational teams and 
end users with further workstreams being designed. Gaps within the organisational 
development model had been identified and were being urgently addressed and the 
Group Chief Integration Officer added that Committee oversight of the programme 
would increase from April 2026.

The Group Chief Integration Officer reported that seven left shift services were 
planned and were aligned with the delivery profile following a slower start.

Four long-term condition (LTC) services had transitioned to the Alliance Care Group, 
with further work planned to enhance delivery at Grantham, including rehabilitation 
pathways and community paediatrics, particularly to support pathway decongestion.
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The EOL programme represented a significant achievement, although delivery had 
been delayed by six months due to ICB clustering changes.

Community performance was reviewed under the Finance and Performance 
Committee (FPC) and the Group Chief Integration Officer offered that the elimination 
of 52-week waits had been achieved, particularly within the lymphoedema service.

It was noted that progress was advancing at pace, with a significant volume of 
reporting and a high level of assurance being achieved.

The Group Chair offered that herself and the Group Chief Executive had recently 
attended a Midlands meeting, which included presentations on digitalisation, the 
Federated Data Platform, and EPR and expressed a view that this may be a good 
Board Development opportunity for the future. 

The Group Chair also acknowledged the importance of positioning the EPR 
programme within the broader NHS transformation context.

The Board:
• Received the assurance reports noting there were no escalations
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Item 11.2 Strategy Delivery Q3 Assurance Report

The Group Chief Integration Officer presented the report which was taken as read 
and provided updates against key milestones. He explained that this aligned with 
narrative and assurance reports from the past quarter and pace was starting to 
gather in some areas that were slower during the first quarters of the year.

The Group Chief Integration Officer offered that a year-end report would be provided 
at the May Board meeting.

The Board:
• Received the report 
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Item 12 Integrated Performance Reports

The Integrated Performance Report was 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 report presented was the 
amalgamation of all Committee reports. 

The Group Chief People Officer commented that further work was required in respect 
of the headline blocks for the People Committee, to get this into a more digestible 
position. He added that the Finance and Performance figures were due to be 
presented at the March Integration Committee.

One data error on 104+ day waiters was highlighted with the Group Chief Integration 
Officer offering that this would resolve in due course, as the target was different to 
the value and metrics.
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The UTC performance had been addressed within the Finance and Performance 
Committee report and the Group Chief Integration Officer commented on the large 
scale pressure which had been seen at the UTCs during the winter months.

Forecasting would also be detailed within the reports early in the new financial year.

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

assurance

Item 13 Risk and Assurance
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Item 13.1 Group Risk Management Report 

The Deputy Group Chief Clinical Governance Officer presented the report and 
highlighted that the Finance and Performance Committee had reported a reduction in 
three very high risks.

Current monitoring indicated that there were 105 risks outside of appetite across 
several strategic objectives, all reviewed by relevant Committees. Sub-Groups were 
now reviewing risks outside of appetite to strengthen reporting and focus on the 
coming months. This would position the organisation to present risk effectively at 
Board level, with a planned risk Board Development Session to be held in March 
2026.

Next steps would be interpretation of what the report was saying and to determine 
any adjustments required.

The Group Chief Integration Officer highlighted the management of programme risks, 
including maintenance of programme logs and the importance of ensuring 
programme oversight was maintained. He advised that he was working with the 
Group Chief Clinical Governance Officer on these areas to ensure comprehensive 
risk oversight.

The Board:
• Accepted the risks as presented noting the significant assurance
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Item 13.2 Board Assurance Framework

The Group Director of Corporate Affairs presented the 2025/26 Board Assurance 
Framework as considered by all the Committees during January and February 2026. 

Two committee workshops had been held to review and strengthen the content of the 
BAF, the detail of which was now captured within the document and the People 
Committee had planned a workshop in March to also look at this in more depth.

There were some actions within the document where the dates had now passed and 
narrative detailed and recognised the need to pull this out into the Committees in 
March. There were no proposed changes for the assurance ratings this month.
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within the document, and acknowledged the work undertaken to develop this further 
which provided a good perspective of the position against the strategic objectives and 
to identify and close any gaps. The Group Chair was also pleased to hear that the 
Committees had undertaken deep dives in relation to the BAF. 

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

substantial assurance
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Item 13.3 Assurance and Risk Report from the Audit Committee

Ms Cecchini provided the assurances received by the Audit Committee at the 
meeting held in January 2026 and the report was taken as read.

The Committee had received and reviewed a suite of Internal Audit reports, and five 
had been completed all providing reasonable assurance. Confirmation was also 
provided that the Internal Audit Plan was on track to be completed by year end. The 
development of a statement of internal control was also underway.

Preparations were underway for year-end including initial preparatory meetings with 
External Auditors and a review of annual accounting policies and reporting timetables 
paper had been received.

The Committee received a Counter Fraud update which provided progress updates 
relating to new legislation on Failure to Prevent Fraud and had been confirmation that 
updated assurances would be presented at the April 2026 meeting.

Good progress was being made on outstanding external audit recommendations and 
improvements were noted in relation to outstanding policies, however it was agreed 
that this issue should continue to be escalated to the Board for oversight.

A report on delegated limits for Contract Awards was reviewed and was 
recommended to the Board for approval.

The Group Director of Corporate Affairs provided an update on the tender process for 
Internal Auditors which had now concluded and new arrangements would commence 
from 1st April 2026. Work was underway to mobilise the new auditors who would 
introduce themselves into the organisation and Board members were advised that 
they may be contacted as part of this process.

The Board:
• Received the assurance report 
• Acknowledged the position in relation to outstanding policies

309/26 Item 13.4 Amendment to Standing Financial Instructions (SFIs)

The Group Director of Corporate Governance presented a proposal to amend the 
current threshold for Contract Award Reports (CARs) requiring Board approval. She 
explained that under the existing Standing Financial Instructions (SFIs), CARs 
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exceeding £1m must be submitted for approval to the Board, however considering 
the scale of the Group, the involvement of the two organisations, and rising costs, it 
was proposed that the threshold be increased to £5m.

Benchmarking had been undertaken against organisations of a similar size and the 
proposed threshold aligned.

The Board:
• Approved the recommendation to amend the SFIs to increase the 

threshold for Board approval of CARs from £1m to £5m

311/26 Item 13.5 Board Forward Planner

The Forward Planner was presented and received for information.

The Board:
• Received the Board Forward Planner 
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Item 14 Any Other Notified Items of Urgent Business

Mrs Brown commented that colleagues had heard through the meeting of the 
achievements the Group Chair had successfully navigated over the last ten years 
and added that one of the hardest objectives to achieve was a positive leadership 
culture where it was patient focussed, based on improving outcomes, being inclusive, 
ambitious and open and honest. She added that the Group Chair had lived, breathed 
and lead development in this year and she expressed a view that past and current 
Board members had been lucky to serve alongside the Group Chair. 

Mrs Brown commented that the Group Chair’s drive and ambition would be greatly 
missed however the Group would continue to deliver her legacy and keep a 
passionate culture alive.

The Group Chair thanked those present for their comments and added that today’s 
meeting had been a delight to be her last, offering that many papers had come to life 
during the meeting where there had been some examples of good performance with 
a strong focus on safety and quality of care routinely being provided for the residents 
of Lincolnshire. 

The Group Chair offered that her position had provided an opportunity to do the right 
things to improve services for patients, staff and partner colleagues and she was 
immensely proud of what had been and would continue to be achieved by the 
organisation. The Group Chair commented that the vision and ambition for 
transformation had only been possible due to the calibre of leadership around the 
Board table. 

The Group Chair offered that she had very much been part of a high performing team 
and was grateful for all the support she had received collectively from Executives and 
Non-Executives and expressed a view that the direction had been set to commit to 
the transformation journey the organisation was on and was pleased to hear of new 
ways of working which would improve standards, performance and compliance. 
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had been a privilege to be the Group Chair over the last two years.

318/26 The next scheduled meeting will be held on Tuesday 5th May 2026 via MS Teams live 
stream.
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Substantial 
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possibly insufficient 
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People: Better Opportunities – Develop, empower and retain great people: X
2a: Enable our people to fulfil their potential through training, development and 
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2b: Empower our people to continuously improve and innovate
2c: Nurture compassionate and diverse leadership
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Population: Better Health – Improve population health: X
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health inequalities approach
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3d: Drive forward our improvement and efficiency agenda including sustainability and 
Green Plan
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System Overview

a) Resident Doctors participated in a further round of national industrial action 
coordinated by the British Medical Association (BMA) from 7–13 April 2026. 
During this period the Group maintained above 95% of elective activity.  I would 
like to formally recognise and thank colleagues across clinical, managerial and 
corporate teams whose professionalism, flexibility and commitment ensured 
the continued delivery of safe and effective care for our patients.

b) During March, NHS England published the Neighbourhood Health Framework 
and the new population-based delivery models, setting out expectations for how 
systems should develop more integrated, preventative and personalised care 
closer to people’s homes, in line with the NHS 10 Year Health Plan. The 
framework sets out the foundation steps to be taken in 2026/27 to develop local 
neighbourhood health plans for 2027/28, delivered through joint working. 
Working with our Integrated Care Board and Local Authority partners, the 
Group is actively contributing to this agenda as part of system plans to develop 
local neighbourhood health arrangements during 2026/27

c) The formal launch of the Lincolnshire Institute for Dental and Oral Health 
(LIDOH) took place in March, which I attended. The event marked the 
opening of a new specialist dental education and training facility within Lincoln 
Medical School at the University of Lincoln, made possible through the 
investment and support of the Greater Lincolnshire Combined County 
Authority and local investors. This development represents a significant step 
towards strengthening local and regional dental training capacity and supports 
the university’s longer-term ambition to contribute to national priorities for 
improving oral health outcomes, particularly across coastal and rural 
communities.

d) As part of NHS England’s ongoing programme of engagement with Chief 
Executives and Chairs, I attended NHS Leadership Meetings in April. These 
sessions focused on the emerging 2025/26 planning and priorities, alongside 
detailed discussions on the development and implementation of the new NHS 
operating model. The meetings provided valuable insight into national 
expectations and policy direction, and enabled constructive dialogue on the 
implications for providers, supporting the Group’s preparation for the year 
ahead.

e) In April, Sir Jim Mackey wrote to all Chief Executives to set out next steps for 
2026/27 planning, recognising the progress made by the NHS in restoring 
operational performance and improving patient experience over the past 
year.. The Group is working with system partners to maintain delivery 
momentum while using the multi-year planning framework to support 
sustainable transformation aligned to the NHS 10 Year Health Plan. 

Group overview

a) Services across the Lincolnshire health and care system experienced 
sustained high demand during March and April, with significant operational 
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pressures across a number of services, requiring continued system-wide 
focus on capacity, flow and workforce resilience

b) The Group delivered both its planned revenue and capital positions for 2025/26. 
Due to delivering the planned break-even position the Group has received an 
additional allocation of £6.6m. The Group delivered the capital programme with 
a capital expenditure of £131.4m. 

c) The Group closed 2025/26 outside the Workforce plan, with the variance driven 
predominantly by ULTH, largely due to higher than planned bank usage and 
substantive workforce changes not originally reflected in the workforce plan. 
LCHS was slightly adverse to plan, primarily due to increased bank usage. 
Despite this position, there has been demonstrable improvement in grip and 
control during 2025/26 through a vacancy control process and Quality impact 
Assessment to support each vacancy request, this additional grip has led to a 
reduced bank usage across ULTH, sustained ahead‑of‑plan agency 
performance, and delivery of substantive workforce reductions within LCHS 
through robust workforce controls. Externally funded activity for strikes and RTT 
backlog recovery has also influenced the year‑end position and once fully 
validated, may reduce the adverse position. 

d) Delivery against the 2025/26 Operating Plan has been achieved.. 
Performance against the Urgent and Emergency Care 4 hour standard 
strengthened towards the end of the year, with March 2026 delivery reaching 
81.3%, reflecting the impact of focussed recovery actions, this has been 
sustained into April 2026. This has also positively impacted the 12 hour 
performance standard. Against the RTT standard, the plan of 60% was also 
exceeded, with delivery of 60.24%, providing assurance of stabilisation and 
incremental improvement against a challenging baseline.

e) The NHS National Oversight Framework (NOF) Quarter 3 ratings were 
published in March 2026. The NOF provides the primary mechanism through 
which NHS trusts are assessed and segmented against national quality, 
operational and financial metrics. Both Lincolnshire Community Healthcare 
NHS Trust (LCHS) and United Lincolnshire Teaching Hospitals NHS Trust 
(ULTH) showed significant improvements reflecting the huge amount of effort 
that has been put into improvement the quality of care provided to the 
residents of Lincolnshire. For this quarter LCHS has been placed in segment 
2 (with the Trust 24th place out of 61 peer Trusts) and ULTH remains in 
segment 4 (with the Trust in 109th place out of 134 peer Trusts). 

f) The Group executives has continued to meet on a monthly basis with NHSE 
regional team for the Provider Oversight meetings. The recent meeting was 
positive, recognising the improved NOF position for both parts of the Group and 
the continued improved position across performance, workforce and finance. 

g) Following submission of the new Capability self-assessments for both ULTH 
and LCHS, which measure organisations against a range of expectations 
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including strategy, leadership and planning, quality of care, and financial 
performance and oversight, NHS England assigned a single overall capability 
rating to each organisation. The results, published in April 2026, confirm that 
both ULTH and LCHS have been rated Amber-Green, indicating generally 
effective board leadership with some areas identified for further improvement.

h) Following receipt of full planning approval, a groundbreaking ceremony took 
place on 13 March 2026 to mark the commencement of the development of 
the new Boston Community Diagnostic Centre (CDC). This milestone signifies 
the start of a 20-week demolition phase, after which construction of the 
£24.9m centre will commence. The new CDC will provide expanded 
diagnostic capability, including MRI and CT scanners, X-ray facilities, 
ultrasound rooms, outpatient consultation rooms and dedicated audiology 
space. Once operational, the centre will significantly increase local diagnostic 
capacity, supporting improved access and reduced waiting times for patients 
across this part of Lincolnshire. The facility is scheduled to open to patients in 
spring 2027.

i) In parallel, renovation works at the Grantham CDC have been completed, 
creating three additional clinical rooms. This enhancement is already enabling 
additional clinics to be delivered from the centre, further increasing diagnostic 
capacity and patient throughput.

j) Following the successful launch of Martha’s Law (Call for Concern) at Lincoln 
County Hospital and Pilgrim Hospital, Boston, four community hospital wards 
will be among the first wave of community-based NHS services nationally to 
introduce the rapid review service. The Call for Concern initiative enables 
patients, families and carers who are worried about a patient’s deteriorating 
condition whilst on an inpatient ward to contact an independent clinical team 
directly for urgent advice and review. The service will be available to patients 
on inpatient wards at John Coupland Hospital, Gainsborough, County 
Hospital, Louth, Skegness District Hospital and Johnson Community Hospital, 
Spalding. This development strengthens existing patient safety safeguards by 
ensuring a timely clinical escalation and rapid review whenever a patient or 
relative feels it is needed.

k) Nominations for the Group Staff Awards 2026 are now open, celebrating and 
recognising the dedication and achievements of community and hospital staff 
across the Group. A range of award categories acknowledge excellence in 
patient care, compassion and respect, teamwork and innovation. Nominations 
are welcomed from staff, patients and members of the public. 

l) The National Staff Survey (NSS) Results were published during March 2026, 
alongside those for other acute and community trusts across the country. There 
was an improvement in overall in response rates across both parts of the Group 
with 49% for Acute and 68% for Community staff. Both parts of the Group have 
made significant progress over recent years, however we have heard how 
challenging it is for colleagues across the Group at the moment which reflects 
the significant changes both nationally and regionally within the NHS. 
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m) I am delighted to formally welcome Rebecca Brown as Group Chair. Over the 
past three years, she has made an invaluable contribution as a Non-Executive 
Director, providing thoughtful challenge, strong governance oversight and 
consistent support to both the board and the executive team. Her insight, 
experience and commitment to our values have been greatly appreciated, and 
I would like to record my sincere thanks for the dedication and support shown 
during this period. I look forward to working even more closely with Rebecca in 
her new role as Chair as we continue to deliver our strategic priorities for the 
Group.

n) Finally, I would like to formally record my sincere thanks to Professor Colin 
Farquharson for the leadership, professionalism and commitment he provided 
during his tenure as Group Chief Medical Officer. Professor Farquharson 
made a significant contribution to the Group’s clinical leadership, patient 
safety and quality agenda, and his support to the Board and Executive Team 
was greatly valued. He left the organisation on 31 March 2026 with our very 
best wishes for the future. I am pleased to welcome Professor Ciro Rinaldi to 
the role of Group Chief Medical Officer. Professor Rinaldi commences this 
role at an important time, and I look forward to working closely with him as he 
builds on this strong foundation and continues to progress our ambitions for 
high-quality, compassionate care.
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Board Committee Upward Report to the Group Board

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

05 May 2026

Report from: Quality Committee

Report from 
meeting held on:

17 March 2026

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 17 March 2026 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 (PSG) Upward Report 
b) Infection Prevention Group (IPG) Upward
c) Antimicrobial Call To Action
d) High Profile Cases Report

The Committee reviewed the PSG report which highlighted the following:
i. backlog of overdue Datix incidents continued to be a concern. This issue 

continued to be an area focus within the care group PRMs
ii. a table showing the number of internal incidents reported in December 2025 

where the clinical delay causing patient harm field has been completed. The 
report noted that of the 85 incidents listed, 78 of them caused low harm, 6 
of them caused moderate harm and one resulted in death. A Patient Safety 
Incident Investigation (PSII) had been undertaken taken to review the 
incident which resulted in death. A review of the incidents which caused 
moderate harm has been undertaken, with no commonality in themes being 
identified. 

iii. an update on the progress achieved to mitigate and reduce the risk to 
patient safety in Ophthalmology.

The Committee reviewed the PSII Learning and Recommendation 
Summaries and noted the improvement actions including the steps being 
undertaken to plug the reported gaps in microbiology staffing.
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The Committee noted that the one Never Event highlighted in the PSG report 
and expressed the gratitude of the Committee to the clinical teams for all the 
steps taken to ensure that patients were safe.

The Committee was assured by the PSG report.

The Committee reviewed the IPG report and noted these highlights:
i. C. difficile cases remained above trajectory with 108 cases to date in 

2025/26. A thematic analysis supported by Microbiology had been 
completed and the report would be submitted for review by the Quality 
Committee.

ii. High Consequence Infectious Disease (HCID) update – After a suspected 
in-patient case of viral haemorrhagic fever (VHF) in August 2025, gaps had 
been identified in the Group’s response mechanism to cases of HCID. A 
working group had been constituted to work on closing those gaps.

iii. FFP3 mask fit testing organisational compliance – With due regard to the 
post-COVID fatigue for the wearing of masks, the Infection Prevention and 
Control team was sending the message widely across the Group that staff 
should wear masks if they contracted COVID.

iv. The Water Safety quarterly report – the report noted that since the 
introduction of silver copper ionisation in 2025, there had been a significant 
reduction in positive detects for both legionella and pseudomonas.  

The Committee was assured by the IPG report.

The Committee received the report on the Antimicrobial Call To Action which 
was a follow-up to a deep dive report provided at the Committee’s request in 
May 2025. The Committee had asked for this follow-up report which would 
focus on Antimicrobial Stewardship (AMS), but in that period the Group also 
received a national ‘call to action’ on AMS.  This was a combined report to fulfil 
both the Committee’s request and the requirements of the national ‘call to 
action’ 

The report provided evidence of the strong progress achieved since the deep 
dive report was submitted to the Committee in May 2025 but was being given 
an assurance RAG rating of ‘amber’. The Committee was informed that though 
there was clear view of the Group’s target and how to achieve that, there was 
also the awareness that the assurance provided would be deemed insufficient 
if the actions were not sustained as expected. 

The Committee noted the success of the improvement actions and also noted 
that the change of the position from the last presentation was very significant. 
The Committee also thanked the Antimicrobial Pharmacist and the Associate 
Chief Pharmacist for the hard work.

The Committee was substantially assured by the report on the Antimicrobial 
Call To Action.
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Assurances in respect of Objective 1a(ii):

a) Patient Experience and Involvement Group (PEIG) Upward Report
b) Safeguarding and Vulnerabilities Oversight Group (SVOG) Upward 

Report 
c) Children and Young People Oversight Group (CYPOG) Upward Report

The Committee reviewed and was substantially assured by the portion of 
the PEIG report which highlighted key improvements around patient pathway 
development, multidisciplinary collaboration and staff capability-building 
around complaints handling and communication. 

The report also highlighted developments around how the contract for the 
provider of the Interpretation and Translation Services was being managed 
and a training provision for staff members on how to access interpretation 
services. Another highlight of this portion of the report was around the 
positive impact of the Patient Wellness questionnaires launched after the 
rollout of the Martha’s Rule patient safety initiative. 

The Committee was assured by the mitigating actions implemented by the 
Group because of the change in funding by the East Midlands Cancer 
Alliance – Centre for Psychosocial Health (EMCA-CPH) for level 4 
psychological support for cancer patients.

The Committee was reasonably assured by the update on the steps being 
implemented to prevent mixed sex accommodation breaches from occurring. 
The Committee was informed that there had been an increase in the numbers 
of reported breaches because the default was no longer to accept that most 
breaches were ‘justified’. A task and finish group had been tasked to develop 
measures which would prevent these breaches as well develop a tool to assess 
the impact on affected patients.

The Committee reviewed the SVOG report which was focused on the good 
MCA/DOLS training compliance, and the operational care groups’ strong 
safeguarding governance processes. The SVOG also focused on the low 
uptake of Safeguarding Children level 3 training and Children & Young People 
(CYP) Safeguarding training by clinical staff. The Committee was assured by 
the actions being implemented to get the uptake of safeguarding training by 
clinical staff to improve.  

The Committee was provided with limited assurance by the portion of the 
SVOG report which stated that there had been a slight reduction in initial health 
assessments for Looked After Children. The Committee reviewed the 
improvement plan and agreed to a review of how the various children’s 
pathways in the community could be sustainably restructured. The Committee 
agreed for a referral to be made from the Quality Committee to the Integration 
Committee for an assessment to be undertaken on which of the children’s 
pathways could be restructured in line with the Group’s ‘Left Shift’ Agenda.
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The Committee reviewed the CYOG Upward report and noted the following 
highlights:

i. That between January 2023 and January 2026, there had been an improved 
RTT performance from 68% to 83%, which could be attributed to an 
improvement in diligent outcome tracking by clinic coordinators and 
secretaries. 

ii. In terms of nursing governance, the report noted that there was a delay in 
the progression of on-going actions and of overdue actions. Steps being 
taken to improve include work to create an integrated neonatal and acute 
paediatrics governance forum to enhance governance and the focus on the 
progression of relevant actions.

iii. Cardiology was noted the have performed extremely well, with the backlog 
completely cleared. The follow up trajectory was also on target for April 
2026. 

iv. Learning and education had been taking place on Fridays, as part of 
regional teaching opportunities for trainee and resident doctors. There was 
good collaboration between the Group and tertiary hospitals, as well as with 
the cardiology network 

v. The business case for the recruitment of a substantive paediatric cardiology 
consultant had been approved by the Capital, Revenue and Investment 
Group (CRIG). After final approval by the Group Leadership Team, the 
recruitment would proceed with a target to complete by May 2026.

The Committee was assured by the CYOG report.

Assurances in respect of Objective 1a(iii):

a) Clinical Effectiveness Group (CEG) Upward Report
b) Medicines Quality and Safety Group Upward Report including final Terms 

of Reference

The Committee received the CEG report and noted the following highlights:
i. National Neonatal Audit Programme (NNAP) - Workforce and care 

processes were positive, with strong nursing staffing levels, high parental 
consultation rates, and good performance in retinopathy of prematurity 
screening and early respiratory management.

ii. NICE compliance - ULTH was 97% compliant with completed baseline 
assessment

iii. National Confidential Enquiry into Patient Outcome and Death 
(NCEPOD) Report – There were 4 outstanding actions, out of 35 actions. 
The outstanding actions were being progressed 

iv. Fracture Liaison Outlier - A pathway had been designed, with CDC input, 
and guidance which was awaiting governance approval. The pathway 
would ensure automatic referral of all low‑trauma fractures from 
Radiology to the DEXA Team.

v. Sentinel Stroke National Audit Programme (SSNAP) - This had 
progressed in terms of processes but continued to struggle in terms of 
workforce, with night-time staffing being reviewed. It was noted that more 
than half of admissions occurred overnight so there was the need for 
adequate staffing and registered nurses at night as well.
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vi. Planned Care - strong progress had been made in terms clinical audit 
completion, the reduction of overdue actions and improved compliance 
across services. Quality improvement activity had also been embedded 
but there was an ongoing challenge regarding capacity and demand 
pressures.

The Committee was concerned by the SSNAP data, due to there being little 
improvement despite continued focus. The Committee noted the actions 
being undertaken to enhance the Stroke service’s staffing capacity, as well 
as restructure and transform the stroke pathways. 

The Committee was assured by other the other updates on the CEG report 
but had limited assurance in relation the SSNAP update.   

Assurances in respect of other areas:

a) Patient Story 
b) Board Assurance Framework 2025/26
c)        Committee Annual Report
c) Risk Report
d) Policy Position Update
e)        Committee Performance Dashboard (LCHS and ULHT)       

The Committee Performance Dashboard advised that from an acute 
perspective, there had been a decline in the number of falls by 20 to 156 in 
February 2026 compared to January 2026. There had however, been an 
increase in moderate to harm falls from the previous month. Significant work 
surrounding bed rails assessment had been undertaken to assess the causes 
of the increase and to take improvement actions.

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) One Never Event: Due to there being only one Never Event in 
2025/26, the Committee expressed its gratitude to the clinical teams 
for all the steps taken to ensure that patients were safe.

b) Antimicrobial Stewardship (AMS): The significant success of the 
improvement actions and the resulting significant improvement of 
AMS in the Group. The Committee also thanked the Antimicrobial 
Pharmacist and the Associate Chief Pharmacist for their hard work.
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5.0    Confirm or challenge of the Board Assurance Framework (BAF):

5.1The 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

Rebecca Brown, Chair, Group Board  
17 March 2026 
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Board Committee Upward Report to the Group Board

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

05 May 2026

Report from: Quality Committee

Report from 
meeting held on:

21 April 2026

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 21 April 2026 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 (PSG) Upward Report 
b) High Profile Cases Report
c) Maternity and Neonatal Oversight Group (MNOG) Upward Report
d) Proposed Seated and Corridor Care Areas (SCCA) Quality and Safety 

Framework

The Committee reviewed the PSG report which highlighted the following:
i. Compliance with the Central Alerting System (CAS) and Field Safety Notice 

(FSN) processes was good at the Group. The was only one CAS alert which 
overdue it’s deadline, and steps were being taken to conclude the 
investigation. The Committee noted that the overdue CAS alert was related 
to bed rails. 

ii. Compliance with the Duty of Candour was 100% in the Group.
iii. The number of open incidents had decreased from 835 in February 2026 to 

467 in April 2026. The Committee was updated on the actions being 
implemented to speed up the review and learning from these incidents. The 
Committee was also assured of the 467 open incidents, 418 were of low or 
no harm incidents and that the improvement steps being taken to review 
and learn from them would continue.   

iv. The Committee received a report on the actions being implemented around 
patient safety and health inequalities. The Committee was informed that the 
PSG had agreed to integrate these actions the wider Transformation 
agenda being implemented in the Group.
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v. After a Health Service Journal (HSJ) article in November 2025 the Group 
had undertaken a review of its current clinical harm review processes across 
all tumour sites so they could be strengthened as appropriate.

vi. The Committee was updated that the Group was over trajectory by 23 of C. 
Diff cases for 2025/26, with 113 cases against a target of 90. The Committee 
was presented with the comprehensive improvement action log being 
implemented. 

vii. The Committee was also assured that a standard operating procedure had 
been developed to ensure that there was the appropriate medical cover and 
escalation process for the Group discharge lounge.

viii. The Committee reviewed and approved the Patient Safety Incident 
Response Framework Policy v 3.  

The Committee was assured by the PSG report.

The Committee reviewed the MNOG report and noted these highlights:
i. Regarding the local implementation and operation of the Maternity 

Outcomes Signal System (MOSS): 
• A recent Level 1 (Amber) MOSS signal was identified at the Boston site. 

In line with NHS England requirements, a Critical Safety Check was 
completed within the required timeframe. 

• The review, including both maternity and neonatal care, identified no 
safety concerns, and management was assessed as appropriate. The 
case would now progress through standard PMRT processes for routine 
review.

• Local implementation of MOSS was progressing. Subject to final 
comments, documentation would be finalised and fully embedded within 
the Perinatal Quality Oversight Model (PQM).

• MOSS reporting would continue as a standing item within the MNOG 
assurance report, with escalation to Group Board as appropriate. 

• This update was provided for assurance, noting that MOSS was 
operating as intended, enabling the early detection and structured 
review of potential safety signals, and providing additional oversight 
alongside existing mandatory review processes.

ii. Regarding Clinical Negligence Scheme (CNST) Maternity Incentive 
Scheme (MIS) Year 7 compliance:
• Following confirmation through the external verification process and 

discussion with the NHS Resolution Collaborative Advisory Group, 
ULTH have met all 10 safety actions for Year 7 of MIS.

• The organisation will now be eligible for the return of the contribution into 
the incentive fund, with a share of unallocated funds to follow.

The Committee was substantially assured by the MNOG report.

The Committee received the Proposed Seated and Corridor Care Areas 
(SCCA) Quality and Safety Framework and noted that:

i. In December 2025 NHS England published guidance ‘Principles for 
Providing Patient Care in Corridors’. The guidance defined that the term 
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‘corridor care’ was inclusive of any non-designated clinical space and 
provided six core principles for corridor care.

ii. In January 2026 the Health Services Safety Investigations Body (HSSIB) 
published an investigation which explored the management of patient safety 
risks associated with using temporary care environments, often referred to 
as ‘corridor care’ and ‘temporary escalation spaces’. These were spaces not 
originally designed, staffed, or equipped for patient care (such as corridors, 
waiting rooms and chairs on wards).

iii. Additional actions to virtually eliminate corridor care was published March 
2026. To ensure consistency in reporting of activity in relation to corridor 
care, a definition has been developed to allow acute hospitals to accurately 
record and count corridor care. In summary, a patient has experienced 
corridor care if they had spent at least 45 minutes in a clinically inappropriate 
area of an emergency department or general and acute ward.

iv. Based on a recommendation for a multidisciplinary collaborative approach 
to enable a prompt and sustained delivery of the related requirements the 
quality framework had been developed in the Group specifically to support 
oversight and improvement of care being provided in SCCA. The framework 
would support a streamlined approach and support triangulation of 
information and early identification of any actual/emerging risks and issues 
to allow timely intervention and escalation where needed.

The Committee was assured by the progress made in developing the quality and 
safety framework

Assurances in respect of Objective 1a(ii):

a) Patient Experience and Involvement Group (PEIG) Upward Report
b) Children and Young People Oversight Group (CYPOG) Upward Report

The Committee reviewed and was assured by the portion of the PEIG report 
which focused on areas such as planned care services, patient panels, 
PLACE assessments, and the governance processes for Mixed Sex 
Accommodation (MSA). These areas demonstrated effective oversight, 
improving data quality, high patient satisfaction, and increasing 
organisational learning.

In terms of the Place Assessment, these domains improved from red/amber 
into green – a) high cleanliness standards were demonstrated, with all sites 
scoring at or above the national averages;  b) Privacy, dignity and wellbeing 
improved across several sites particularly Louth and John Coopland 
Hospital; c) Condition, appearance and maintenance remained strong at 
most ULTH and LCHS locations although some UTCs require minor work 
(Damage, Storage, Décor). Organisational food, however, dropped due to 
compliance issues, and ward food variation noted across wards. The 
Committee was assured that the food for patients remained safe and edible. 
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The Committee was reasonably assured by the portion of the PEIG report 
which focused on the delay in the launch of the new Friends and Family Test 
(FFT) data set. The delay remained ongoing due to several issues related to 
completion of the contracting and Information governance processes. The 
previous provider ended their service on the 31 December 2025 and the first 
data that would be available from the new provider for ULTH/LCHS would not 
be before June 2026.

The Committee reviewed the CYOG Upward report and noted the following 
highlights:

i. That there had been improvements in the Paediatric Cardiology Service with 
the number of patients on the partial booking waiting list (PBWL) had 
declined from 94 in March 2026 to 83 in April 2026.  To further increase 
capacity, more clinics delivered over 2 full days once a month had been 
organised at Pilgrim which would help reduce numbers. Steps were also 
being taken to ensure the frequent ‘was not brought’ (WNB) or ‘do not 
attend’ (DNA) patients were either referred to safeguarding or discharged 
back to their GPs. The Committee was also informed that a psychological 
support service was also in place to support the patients on the PBWL.

ii. That of the 73 new referrals awaiting appointment at Boston and 126 at 
Lincoln, the majority were under 18 weeks and at level 3. The Committee 
was informed that any further delays to the approval for a business case to 
recruit paediatric consultants for both sites would result in another backlog 
of patients developing.  

iii. That the review of Audiology Services was being refocused towards 
improving clinical capacity and managing activity appropriately. The 
understanding was that reviewing the service with only an eye on checking 
progress against achieving the Improving Quality in Physiological Services 
(IQIPS) would not result in sustained improvements. The Committee was 
assured that the ultimate aim of the refocused review was to achieve and 
maintain the desired accreditation.

The Committee was assured by the CYOG report.

Assurances in respect of Objective 1a(iii):

a) Clinical Effectiveness Group (CEG) Upward Report

The Committee received the CEG report and noted the following highlights:
i. National Early Inflammatory Arthritis Audit (NEIAA) – In March 2026 ULTH 

received a potential outlier alert for the current NEIAA audit cycle. The alert 
was for the metric, ‘proportion of adults with early inflammatory arthritis 
starting conventional disease-modifying anti-rheumatic drug (cDMARD) 
within 6 weeks’. It was noted that early indicators suggest that only 6% 
started on treatment within the time frame against a national average of 42%, 
and an improvement action plan had been requested to improve output. 

ii. NICE Derogation CG128 – Autism Spectrum Disorders in Children and 
Young People: A local autism multi-agency strategy group should be set up, 
with managerial, commissioner and clinical representation from child health 
and mental health services, education, social care, parent and carer service 
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users, and the voluntary sector. The derogation was approved as it was 
demonstrated that ULTH was not appropriately placed to develop or 
coordinate a multiagency strategy group as outlined in the NICE guidance. 
Lincolnshire was better placed to coordinated as it had an Autism Strategy 
Board (Lincolnshire Autism Partnership Board) with representatives from 
ULTH, LCHS, Lincolnshire Partnership Foundation Trust (LPFT_, education, 
social care, DWP, PREVENT, crime and justice, experts by experience, 
parents/carers, and University of Lincoln.

iii. NICE Derogation NG87 – Attention deficit hyperactivity disorder: Diagnosis 
and Management: Mental health services for children, young people and 
adults, and child health services, should form multidisciplinary specialist 
ADHD teams and/or clinics for children and young people and separate 
teams and/or clinics for adults. The derogation was approved as within 
Lincolnshire, mental health services for children, young people and adults 
are commissioned from LPFT. In view of this, ULTH was unable to provide 
mental health resource to participate in paediatric clinics as the organisation 
did not have the required level of expertise to manage the mental health 
aspects related to the diagnosis and management of ADHD.

iv. Epilepsy 12 Audit – The Committee was informed that despite the fragility 
of the Paediatric Epilepsy service, the Group benchmarked very well 
against 8 out of 10 of the national KPI’s. That the Group was above the 
national average was positive and demonstrated the ongoing focus of the 
service. It was also noted that an action plan was in place and was being 
progressed as required. 

v. Specialised Services Quality Dashboard (SSQD) – The Committee was 
updated that for Quarter 2, four of the Group’s six services on the 
dashboard have red‑rated indicators, signalling areas requiring 
improvement and strengthened oversight. The red alerts were for the 
following areas:  Cardiac MRI (1 red alert), Neonatal Care (2 red alerts), 
Radiotherapy (5 red alerts), and Vascular Services (1 red alert). These 
areas would continue to be monitored through CEG, with actions and 
assurance sought from the relevant service leads.

The Committee was assured by the CEG report.   

Assurances in respect of other areas:

a) Patient Story 
b) Board Assurance Framework 2025/26
c) Risk Report
d)        CQC Assurance Report
e) Topical, Legal and Regulatory Update
f)         Quality Impact Assessment Assurance Report
g)        Committee Performance Dashboard (LCHS and ULHT)       

The Committee Performance Dashboard advised that from an acute 
perspective, there had been a decline in the number of falls by 20 to 156 in 
February 2026 compared to January 2026. There had however, been an 
increase in moderate to harm falls from the previous month. Significant work 
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surrounding bed rails assessment had been undertaken to assess the causes 
of the increase and to take improvement actions.

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) None

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

5.1The 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

Jim Connolly, Non-Executive Director (Chair)  
21 April 2026 



Annual Report to the Group Board from the Quality Governance Committee 
2025/26

 
ROLE OF THE COMMITTEE 

In 2025/26, in line with all other Committees of the Board, the Terms of Reference 
were reviewed, amended.  Under the agreed terms of reference, the Quality 
Committee was tasked as follows: 

The Quality Committee will:

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

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

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

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

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

assurance to the Boards that such risks are being effectively controlled and 
managed in line with the Group’s risk appetite statements.   Whilst the 
Committee’s remit covers all of the Group’s services, the Committee has a 
specific oversight role in relation to the quality & safety of the Group’s Maternity 
Services (reference: Ockenden).

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

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

• Review & challenge the annual Quality Accounts ensuring they are a balanced 
and accurate reflection of the Group’s position. 

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

internal reviews and all external reviews within the remit of the Quality 
Committee.



• Ensure that there is sufficient time on the agenda to allow for strategic 
discussion items on areas of responsibility of the committee and to include 
horizon scanning on the current and future environment.

MEETINGS 

The Committee met monthly during the year and after each meeting provided an 
assurance report to the Group Board.

The Committee continued to deliver a full agenda through the submission of questions, 
by Committee members, ahead of the meeting which were responded to during the 
meeting.

MEMBERSHIP AND ATTENDANCE

The Committee is appointed by the Group Board from amongst the Non-Executive 
Directors of the Group.  During 2025/26 the Committee was chaired by Mr Jim 
Connolly.

Details of the Committee’s membership and attendance during 2025/26 is set out 
below:
 
The members of the Committee are:

• Non-Executive Director – Chair
• Non-Executive Director – Deputy Chair (Maternity and Neonatal Safety 

Champion)
• Non-Executive Director
• Associate Non-Executive Director
• Group Chief Nursing Officer (CQC Nominated Individual, Lead Director for 

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

Changes to the membership during the course of the year are detailed in the below 
table.

Voting Members 15 
Apr
2025

20 
May 
2025

17 
Jun 
2025

15 
Jul 
2025

19 
Aug 
2025

16 
Sept 
2025

21 
Oct 
2025

25 
Nov 
2025

16 
Dec 
2025

20 
Jan 
2026

17 
Feb 
2026

17 
Mar 
2026

Non-Executive 
Director (Mr 
Connolly, Chair)

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



A denotes Apologies given
D denotes Deputy in attendance
X denotes attendance

External members including representation from the Integrated Care Board also attend 
the Committee to provide external challenge and review and Patient Safety Partners 
are routine attendees of the Committee to provide additional challenge and review.

Colleagues are co-opted onto the Committee to offer expert opinion and assurance 
when required, such as the Deputy Director of Safeguarding, Head of Patient 
Experience and Director of Midwifery.

REVIEW OF BUSINESS

The Quality Committee followed a programme of work for the 2025/26 year. 

The Quality Committee has been responsible for the oversight of the Group’s Strategic 
Objective 1(a) in 2025/26:

• Improve patient safety, patient experience and deliver clinically effective care

During 2025/26 the Committee has utilised the Board Assurance Framework to 
provide focus to the meetings and ensure alignment of the agenda to the elements of 
the BAF.  Strategic Objective 1(a) at the beginning of the year was rated as follows:

Objective 1a – AMBER

Non-Executive 
Director (Mrs 
Brown)

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

Non-Executive 
Director (Mrs 
Wells)

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

Group Chief Nurse X X X D X X X X X X X X

Group Chief 
Medical Officer

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

Group Chief 
Operating Officer

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

Group Chief 
Integration Officer 

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

Group Chief 
Clinical 
Governance 
Officer

D X X D X X X X X X X X



For oversight purposes, Strategic Objective 1(a) was split into three during the year, 
with a focus on the 3 individual components of the objective:

• 1a (i): Improve patient safety, patient experience and deliver clinically effective 
care

• 1a (ii): Improve patient safety, patient experience and deliver clinically effective 
care

• 1a (iii): Improve patient safety, patient experience and deliver clinically 
effective care

Through the year the Committee continued to receive reports offering assurance 
against the Strategic Objectives resulting in the individual components continuing to 
be rated as follows at the end of the year:

Objective 1a (i) – AMBER
Objective 1a (ii) – AMBER
Objective 1a (iii) – AMBER

OVERVIEW

The Quality Committee has continued to, over the last twelve months, improve the 
assurance it can give to the Group Board that there is an effective system of quality 
governance and internal control across the clinical activities of the Group.  The 
Committee has reported its progress to the Group Board through upward assurance 
reports, reporting progress against the delivery of the work plan, as defined by the 
terms of reference through this annual report.

The Committee continues to receive monthly assurance/exception reports from the 
reporting groups offering assurance on effective quality governance across the Group.  

The reporting groups are:
• Patient Safety Group
• Patient Experience and Involvement Group 
• Clinical Effectiveness Group
• Maternity and Neonatal Oversight Group
• Safeguarding and Vulnerability Oversight Group
• Children and Young People Oversight Group

Patient stories continued to be received by the Committee demonstrating the 
commitment of the Group to deliver the best patient care and on occasions when we 
did not get it right and there was evidence of learning and service improvements made.

The Committee has been well attended by members during the year with members 
coopted to the Committee as required to provide further insight into areas for 
consideration. On a bi-monthly basis the Director of Midwifery attended the Committee 



to present updates in respect of Maternity and Neonatal services to support the Clinical 
Negligence Scheme for Trusts (CNST) submissions and achievement.

The Chair and Executive Leads meet monthly to agree the forthcoming committee 
agenda in line with the work programme.

Key areas of focus of the Committee have included:
• CQC Inspection reports and outcomes
• Mortality
• Harm Reviews
• Never Events
• Patient Safety Incident Framework
• Infection, Prevention and Control
• CNST Maternity Scheme
• Maternity and Neonatal 
• Medicines management
• Safeguarding arrangements including looked after children
• Palliative and End of Life Care
• Patient Experience

The Committee continued to have a focus on Maternity and Neonatal services with the 
Maternity and Neonatal Oversight Group continuing to be attended by the Non-
Executive Director Maternity Safety Champion which offers greater assurance to the 
Committee and Board.  There had also been national recognition, during the year, of 
the improvements and achievements of the service.

Detailed upward reports and supporting documents continued to be received by the 
Committee in line with reporting from the Group with reports offered to the Board, 
alongside supporting documents where necessary to provide evidence to the CNST 
submissions.  

During the course of the year assurances continued to be received in respect of 
Infection Prevention and Control with the Committee recognising the increases in 
communicable diseases during the year.  There was reflection of the Clostridium 
Difficile position that, whilst this reported slightly above trajectory, there had been 
significant increases in the national position, which were believed to be as a result of 
increased antibiotic usage.

The Committee continued to receive a lack of assurance in respect to Medicines 
Management and received a number of focussed discussions in this area in order to 
gain further assurances.  A number of actions were in place to address ongoing 
concerns. 

Significant progress on internal audit recommendations was seen with the closure of 
all outstanding audit recommendations achieved in year and the Committee had 



received regular reporting in respect of the Group Policy documents due to the need 
to address the position of overdue policy documents in place.  

During the course of the year the Clinical Effectiveness Group continued to make 
progress with both local and national audit achievement alongside improved 
assurances being offered to the Committee.  

The Committee received regular Maternity and Neonatal Oversight Group Upward 
Reports and associated appendices required in respect of the Clinical Negligence 
Scheme for Trusts (CNST) Maternity. The upward reports reflected the Group 
compliance with CNST’s requirements.

Risks 
The BAF and Corporate risk register have been updated and reviewed at the 
Committee on a monthly basis identifying where updates have been required based 
on assurances received at the Committee.

Performance Review 
The Committee reviews performance against the agreed quality Key Performance 
Indicators and the actions being taken to recover where necessary.  The KPIs 
monitored by the Committee cover harm free care, improving patient experience and 
effective use of resource.

The Committee have actively ensured that the KPIs requiring monitoring by the 
Committee were reported.  At each of the meetings during 2025/26 the Committee 
considered all aspects of the performance report and were able to identify and seek 
further assurance on KPIs where concerns were identified.  

The Committee noted the positive position during the year in respect of Summary 
Hospital Mortality Indicator (SHMI) and Hospital Standardised Mortality Ratio (HSMR) 
performance. 

The Committee noted in April 2025 that the Patient Safety Group (PSG) had received 
the first iteration of the Patient Safety Incident Investigation (PSII) report which details 
how lessons have been learnt and improvements made.

The Committee received and recommended to the Group Board for approval the 
Group’s Patient Safety Incident Response Plan. The Plan outlined the Group’s 
approach to the patient safety profile.

Under the auspices of the Patient Safety Incident Response Framework (PSIRF), the 
Committee received condensed summaries of the Patient Safety Incident 
Investigations (PSII’s) during the year.  The Committee reviewed, for assurance 
purposes, the condensed summaries which have been completed and approved by 
the Monthly Executive Oversight Committee.



In June 2025, the Committee received with assurance the PSG report which provided 
updates on the recognition of the harm caused by clinical delays, the ongoing actions 
being taken in respect the MRSA cases within maternity services and an improvement 
in the use of vascular device management.  

In July 2025, the Committee received the Patient Safety Incident Investigation 
summary report which noted the 1 open overdue Central Alert System (CAS) alert, for 
which a deep dive would be undertaken so that steps could be taken the address it as 
appropriate.  

The Committee noted in the August 2025 PSG upward report that, following an audit, 
there was concern in respect of community equipment due to a change in provider.  
Reassurance was offered that mitigations were in place to address this. 

In the September 2025 PSG upward report, the Committee noted positive progress 
with CAS and Field Safety Notices with the remaining alert relating to bed rails which 
was being considered to determine how compliance could be gained.

The September 2025 PSG report also noted that Martha’s Rule had been launched 
and had been rolled out across the Group.  The Committee would receive a further 
update at the next meeting.

In December 2025, the PSG upward report updated the Committee on the declining 
trajectory of the Healthcare Acquired Infections, particularly C-Difficile and E-Coli 
infections, due to a focus on work in the community.  Flu maintained a steady position 
in December 2025 with the Group introducing mask wearing to support the well-being 
of patients and staff. 

The December 2025 PSG report noted 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.

In January 2026 the Committee reviewed a PSG report which highlighted the actions 
underway that relate to the currently overdue National Patient Safety Alert (NatPSA) 
in respect of medical beds, trolleys, bed rails, bed grab handles and lateral turning 
devices. The Committee noted the significant progress achieved so far and also raised 
concerns regarding the dissemination of leaning.

In January 2026, the PSG upward report updated the Committee on the trajectory of 
Healthcare Acquired Infections in the Group, particularly the E-Coli infections 
continuing to decline in November 2025.  The trajectory of C.Diff infections remained 
off-track in November 2025. 
 
In February 2026, the Committee was informed that the December 2025 data on C.Diff 
infections remained off-track with 3 occurrences. The Infection Control team had 



undertaken deep dives into themes and sub-themes to determine how these infections 
can be prevented.  The Infection Control team were utilising the information gained 
from the deep dives to take important preventive steps. The Committee noted that the 
trajectory for E-coli infections continued to improve in December 2025

In March 2026, C. difficile cases remained above trajectory. A thematic analysis 
supported by microbiology had been completed and the report would be submitted for 
review at the April 2026 Committee meeting.

In October 2025, the Committee noted that the national Never Event consultation had 
been concluded and the outcome of this was that the definition of never events should 
be revised. Work was now due to commence with a more detailed paper due to be 
offered to the PSG.

The October 2025 PSG upward report also provided an update in respect of Martha’s 
Rule, that governance issues were being addressed and recognition of the clear 
actions in place to support delivery of the initiative in the EDs.  A rollout plan was also 
being developed for the roll out of the Manchester Patient Safety Framework which 
was being used to develop the safety culture of the Group.

In November 2025, the PSG upward report informed the Committee of ongoing work 
in respect of pressure ulcers both in the community and acute, while C-difficile 
infections were reported to be above trajectory.  Work also remained ongoing in 
respect of aseptic issues with improvements being seen due to the work of the 
microbiologists, though contamination rates continued to rise. The report stated that 
further communications, linked to education, were being undertaken to resolve the 
contamination rates.  

The Committee, in February 2026, reviewed a PSG Upward Report which highlighted 
the conclusion of the work of a paediatric cardiology incidents review ‘task and finish’ 
group. The ‘task and finish’ group had been asked to review some specific incidents 
so that the appropriate level of scrutiny and monitoring could be applied. 

The Committee was updated on the ‘task and finish’ group’s recommendations which 
included the implementation of the processes for managing and monitoring incidents 
and the expedition of the recruitment to two paediatric cardiologists to maintain service 
resilience. Changes made to the paediatric cardiology service, based on the 
recommendations of the ‘task and finish’ group, had resulted in a very significant 
reduction in the waiting list.  

In April 2025, the Committee was informed that a Friends and Family Test (FFT) 
survey tool was being procured jointly across the Group to support gathering of patient 
feedback.  There was also recognition of the benefit in automating quality metrics 
within patient experience to support monitoring of progress and support triangulation.



In May 2025, the Children and Young People Oversight Group (CYPOG) submitted a 
report to the Committee. The report provided significant updates on areas of risk 
including the paediatric cardiology, audiology, ENT and diabetes services with the 
Committee recognising the fragility of some of these services with mitigations in place. 
The report noted that whilst there were ongoing performance issues in a number of 
areas this was not resulting in serious harm to patients.  The Committee noted the 
need to ensure reporting extended to community services to provide full oversight.

In June 2025, the CYPOG reported to the Committee that the paediatric epilepsy risk 
was noted as remaining very high with the service continuing to be fragile with the 
assurance that there were plans in place.  Work was noted to remain ongoing in 
respect of paediatric cardiology with a recognition that some harm was being caused 
as a result of delays.

The June 2025 CYPOG report also noted the progress for looked after children in 
respect of initial health assessments with 85-87% being completed within 20 days 
which was a significant improvement from the end of the previous year.  The 
Committee would continue to monitor the position.

In July 2025, the CYPOG upward report highlighted the areas of concern known to the 
Committee (please see May 2025 above), with recognition of the ongoing work to 
address actions and consider service redesign.  Transformation work associated with 
the services would be considered through the Integration Committee.

The August 2025 CYPOG report updated the Committee on the development of a 
business case for paediatric cardiology to support progress. The Committee requested 
that a further update be offered by the service at an appropriate time.

The CYPOG upward report in September 2025 noted the improvements achieved in 
respect of paediatric cardiology which the Committee had been monitoring for some 
time. There was recognition of the change in oversight, moving from NHS England to 
the ICB.

The September 2025 CYPOG report also informed the Committee of the achievement 
of permanent funding in respect of looked after children which would enable the 
recruitment of staff into the service. The Committee recognised, however, that the 
funding would not allow for the service to be delivered to the level required.

In October 2025, the Committee noted that the development of the children and young 
people dashboard was continuing to provide the Committee great oversight of areas 
related to medical staff training and education.  

The October 2025 CYPOG report informed the Committee of the work being 
undertaken to develop the pathway for paediatrics within UEC and ED to ensure that 
support was provided to both staff and patients.  The autism and epilepsy business 



cases continued to be a work in progress, and it was noted that the epilepsy deep dive 
would be expanded across all patient groups, not just paediatrics.

The March 2026 CYPOG upward report informed the Committee that the business 
case for the recruitment of a substantive paediatric cardiology consultant had been 
approved by the Capital, Revenue and Investment Group (CRIG). After final approval 
by the Group Leadership Team, the recruitment would proceed with a target to 
complete by May 2026.

In May 2025, the Committee also received an update in respect on Pressure Ulcers 
which identified the ongoing actions being taken to improve the position within LCHS 
with a focus on education and training for staff with the initiation of an assurance 
programme supporting the improvements.  Progress was also noted in respect of 
ULTH in pressure ulcer performance with a further update requested by the Committee 
in 6-months.

In May 2025, the upward report from the Patient Experience and Involvement Group 
(PEIG) to the Committee identified the significant number of hours offered by 
volunteers across the Group with 328 volunteers providing support.  The Committee 
recognised the need for the People Committee to be sighted on this area of the 
workforce due to the significant contribution being made.

The PEIG upward report in August 2025 informed the Committee that there was a gap 
in assurance in respect of mixed sex accommodation.  Executive action would be 
taken in respect of the management of the mixed sex accommodation approval 
process and further updates would be offered to the Committee through the upward 
report.

The August 2025 PEIG report also highlighted the receipt of the Patient-Led 
Assessment of the Care Environment (PLACE) report which demonstrated areas for 
improvement. The PLACE report also noted that, through the support of Charitable 
Funds, progress had been made in supporting dementia patients.

In December 2025, the PEIG report provided limited assurance in respect of equality 
and diversity due to gaps in compliance. The plan was to improve assurance through 
the appointment of an EDI lead.

The PEIG report in February 2026 informed the Committee that there had been an 
increase in the number of unjustified mixed sex accommodation breaches in January 
2026. The report noted that January 2026 was a particularly busy period for the Group 
with significantly heightened patient flow pressures and added that the root causes of 
the breaches remained predominately linked to a lack of beds.

The Committee was updated on the actions being taken to eliminate unjustified mixed 
sex breaches including the review of the relevant standard operating procedure to 
enhance the ward allocation approval process. Other actions were being implemented 



with the areas with the most unjustified mixed sex breaches to determine how they 
can improve and prevent these unjustified breaches.  

Under the March 2026 PEIG report the Committee was informed that though the mixed 
sex accommodation breaches had increased, the caveat was that there had also been 
an increase in the reporting of mixed sex accommodation breaches. It was noted that, 
historically, a number of breaches had been justified, which meant that they were not 
reported on. Upon reviewing what qualified as justified and unjustified, it was clear this 
was not appropriate. Part of the ongoing work by a task and finish group, included 
reviewing the SOP for mixed sex accommodation breaches, with a plan was to elevate 
the approval of breaches to the corporate level. The Group Chief Nurse advised that 
elevating the approval process to the corporate level would ensure that there was 
consistency and better oversight of the approval process.

The Safeguarding and Vulnerability Oversight Group (SVOG) upward report in May 
2025, noted the improvement in looked after children and however recognised the 
ongoing fragility of the service and the impact. The Committee also noted the ongoing 
work to address and resolve the position.

The SVOG report to the July 2025 Committee meeting highlighted concern in respect 
of the funding associated with looked after children. The continuing challenges in 
respect of funding associated with the service would be escalated to the ICB System 
Quality Group.

The November 2025 SVOG report stated that, though progress was being made, 
section 42 reports continued to be received.  The Committee noted concern in respect 
of training attendance and uptake with appropriate escalations being made.

The SVOG report in November 2025 informed the Committee that work continued to 
appoint to the looked after children (CLA) vacancy. 

In January 2026, the SVOG escalated concern over the potential of a failure to make 
a paediatric appointment to the children looked after team, with interviews of 
candidates scheduled for 28 January 2026. The SVOG was, however, concerned that 
failure to appoint would have a direct impact on the ability of CLA team to undertake 
Initial Health Assessments (IHAs) in a timely manner.

In March 2026, the SVOG report informed the Committee that good assurance had 
been received around the Section 42 processes, the MCA/DOLS training compliance, 
and the operational care groups’ safeguarding governance processes. Limited 
assurance had been received around Safeguarding Children Level 3 training, training 
DNAs with 217 staff failing to attend booked safeguarding training in January 2026, 
and sedation audits with a lack of consistent auditing across clinical areas.

In May 2025, the Clinical Effectiveness Group (CEG) upward report highlighted 
concern around the governance arrangements in respect of Get It Right First Time 



(GIRFT) however ongoing discussions were taking place to ensure this was 
strengthened. 

In June 2025, the Clinical Effectiveness Group (CEG) upward report provided 
moderate assurance to the Committee for the clinical audits it received with relevant 
actions being monitored through the group.  Completion of the mortuary refurbishment 
was noted with ongoing work to finalise the recommendations in the Fuller report.

In July 2025, the Committee recognised the need for further action to be undertaken 
by the CEG to progress the GIRFT process.

The July 2025 CEG report also noted that the National Early Inflammatory Arthritis 
Audit (NEIAA) had identified ULTH as an outlier. The report also highlighted the 
mitigations in place and the backlog of open local audits in the Surgery Care Group.  
The Committee requested, through CEG, an update on the emergency laparotomy 
audit, noting the case note review position to date.

In August 2025, the CEG upward report stated the that the ongoing work to refurbish 
the mortuaries was nearing completion which would address a number of actions from 
the Human Tissue Authority (HTA) inspection undertaken in 2022.  Phase 2 of the 
outcome of the Fuller report was expected in relation to actions required with work 
already underway.

The CEG upward report in September 2025 noted the ongoing oversight of clinical 
audit with a focus on the Intensive Care National Audit & Research Centre (ICNARC) 
where there had been higher than expected unit acquired infections.  It was recognised 
that the Committee would be holding a focus IPC discussion at the October meeting.

The October 2025 CEG upward report informed the Committee of the national clinical 
audits that had been undertaken noting that performance in these was positive overall. 
There was, however, a recognition of the need to strengthen quality assurance of data 
prior to submission.  

In October 2025, the Committee was informed that the HTA actions continued to be 
progressed with the Committee noting that a single action plan would be developed to 
ensure clear oversight.  

The CEG upward report informed the Committee in December 2025 of an outlier alert 
for the laparotomy audit with an improvement plan in place which would be monitored 
on a weekly basis. 

In August 2025, the Maternity Service review letter was received by the Committee, 
and it was noted that the Group would be supporting with the review, where requested, 
for Nottingham University Hospitals NHS Trust.



The Committee received the outcome of the safer staffing establishment reviews 
report in August 2025.  The staffing position was noted with recognition that further 
data collections would be undertaken and analysis of the data completed prior to 
recommendations being made for the Community establishment.

In May 2025, the antibiotic usage update offered the Committee oversight as to the 
current position with a recognition of the need to address the culture and ownership of 
this across the Group.  The Committee supported the actions being put in place to 
address ULTH being an outlier nationally. In order to gain assurance that the actions 
were addressing the areas of concern the Committee would receive an update in 6-
months.

In January 2026, the Committee received an update on the progress achieved against 
the actions from the reports on CQC inspection visits to ULTH and LCHS from 2021 
to 2025. The report also included information on the work by the Group to establish a 
revised, more proactive approach to CQC preparedness and demonstrate that 
services were consistently well-led with CQC readiness embedded into day-to-day 
practice rather than driven by inspection cycles alone.

In January 2026, the Committee received an update on the actions being implemented 
to reduce the backlog of waiting patients for the Ophthalmology services. There was 
also an update on the active steps being implemented to profile the waiting patients to 
assess them, so the necessary harm mitigation measures could be undertaken.

The Committee was updated on the progress of the Surgical Site Infection (SSI) 
Quality Improvement Project in January 2026 with the implementation of increased 
orthopaedic consultant oversight and alignment with the orthopaedic surgical pathway. 
To strengthen SSI surveillance the reporting of orthopaedic activity data onto the SSI 
database has been strengthened. The Committee noted however, that post-discharge 
surveillance was not yet operational due to the lack of the appropriate staffing 
resource.

The Committee received a presentation on a Patient Story in February 2026 from a 
nurse about a patient who attended ULTH and was diagnosed with terminal cancer 
with a prognosis of a lifespan of about a month. The presentation highlighted the work 
undertaken by different functions of the Group to support the patient and their family 
through to their transfer to palliative care in a hospice. The presentation also informed 
the Committee of the support provided to the family by a function in the Group after 
the patient had passed away.    

The Committee received a presentation on antimicrobial stewardship (AMS) in the 
Group, which reflected the significant progress made since a previous presentation on 
the subject in May 2025.The Committee was significantly assured that the AMS team 
was track to ensuring that the consumption of antimicrobials by patients was at the 
appropriate level in the Group. 



In August 2025, the Committee requested for a focused discussion be held in the 
coming months covering all aspects of Infection Prevention and Control (IPC), 
including antimicrobial prescribing and the reduction plan. This was due to the 
trajectories being exceeded for a number of infections.  

Where the Committee identified areas, further assurance was required, focussed 
discussions were held or scheduled to be received through the work programme.  The 
focussed discussion areas included:

• End of Life Care
• High Risks on the Risk Register
• Clinical Harm
• Safer Discharge
• Infection Prevention and Control
• Pharmacy Medicines Management
• Epilepsy Service
• Neurology Service

During 2025/26 referrals between the Board Committees were made in order to ensure 
that where necessary additional assurances were sought from the relevant 
responsible Committee in areas where responsibility for assurance extended beyond 
the remit of a single committee.  A number of referrals to the Committee and from the 
Committee were made during the year offering opportunities for the Quality Committee 
to seek further assurances.

The Quality Committee is an essential element of the Group’s Corporate Governance 
structure.  It works closely with the Audit Committee, and the Chair of the Quality 
Committee is also a member of the Audit Committee.  The Committee received all 
internal audits relevant to its remit for consideration of the actions and oversight of the 
completion of these.
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Quality Committee
Terms of Reference

1. Authority

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

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

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

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

2. Purpose of the Committee

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

The relevant strategic aim & objectives assigned to the Quality Committee for 2026 / 27 are:

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

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

3. Membership

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

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

The committee will routinely be attended by:
• Director of Corporate Affairs or their representative

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

4. Attendance and Quorum

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

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

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

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

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

Observers will be permitted as agreed by the chair.

5. Frequency

The committee will meet monthly.
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6. Specific Duties

The Quality Committee will:

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

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

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

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

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

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

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

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

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

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

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

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

7. Administrative support

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

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

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

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

8. Accountability and Reporting Arrangements

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

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

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

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

9. Monitoring effectiveness and Compliance with Terms of Reference

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

10. Review of Terms of Reference

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

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

Approved: May 2026

Approved by: Group Board

Next Review Date: April 2027



Proposed Seated and Corridor Care 
Areas (SCCA) Quality and Safety 
Framework
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Meeting Lincolnshire Community and Hospitals Group 
Board

Date of meeting 5 May 2026
Agenda item number 9.2
Report title Proposed Seated and Corridor Care Areas 

(SCCA) Quality and Safety Framework
Report purpose:

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

• Discussion and Approval

Accountable Director Nerea Odongo, Group Chief Nurse
Author(s) Sarah Addlesee, Assistant Director of Nursing
Assurance rating:

• Substantial assurance
• Reasonable assurance
• Limited or no assurance

• Reasonable assurance 

Prior approval process, if applicable Considered through Quality Committee

Financial implications, if applicable None
Action / decision required The Board is asked to:

• Receive the report and note the initial 
data set and gap analysis position

• Support the proposed Seated and 
Corridor Care Areas (SCCA) Quality 
and Safety Framework and associated 
recommendations

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
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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
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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Executive Summary

1. Purpose
To provide Board assurance on the Group’s current position in relation to care delivered in 
seated and corridor care areas, outline the actions in place to mitigate risk, and seek support 
for the implementation of an enhanced quality and safety framework to strengthen oversight, 
assurance, and improvement.

2. Executive Summary
National expectations have reinforced that care delivered in non-designated clinical spaces 
is not an acceptable routine model of care and should only ever be used for the shortest 
possible duration when all other options have been exhausted. In response, the Group has 
reviewed its current position, existing controls, and areas requiring further strengthening.
Significant work is already in place across operational, nursing, quality, IPC, estates, fire, and 
governance teams to mitigate risk where seated and corridor care areas are used. This 
includes local standard operating procedures, risk assessments, daily operational oversight, 
safety huddles, staffing review processes, electronic patient tracking, incident reporting 
mechanisms, and executive visibility.

The Group has a number of important controls already in place. However, the review has 
identified areas where assurance now needs to be strengthened to ensure greater 
consistency, standardisation, and triangulation of quality, safety, patient experience, and 
operational intelligence. These include policy control, patient-specific risk assessment, 
patient communication, medication storage arrangements, more consistent data capture, and 
a clearer quality oversight structure.

To address this, it is proposed that the Group implements a Seated and Corridor Care Areas 
(SCCA) Quality and Safety Framework to provide a more robust and standardised 
mechanism for oversight, escalation, improvement, and Board assurance.
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3. Background
During 2025/26, national guidance clarified expectations for the management of 
patients cared for in non-designated clinical spaces, including corridor care. The key 
themes are that corridor care should not become normalised, providers must have 
robust risk assessment and mitigation processes in place, Boards must have 
visibility of the extent of use and associated harms, and there must be clear actions 
to reduce and eliminate use over time.

This paper therefore focuses primarily on the Group’s organisational response, 
current assurance, and next actions.

4. Organisational Position

4.1 Current position
The Group has undertaken substantial work to review the use of seated and corridor 
care areas and align practice more closely with revised national expectations. This 
has included review of existing spaces, associated risks, clinical processes, and 
governance arrangements.

A number of areas previously used have already been reviewed by the Group Chief 
Nurse and supporting teams, with some spaces decommissioned where they did not 
provide sufficient assurance.

Current use of seated and corridor care areas continues to be supported through 
existing operational escalation processes and within clinical environments where 
staff are familiar with the patient group and care setting. Patients are visible on 
electronic systems including Careflow and WebV, supporting patient tracking, care 
oversight, and duration in area.

4.2 Snapshot view of Current Corridor Care Data

The below charts demonstrate the dataset currently available to provide visibility 
regarding utilisation and impact of Corridor Care on a daily and weekly basis, derived 
from historical Webv coding for inpatient wards that have cared for patients in corridor 
areas. Going forward it is proposed that the triangulation of data will be provided 
through the processes within the Seated and Corridor Care Areas (SCCA) Quality & 
Safety Framework.

The wards included in the dataset are as follows;

Lincoln: Stroke Unit, Shuttleworth Ward, Burton Ward
Pilgrim: Ward 3B, Ward 6A & Ward 6B
Grantham: EAU (Mon - Fri - due to Sat/Sun space used for SDEC), Harrowby Ward.
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Emergency Department Corridor Care

At present, the report includes data only for Lincoln ED. 
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4.3 Working with Operational Teams to Reduce and Eliminate Corridor Care
Recognising that corridor care is primarily driven by demand, capacity, and patient 
flow pressures, the Group has strengthened its partnership working between clinical, 
nursing, and operational leadership to actively reduce and eliminate its use.
This is being led through close collaboration with the Chief Operating Officer and 
operational teams, with a shared focus on improving patient flow, reducing delays, 
and ensuring that risk is managed across the whole system rather than within 
individual departments.
Key elements of this approach include:

• Daily operational grip and escalation:
Corridor care is actively reviewed through daily operational calls, site 
management processes, and safety huddles, with clear visibility of patients in 
SCCA and actions to prioritise timely movement to appropriate clinical 
spaces.

• Whole-system risk management:
Decisions regarding the use of SCCA are made within the context of system-
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wide pressures, balancing risk across Emergency Department, wards, and 
community pathways to ensure the “least worst” position for patient safety.

• Strengthened flow and discharge focus:
Work is aligned to the urgent and emergency care (UEC) improvement 
programme, with a focus on reducing length of stay, improving discharge 
processes, and maximising use of community capacity to reduce avoidable 
occupancy.

• Clinical and operational joint decision-making:
Placement decisions for SCCA are made collaboratively between operational 
teams, senior nurses, and clinical leaders, ensuring that patient safety, acuity, 
staffing, and environment are considered in real time.

• Targeted reduction of SCCA utilisation:
There is a clear expectation that the use of corridor care is temporary and 
actively reduced. Areas are being reviewed, with some already 
decommissioned where they do not meet safety or quality expectations.

• Enhanced visibility and accountability:
Corridor care is increasingly being treated as a key quality and operational 
metric, with growing visibility at Care Group and  Executive, to support 
ownership and improvement.

This strengthened partnership ensures that corridor care is not managed in isolation 
as a nursing or quality issue, but as a whole-organisation priority requiring 
coordinated operational and clinical action.

4.4 Existing controls and assurance
Current assurance arrangements include:

• Local escalation policies and standard operating procedures.
• Daily operational review and handover processes.
• Staffing review through established safe staffing processes and SafeCare 

considerations.
• Safety huddles and senior nursing oversight.
• Risk assessments involving IPC, Health and Safety, and Fire teams.
• Incident reporting through DATIX and review through existing patient safety 

governance routes.
• Ward, matron, and care group quality assurance processes.
• Patient tracking through electronic systems.
• Support for staff to raise concerns through local management routes, 

Freedom to Speak Up, and Just Culture arrangements.

These controls provide a reasonable level of assurance that risks are being actively 
mitigated. However, assurance is currently spread across a number of different 
processes and would benefit from being brought together into one clearer quality and 
safety framework.

4.5 Key gaps identified
The review has highlighted the following areas for strengthening:

• Some policies and SOPs require review, formal publication, or tighter 
document control.
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• Patient-specific risk assessment needs to be standardised and consistently 
implemented.

• Not all local processes explicitly reflect revised exclusion criteria and national 
definitions.

• A more standardised approach is needed for medication storage and 
readiness checks before opening or changing use of areas.

• Patient information and proactive communication require strengthening.
• Current data is available but remains fragmented and requires better 

triangulation across quality, safety, experience, and operational measures.
• There is an opportunity to strengthen the visibility of harms, patient feedback, 

staff experience, and learning associated with these areas.

5. Board Assurance

5.1 What assurance can be given now
The Board can be assured that:

• The Group has responded proactively to revised national expectations.
• A local review of seated and corridor care areas has been undertaken.
• Existing spaces are subject to operational and professional scrutiny.
• Some spaces have already been removed from use where assurance was 

insufficient.
• Risk mitigation is in place through staffing review, safety huddles, operational 

escalation, electronic patient tracking, incident reporting, and specialist input 
from IPC, fire, and health and safety teams.

• The organisation has identified the key areas where assurance requires 
strengthening and has moved into a planned improvement phase.

5.2 What requires further strengthening
Further assurance is required in relation to:

• Consistent quality oversight across all seated and corridor care areas.
• Stronger standardisation of local risk assessment and readiness 

arrangements.
• Clearer capture and triangulation of harms, near misses, complaints, and 

patient/staff experience.
• Improved policy control and publication.
• A more visible improvement plan with named ownership, milestones, and 

reporting.

6. Risks
The principal risks associated with seated and corridor care areas remain:

• Compromise to privacy, dignity, and patient experience.
• Reduced ability to observe and respond quickly to deterioration.
• IPC, fire safety, and environmental risks.
• Medication and equipment storage risks.
• Increased risk of falls, pressure damage, delirium, and delayed response to 

need.
• Variation in staff experience and moral distress.
• Risk of corridor care becoming normalised without strong oversight and de-

escalation processes.
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• Regulatory and reputational risk if the organisation is unable to demonstrate 
robust control and a clear improvement trajectory.

Proposed Seated and Corridor Care Areas (SCCA) Quality & Safety Framework

In acknowledgement of the multifactorial issues impacting patient safety, patient and 
staff experience that are associated with providing corridor care 

It is recommended that the Group introduces a Seated and Corridor Care Areas 
(SCCA) Quality and Safety Framework to bring together operational, nursing, 
governance, patient safety, IPC, patient experience, and estates assurance into one 
structured process.
The framework will:

• Standardise oversight of all seated and corridor care areas.
• Support early identification of emerging risks and issues.
• Triangulate operational, quality, safety, and experience intelligence.
• Provide clearer escalation and de-escalation arrangements.
• Strengthen assurance reporting to Quality Committee and Board.
• Support consistent learning, review, and improvement across sites



Proposed Seated and Corridor Care Areas (SCCA) Quality & Safety Framework

8. Next Actions
The immediate next steps are:

1. Develop and implement a SMART action plan arising from the completed gap analysis, with clear ownership, milestones, 
and reporting timescales

Daily local 
leadership rounding  

Daily SCCA safety 
huddle 

Weekly Care Group 
Leadership 
Rounding 

Weekly real time 
patient experience 
survey specific to 

SCCA areas

Weekly SCCA Safety 
Huddle with 

representation from 
Operational, 

Risk,IPC,Quality & 
Patient Experience

Fortnightly Quality & 
IPC supportive visits 

and peer review 

Monthly review as 
part of  Matrons 

Assurance Metrics 

Monthly staff 
experience check in  
SCCA  supported by 

Wellbeing, PA & 
FTSU teams

Monthly 
Executive/Senior 

Leadership 
Rounding 

Monthly oversight 
report including 

incidents, patient & 
staff feedback 

,complaints, PALS & 
quality data to 
Patient Safety 

Group 
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2. Implement the SCCA Quality and Safety Framework to provide a single oversight structure for quality, safety, patient 
experience, and operational assurance.

3. Review and update all relevant policies, SOPs, and guidance, ensuring documents are current, aligned to national 
expectations, and formally accessible through document control systems.

4. Introduce a standardised patient-specific risk assessment and strengthen inclusion/exclusion processes for patients 
considered for seated and corridor care areas.

5. Introduce patient communication tools, including a patient information leaflet and mechanisms for real-time patient feedback.
6. Strengthen data and triangulation, including routine reporting of:

a. Current corridor care position,
b. Length of time in area,
c. Incidents and harms,
d. Complaints and patient feedback,
e. Staffing and operational context,
f. Improvement actions and themes.

7. Strengthen staff support and learning arrangements, including routes for raising concerns, debrief, and review of staff 
experience in these environments.

9. Recommendation

The Board is asked to:
• Note the current organisational position and assurance in relation to seated and corridor care areas.
• Note the current snapshot of patients being cared for in corridor care areas, with supporting ward and Emergency 

Department trend graphs.
• Support the implementation of the SCCA Quality and Safety Framework.
• Endorse the development of a SMART improvement plan and strengthened reporting arrangements through Quality 

Committee.



Finance Briefing M12
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Meeting Lincolnshire Community and Hospitals Group 
Board

Date of meeting 5 May 2026
Agenda item number 9.3
Report title Finance Briefing M12
Report purpose:

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

• Information

Accountable Director Paul Antunes Goncalves
Group Chief Financial Officer

Author(s) Finance Team
Assurance rating:

• Substantial assurance
• Reasonable assurance
• Limited or no assurance

• Reasonable assurance

Prior approval process, if applicable Content discussed at Finance and 
Performance Committee

Financial implications, if applicable None
Action / decision required The Board is asked to:

• Note the contents of the Finance report 
in respect of Revenue, Capital, Cash 
and CIP positions.

• Note the latest available information on 
productivity.

• Note the key areas of focus for 
2026/27.

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
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1b: Reduce waiting times for our patients
1c: Improve productivity and deliver financial sustainability x
1d: Provide modern, clean and fit for purpose care settings
People: Better Opportunities – Develop, empower and retain great people:
2a: Enable our people to fulfil their potential through training, development and 
education
2b: Empower our people to continuously improve and innovate
2c: Nurture compassionate and diverse leadership
2d: Recognising our people through thanks and celebration
Population: Better Health – Improve population health:
3a: Transform clinical pathways, rationalise our estates investing more in community 
care and reduce reliance on acute services
3b: Move from prescription to prevention, through a population health management & 
health inequalities approach
3c: Enhance our digital, research & innovation capability
3d: Drive forward our improvement and efficiency agenda including sustainability and 
Green Plan
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Executive Summary
Trust Board is asked to note the following:

• 2025/26 Revenue position (prepared based on draft accounts)
The Group achieved its’ planned breakeven position for 2025/26, which is a significant 
achievement. To recognise the achievement, both ULTH and LCHS have been granted 
deficit support funding by the national team to support us in meeting our ongoing financial 
and performance targets.

• 2025/26 Capital position
The Group achieved its’ capital programme for 2025/26 with capital expenditure of £131.4m.

• 2025/26 CIP position 
The Group delivered savings of £72.2m (£7.1m lower than planned).

• Cash position
The Group ended the financial year with a cash balance of £77.6m (£23.4m higher than 
planned).
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Lincolnshire Community and Hospitals NHS Group
Trust Board – 5 May 2026
Finance Briefing M12

Executive Summary

For 2025/26, the Group achieved financial breakeven across both Trust’s, which is a 
significant achievement. To recognise the achieve both ULTH and LCHS have been granted 
deficit support funding by the national team to support us in meeting our ongoing financial 
and performance targets. 

Included within the position is a shortfall in our CIP delivery within the acute side of the 
Group, mainly driven by our medical temporary pay reductions and a delay in our booking 
centre scheme. This has been mitigated by non-recurrent actions. Although we were short 
on our target, we have delivered £72.2m of savings which is a significant step up on prior 
year performance.

Across the Group we have been able to reduce our WTE since the start of the financial year. 
Our Agency spend for the year totals £15.5m, £1.2m above target, this is a 35% reduction 
on prior year and will continue to be an area of focus (particularly medical pay) in 2026/27.

Cash has ended the year in a positive position, with £77.6m in the bank. This reflects the 
improvement in our revenue position and the draw down of our capital cash ahead of 
supplier payments. Although cash has ended in a positive position, we will continue to 
monitor cash on a weekly basis and report to FPC and Board.

The Group have delivered the largest capital plan in the organisation’s history, utilising 
£131.4m of capital funding. This includes improvements across our estate, digital 
infrastructure, medical equipment, service redesign and improvement and community 
access.

The Group have seen external triangulation on our performance, with the M9 productivity 
position showing both organisations out performing the national average. For ULTH we have 
seen steady improvement through the year with M9 reporting 7.8% year on year 
improvement, this compares to an acute national average of 2.5%. For LCHS performance 
has been more variable, December’s position is 1.0% year on year improvement which 
compared to national community average of a negative 2%.

The Group have signed up to a breakeven plan for 2026/27, this position is supported by 
non-recurrent funding so work on our medium-term financial plan is required to ensure 
financial sustainability. This breakeven plan will be challenging and will continue to require 
a focus on three key areas:

1. Delivery of our financial efficiency programme
2. Delivery of our activity plan
3. Appropriate controls on our workforce (particularly our bank and agency).
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Summary Position
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Meeting Lincolnshire Community and Hospitals Group 
Board

Date of meeting 18 March 20265 May 2026
Agenda item number 9.4 8.3

Finance and Performance Committee Upward Report of the meeting 
held on 18 March 2026

Accountable Director Paul Anutunes-Goncalves, Group Chief 
Finance Officer

Presented by Daniela Cecchini, Non-Executive Director

Author(s) Kwame Mensa-Bonsu, Deputy Director of 
Corporate Affairs

Recommendations / 
decision required 

The Board is asked to:

• note the discussions and assurance received by the 
Finance and Performance Committee;

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
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
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:

05 May 2026

Report from: Finance and Performance Committee

Report from 
meeting held on:

18 March 2026

Quoracy 
requirements met:

Yes

1.0   Purpose of the report

1.1 This report sets out the items of business considered by the Finance and 
Performance Committee at its meeting held on 18 March 2026 including 
assurances received and those matters which the Committee wishes 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 1b:

a) Committee Performance Dashboard
b) Operational Performance 
c) PRM Upward Report
d) Cyber Posture Update

In relation to the Performance Dashboard, the Committee noted that the 
areas of concern from the previous month were starting to recover because 
the pressures associated with winter had begun to recede and improvement 
measures that were implemented. The amount of Clinical Assessment 
Service (CAS) cases and increased capacity had resulted in reduced 
pressure in the ED and Urgent Treatment Centres (UTCs). Additionally, 
within Planned Care, the Discharge to Assess (D2A) average case load 
continued to increase due to increased D2A capacity. Performance had 
begun to return to expected levels or growing because of the interventions to 
increase capacity and reduce pressure. 

The Committee also noted for the dashboard that there had been a significant 
deterioration in fractured neck of femur figures and agreed for a cross-referral 
to the Quality Committee to be made to conduct a deep dive and check 
whether the impact on patients was being managed.

The Committee also agreed for the Integration Committee to undertake a 
deep dive into the whole fractured neck of femur pathway, with a focus on 
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the impact of the significant bed pressures in the community and the capacity 
issues in the Orthopaedics team. It was noted that evidence suggested that 
when fractured neck of femur patients, who were usually elderly, were 
treated early they had good outcomes and recover quickly. However, the 
delay in treatment, due to bed pressures and capacity issues in the 
Orthopaedics team, ensured that the length of stay for that cohort of patients 
was a significant outlier at 21 days.

The Committee was assured by the Performance Dashboard. 

The Committee reviewed the Operational Performance report and noted that 
the overall position for cancer performance remained challenged, particularly 
in relation to performance against the 62-day standard which deteriorated 
from January 2026 to March 2026. The predominant reasons for the 
deterioration were understood, and a recovery structure was being worked 
through the internal governance process. 

The operational performance reports also noted that the 52-week backlog 
had been cleared, which had positively impacted on the NOF’s scores.  RTT 
performance in relation to the 18-weeks standard was at 95.87%. Urgent & 
Emergency Care stated that targets were not met in February 2026, with 
74.53% being achieved for the 4-hour overall performance, versus the 76% 
target. However, an improved trajectory was expected for March 2026, with 
confidence to achieve the target. 

The reports noted that the SDEC performance had continued to improve, the 
12-hour total wait time in ED standard remained a challenge. There were 
2,338 SDEC attendances in February 2026 compared to 1,393 attendances 
in February 2025. Prior to the implementation of SDEC, these patients would 
have attended ED and added to the volumes to be seen. 

In March 2026, the Committee was updated on steps to resolve the 
challenges with Diagnostics including steps to procure an additional provider 
to support the non-obstetric ultrasound service (NOUS), and other steps to 
enhance MRI capacity. In relation to the MRI capacity issue, the expectation 
was that the Patient Services Hub would significantly enhance booking 
capacity while a plan to procure a mobile MRI unit in Pilgrim Hospital would 
almost double MRI capacity in the area.

The Committee was assured by the Operational Performance report.

The Committee received the Cyber Security Posture update for January 
2026 and noted that the Group’s cyber maturity and resilience had been 
maintained during November/December 2025. The update informed the 
Committee that the appropriate remediation/mitigation controls were being 
implemented in good time by the Group. The Committee noted that the 
Group’s cyber security arrangements remained protected, were capable of 
threat detection, were resilient, and could recover appropriately and in good 
time should the organisation become a victim of a malicious targeted cyber 
event. 
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The update report noted that for the majority of information security controls 
and capability, the cyber posture remained robust and mature in most areas 
of the related National Cyber Security Centre (NCSC) good practice 
guidance.

The Committee was reasonably assured by the Cyber Security Posture 
update. 

Assurances in respect of Objective 1c:

a) Finance Report including CIP, Capital, CRIG and Productivity, 
Improvement and Transformation Oversight Forum (PITOF) upward 
report (February 2026) and Annual Plan (Operational & Financial)

b) Post Investment Evaluation
c) Costing & Benchmarking Report (Q3)
d) Procurement Report
e) Contract Award Reports 

From the Month 11 Finance Report and associated reports, the Committee 
was informed that: 

i. the Group achieved a £4.1 million surplus whilst working on the path to 
break even. This had resulted in a £4.3 million deficit year-to-date, and 
this was £1.6 million behind plan year-to-date.

ii. £65.5 million of CIP schemes had been delivered, which was behind the 
target of £69.9 million but was a significant achievement for the Group.  

iii. The Capital spend had increased to £16.3 million in month, however 
continued to be behind plan by £27.1 million.

iv. The Plan for 2026/27 was compliant, with both organisations at break-
even, and the challenging c £89m 2026/27 CIP target, included £60 
million of new- and full-year effect schemes and non-recurrent bonus 
schemes. A step-up in activity was to be delivered in terms of both the 
Elective Recovery Fund (ERF) and Community Diagnostic Centre (CDC) 
activity.

v. In relation to the Board Assurance Framework (BAF) risk entry for the 
‘Improve productivity and deliver financial sustainability’ strategic 
objective, the Committee agreed to a recommendation for the risk score 
to be reduced from 12 to 8 and for the assurance rating to be changed 
from ‘amber’ to ‘green’. The Committee agreed that the revenue and 
capital positions of the Group was likely to reach their targets, and that 
the PITOF and PRM reports had shown good trajectories and provided 
good assurance. 

The Committee was assured by the Finance Report and associated reports.

The Committee reviewed the Post Project Evaluation report for the 
challenging Lincoln Mortuary Refurbishment Project and noted that there had 
been significant delays in the project timeframe, partly because of issues with 
the supplier. This had resulted in the project increasing from £1.2 million to 
£1.8 million. Despite the challenges, both the financial and operational 
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benefits had been delivered, and key learning had been gained, ensuring 
that the scope of the case was correct.

The Committee was assured by the Post Project Evaluation process for the 
Lincoln Mortuary Refurbishment Project. 

The Committee reviewed the Q3 Costing and Benchmarking Report and 
noted that there had been a year-on-year improvement with activity 
delivering in line with plan. The report outlined the pressures on the 
emergency pathway and the requirement for transformation work; noting that 
the Emergency Department (ED) was a significant outlier compared to peers. 

Regarding staffing, the report highlighted the improvements made on nursing 
in addition to the remaining challenges on the medical workforce. The 
Committee also noted the assurance levels within the report, and the 
transformation work being undertaken in the Group.

The Committee was assured by the Q3 Costing and Benchmarking Report.

The Procurement Report provided the Committee with substantial 
assurance and noted that the Group had achieved £4m of CIP savings in 
2025/26, against a stretched target of £4m. The Procurement team added an 
overall value of £7.8m in savings in 2025/26.

The report highlighted the positive working relationships across the East 
Midlands Acute Providers (EMAP) network to share learning and seek scale 
on benefits. The Procurement teams continue their training and development 
with all teams actively engaged in different courses. Multiple members of staff 
were enrolled on the new Training Academy courses developed by NHSE for 
commercial NHS staff. The Group’s Deputy Director of Procurement also 
attended a “train the trainer” course in March 2026 to help train up other 
procurement teams nationally as part of the commercial academy.

The Committee reviewed the following Contract Award Reports:
a. Co-Op Pharmacy Extension (LCHS): The Group Chief Finance Officer 

explained that there was a request to implement a 12- month extension 
to the current arrangements with the Co-Op, whilst making a transition to 
an in-house provision. The Committee approved:
o a 12‑month extension (1 April 2026 – 31 March 2027) to the Clinical 

Pharmacy Services contract delivered by Lincolnshire Co‑operative. 
o the commencement of a full and compliant re‑procurement for a 

replacement contract.
o the issuing a formal Contract Variation and publication of any required 

transparency or modification notices
b. National Grid: This was a part of a requirement to upgrade the Distribution 

Network Operators (DNO) incoming High Voltage (HV) supply to 
Grantham District Hospital (GDH). Similar upgrades had been 
undertaken at Boston Pilgrim Hospital and Lincoln County Hospital by the 
same supplier. The Committee reviewed and approved the 
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recommendation that the contract award be made to National Grid 
Electricity Distribution. The contract term will be for about 6 months.

c. Linen and Laundry Service 2026-2027: This was a recommendation 
report to award a new contract for a fully managed linen and laundry 
service to the incumbent supplier, Elis, via the NHSSBS National 
Framework to avoid a break in service. The Committee was informed that 
the short-term award would give the stakeholder team further time to work 
on updating the tender pack and preparing for a market test to secure a 
long-term contract. The Committee approved the contract award to Elis 
for the 2026/27 financial year. 

Assurances in respect of Objective 1d:

a) Estates and Facilities Update
b) Planned and Preventative Maintenance (PPM) Report
c) Health & Safety Committee Upward Report

The Committee received the Estates and Facilities update which noted Planned 
and Preventative Maintenance (PPM) compliance at Lincoln was below target 
due to staffing levels within the team. The report noted however, that Pilgrim 
and Grantham were performing well against PPM compliance.  The Committee 
also noted there were several areas below target on the cleanliness audit, due 
to high footfall in the areas or operational issues impacting on housekeeping 
staffing levels.  

The Committee was also informed that there was a Health and Safety Executive 
(HSE) notice of contravention at Pilgrim Hospital relating to automatic doors 
and a failure to undertake a risk assessment. The plan was to undertake the 
risk assessment, and this would be compliant within the required timescale.

The Committee was reasonably assured by the Estates and Facilities update. 

The Committee received and reviewed the Planned Preventative Maintenance 
(PPM) External Review – Briefing Report and Action Plan. The report and action 
plan contained the findings from the external audit of the PPM management 
system and a high-level 30/60/90-day action plan. 

The Committee noted that the report detailed the resources necessary to deliver 
the identified improvements and also noted that the current management 
capacity did not have the bandwidth to deliver the recommendations from the 
PPM audit at pace. 

The Committee agreed with the report’s request for permission to proceed with 
the action plan and associated resources.  

The Committee had limited assurance that there was the available bandwidth 
to progress the action plan at the required pace due to the level of work 
required. 
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Assurances in respect of other areas:

a) Board Assurance Framework 2025/26
b) Risk Register 
c) Policy Position
d) Internal Audit Reports
e) External Audit Reports
f) Topical, Legal & Regulatory Update
g) Information Governance Group (IGG) Upward Report 

The Committee received and noted the position in respect of the Board 
Assurance Framework, Risk Register, Policies, internal audit 
recommendations, Topical issues and the IGG upward report. 

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 on the following matters for reporting / escalation to 
the Group Board:

a) None

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 has proposed the following change(s):

a) None

6.0     Group Board Action Required
  

6.1 The Group Board is asked to:

• note the discussions and assurance received by the Finance and 
Performance Committee.

Dani Cecchini, Non-Executive Director (Chair)
18 March 2026 
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Meeting Lincolnshire Community and Hospitals Group 
Board

Date of meeting 24 April 2026
Agenda item number 9.4

Finance and Performance Committee Upward Report of the meeting 
held on 24 April 2026

Accountable Director Paul Anutunes-Goncalves, Group Chief 
Finance Officer

Presented by Dani Cecchini, Non-Executive Director

Author(s) Kwame Mensa-Bonsu, Deputy Director of 
Corporate Affairs

Recommendations / 
decision required 

The Board is asked to:

• note the discussions and assurance received by the 
Finance and Performance Committee;

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
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
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:

05 May 2026

Report from: Finance and Performance Committee

Report from 
meeting held on:

24 April 2026

Quoracy 
requirements met:

Yes

1.0   Purpose of the report

1.1 This report sets out the items of business considered by the truncated 
Finance and Performance Committee at its meeting held on 24 April 2026 
including assurances received and those matters which the Committee 
wishes to escalate to the Group Board. The meeting was truncated to 
accommodate a workshop that had been arranged for a comprehensive 
annual BAF review to be undertaken. 

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 1b:

a) Breast Service Cancer Performance Recovery Plan
b) Committee Performance Dashboard
c) Operational Performance 
d) PRM Upward Report

The Committee received and reviewed the Breast Service Cancer 
Performance Recovery Plan. The Recovery Plan was the developed after 
the ICB organised a Breast Service Risk Summit in reaction to concerns 
about the service’s performance were raised by the ICB early in April 2026. 
Prior to those concerns Breast cancer performance at ULTH had resulted in 
sustained breaches against the 28-day Faster Diagnosis Standard (FDS) 
and the 62-Day standard, increased patient waiting times, and heightened 
scrutiny from system partners.

The Committee noted that the current position of challenged performance 
reflected several factors including exceptional and sustained demand, fragile 
in-week capacity, workforce constraints across radiology, surgery and 
administration, front-end diagnostic delays, and the interface risks between 
Breast Services and Oncology. 
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The Committee reviewed the Breast Service Cancer Performance Recovery 
Plan, which was a phased and structured recovery programme to resolve the 
causes of the poor performance. The Committee noted that the Recovery 
Plan demonstrated clear ownership, measurable deliverables, realistic 
timelines and robust governance aligned to existing Trust and system cancer 
oversight arrangements. 

The Committee was assured by the Breast Service Cancer Performance 
Recovery Plan.

The Committee reviewed the performance dashboard and noted the 
following highlights:  

o Acute front-door pressure was ongoing, with continued 12-hour 
trolley waits and ambulance handover delays, although some 
stabilisation is evident compared to earlier in the year

o Diagnostics performance has deteriorated further, representing the 
most significant and sustained gap against national standards.

o Elective recovery indicators show marginal improvement, however 
long-wait backlogs remain substantially above trajectory.

o Community front-door performance is broadly stable, though 
compliance with triage and data quality standards remains slightly 
below target.

o 104+ day cancer waiters: 131 vs target 10 (unchanged and 
significantly off trajectory).

o >12-hour trolley waits (acute): 1,132 in March (no tolerance; remains 
materially above standard).

o 18-week incomplete pathways: 56.3% vs 84.1% target (significantly 
below requirement of 60% delivery).

o 52-week waiters: 464 vs zero tolerance (gradual improvement but 
backlog persists)

o In unplanned care, 4-hour overall performance in March 2026 was 
26: 80.97% against plan of 78.0%. The overall performance in 
February 2026 was at 74.53%.

o The Type 1 4-hour performance in March 2026 was at 69.19% 
against plan of 64.5%, The Type 1 4-hour performance in February 
2026 was at 53.39%.

o The UTC 4-hour Emergency access standard (Type 3) achieved 
97.26% against a Group stretch target of 98%. The national target is 
95% 

o The year-end financial position delivered plan overall, however this 
masked under-delivery against the Cost Improvement Programme.

o YTD position: Break-even delivered against plan.
o YTD CIP delivery: £72.2m vs £79.3m plan (≈ £7.1m shortfall).
o Capital programme: Delivered broadly in line with year-end.
o Cash position: £54.1m at year-end, materially stronger than plan.

The Committee was reasonably assured by the data included on the 
performance dashboard.  
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The Operational Performance reports reviewed by the Committee highlighted 
the following: 

i. That at the end of February 2026, all three cancer standards were below 
plan and had deteriorated from the stronger position seen in November 
2025. The current positions of the 3 standards were –
o 28-Day Faster Diagnosis Standard: Performance in February 2026 

was at 73.2%, from 76.7% in November 2025 and below plan. The 
decline was primarily driven by challenges within the Breast service.

o 31-Day Standard: Performance in February 2026 was at 88.9%, from 
91.4% in November 2025 and below plan. The main drivers were 
pressures within surgical specialties, particularly access to theatre 
capacity, compounded by competing priorities to address long-
waiting (65-weeks) activity.

o 62-Day Standard: Performance in February 2026 was 58.9%, from 
69.2% in November 2025 and significantly below plan. Several 
specialties were contributing to this position due to increasing 
backlogs, with particularly significant pressures in the Colorectal, 
Urology, Head & Neck, Lung and Breast services.

ii. Total Waiting List remained better than plan in February 2026 at 69,054 
against the planned 69, 447. 

iii. In terms of the 52-weeks standard there had been a significant 
improvement with a delivery of an above plan 464 patients being on the 
waiting list in February 2026 from 510 patients in January 2026.

iv. In February 2026 the 18-week RTT standard achieved 56.3% against a 
plan of 59.5%.

v. Diagnostics Waiting Times and Activity (DM01) was being impacted by 
booking restrictions due to the Patient Services Hub Consultation and 
associated holding of vacancies. Mitigating actions were being 
implemented.

vi. For the non-elective pathway at LCH and the March sprint the in-month 
changes from February 2026 had a positive impact on the KPI measures, 
despite increase in ambulance conveyances. For the 4-hour overall 
standard, performance was at 80.97% in March 2026 against a plan of 
78.0%. Year-to-date the 4-hour standard was at 75.47% against a plan of 
75.0%.

vii. For the out of hospital data, the Committee noted the strong and 
sustained improved performance against the community metrics 
including 2-hour urgent care, virtual wards, discharge to assess pathway 
1 offer and community waiting lists whilst managing the increase in 
demand over March 2026.

viii. The progress against improving flow across community capacity following 
the deep dive into the Discharge to Access (D2A) service in March 2026. 

The Committee also noted the continued oversight and drive to improve and 
transform services where any metric was reported as below the agreed 
performance standard. The Committee noted the mixed performance data 
included in the Operational Performance report and was reasonably 
assured by the improvement actions being implemented.  
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Assurances in respect of Objective 1c:

a) Finance Report including CIP, Capital, CRIG and Productivity, 
Improvement and Transformation Oversight Forum (PITOF) upward 
report (March 2026)

b) Contract Award Reports 

From the Month 12 Finance Report and associated reports, the Committee 
noted that the Group: 

i. Delivered its’ break-even duty for 2025/26 and was allocated £6.6m in Deficit 
Support Funding.

ii. Delivered its’ 2025/26 capital programme in full which equated to capital 
expenditure of £131.4m. This was significantly higher than the £93.3m 
capital expenditure achieved in 2024/25.

iii. Ended 2025/26 with a cash balance £23.4m higher than its’ planned cash 
position, which equated to a cash balance of £77.6m.

iv. Did not deliver its’ CIP target in full in 2025/26. The Group delivered savings 
of £72.2m, which was £7.1m lower than planned but equated to delivery of 
£24.3m more savings than was achieved in 2024/25.

v. Did not achieve its’ agency target for 2025/26 with expenditure of £15.5m 
which was £1.2m higher than planned but was £8.5m lower than expenditure 
of £24.0m in 2024/25.

The Committee also noted that delivery of both Electronic Patient Record (EPR) 
and Electronic Document Management System (EDMS) had faced challenges. 
Across the whole project there was potential to overspend the resource available 
/projected through the original business case. A review of delivery objectives / 
timescales and the resources required was currently being undertaken.

The Committee was asked to note that the Group Board in January 2026 
approved for the period to 31 March 2026: The Delegation of authority to the 
Group Chief Finance Officer, Group Chief Integration Officer, Group Chief 
Operating Officer and Group Chief Estates & Facilities Officer with 2 out 4 
required, to approve the progression of Capital Project Mitigation Options.

In line with this delegation the Group Chief Finance Officer and Group Chief 
Estates & Facilities Officer have approved a total of £22.0m of projects up to 31 
March 2026. 

The Committee supported a request for the Group Board to ratify the approval 
by the Group Chief Finance Officer and Group Chief Estates & Facilities Officer 
of capital projects totalling £22.0m up to 31 March 2026.  

The Committee also supported the request for the Group Board to be reminded 
that the delegated authority was in place for the period to 31 March 2026 and 
has therefore now lapsed.

The Committee was assured by the Finance Report and associated reports.
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The Committee reviewed the following Contract Award Reports:
i. LCHS has been awarded a contract by NHS Leicester, Leicestershire and 

Rutland ICB – Delegated Specialised Commissioning (QK1) for the delivery 
of the Environmental Controls (Electronic Assistive Technology – EATs) 
Service, supporting adults and children with complex physical disabilities.  
The service provides assessment, provision, installation and maintenance of 
environmental control equipment enabling individuals with severe disability 
to independently operate essential home, communication, and safety 
functions.

The total contract value over the initial five‑year term (27 October 2025 – 26 
October 2030) is £2.66m, with fixed annual values and predictable income 
flows, with future nationally mandated uplifts to be managed through formal 
contract variation.

The Committee: 
a. Noted that the contract was signed on 13 April 2026 by the Chief 

Executive under delegated authority and was being presented to the 
Committee for governance oversight and assurance.

b. Approved and noted the award of the EATs Service contract to LCHS 
for the period 27 October 2025 to 26 October 2030.

c. Provided assurance that the contract has been reviewed and executed 
in line with the Trust’s Standing Financial Instructions and Scheme of 
Reservation and Delegation.

ii. The Committee received Contract Variation CV13, which updated the 
2025/26 Community Services NHS Standard Contract between NHS Derby 
and Derbyshire, Lincolnshire, and Nottingham and Nottinghamshire  
Integrated Care Board (ICB) and LCHS. The variation incorporated £3.638m 
of agreed non‑recurrent income into the 2025/26 financial quantum and 
made associated amendments to the Palliative and End of Life (PEOL) 
service specification and reporting requirements. The contract would for an 
initial 10-year term from 01 April 2024 to 31 March 2034 for a total contract 
value is £127,746,128 as amended by CV13. 

The Committee noted that a number of in‑year system funding decisions 
were agreed to support providers in managing financial pressures, including 
those arising from industrial action and wider system deficit positions. The 
Contract Variation CV13 had been issued to formally reflect these 
agreements within the NHS Standard Contract. The variation supersedes the 
financial position previously recorded under CV12 and represents the final 
agreed quantum position for the 2025/26 contract year.

The Committee: 
a. Approved and noted Contract Variation CV13 to the 2025/26 Community 

Services contract, incorporating £3.638m of agreed non‑recurrent income 
(£2.000m industrial action funding and £1.638m deficit support funding).

b. Provided assurance that Contract Variation CV13 has been reviewed 
and progressed in line with the NHS England Standard Contract, the 
Trust’s Standing Financial Instructions.
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c. Noted the associated amendments to the PEOL service specification and 
reporting requirements, effective from 31 March 2026, as set out within 
the variation documentation.

iii. The Committee received a report setting out a requirement to replace ageing 
endoscopy equipment within Theatres and the Endoscopy Units at Lincoln 
County Hospital, Pilgrim Hospital, Boston, and County Hospital, Louth. The 
current inventory of endoscopy equipment included within this replacement 
programme ranged from 12 to 20 years old, significantly exceeding their 
operational lifespan. Replacing the ageing endoscope inventory with modern 
equipment was essential to delivering the Group’s objectives. 

The procurement process had been completed, and the recommendation 
was to award a contract to Olympus KeyMed (Medical & Industrial 
Equipment) Group Ltd. The total contract value was £1,110,556.99 (Ex VAT) 
with an estimated capital cost avoidance of £137,044.51 (Ex VAT), and 
revenue cost avoidance of £254,384.32 (Ex VAT), and for a term of contract 
will be a maximum of 3 years based on the term of the equipment’s warranty.

The Committee approved the proposed contract award to Olympus KeyMed 
to replace ageing endoscopy equipment.

iv. The Committee received a report setting out the receipt by ULTH of £21m of 
non-recurrent support funding in 2025/26. This was allocated for the 
following reasons:
a. Year-end support funding - £6m
b. Winter Surge Funding - £15m
c. RTT Sprint funding - £2.1

In addition, the national team has distributed unearned Deficit Support 
Funding (DSF) to qualifying health systems, including £4.9m to ULTH.

          The Committee:
a. Retrospectively approved the income contract variations with the 

Lincolnshire ICB, valued at approx. £27m; and
b. Noted the actions being implemented to strengthen financial governance 

and ensure future contract variations are approved in accordance with 
Standing Financial Instructions and delegated authority limits.

Assurances in respect of Objective 1d:

Deferred to accommodate BAF workshop

Assurances in respect of other areas:

a) Board Assurance Framework 2025/26
b) National Cost Collection
c) Internal Audit Reports
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The Committee received and noted the position in respect of the Board 
Assurance Framework, National Cost Collection and internal audit 
recommendations. 

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)  The Committee agreed for a report to be submitted to the May 2026 
meeting, identifying the tumour sites with performance issues, and 
then to have deep dives from June to focus on those individual tumour 
sites (one deep dive each month).
The Committee also agreed for a more ambitious but realistic 
Diagnostics recovery plan to be submitted to the May Committee 
meeting for review. 

4.0      Matters for reporting / escalation to the Group Board
  

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

a) None

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 has proposed the following change(s):

a) None

6.0     Group Board Action Required
  

6.1 The Group Board is asked to:

• note the discussions and assurance received by the Finance and 
Performance Committee.

Dani Cecchini, Non-Executive Director (Chair)
24 April 2026 



 

 

Lincolnshire Community and Hospitals NHS Group 

Finance and Performance Committee 

Terms of Reference 

 
1. Authority 

The Finance and Performance Committee is established as a joint committee by the Trust 

Boards of both Lincolnshire Community Health Services NHS Trust (LCHS) and United 

Lincolnshire Teaching Hospitals NHS Trust (ULTH) in line with the Group Partnership 

Working Agreement and the powers set out in both Trusts’ Standing Orders and Standing 

Financial Instructions. 

The Standing Orders and Standing Financial Instructions of the Trust Boards and the Group 

Partnership Working Agreement, as far as they are applicable, shall apply to the committee 

and any of its established groups, either jointly or individually. 

The Finance and Performance Committee holds only those powers as delegated in these 

terms of reference and, in accordance with the Group Partnership Working Agreement, will 

report to the Group Board. 

The Finance and Performance Committee is authorised to investigate or to have 

investigated and / or to seek further action or assurance in relation to any activity within its 

terms of reference. This includes referral of matters for consideration to another board 

committee or other relevant group. 

 

2. Purpose of the Committee 

The Finance and Performance Committee exists to scrutinise the robustness of and provide 

assurance to the Group Board that there is an effective system of governance and internal 

control across the across the areas of finance, operational performance, estates compliance 

and information governance / data security compliance within the two trusts and wider group 

to deliver the agreed group strategic aims & objectives and provide high quality care. 

The relevant group strategic aim & objectives aligned to the Finance and Performance 

Committee for 2026 / 27 are: 

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

• Objective 1b: Reduce waiting times for our patients 

 

• Objective 1c: Improve productivity and deliver financial sustainability 

 

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

The members of the committee are: 

• Non-Executive Director (Chair)   

• Associate Non-Executive Director  

• Associate Non-Executive Director 

• Group Chief Finance Officer 

• Group Chief Operating Officer 

• Group Chief Integration Officer 

• Group Chief Estates & Facilities Officer 

• Group Chief People Officer 

The following roles will be routine attendees at the committee: 

• Group Director of Corporate Affairs or their representative   

• Deputy Director of Finance 

 

An invitation to attend will be offered by the committee chair to: 

• Group Deputy Chief Clinical Governance Officer (as required)  

 

4. Attendance and Quorum 

The committee will be quorate when four of the membership are present.  This must include 

two Non-Executive / Associate Non-Executive Directors and one Executive Director. 

Where members are unable to attend, they should ensure that a deputy is in attendance who 

is able to participate on their behalf.  A deputy in attendance for a committee member will 

contribute to the quoracy but does not negate the need for the attendance of the Non-

Executive Directors and Executive Directors referred to above.   

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

attend all. 

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

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

Observers will be permitted as agreed by the chair. 

 

5. Frequency 

The committee will meet monthly. 
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6. Specific Duties 

The Finance Committee will:  

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

Performance Dashboard monthly 

• Approve the business planning timetable 

• Seek assurance that the trusts and wider group have in place robust and effective 

operational and financial planning arrangements and delivery plans 

• Review, challenge and monitor in-year financial and operational performance 

• Consider the control and mitigation of finance & operational performance and 

related risks and provide assurance to the Group Board that such risks are being 

effectively controlled and managed 

• Provide oversight of and receive assurance on delivery of agreed Cost 

Improvement Plans and associated efficiency and productivity programmes 

• Provide oversight of and receive assurance on procurement processes and 

performance 

• Review estates & facilities compliance including health & safety requirements and 

compliance with the Premises Assurance Model (PAM) 

• Provide oversight of and receive assurance in respect of compliance with the Data 

Security Protection Toolkit 

• Provide assurance to the Board that all legal and regulatory requirements relating 

to finance, operational, estates compliance and data security are met, including 

directives, regulations, national standards (including constitutional standards), 

policies, reports, reviews and best practice 

• Review and provide assurance to the Group Board on those strategic objectives 

within the Group Board Assurance Framework, identified as the responsibility of 

the committee, seeking further assurance and actions where necessary.  This 

may include the commissioning of ‘deep dives’ to identify the necessary 

improvements and actions 

 

7. Administrative support 

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

The committee will operate using a work plan to inform its core agenda. Topical / emerging 

issues will be added to the agenda as required. The agenda will be agreed with the chair 

and the Group Chief Financial Officer prior to the meeting. 

Agendas and supporting papers will be circulated no later than 5 working days in advance of 

meetings.  Any items to be placed on the agenda are to be submitted no later than 8 working 

days in advance of the meeting.  Items which miss the deadline for inclusion on the agenda 

may be added with permission from the chair.   
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Minutes will be taken at all meetings, presented according to the corporate style, shared with 

the chair within 7 working days along with the action log and ratified by agreement of 

members at the following meeting.   

 

8. Accountability and Reporting Arrangements 

The chair of the committee shall report to the Group Board after each meeting and provide 

an upward report on assurances received, escalating any concerns where necessary. 

The committee will advise the Audit & Risk Committee on the adequacy of assurances 

available and contribute to the Annual Governance Statements.   

The committee will refer any necessary issues outside its terms of reference, as appropriate, 

to the relevant board committee or other relevant group. 

 

9. Monitoring effectiveness and Compliance with Terms of Reference 

The committee will complete an annual review of its effectiveness and provide an annual 

report to the Group Board on its work in discharging its responsibilities, delivering its 

objectives and complying with its terms of reference, specifically commenting on relevant 

aspects of the Group Board Assurance Framework and relevant regulatory frameworks. 

 

10. Review of Terms of Reference 

The terms of reference for the committee will be reviewed annually by the committee and 

submitted to the Group Board for approval and, together with the work plan, will be reviewed 

at each meeting of the committee to ensure they remain fit for purpose. 

The committee will on an annual basis review and approve the terms of reference and work 

programmes of all of its reporting groups.  

 

Approved: May 2026 

 

Approved by: Group Board 

 

Next Review Date: April 2027 

 



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

Quarter 1 Quarter 2 Quarter 3 Quarter 4
Agenda Item Oversight

Group*
Method of
Reporting

Executive  /
Non-
Executive
Lead

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

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

Chair
Deputy Trust
Secretary

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

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

Written Committee
Chair

Deputy Trust
Secretary

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

Noting

Topical, Legal & Regulatory
Update

Verbal /
Written, as
required

Group Director
of Corporate
Affairs

Deputy Trust
Secretary

Quarterly
X X X X

Discussion &
Assurance

Review of Committee
Effectiveness - Self Assessment

Written Committee
Chair

Group
Director of
Corporate
Affairs

Annually
X

Discussion

Annual Report - Review of
Committee Effectiveness

Written Committee
Chair

Group
Director of
Corporate
Affairs

Annually
X

(Draft)
X

(Final)

Discussion &
Assurance

Review of Committee Terms of
Reference & Work Plans

Written Committee
Chair

Group
Director of
Corporate
Affairs

Annually
X

(Final)

X
(Annual
Review)

Approval

Review of Reporting Group
Terms of Reference & Work
Plans

Written Committee
Chair

Group
Director of
Corporate
Affairs

Annually
X

(Final)

X
(Annual
Review)

Approval

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

Written Committee
Chair

Group
Director of
Corporate
Affairs

As required
To be added to the agenda as required

Discussion

Matters to be referred to other
Board Committees

Written Committee
Chair

Group
Director of
Corporate
Affairs

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

log)

Discussion

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

of Corporate
Affairs

Deputy Trust
Secretary

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

Discussion &
Assurance

Risk Register Report Written Group
Executive
Lead(s)

Group Chief
Clinical
Governance
Officer

Quarterly
X

(Q4)
X

(Q1)
X

(Q2)
X

(Q3)

Discussion &
Assurance

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

Written Group Director
of Corporate
Affairs

Deputy Trust
Secretary

As required
To be added to the agenda as required

Discussion

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

Written Group
Executive
Lead(s)

Group
Director of
Corporate
Affairs /
Group Chief
Clinical
Governance
Officer

As required

To be added to the agenda as required

Discussion &
Assurance

CQC Action Plan Written Group
Executive
Lead(s)

Head of
Compliance

As required
X X X X

Discussion &
Assurance

Policy Position Written Group Director
of Corporate
Affairs

Deputy Trust
Secretary

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

Assurance

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

Written Group
Executive
Lead(s)

Associate
Director of
Performance
& Information

Monthly

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

Discussion &
Assurance

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

Group
Executive
Lead(s)

As required
To be added to the agenda as required

Discussion &
Assurance

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

Written Group
Executive
Lead(s)

Associate
Director of
Performance
& Information

Monthly

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

Discussion &
Assurance

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

Group
Executive
Lead(s)

As required
To be added to the agenda as required

Discussion &
Assurance

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

Finance
Officer

Deputy
Director of
Finance

Three Yearly
X

Review &
Endorse for
Group Board
Approval

Procurement Strategy Written Group Chief
Finance
Officer

Deputy
Director of
Procurement

Three Yearly Review &
Endorse for
Group Board
Approval

Business Planning Timetable Written Group Chief
Finance
Officer

Deputy
Director of
Finance

Annually
X

Approval

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

Written Group Chief
Finance
Officer / Group
Chief
Operating
Officer

Deputy
Director of
Finance /
Deputy Chief
Operating
Officer

Annually

X X X

Review &
Endorse for
Trust Board
Approval

Winter Plan Written Group Chief
Operating
Officer

Deputy Chief
Operating
Officer

Annually
X

Approval

Finance Report Written Group Chief
Finance
Officer

Deputy
Director of
Finance

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

Discussion &
Assurance

CIP Report Written Group Chief
Finance
Officer

Deputy
Director of
Finance

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

Discussion &
Assurance

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

Deputy
Director of
Finance /
Deputy Chief
Operating
Officer

Quarterly

X X X X

Discussion &
Assurance

Capital Plan Written Group Chief
Financial
Officer

Deputy
Director of
Finance

Annually
X

Endorse for
Group Board
Approval

Capital Finance Report: Plan
Delivery & Expenditure Against
Plan

Written Group Chief
Finance
Officer

Deputy
Director of
Finance

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

Discussion &
Assurance

Post Investment Evaluation:

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

Written Group Chief
Financial
Officer

Deputy
Director of
Finance

As required

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

Approval &
Assurance

Costing & Benchmarking Report Written Group Chief
Finance
Officer

Deputy
Director of
Finance

Quarterly X
(Annual

submission)

X
(Q1)

X
(Q2)

X
(Q3)

Discussion &
Assurance

Procurement Report Written Group Chief
Finance
Officer

Deputy
Director of
Procurement

Quarterly
X X X X

Discussion &
Assurance

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

Written Group Chief
Finance
Officer

Deputy
Director of
Procurement

As required
To be added to the agenda as required

Approval & / or
Escalation

Deep Dives & Improvement Plans Written Group Chief
Finance
Officer

Deputy
Director of
Finance

As required
To be added to the agenda as required

Assurance

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

Written Group Estates
& Facilities
Officer

Deputy
Director of
Estates &
Facilities

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

Assurance

PLACE Written Group Director
of Estates &
Facilities

Deputy
Director of
Estates &
Facilities

Annually
X

Premises Assurance Model
(PAM) Annual Self Assessment

Written Group Estates
& Facilities
Officer

Deputy
Director of
Estates &
Facilities

Annually

X

Assurance

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

EPRR
Group

Written Group Chief
Estates and
Facilities
Officer

Group
Director of
Estates &
Facilities

Annually
(EPRR core
standards) /
Monthly
(assurance)

X
X

(EPRR core
standards)

X X X

Endorse for
Group Board
Approval
(EPRR core
standards) &
Assurance

Information Governance Group
including DPST compliance
submission

Information
Governance
Group

Written Group Director
of Corporate
Affairs

Group
Director of
Corporate
Affairs

Bi-monthly
(assurance) /
Annualy
(DSPT
submission)

X
X

(DPST
submission)

X X X X X

Approval
(DPST) &
Assurance

Cyber Compliance Report Written Group Chief
Integration
Officer

Group
Director of
Digital
Services

Bi-monthly
X X X X X X

Assurance

Productivity, Improvement &
Transformation Oversight Forum
(PITOF)

Written Group Chief
Integration
Officer

Monthly

X X X X X

Health & Safety Committee Written Group Chief
Estates and
Facilities
Officer

Quarterly

X X

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



Annual Report to the Trust Board from the Finance and Performance 
Committee 2025/26

 
ROLE OF THE COMMITTEE 

In 2025/26, in line with all other Committees of the Board, the Terms of Reference 
were reviewed and amended.  Under the agreed terms of reference, the Finance and
Performance Committee was tasked as follows: 

The Finance and Performance Committee will: 

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

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

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

estates related risks and provide assurance to the Trust Boards that such risks 
are being effectively controlled and managed

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

• Provide oversight of and receive assurance on procurement processes and 
performance

• Review delivery of the relevant aspects of the estates strategy, priorities and 
compliance including health & safety requirements and compliance with the 
Premises Assurance Model (PAM)

• Provide oversight of and receive assurance in respect of compliance with the 
Data Security Protection Toolkit

• Provide assurance to the Trust Boards that all legal and regulatory 
requirements relating to finance, operational, estates performance and data 
security are met, including directives, regulations, national standards (including 
constitutional standards), policies, reports, reviews and best practice

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



MEETINGS 

The Committee met monthly during the year and after each meeting provided an 
assurance report to the Group Board.

The Committee continued to deliver a full agenda through the submission of questions, 
by Committee members, ahead of the meeting which were responded to during the 
meeting.

MEMBERSHIP AND ATTENDANCE

The Committee is appointed by the Board from amongst the Non-Executive Directors 
of the Trust.  During 2025/26 the Committee was chaired by Ms Dani Cecchini.

Details of the Committee’s membership and attendance during 2025/26 is set out 
below: 

Non-Executive Director (Chair)  
Two Associate Non-Executive Directors 
Group Chief Finance Officer
Group Chief Operating Officer
Group Chief Integration Officer
Group Chief Estates & Facilities Officer
Group Chief People Officer

Voting Members 22 
Apr
2025

22 
May 
2025

20 
Jun 
2025

18 
Jul 
2025

21 
Aug 
2025

18 
Sept 
2025

23 
Oct 
2025

20 
Nov 
2025

18 
Dec 
2025

23 
Jan 
2026

19 
Feb 
2026

18 
Mar 
2026

Non-Executive 
Director (Ms 
Cecchini, Chair)

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

Associate Non-
Executive 
Director (Mrs 
Buik)

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

Associate Non-
Executive 
Director (Mr 
Orrell)

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

Group Chief 
Finance Officer

X X X X D X X X X X D X

Group Chief 
Operating Officer

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



X denotes attendance
A denotes Apologies given
D denotes Deputy in attendance

REVIEW OF BUSINESS

The Finance and Performance Committee followed a programme of work for the 
2025/26 year. 

The Finance and Performance Committee has been responsible for the oversight of 
the following Strategic Objectives of the Trust in 2025/26:

• 1b (i): Reduce waiting times for our patients (Unplanned Care)
• 1b (ii): Reduce waiting times for our patients (Planned Care)
• 1c: Improve productivity and deliver financial sustainability
• 1d: Provide modern, clean and fit for purpose care settings

During 2025/26 the Committee has utilised the Board Assurance Framework to 
provide focus to the meetings and ensure alignment of the agenda to the elements of 
the BAF.  

During 2025/26 the Committee has utilised the Board Assurance Framework to 
provide focus to the meetings and ensure alignment of the agenda to the elements of 
the BAF.  The Strategic Objectives at the beginning of the year were rated as follows: 

Objective 1b – AMBER
Objective 1c – AMBER 
Objective 1d – RED 

During the course of, the year the Committee received assurance across a number of 
areas resulting in a change, in year, to the assurance rating presented above. 

The Committee maintained oversight of the relevant Strategic Objectives relevant to 
its remit through the year under review.  For oversight purposes, Strategic Objective 
1(b) was split into two during the year, with a focus on the 2 individual components of 
the objective: 

Group Chief 
Integration 
Officer

X X X X D D X X X X X X

Group Chief 
Estates and 
Facilities Officer

D X X X X D X X X D X X

Group Chief 
People Officer

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



• 1b (i): Reduce waiting times for our patients (Unplanned Care)
• 1b (ii): Reduce waiting times for our patients (Planned Care)

Through the year the Committee continued to receive reports offering assurance 
against the Strategic Objectives resulting in the individual components continuing to 
be rated as follows at the end of the year:

Objective 1b (i) – AMBER
Objective 1b (ii) – AMBER
Objective 1c – GREEN
Objective 1d – AMBER 

OVERVIEW

The Finance and Performance Committee has offered a level of assurance to the 
Board on finance, operational performance, estates and digital services. The 
Committee has reported its progress to the Board through upward assurance reports, 
reporting progress against the delivery of the work plan, as defined by the terms of 
reference through this annual report.

The Committee has been well attended by members, and the Chair has been actively 
involved in the agenda setting alongside the Group Chief Finance Officer and report 
authors.  

Other key areas of focus of the Committee have included:
• Estates
• Health and Safety
• Emergency planning
• Digital services
• Procurement
• Information Governance
• Constitutional standards
• Internal Audit
• Planning

The Committee receives monthly assurance/exception reports from the reporting 
groups offering assurance on areas relevant to the remit of the Committee.  The 
Committee maintained clear focus in 2025/26 on reporting from the Information 
Governance Group due to the concerns noted in meeting statutory requirements in 
respect of subject access requests (SARs) and Freedom of Information Requests 
(FOI).  Focused work was noted in respect of the Data Security Protection Toolkit 
(DSPT) with a requirement for full review of the evidence, prior to submission to ensure 
an accurate submission was made, due to the changes made to the toolkit nationally.  



The Committee continued to monitor the requirements to achieve zero 78-week, 65-
week and 52 week waits in year and was pleased to note the achievements made at 
the end of the financial year.  Focus was also provided to discharge processes in order 
to improve flow through ULTH.  

The Committee continued to monitor the delivery of the Annual Plan, as well as that 
of the supporting Cost Improvement Programmes (CIP).

The Committee received reports associated with strategic projects including the 
national grid contract to upgrade the high voltage supply at Lincoln County Hospital 
(LCH), the endoscopy uplift, the procurement process for the provision of a 
Radiotherapy Linear Accelerator Equipment System and the commencement of the 
Carbon Energy Project in the Group.

Other strategic projects reviewed by the Committee included the capital investment to 
refurbish the Stroke Unit and Navenby Ward in support of the centralisation of the 
Stroke Service to LCH, the approval of the full business case for the Boston 
Community Diagnostic Centre (CDC) and the proposal to invest and expand service 
capacity for Same Day Emergency Care (SDEC) at LCH in phases. 

The Committee was updated on the progress of the action plans to address ventilation 
issues at Louth Hospital, the fire safety issues at the Community sites, and the external 
review of Planned Preventative Maintenance (PPM) compliance in the Group. The 
Committee also noted that internal monitoring had been strengthened with weekly 
performance reviews of PPM compliance.  

Deep dives continued to be received by the Committee into a number of areas where 
further assurance was required, and the Committee received reports on Community 
Performance Metrics, 

The Committee supported a proposal to accelerate the implementation of the 
Electronic Document Management System (EDMS) which was procured in 2024/25. 
The EDMS is an enabler to the Electronic Patient Record (EPR) for ULTH, supporting 
the move from paper based to electronic records.

Significant progress on internal audit recommendations and the Committee had 
received regular reporting in respect of the Group Policy documents due to the need 
to address the position of overdue policy documents in place.  
 
Risks 
The BAF and Corporate Risk Register have been reviewed at the Committee on a 
monthly basis identifying where updates have been required based on assurances 
received at the Committee.



Performance Review 
The Committee reviews performance against the agreed Key Performance Indicators 
(KPIs) and the actions being taken to recover where necessary.  The KPIs monitored 
by the Committee cover operational performance and efficient use of resources.

The Committee have actively engaged in the development of the performance 
dashboard, ensuring that the KPIs requiring monitoring by the Committee were 
reported.  At each of the meetings held during 2025/26 the Committee considered all 
aspects of the performance report and were able to identify and seek further 
assurance on KPIs where concerns were identified.

A. Operational and Performance Reports

In April 2025, the Committee received the operational performance reports which 
noted that from a ULTH perspective that there had been an increase in demand within 
the emergency departments. Despite the increased demand, there was significant 
improvements in the patients waiting 12-hours in the A&E standard and in the 
ambulance handovers standard.  ULTH significantly improved against the 65-weeks 
standard with those remaining due to patient choice.  

In ULTH performance declined against the cancer services for faster diagnosis 
standard and 62-day cancer performance, driven by the backlog from the Christmas 
period however early indications were that this would recover in March 2025. 
Diagnostic performance also continued to be challenging particularly for DEXA, 
audiology and non-obstetric ultrasound in ULTH.  

For LCHS’s operational performance, length of stay in community beds was 
inconsistent due to mixed occupancy, which resulted in an average length of stay of 
21 days with a trajectory to reduce to 14 days. The Committee was also informed that 
a number of pathways in the community required review to ensure they were 
appropriate as there were a number of disconnected pathways.

The Committee requested a review of a number of LCHS performance areas where 
gold standard targets had been set, to better understand performance against an 
appropriate trajectory. The Committee also noted the development of the integrated 
performance report for the Group which would present the top risks and offer an 
interactive dashboard as well as a pictorial view of the areas of focus.

In May 2025, the operational performance reports to the Committee indicated the 
demand for Urgent Community Response (UCR) service had increased but 
performance declined as a result. Performance in respect of Urgent Treatment 
Centres (UTCs) had improved but concern was noted in respect of the location some 
of the services within the estate, and this was being addressed.



Performance in respect of discharge to assess (D2A) was noted with volumes 
increasing as planned. The reports also highlighted the intention to increase the 
capacity of the D2A team. Virtual ward improvements were being seen however this 
needed to be supported by the operations centre to address their capacity constraints.

For ULTH in May 2025, the reports highlighted ongoing challenges in Urgent and 
Emergency Care (UEC) performance with a deterioration seen in performance against 
ambulance handover times, patient exceeding 12 hours in the A&E and the overall 4-
hour A&E wait standard. This was due to an increase seen during April 2025 of 
ambulance conveyances and the impact of increased patient acuity on the service.  
Performance of the 4hr target was noted as 77.32% compared to the target of 78% 
which had been achieved in March 2025

Diagnostics Waiting Times and Activity (DM01) performance continued to 
underperform at 67.47% compared to the target of 99%. Concern was noted 
specifically within audiology and associated wait times however this was recognised 
as a national issue with work underway to find alternative solutions. Cancer 
performance was noted as remaining static however there was recognition of positive 
movement within the urology specialty.

The Committee noted the development of the new performance dashboard which 
would allow greater oversight of performance due to the ability to drill down into the 
data.  

The operational performance reports to the Committee in June 2025 noted that, in 
spite of increasing pressures, performance in the areas of ambulance handover times 
and compliance with the 45-minute UEC standard had stabilised.  

The reports in July 2025 also informed the Committee that 4-hour A&E wait 
performance had further declined to 75.86% with work being undertaken on the flow 
programme to support this including the expansion of the Same Day Emergency Care 
(SDEC) capacity.  The Group’s UTCs were performing to the 98% target with the 
exception of Grantham and Skegness, with Skegness impacted due to the seasonal 
increase in residents visiting the coast.

Discharges continued to be an area of concern with a need to ensure that earlier 
discharges were achieved in the day to resolve the front door pressures with the 
Committee noting that the go live of the Optica system due in July 2025.  The 
Committee commended the roll out of the system which had been achieved in 3.5 
months, quicker than any other Trust.

Planned care was noted to be delivering as expected however concern was noted with 
delivery against the 52-week target where some fluctuation had been seen however 
this was expected to improve in the coming months. Diagnostics had seen a 



signification improvement in May 2025, however, DEXA, ultrasound and audiology 
continued to be the main areas of pressure, despite the improvements seen.

In July 2025, the operational performance reports to the Committee noted the 
challenges with UEC targets which were reported at 72.3% with a target of 77%.  
Improvements were being seen in respect of the 12-hour A&E wait standard and 
improvements had been seen across diagnostics in month.

The August 2025 operational performance reports informed the Committee that A&E 
4-hour waits had achieved 73.78% against a target of 77% in July 2025.  
Improvements were expected for August 2025 and there was a recognition of seasonal 
impact on the position as well as the impact of Industrial Action, which had been well 
managed. The 12-hour A&E waits standard were noted as an area for improvement 
with 12% of patients exceeding 12-hours in the emergency departments.  Actions were 
in place to identify a sustainable solution.  

The August 2025 reports stated that there were no concerns with DM01 performance. 
The Committee was also informed of movement in the total waiting list from 70,366 at 
the end of June 2025 to 69000 in July 2025. Work was in place to address the 52-
week waits for children’s and young people services.  Cancer services were also noted 
as performing well despite some challenges impacting on the 28-day faster diagnosis 
standard and pressures associated with the Colorectal Cancer service. 

In August 2025, the Committee recognised the scale of the transformation 
programmes of work being undertaken across the Group and expressed concern 
about the capacity, capability and culture to support the level of change required.  The 
Committee made a referral to the Integration Committee to consider a wider risk for 
inclusion on the risk register against transformational change.

In November 2025, the Committee received the operational performance reports, 
including the new performance dashboard which had been designed to align with the 
National Oversight Framework (NOF). 

The November 2025 operational performance reports also stated that performance for 
LCHS was as expected. The Committee noted that 52-week wait breaches at LCHS 
were only present within the Lymphoedema service, which were anticipated to be 
resolved by the end of November 2025. The reports also stated that UTC performance 
remained high, despite a slight reduction in-month and UCR was noted to have 
doubled activity with no additional cost or degradation in performance.

The Committee noted in November 2025 that the D2A service had increased capacity 
but a reduction in length of stay had not been achieved within ULTH due to ongoing 
discharge challenges. Action had been taken to improve discharge processes 
however the Committee also noted that this was not a sustainable solution and key 
actions following the Newton diagnostic work required implementation.



The November 2025 operational performance reports informed the Committee that 
though the ULTH performance deteriorated with respect to the cancer 28-day faster 
diagnostic standard (FDS), the additional funding being received was expected to 
result in improvements from October 2025. The reports also highlighted challenges in 
the diagnostic services, particularly MRI, audiology and ENT, with a recognition of the 
national shortage of Audiologists.  In terms of the positions on the 52-week and 65-
week standards, there was the expectation that the Group would achieve compliance 
by the end of December 2025 with additional activity taking place to ensure delivery. 

The Committee noted in November 2025 that the UEC performance delivered above 
plan in October 2025, with further improvements noted for November 2025. The 
Committee noted however, that 12-hour waits in the EDs remained persistent with a 
review due to be undertaken to determine performance improvements.

The December 2025 operational performance reports updated the Committee that 
following the release of the Q2 NHS Oversight Framework (NOF), both ULTH and 
LCHS had moved to segment 4.  There was recognition of the work required to achieve 
improvements with areas of focus for ULTH being cancer performance and 52-week 
waits.  

The December 2025 operational performance reports noted that there had been no 
significant change in respect of cancer performance however improvement was 
expected in the November 2025 position. Significant improvement was expected for 
52-week waits in November 2025 and December 2025 with recovery plans in place.  
A decline in diagnostic performance was noted because of the focus given to long 
waits however a plan was being developed to recover the position. Unscheduled care 
performance was noted with challenges in respect of 12-hour waits, primarily due to 
the delays being seen in discharge impacting on flow.  

The Committee at the December 2025 meeting noted that virtual bed occupancy was 
above the national 80% target. The Committee was delighted to also note the 
clearance of all community 52-week waits.  

The January 2026 operational performance reports to the Committee stated that 
though Cancer performance’s trajectory remained below plan, the Group slightly 
improved its month-on-month performance against the national 28-day, 31-day and 
62-day standards. The Group expected to continue making improvements in the final 
months of 2025/26. The Group continued to progress on the plan to reduce the number 
of patients who had waited over 52 weeks. The Group was on track to deliver the plan 
for Planned Care in terms of the 18-week RTT and 52-week standards at the end of 
March 2026. 

The Committee was informed in January 2026 that performance against the DM01 
standard was impacted in November 2025 due to challenges around capacity arising 



from the Patent Services Hub Consultation and other vacancies in the booking team. 
The Group was implementing mitigation actions to improve performance against the 
DM01 standard. In relation to UEC, the Group’s trajectory against the 4-hour standard 
remained above trajectory in December 2025, while there was a marginal 
improvement against the 12-hour breach standard in month.

In February 2026 the Committee received operational performance reports which 
stated that for cancer performance, the 28-day, 31-day and 62-day standards, were 
below plan and had deteriorated from a strong November 2025 position.  The 
performance report noted that the Group’s cancer performance was not an outlier but 
reflected the national picture in December 2025. The Group continued to progress on 
the plan to reduce the number of patients who had waited over 52 weeks. The Group 
remained on track to deliver the plan in terms of the 18-week RTT and 52-week 
standards at the end of March 2026. 

In February 2026, the Committee was informed that performance against the DM01 
standard declined further in December 2025 due to capacity shortfalls in the 
Audiology, Non-Obstetric Ultrasound (NOUS) and Magnetic resonance imaging (MRI) 
services. Work was underway to improve the capacities of these services. In relation 
to UEC, the Group’s year-to-date trajectory against the 4-hour standard remained 
above trajectory in January 2026, while the year-to-date trajectory against 12-hour 
standard remained below plan in January 2026. 

The Committee also noted in February 2026 that for the 45-minute Ambulance 
Handover standard, the year-to-date Group performance was below plan in January 
2026. The UTC 4-hour Emergency access standard (Type 3) was at 96.29% in 
January 2026 against a Group stretch target of 98%. The report noted that the national 
target is 95%.

In March 2026, the Committee noted that the overall position for cancer performance 
remained challenged, particularly in relation to performance against the 62-day 
standard which deteriorated from January 2026 to March 2026. The predominant 
reasons for the deterioration were understood, and a recovery structure was being 
worked through the internal governance process. 

The operational performance reports also noted that the 52-week backlog had been 
cleared, which had positively impacted on the NOF’s scores.  RTT performance in 
relation to the 18-weeks standard was at 95.87%. Urgent & Emergency Care stated 
that targets were not met in February 2026, with 74.53% being achieved for the 4-hour 
overall performance, versus the 76% target. However, an improved trajectory was 
expected for March 2026, with confidence to achieve the target. 

The reports noted that the SDEC performance had continued to improve, the 12-hour 
total wait time in ED standard remained a challenge. There were 2,338 SDEC 
attendances in February 2026 compared to 1,393 attendances in February 2025. Prior 



to the implementation of SDEC, these patients would have attended ED and added to 
the congestion. 

In March 2026, the Committee was updated on steps to resolve the challenges with 
Diagnostics including steps to procure an additional provider to support the non-
obstetric ultrasound service (NOUS), and other steps to enhance MRI capacity. In 
relation to the MRI capacity issue, the expectation was that the Patient Services Hub 
would significantly enhance booking capacity while a plan to procure a mobile MRI 
unit in Pilgrim Hospital would almost double MRI capacity in the area. 

B. Financial and Capital Reports 

In April 2025, the Committee received financial and capital reports which stated that 
the year year-end position was a £18.2m deficit across the Group with a £18.3m deficit 
in ULTH and a £0.1m surplus in LCHS. The Committee noted that the position was 
£11.3m adverse to plan but within the revised control total agreed with NHS England.

The Cost Improvement Programme (CIP) was noted to have fully delivered at £47.1m 
and there had been full delivery of the capital programme at £93.3m with significant 
spend seen in month 12.  The Cash position at month 12 was reported at £46.3m and 
was a combination of capital and revenue cash. 

In May 2025, the financial and capital reports to the Committee noted the Month 1 
position of a £4.2m deficit, which was in line with the plan to achieve a breakeven 
position for 2025/26.

CIP delivery was noted as being on plan with capital delivery slightly behind plan due 
to timing however this would be corrected in Month 2. The reports also informed the 
Committee that budget setting would conclude in Month 2 with the Care Groups well 
engaged in the process.  

The June 2025 financial and capital reports received by the Committee noted that the 
Month 2 position was in line with plan, and while capital was noted as being behind 
plan, recovery was anticipated in subsequent months.  Cash was reported as a 
positive position with this being higher than expected in Month 2.

CIP delivery was also noted to be on plan in June 2025. 

The July 2025 financial and capital reports received by the Committee noted that 
Quarter 1 had been delivered in line with plan at a £11.1m deficit across the Group.  
The cash position was noted as being ahead of plan however there was recognition 
of the in-year challenges that would be present with a need to provide focus to 
maximise the cash position.  



In July 2025 the Committee noted the significant reduction in bank spend and the steps 
being undertaken to reduce dependence on temporary staff. 

The August 2025 financial and capital reports received by the Committee stated that 
the year-to-date deficit for the Group was at £12.4m in line with plan. There was 
recognition that there had been 5 days industrial action in month however the Group 
had applied learning from prior periods of action, minimising activity loss and additional 
costs whilst maintaining safe services. The reports noted that the ULTH baseline 
position was £2.4m adverse to plan, being driven by underperformance of activity, 
industrial actions and slippage against CIP.  

The August 2025 reports highlighted the work being undertaken to continue to develop 
the CIP work to support the step change required to support delivery of the CIP 
programme.

The cash position was £1.9m ahead of plan, in August 2025, however the position 
remained challenging due to the application of the (non-cash) technical efficiencies 
with actions being development in order to mitigate the cash position. The reports 
informed the Committee that whilst capital was reported behind plan the position could 
be recovered with forecasting of full delivery in place.  

In September 2025, the Committee received the financial and capital reports which 
noted that the year-to-date position was at £13.3m for the Group, which was broadly 
in line with plan.  Work continued to address the financial position with challenges 
noted in respect of the recent industrial action, delivery of the Cost Improvement 
Programme (CIP) trajectory and activity.

The Committee also received a CIP proposal paper in September 2025, which 
included 21 areas of opportunity with a named Senior Responsible Officer (SRO) 
identified for each of them.  The opportunities would be considered for development 
of delivery into 2025/26 or 2026/27.

In October 2025, the financial and capital reports to the Committee noted that the year-
to-date deficit was at £14.3m which was £0.1m better than planned. The reports also 
note the variance from the plan relating to delivery of variable income, the costs of 
industrial action and risks in our Cost Improvement Programme (CIP) delivery. The 
Committee was informed that the CIP profile was noted to be a blend of both recurrent 
(75%) and non-recurrent (25%) with some technical efficiencies brought forward to 
support the year-to-date position.  

The Committee also reviewed the post investment case for Skegness CDC which was 
approved on the basis of being a loss-making business case, supported by national 
funding. The Committee recognised that the Skegness CDC project was delivered on 
time and to budget. Learning from the Skegness CDC post investment case would be 
taken into consideration when developing the Boston CDC proposal.



At the November 2025 meeting, the financial and capital reports to the Committee 
noted the challenges faced in Month 7 with the plan stepping up from a £0.7m deficit 
to a £2.1m surplus, as anticipated due to the delivery of the CIP. CIP recovery plans 
continued to be developed and delivered, with a focus on the non-recurrent CIP items 
to mitigate the CIP position, with support established via the Group Leadership Team 
(GLT) to support with the delivery of the CIP forecast.

The November 2025 financial and capital reports also projected that the Group’s 
Month 8 position would continue to be challenging, impacted in part by the industrial 
action and the cancellation of activity.

In December 2025, the financial and capital reports noted that the Group delivered a 
£12.3m deficit, which was £2.4m worse than planned. The impact of the industrial 
action in November 2025 was also highlighted as it had resulted increase costs and a 
slight reduction in activity.  The Committee also noted that in terms of the CIP, the 
Group delivered savings of £41.9m, which was £0.7m worse than planned. 

In December 2025 the Group was reported to have delivered capital expenditure of 
£28.4m. The Committee noted that as this was £21.1m lower than planned, there was 
a revised trajectory for recovery with a £7.7m internal delivery risk, linked to the impact 
of schemes being delayed and the consequential position into 2026/27. 

The Committee received and supported the contents of the Finance Strategy in 
December 2025. The intent of the Strategy was to bring together the finance teams 
across the Group, and to focus and align them to the Group Strategy and Values.

The January 2026 financial and capital reports stated that the Group had delivered a 
£3.4 million surplus in Month 9, which was £1.7 million better than plan. The year to 
date (YTD) position was a £8.9 million deficit which was £2.2 million adverse to plan. 
CIP reported a YTD efficiency savings delivery of £49.1m, which was £2.2m worse 
than planned. LCHS was forecasting to deliver the CIP target in full for 2025-26, but 
ULTH was currently £8.5m short on target due to deficiencies in the performance of 
some care groups’ CIP schemes.

In February 2026, the Committee was informed that the Group delivered an actual 
year-to-date £8.4m deficit which was £2.6m adverse to plan. The in-month position 
was a £0.5m surplus which was £1.9m adverse to plan.  CIP reported a YTD efficiency 
savings delivery of £56.4m, which was £4.2m worse than planned. LCHS was 
forecasting to deliver the CIP target in full for 2025-26, but ULTH was currently £3.0m 
short on target due to deficiencies in the performance of some care group’s CIP 
schemes.

In March 2026, the financial and capital reports to the Committee stated that in Month 
11 position the Group achieved a £4.1 million surplus, which amounted to a £4.3 



million year-to-date deficit. In relation to the Group’s 2025/26 breakeven target, the 
reports noted that the Group was £1.6 million behind plan. CIP performance was at 
£65.5 million, which though was below the £69.8 million target, represented a 
significant achievement for the Group.   

In March 2026, the Group was reported to have achieved a year-to-date capital 
expenditure of £60.4m which was £27.1m lower than planned. The reports noted that 
the forecast expenditure for 2025/26 had been £127.8m.

C. Estates and Facilities Reports

The Committee received an Estates and Facilities Assurance report in April 2025 
which noted that NHS Property Services had a robust action plan in place in respect 
of ventilation issues at County Hospital Louth. The Committee also noted, with 
concern, the internal audit report on Planned and Preventative Estates Management 
due to the limited assurance provided and requested further information to a future 
meeting to provide wider context to this.

The May 2025 Estates and Facilities Assurance report to the Committee noted the 
impact of current vacancies within the directorate, and the steps being taken to 
address those vacancies. The report also highlighted the carbon energy fund bid and 
the need for Group Board approval before funding could be secure to support the 
progress of the Group’s net zero agenda.

The Committee also noted and supported the work being undertaken to identify 
appropriate space for services where estates concerns had been raised. The report 
highlighted the commissioning of an external Planned Preventative Maintenance 
(PPM) Audit to support the provision of external assurance and review of risk for the 
Group’s estate.

The Patient-Led Assessment of the Care Environment (PLACE) report was received 
in May 2025 for both ULTH and LCHS with improvements noted across both 
organisations.  Concerns were noted however in respect of food for patients in both 
reports with a request for a referral to the Quality Committee. Action plans had been 
developed in all areas and would be monitored through the PLACE working groups 
and would be reported to the Committee via the estates report.

In June 2025, the Committee received the Estates and Facilities Assurance report and 
noted the fire safety mandatory training compliance in the Group with concern.  The 
Committee made a referral to the People Committee to ensure oversight and progress. 
The Committee also noted the progress made on the space utilisation agenda with 
recent recruitment having been undertaken to support it.  

The July 2025 Estates and Facilities Assurance report noted that the Group was in the 
process of commissioning a Group wider strategy that was hoped to be in place by the 



end of 2025/26. The Committee was also assured that the recent power failure had 
been resolved through an increase of capacity, which should ensure future issues 
would not be experienced.  The Committee noted positive trends in respect of water 
safety and the work underway to further improve compliance with medical gases 
through designated nurses and medical officer training.  

The Committee also noted in the July 2025 Estates report that the fire safety works 
was continuing, with some actions having been completed.  The Committee was 
informed in July 2025 that the remit of the external PPM review that was being 
commissioned had been widened to include the Community Diagnostic Centres 
(CDCs).

The August 2025 Estates and Facilities Assurance report updated the Committee on 
the progress was being made in respect of the Group Estate Strategy which would 
incorporate the clinical strategies.  The report also informed the Committee that the 
PPM external audit had been commissioned and would commence in September 
2025.

The Committee recognised in August 2025 that the risk associated with fire safety 
should be re-considered as the most high-risk areas had been addressed.  A proposal 
would be made, to downgrade the risk, following review of the position.

In September 2025, the Estates and Facilities updates offered assurance to the 
Committee in a number of areas including estates projects, statutory compliance and 
fire safety.  As a result of the increased and continued assurance the Committee 
considered and confirmed the proposal to move the assurance ratings from red to 
amber as for the Estate and Facilities-related objectives on the Board Assurance 
Framework.

The Committee in September 2025 also specifically noted the standardisation of fire 
safety training across the Group and that the Group Fire Safety Policy had been 
approved and would be submitted for publication.

The October 2025 Estates and Facilities updates informed the Committee that the 
external PPM audit review had commenced which had started to identify some areas 
of focus.  

In November 2025, the Committee received the Estates and Facilities Assurance 
report which provided reasonable assurance as 8 high risk actions remained in respect 
of fire safety compliance, following an Authorised Engineer (AE) audit. It was noted 
that AEs were employed by the Group in 2025. 

The Estates report in November 2025 also highlighted significant improvements for 
PPM compliance, however a number of reactive jobs were noted to be impacting and 
adding pressure to the team



The Estates and Facilities December 2025 report to the Committee noted that the 
external PPM audit review was on track for completion in January 2026. The 
Committee also supported a proposal for the risk score for Objective 1d: Provide 
modern, clean and fit for purpose care settings to be reduced from 20 to 16. The 
recommendation had been based on improved oversight and assurance from the 
Estates and Facilities’ reports, and the progress of the Authorised Engineers which 
had been replicated across the ULTH and LCHS in terms of the management of risk 
and governance.

The January 2026 Estates report assured the Committee that the external PPM audit 
review remained on target for completion in January 2026.

In February 2026, the update on Estates and Facilities to the Committee stated that 
recently conducted Fire and Rescue Service audits had returned broadly compliant 
outcomes. The Committee was also informed that the car parking development work 
was progressing to a new staff car park permit system. A staff survey was launched 
on 04 February 2026 to build analysis from staff feedback to inform the Group’s future 
travel and transport initiatives. 

The draft report from the external PPM audit review, completed in January 2026, had 
been received and was undergoing a detailed review and factual accuracy before the 
final document was drafted.

Delivery against the external PPM Audit review action plan would continue to be 
monitored within this Committee

D. Health and Safety Reports

The April 2025 Health and Safety Committee Assurance Upward Report informed the 
Committee of the ongoing fire safety issues in respect of Johnson Hospital, Spalding 
and County Hospital Louth. The Committee noted that assurance was being gained 
from NHS Property Services’ robust action plan. The concern was that LCHS was a 
tenant at the sites and not the owner.

In November 2025, the Health and Safety Annual Report was received by the 
Committee and was recommended to the Group Board for approval.

E. Information Governance Group Reports

In April 2025, the Information Governance Group (IGG) Assurance report to the 
Committee highlighted the ongoing concerns associated with compliance with subject 
access requests (SARs) and freedom of information (FOI) requests.



In May 2025, the IGG Upward report stated that there had been progress in respect 
of the SARs backlog with the expectation that there will be no backlog by August 2025. 
The need for appropriate resource to support FOI requests was also noted.

In July 2025 the IGG Upward report noted that the Data Security Protection Toolkit 
(DSPT) submissions had been made for both ULTH and LCHS with ‘Standards Not 
Met’ and ‘Standards Met’ reported respectively. It was noted that as a result of the 
ULTH submission the Trust was required to produce an improvement plan which had 
been submitted as part of the final submission to NHSE.  Once the improvement plan 
has been approved it was anticipated that the ULTH’s status would be amended to 
show ‘Approaching Standards – Improvement Plan’.

In September 2025, the Committee reviewed the IGG Upward report and was pleased 
to note the improved ULTH SARs position with a significant reduction in the number 
of overdue requests.  

The November 2025 IGG Upward report informed the Committee that the ULTH DSPT 
and associated action plan had been submitted and approved by NHS England.  This 
had resulted in the Trust being formally recorded as ‘approaching standards’. The 
report also stated that, though still not the required level, the improvements in SARs 
performance continued to be achieved.

The November 2025 IGG report alerted the Committee to the increasing demand on 
the IG service, which had increased the potential risk of legal non-compliance and 
potential data breaches.

F. National Cost Collection

In April 2025, the Committee received the 2024/25 National Cost Collection Pre-
submissions report and noted the timeline for the submission with a request to the 
Board to approve delegated authority to the Committee for approval of the final 
submission for both LCHS and ULTH.

In July 2025, the Committee was informed that, in relation to the National Costing 
Collection Annual Return, a compliant return had been submitted. The outcome of the 
reference cost indicator was awaited following the submission.

G. Emergency Preparedness, Resilience and Response

In May 2025, the Committee received the Emergency Preparedness, Resilience and 
Response (EPRR) Annual Reports for LCHS and ULTH and recommended them to 
the Group Board of Directors for approval.  Significant improvements were noted in 
the EPRR core standards for LCHS. 



The Committee also approved the EPRR policies for LCHS and ULTH as 
recommended by the Emergency Planning Gorup.

In October 2025, the Emergency Planning Group (EPG) upward report offered 
assurance on the core standards submission with 58 of the 62 standards fully 
compliant for ULTH and 57 of 58 compliant for LCHS, those standards which were not 
compliant were noted to be partially compliant. Business Continuity Plans were also 
noted to be in a positive position with a significant improvement noted for clinical areas.  
Focus was now shifting to corporate areas to drive further improvement.

In January 2026, the EPG reported that for the 2025 Annual Assessment of Core 
Standards for EPRR, both ULTH and LCHS had been assessed as ‘substantially 
compliant’ by NHSE and the ICB.  

H. Cyber Compliance/Digital Services

In May 2025, the Committee received a cyber assurance update which reported on 
the position in respect of patching and threat assessments with the recognition of the 
continuous work within Digital services to ensure the security profile of the Group.

The June 2025 Cyber Compliance report informed the Committee of ongoing efforts 
of the Digital services teams to deliver the Windows 11 roll out across ULTH.  

The August 2025 Cyber Compliance report noted some risks in respect of unsupported 
and legacy systems in the Group with recognition that the Electronic Patient Record 
(EPR) and Electronic Document Management System (EDMS) would significantly 
reduce the number of systems.  

The Electronic Patient Record (EPR) approval letter and detail of conditions were 
received with the Committee noting this offered formal approval.  The conditions were 
being actioned with a number already addressed.

In July 2025, the Committee received an update which stated that though the EDMS 
programme had been appropriately signed off, it was being represented due to the 
intent to deliver an accelerated programme. The Committee supported the rephasing 
of the programme of work and noted the need for additional capital to purchase more 
scanning equipment. The update noted that there would need to be an increase of 
onsite scanners to support the enhanced delivery timeframe and whilst this attracted 
capital additional costs, savings of £2.9m could be realised.



I. Theatre Utilisation/Productivity

In June 2025, the Committee received the Theatre Utilisation update and sought to 
understand when productivity would result in the reduction of cancelled operations and 
improvement in performance, supporting elective care and cancer care metrics. Based 
on the current position the Committee recognised the need for further work in order to 
increase activity and productivity.

In March 2026, due the internal audit report providing a limited assurance for theatre 
productivity, the Committee requested a deep dive into theatre delivery by the 
Integration Committee, with a focus on the issues raised

J. Productivity, Improvement and Transformation Oversight Reports

In July 2025, the Committee received the first Productivity, Improvement and 
Transformation Oversight Forum (PITOF) Upward report which highlighted the work 
of the oversight forum in monitoring the CIP schemes and progressing work on 
additional schemes to address the current forecast gap.  Active management of those 
schemes rated high, or medium was underway to de-risk and improve confidence in 
delivery. 

The July 2025 PITOF report also informed the Committee of the progress in temporary 
staffing, particularly noting that there was no agency spend in nursing, resulting in a 
stable workforce with no vacancies.  

The Committee received PITOF upward reports during 2025/26. The reports provided 
an overview of the progress achieved around the portfolio of programmes and projects 
related to the Group’s improvement programme.

K. Others – Submission; Focused Discussions; Referrals

The Committee was advised in December 2025 that the draft 2026/27 Planning 
Submission had been made on 17 December 2025. 

In January 2026, the Committee was assured that the 2026/27 Annual Planning cycle 
was progressing with key challenges being resolved. The target was to submit the final 
draft Annual Plan to the Group Board for review and approval on 11 February 2026, 
and then to submit the approved version to NHSE on 12 February 2026.

In July 2025, the Committee undertook a focused discussion on Community 
Performance Metrics, with a focus on the redesign of home visiting and urgent 
community response. The report which supported the discussion noted that there were 
seasonal pressures being experienced across the urgent treatment centres due to the 



expected migration with plans being developed to improve the environment at 
Skegness.

The July 2025 focused discussion also noted that transitional care activity was 
beginning to decline as planned due to the reduction of transitional care beds and the 
increase in the D2A capacity. The Committee also noted the ongoing work in respect 
of the UCR with developments being made in order to expend the service and provide 
support to the population through a single point of contact.

In March 2026, the Committee noted a significant deterioration in fractured neck of 
femur figures and agreed for a cross-referral to the Quality Committee to be made to 
conduct a deep dive and check whether the impact on patients was being managed.

The Committee also agreed for the Integration Committee to undertake a deep dive 
into the whole fractured neck of femur pathway, with a focus on the impact of the 
significant bed pressures in the community and the capacity issues in the 
Orthopaedics team. It was noted that evidence suggested that when fractured neck of 
femur patients, who were usually elderly, were treated early they had good outcomes 
and recover quickly. However, the delay in treatment, due to bed pressures and 
capacity issues in the Orthopaedics team, ensured that the length of stay for that 
cohort of patients was a significant outlier at 21 days. 

L. Conclusion

The Finance and Performance Committee is an essential element of the Group’s 
corporate governance structure. It works closely with the Audit Committee, and the 
Chair of the Finance and Performance Committee is also a member of the Audit 
Committee, which helps provide additional assurance on the adequacy of the Trusts 
financial controls and systems. The Committee received all internal audits relevant to 
its remit for consideration of the actions and oversight of the completion of these.
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Pre‑Submission Update
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• Discussion
• Approval
• Assurance
• Information
• Other – please insert details

• Approval

Accountable Director Paul Antunes Goncalves
Group Chief Financial Officer

Author(s) Costing Team
Assurance rating:

• Substantial assurance
• Reasonable assurance
• Limited or no assurance

• Reasonable assurance

Prior approval process, if applicable Content discussed at Finance and 
Performance Committee

Financial implications, if applicable None
Action / decision required The Board is asked to:

• Note the national requirements and 
submission timetable for the 2025/26 
National Cost Collection.

• Note the data quality issues identified 
are not material and are being 
appropriately managed.

• Approve the delegation of authority to 
the Finance & Performance Committee 
to review and approve the 
post‑submission report on behalf of the 
Board, in line with NHS England 
guidance.

Assurance Rating Key:

Assurance 
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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
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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
1b: Reduce waiting times for our patients
1c: Improve productivity and deliver financial sustainability x
1d: Provide modern, clean and fit for purpose care settings
People: Better Opportunities – Develop, empower and retain great people:
2a: Enable our people to fulfil their potential through training, development and 
education
2b: Empower our people to continuously improve and innovate
2c: Nurture compassionate and diverse leadership
2d: Recognising our people through thanks and celebration
Population: Better Health – Improve population health:
3a: Transform clinical pathways, rationalise our estates investing more in community 
care and reduce reliance on acute services
3b: Move from prescription to prevention, through a population health management & 
health inequalities approach
3c: Enhance our digital, research & innovation capability
3d: Drive forward our improvement and efficiency agenda including sustainability and 
Green Plan
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Executive Summary
Key messages for the Board:

• Separate submissions will be made by ULTH and LCHS, reflecting their current 
legal status; there is no “group” submission for NCC purposes. 

• The submission timetable is earlier than in previous years, creating a narrow 
window for completion, validation, and assurance. 

• Both Trusts are mandatorily required to submit patient-level cost data as part of 
their provider licence conditions. 

• Overall, data quality issues identified are not considered material, and plans are 
in place to address known limitations. 

• The Board is asked to delegate authority to the Finance & Performance Committee 
to approve the post-submission report, due to the timing of Board meetings.

The Board is asked to note the following:

• The national requirements and submission timetable for the 2025/26 National Cost 
Collection.

• The data quality issues identified are not material and are being appropriately 
managed.

• Approve the delegation of authority to the Finance & Performance Committee to 
review and approve the post‑submission report on behalf of the Board, in line with 
NHS England guidance.
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Lincolnshire Community and Hospitals NHS Group
Trust Board – 5 May 2026
2025/26 National Cost Collection – Pre-Submission Update

Executive Summary

This paper provides the Board with assurance on preparations for the 2025/26 National Cost 
Collection (NCC) submissions for ULTH and LCHS, in line with guidance issued by NHS 
England on 4 March 2026. It outlines governance arrangements, submission timelines, key 
risks, data quality issues, and the approvals required to ensure compliance with national 
requirements.

Key messages for Trust Board:

• Separate submissions will be made by ULTH and LCHS, reflecting their current 
legal status; there is no “group” submission for NCC purposes. 

• The submission timetable is earlier than in previous years, creating a narrow 
window for completion, validation, and assurance. 

• Both Trusts are mandatorily required to submit patient-level cost data as part of 
their provider licence conditions. 

• Overall, data quality issues identified are not considered material, and plans are 
in place to address known limitations. 

• The Board is asked to delegate authority to the Finance & Performance Committee 
to approve the post-submission report, due to the timing of Board meetings.

Submission Timetable and Governance

• Submission window opens: 8 June 2026
• Initial submission deadline: 3 July 2026
• Validation and resubmission window closes: 17 July 2026
• Planned final submission date: 26 June 2026

National guidance requires Board-level scrutiny and sign-off. Given the timetable, the Trust 
Board will consider:

• a pre-submission report (this paper), and
• a post-submission report, to be reviewed by Finance & Performance Committee in 

July and then reported to the Board in September 2026.

Formal sign-off on the day of submission will be provided by the Chief Financial Officer.

Summary of Submission Requirements

United Lincolnshire Teaching Hospitals NHS Trust (ULTH)
• Submission of patient-level costing data across 60 monthly files, covering inpatient, 

outpatient, emergency, critical care, high‑cost drugs and devices, and specified 
diagnostic services.

• Patient-level data will represent around 80% of total operating expenditure.
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• Some community children’s nursing activity cannot yet be fully captured at patient 
level due to historical recording arrangements; this activity will be submitted in line 
with national guidance at aggregated level, avoiding the need for a formal exclusion.

• Certain national system dependencies (e.g. SDEC reporting) mean limited areas of 
non‑compliance, which will be transparently disclosed.

Lincolnshire Community Health Services NHS Trust (LCHS)
• Submission of 48 monthly files of patient-level data, including community care 

contacts, admitted and non‑admitted patient care, emergency care, and high‑cost 
drugs.

• Non‑NHS services (e.g. child health information services, home delivery of drugs) are 
excluded in accordance with national rules.

• Sexual Health Services will be submitted at aggregated level, as permitted by 
guidance.

• Patient-level costing is also expected to cover approximately 80% of operating 
expenditure.

Data Quality, Mapping and Assurance

Previous differences between costing-system activity and national datasets have been 
reviewed. Activity mapping and coding, particularly for Community Services Care Contacts, 
has been updated to ensure a more accurate and complete representation of services 
provided. NHS England’s national costing assurance programme highlighted several outlier 
indicators; the majority have now been resolved. Remaining areas are under active review 
and will be fully documented in the post‑submission report. Importantly, national outliers do 
not necessarily indicate incorrect data, but differences from national averages that require 
explanation.

Risks and Mitigations

Risk Mitigation
Early national submission deadline Detailed project plan and early internal deadlines
System or data issues late in the 
process

Senior oversight, documented assurance log, regular 
escalation

Partial patient-level coverage in 
limited areas

Use of permitted aggregated submissions and 
transparent disclosure

Overall delivery risk is assessed as low but acknowledged, given the compressed timetable.

Recommendation

Trust Board is asked to note the following:

• The national requirements and submission timetable for the 2025/26 National Cost 
Collection.

• The data quality issues identified are not material and are being appropriately 
managed.

• Approve the delegation of authority to the Finance & Performance Committee to 
review and approve the post‑submission report on behalf of the Board, in line with 
NHS England guidance.
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Meeting Lincolnshire Community and Hospitals Group 
Board

Date of meeting 05 May 2026
Agenda item number 10.1

People Committee Upward Report of the meeting held on 10 March 
2026

Accountable Director Claire Low, Group Chief People Officer

Presented by Vicki Wells, Non-Executive Director 

Author(s) Kwame Mensa-Bonsu, Deputy Director of 
Corporate Affairs

Recommendations / 
decision required 

The Group Board is asked to:

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

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
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

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
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:

03 March 2026

Report from: People Committee

Report from 
meeting held on:

10 March 2026

Quoracy 
requirements met:

Yes

1.0  Purpose of the report

1.1 This report sets out the items of business considered by the People 
Committee at its meeting held on 10 March 2026 including assurances 
received and those matters which the Committee wish to escalate to the 
Group Board. 

1.2 The meeting was truncated to accommodate a workshop that had been 
arranged for a comprehensive annual BAF workshop review to be 
undertaken. 

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 Objectives 2a:

a) Committee Performance Dashboard 
b) Education Oversight Group Upward Report
c) Safer Staffing Medical 

The Committee reviewed the Education Oversight Group upward report and 
noted the positive data highlighted in the report. The Group at the end of 
January 2026 reported core learning compliance to be above the 90% KPI 
target. LCHS achieved 95.75% compliance, while ULTH achieved 93.30% 
compliance in January 2026 both of which were above target.

Work continued with subject matter experts (SMEs) to align to national 
packages for ULTH in line with the national review work, as reported in previous 
months. Only Safeguarding training remained a local module, although this was 
more closely aligned to the revised national content anticipated to be published 
in April 2026.

In January 2026, compliance with the Infection Prevention and Control training 
module at ULTH was at 89.53%, which was marginally below the 90% 
compliance threshold. The report noted that compliance with the IPC training 
module was at 85% in December 2025.
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The Committee noted that compliance for new starters continued to be low and 
was at 68.14% in January 2026. The Committee noted that new starters had a 
3-month window to complete their statutory and mandatory training 
requirements. Though it was known that non-compliance decreased patient 
safety, and impacted on regulatory and reputational risks, steps were being 
taken to assess the full impact of the issue in collaboration with subject matter 
experts. Update on progress on this work would be included through the 
Education subcommittee report to People Committee.
  
The report noted that CPD spending trends remained consistent, with 
allocations across nursing, Allied Health Professional, and multidisciplinary 
courses. LCHS reported 91% spend utilisation, worth £367k out of a CPD 
allocation of £401,508.84 in 2025/26. ULTH reported a 77% spend utilisation, 
worth £845k out of a CPD allocation of £1,100,409 in 2025/26. 

In terms of Apprenticeship Levy Utilisation, the report stated that a total of 38 
completion payments were recorded in the month of January 2026 across the
Group. These payments included 26 x Registered Nurse Degree Apprentices 
and 8 x Senior Leaders, resulting in a total of 658 live learners currently on 
programme across the Group. In total there have been 893 apprenticeship 
completers since the commencement of the apprenticeship levy.

The Education Oversight report noted that the ‘Progress on the Safe Learning 
Environment Charter’ was positive, with most objectives achieved and the 
remaining actions scheduled to be progressed. The report added that regarding 
the Band 2–3 uplift training, LCHS had completed the training programme and
ULTH was on track to complete the programme in June 2026 as scheduled.

The Committee was substantially assured by the Education Oversight Group 
Upward Report

Assurances in respect of Objectives 2b:

a) Workforce Strategy Group Upward Report 
b) Workforce Hub Upward Report
c) Patient Services Hub
d) National Staff Survey Feedback

The Workshop Strategy Group report stated that in January 2026, the 
sickness rate at LCHS improved from 8.1% in December 2025 to 6.7% for 
January 2026%. Sickness rates at ULTH declined to 5.9% in January 2026 
from 6.8% in December 2025. 

There were focussed actions and support to managers in place to mitigate 
and keep improving. This support included the new Absence Manager and 
two new Absence Coordinators who would work across both LCHS and 
ULTH to target interventions. The Absence Manager and their team would 
support with the future roll out of the new Group Absence Management 
Policy.
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To assess the impact of the sickness absence rates on patient safety and 
the quality of care in the Group, the Committee agreed that a referral be 
made to the Quality Committee for a review of incidents and the triangulation 
of reporting.

The report noted that appraisals within ULTH had seen a decline in month at 
81.75% and was not within target.

The Committee was reasonably assured by the Workforce Strategy Group 
report. 

The Workforce Hub report informed the Committee that seven colleagues 
remained at risk of redundancy due to organisational or limited suitable 
alternative employment options. Appropriate mitigations were being 
implemented including occupational health input and the ongoing exploration 
of potential roles across the Group. The Committee was informed that 
despite the mitigations, the potential of redundancy, subject to Remuneration 
Committee approval, was growing.

The Committee was assured by the Workforce Hub report. 

The Committee received a verbal update on the progress of the Patient 
Services Hub (PSH). The update informed the Committee that the PSH 
consultation document had been reviewed and approved by the Group’s 
Joint Negotiating Forum. 

The verbal update provided noted that feedback had been positive, in 
particular in respect of the additional PSH base at Pilgrim. The Committee 
were positive that there may not be any redundancies because of the 
consultation due to the number of vacancies which had been ringfenced 
during the process.

The Committee was assured by the verbal update on the progress of the 
PSH.

Assurances in respect of Objectives 2c:

a) Culture and Leadership Group Upward Report

The Culture and Leadership Group Upward Report to the Committee focused 
on the progress of the flu vaccination campaign which was approaching its 
conclusion. The Committee was informed that ULTH and LCHS had 
performed exceptionally well and was currently ranked within the top five on
the regional flu vaccine leadership board. ULTH was placed 2nd while LCHS 
was placed 4th. These positions demonstrated significant engagement and 
operational coordination. The Committee noted that the aim was to secure 
the top spot by the close of the vaccination campaign.

The Committee was assured by the Culture and Leadership Group report. 
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Assurances in respect of other areas:

a) Chaplaincy Report 
b) Policy Position Update
c) Internal Audit Recommendations

The Committee received a report which included feedback on a recent 
Chaplaincy Engagement Survey. The report informed the Committee that more 
responses than expected had been received from a wide demographic of 
Lincolnshire. The feedback indicated that there was a misconception among 
the staff and patients of what other very beneficial services the Chaplaincy 
could offer, outside of ‘faith’. 

The Committee was assured by the proposed actions which would be 
implemented to increase awareness of Chaplaincy Team’s offer, improve the 
team’s facilities and provide the team’s members with the appropriate 
healthcare training.

The Committee received and noted the position in respect of the Policies and 
the internal audit recommendations.

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 on the following matter for escalation to the Group 
Board:

a) None

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

5.1 The Committee comprehensively reviewed the BAF working through each of 
the objectives, controls and assurances for which the Committee has 
oversight.  A full refresh was completed and the details of this would be 
captured within the BAF when it was presented at the April Committee.  

6.0     Group Board Action Required
  

6.1 The Group Board is asked to:

• note the discussions and assurance received by the People Committee.
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Vicki Wells, Non-Execuitve Director (Chair)
10 March 2026 
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Meeting Lincolnshire Community and Hospitals Group 
Board

Date of meeting 05 May 2026
Agenda item number 10.1

People Committee Upward Report of the meeting held on 21 April 
2026

Accountable Director Claire Low, Group Chief People Officer

Presented by Vicki Wells, Non-Executive Director 

Author(s) Kwame Mensa-Bonsu, Deputy Director of 
Corporate Affairs

Recommendations / 
decision required 

The Group Board is asked to:

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

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
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

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
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



3

Board Committee Upward Report to the Group Board

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

03 March 2026

Report from: People Committee

Report from 
meeting held on:

21 April 2026

Quoracy 
requirements met:

Yes

1.0   Purpose of the report

1.1 This report sets out the items of business considered by the People 
Committee at its meeting held on 21 April 2026 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 Objectives 2a:

a) Committee Performance Dashboard 
b) Safer Staffing Medical 
c) Safer Staffing Nursing
d) Education Oversight Group Upward Report

The Committee received the Committee Performance Dashboard and noted 
that in March 2026, the highlights were that:
o the vacancy rate at ULTH was at 6.74% against a Q4 target of 10.60%; the 

vacancy rate at LCHS was 11.41% against a Q4 target 10.00%.
o the turnover rate at ULTH was at 8.34% against a target of 9.00%; the 

turnover rate at LCHS was at 9.00% against a target of 9.00%.
o the sickness rate at ULTH was at 5.45% against a Q4 target of 4.50% - It 

was noted that health and wellbeing would continue to be a focus in 2025/26 
and supporting staff to remain well and at work would be a priority; the 
sickness rate at LCHS was 6.48% which is outside of the Q4 target of 4.50% 
- there was work ongoing to maximise the recently appointed absence 
management team to support managers and understand the data insights 
to support action planning.

o the in-month ULTH appraisal rate was 81.24% against a Q4 target of 
90.00%; the in-month LCHS appraisal rate was at 92.28% against a Q4 
target of 90.00%. Work continued to educate leaders on the process 
required to update ESR, including the use of ‘how to’ guides/sessions and 
utilising reporting to identify and support areas of low completion.
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The Committee was assured by Committee Performance Dashboard.

The Committee received the Safer Staffing Medical report and noted the 
following for February 2026:
o in ULTH medical and dental vacancy rate was at 9.34%; in LCHS the 

medical and dental vacancy rate was at 14.6%.
o in ULTH the turnover rate was at 6.30% and the area with the highest 

turnover continued to be Medicine Care Group with speciality medicine 
having a turnover of 12.30%; in LCHS the turnover rate was at 2.98%.

o in ULTH the sickness rate was at 2.93% which had increased slightly to the 
highest rate seen over the last 12 months. Surgery was the Care Group that 
had seen the most significant increases.

o In ULTH the appraisal rate was at 95 in March 2026; in LCHS the appraisal 
rate was at 100%. 

The Committee noted the work that had continued with the Care Groups and 
the Medical Workforce team to understand the issues related to the significant 
medical and agency spend variance.  

The Safer Staffing Medical report provided the Committee with reasonable 
assurance on the current staffing figures for the Group, and limited assurance 
related to the position of Care Group-driven spend on medical temporary 
staffing. 

The Committee received the Safer Staffing Nursing report and noted that 
staffing levels remained safe overall, with appropriate mitigations in place 
where pressure was identified. The areas highlighted by the report as requiring 
continued oversight, were ULTH unregistered staffing, Community Nursing 
workforce fragility, AHP shortages and diagnostic risk in Sonography. The 
Committee noted the ongoing actions and workforce initiatives to strengthen 
resilience across all services.

The Committee was assured by the Safer Staffing Nursing report. 

The Committee reviewed the Education Oversight Group upward report and 
noted the positive data highlighted in the report. The Group at the end of 
February 2026 reported core learning compliance to be above the 90% KPI 
target. LCHS achieved 95.83 compliance, while ULTH achieved 93.28% 
compliance in February 2026 both of which were above target.

The Committee noted that compliance for new starters continued to be low and 
was at 64.17%% in February 2026 new starters have a 3 month window to 
complete to statutory and mandatory training. Though it was known that non-
compliance increased patient safety.  regulatory or reputational risks steps were 
being taken to assess the full impact of the issue in collaboration with subject 
matter experts. Update on progress on this work will be included through the 
Education sub committee report to People Committee.
  
The report noted that CPD spending trends remained consistent, with 
allocations across nursing, Allied Health Professional, and multidisciplinary 
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courses. LCHS reported 99% spend utilisation, worth £397k out of a CPD 
allocation of £401,508.84 in 2025/26. ULTH reported a 87% spend utilisation, 
worth £960k out of a CPD allocation of £1,100,409 in 2025/26. 

In terms of Apprenticeship Levy Utilisation, the report stated that a total of 26 
completion payments were recorded in the month of February 2026 across the
Group. These payments included 13 x Senior Leaders and 6 x Team Leaders, 
resulting in a total of 603 live learners on programme across the Group. In total 
there have been 970 apprenticeship completers since the commencement of 
the apprenticeship levy.

The Committee was substantially assured by the Education Oversight Group 
Upward Report

Assurances in respect of Objectives 2b:

a) Workforce Strategy Group Upward Report 
b) Workforce Hub Upward Report
c) National Staff Survey Update
d) Freedom to Speak Up Quarterly Update and Annual Report

The Committee received the Workforce Strategy Group and noted that 
overall workforce performance remained stable, with the majority of key 
metrics within target and effective controls in place. Vacancy rates across 
LCHG were broadly within tolerance, with expected movement in Quarter 
four, turnover remains within acceptable levels, and sickness absence had 
shown improvement at LCHS. 

Core mandatory training compliance remained above target, and job 
planning compliance had improved to 85% for 2025/26, with remaining gaps 
managed through mediation processes.

The Committee was assured by the Workforce Strategy Group report. 

The Workforce Hub report reiterated to the Committee that seven colleagues 
remained at risk of redundancy due to organisational or limited suitable 
alternative employment options. Appropriate mitigations were being 
implemented including occupational health input and the ongoing exploration 
of potential roles across the Group. The Committee was informed that 
despite the mitigations, the potential of redundancy, subject to Remuneration 
Committee approval, was growing.

The Committee was assured by the Workforce Hub report. 

The Committee received the 2025/26 National Staff Survey Update and 
noted that 6,528 members of staff responded to the survey questionnaire, 
representing 49% of ULTH staff and 68% of LCHS staff. The Committee was 
informed that the high-level results had been shared across the Group after 
the national embargo on publication was lifted in March 2026. 
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The update noted that the plan was to organise individual care 
group/directorate focused interactive workshops between 20 April – 01 May 
2026. At these workshops, care group/directorate leadership would be able 
to listen and interact with their staff to understand their experiences, and work 
with them to shape meaningful improvements.
 
By the end of each workshop, the expected output would be a clear culture 
plan for each care group or directorate, including three to five agreed actions. 
All care group/directorate culture plans would be collectively signed off by 
the Group Leadership Team membership and monitored through PRMs. 
Assurance reports on culture plans progress will be reported quarterly. 

The Committee was assured by the 2025/26 National Staff Survey Update.

The Committee received the Freedom to Speak Up (FTSU) Quarterly Update 
and 2025/26 Annual Report. The Committee was informed that following the 
announcement that the National Guardians Office (NGO) function would be 
transferred to NHSE there had been further communications. The 
communications was related to the advice that the NGO would be extended 
until the end of June 2026 to ensure the transition was finalised adequately.
In the interim the NGO would continue to collect the data required from 
Guardians.

The Committee was also informed that on staff survey dataset, there had 
been a national decline for this area.. The Guardians had decided to meet 
with the Guardians at Cambridgeshire Community NHS Trust to learn from 
as they were always top five in the staff survey output and bring any learning.. 

The Committee agreed on the need to raise of the profile of the Group’s 
Freedom To Speak Up Guardian function so that staff would have the 
awareness to utilise their services and noted the ongoing challenge in closing 
cases organisationally.   This data would be presented in PRM meetings 
going forward

The Committee considered the FTSU Annual Report and agreed that 
comments would be fed back outside the meeting with the final report 
presented in May.

The Committee was provided with assurance by the FTSU quarterly 
updateand limited assurance in relation to follow up actions..  

Assurances in respect of Objectives 2c:

a) Equality, Diversity and Inclusion Group Upward Report
b) Culture and Leadership Group Upward Report 
c) Employee Relations Activity
d) Employee Exclusions

The Equality, Diversity and Inclusion (EDI) Group Upward Report to the 
Committee focused on the following:



7

a. Workforce Disability Equality Scheme (WDES) Update – In relation to the 
first-year progress update on the WDES 3-year Action Plan: 19 actions 
had been completed and rated green, 6 actions were rated amber and 3 
actions rated blue. 

b. Workforce Race Equality Scheme (WRES) Update – In relation to the 
first-year progress update on the WRES 3-year Action Plan: 19 actions 
had been completed and rated green, 3 actions were in place and 1 action 
was yet to commence. 

c. Reverse Mentoring Pilot Update - 30 applications had been received from 
the staff networks, and a significant number of Board members had also 
signed up to support the programme.

The EDI Group report also provided comprehensive updates on the progress 
of the Group’s Staff Networks.

The Committee was assured by the EDI Group upward report. 

The Culture and Leadership Group Upward Report to the Committee focused 
on the progress of the Group OD/HR Harmonisation Progress with work to 
create single policies and align culture, values and the appraisal processes 
in ULTH And LCHS. 

The report also updated on the health and wellbeing provision in the Group 
and noted that there had been an increased uptake of the Employee 
Assistance Programme (EAP) across both ULTH and LCHS. This increase 
was positive, as it indicated that colleagues were being effectively signposted 
to the appropriate support provision and were confident in accessing it when 
needed. The top three themes from those accessing the provision were 
‘anxiety’, ‘low mood’, and ‘bereavement’ but a new emerging theme across 
the Group was related to ‘change in role’. 

The Committee was assured by the Culture and Leadership Group report. 

The Employee Relations (ER) Activity report stated that ER performance 
continued to strengthen ULTH. Since the introduction of the case review 
process in May 2025, there had been sustained progress, increased 
consistency, and a more proactive approach to resolving complex workforce 
matters.

The report stated that 211 cases had been closed between May 2025 and 
February 2026, reflecting a significant uplift in throughput and a more 
disciplined approach to case management. Medicine and Surgery Care 
Groups accounted for the highest volume of closures, with concentrated ER 
support in Medicine delivering clear, measurable improvement.

Overall, the use of informal, just culture approaches was increasing, and 
tribunal exposure remained relatively stable. Some delays remained, but 
actions and new People Directorate resources were strengthening future 
sustainability.
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The Committee was assured by the update on the ER performance.

The Committee received the Group Employee Exclusions update which 
highlighted the progress achieved in reducing exclusion duration, 
strengthened governance arrangements and continued the improvements in 
case management practice. 
The Committee noted that overall, exclusion numbers across the Group 
remained low and stable, with seven live exclusions within ULTH and one 
within LCHS at the end of March 2026. 

The Committee was substantially assured by the report which noted that 
effective controls were in place, progress continued to be made in reducing 
both the duration and impact of exclusions, and governance arrangements 
were operating as intended to support timely, consistent and proportionate 
case management across the Group.

Assurances in respect of Objectives 2d:

a) Flu Vaccination Programme - Recognition of Achievements
b) Triple AAA Training Programme
c) Staff Achievements
d) Communications and Engagement Dashboard

The Committee received the report titled ‘Flu Vaccination Programme - 
Recognition of Achievements’. The report was focused on the winter 
vaccination campaign which concluded on 31 March 2026 after a 26-week 
campaign. 

The report stated that 58% of ULTH staff were vaccinated, while 57.03% of 
LCHS were vaccinated. These results represented a total of 7199 
vaccinations across Group in 2025/26 as opposed to the 5186 vaccinated 
across Group in the 2024-25 campaign. The Committee noted that this 
surpassed the stretch targets of 50% for ULTH and 55% and LCHS. 

The report noted that the success of the campaign could be attributed to 
several key factors, including the:
o engagement with internal dashboards and collaboration with our 

occupational health and bank staff. 
o strong support from the health and well-being substantive team – this was 

instrumental, along with the backing from the Senior Leadership Team.
o dedication, commitment and hard work of all teams involved, 

demonstrating a collaborative approach to maximising vaccination rates. 

The Committee extended its appreciation to Leanne Belton and the Health 
and Wellbeing Team, and all the other teams who had worked hard to 
successfully conclude the 2025/26 Winter Flu Vaccination Campaign by 
beating all targets.  
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Assurances in respect of other areas:

a) Staff Story
b) Board Assurance Framework
c) Risk Report including Risk Register
d) Internal Audit Recommendations

The Committee received a Staff Story which was focused on the actions which 
were implemented during the recently concluded 2025/26 Flu Vaccine 
campaign. The campaign concluded with ULTH securing 1st position regionally 
for uptake and LCHS securing 3rd position regionally for uptake. 7199 
vaccinations were delivered to staff across the Group wide, amounting to 
57.69% of staff members.

The Committee was updated on the actions to focus resources on problem 
areas of the Group and overcome vaccine myths or hesitancy to successfully 
conclude the campaign. The Committee was informed that for the 2026/27 Flu 
Vaccination campaign:
o vaccines had already been ordered for 2026-2027, with providers expected 

to deliver more vaccinations than in 2025–26.
o there would be a strong focus on reducing health inequalities, improving 

uptake in underserved groups, and addressing unwarranted variation.
o the aim was to ensure that the majority of vaccinations should be completed 

by the end of November 2026, while continuing to offer vaccination up to 31 
March 2027 where needed.

The Committee was substantially assured by the Staff Story on the 2025/26 
Flu Vaccine campaign and the preparations for the 2026/27 campaign.

The Committee received and noted the position in respect of the Board 
Assurance Framework, Risk Report and the internal audit recommendations.

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
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4.1 The Committee agreed on the following matter for escalation to the Group 
Board:

a) The Committee extended its appreciation to Leanne Belton and the 
Health and Wellbeing Team, and all the other teams who had worked 
hard to successfully conclude the 2025/26 Winter Flu Vaccination 
Campaign by beating all targets.  

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 People Committee.

Vicki Wells, Non-Execuitve Director (Chair)
21 April 2026 
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People Committee
Terms of Reference

1. Authority

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

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

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

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

2. Purpose of the Committee

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

The relevant group strategic aim and objectives assigned to the People Committee for 2026 
/ 27 are:

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

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

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

• Objective 2c: Nurture compassionate and diverse leadership

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

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

The following roles will be routine attendees at the Committee:
• Group Deputy Chief People Officer
• Group Deputy Director of People (HR)
• Group Deputy Director of People (OD) Director of Corporate Affairs or their 

representative

An invitation to attend will be offered by the committee chair to:
• Chief Integration Officer (as required)
• Chief Operating Officer (as required)Group Deputy Chief Clinical Governance Officer 

(as required) 
• Chair of reporting groups (as required)
• Divisional Representatives (as required)
• Freedom to Speak Up Guardians (as required)
• Guardian of Safe Working (as required)

4. Attendance and Quorum

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

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

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

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

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

Observers will be permitted as agreed by the Chair.
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5. Frequency

The committee will meet monthly.

6. Specific Duties

The People Committee will:

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

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

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

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

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

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

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

• Have oversight, at a high level, of all redundancies in the Group.

7.     Administrative support

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

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

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

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

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

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

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

9. Monitoring effectiveness and Compliance with Terms of Reference

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

10. Review of Terms of Reference

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

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

Approved: May 2026

Approved by: Group Board

Next Review Date: April 2027



Annual Report to the Board from the People Committee 2025/26

 ROLE OF THE COMMITTEE 

In 2025/26, in line with all other Committees of the Board, the Terms of Reference 
were reviewed and amended.  Under the agreed terms of reference, the People 
Committee was tasked as follows: 

The People Committee will:

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

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

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

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

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

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

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

MEETINGS 

The Committee met monthly during the year and after each meeting provided an 
assurance report to the Group Board.

The Committee continued to deliver a full agenda through the submission of 
questions, by Committee members, ahead of the meeting which were responded to 
during the meeting.



MEMBERSHIP AND ATTENDANCE

The Committee is appointed by the Board from amongst the Non-Executive Directors 
of the Trust.  During 2025/6 the Committee was chaired by Ms Vicki Wells.  

Details of the Committee’s membership and attendance during 2025/26 is set out 
below: 

Non-Executive Director (Chair)
Non-Executive Director (Deputy Chair)
Associate Non-Executive Director
Group Chief People Officer
Group Chief Nursing Officer
Group Chief Medical Officer 

A denotes Apologies given
D denotes Deputy in attendance

Members 11 
Apr

2025

21 
May
2025

24 
June
2025

14 
July
2025

12 
Aug 
2025

09 
Sept 
2025

14 
Oct 

2025

11 
Nov 
2025

09 
Dec 
2025

13 
Jan 

2026

09 
Feb 
2026

10 
Mar 
2026

Non-Exec Director 
(Vicki Wells - Chair)

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

Non-Executive 
Director, LCHS
(Gail Shadlock)

X X

Non-Executive 
Director (Duncan 
French)

A A A

Non-Executive 
Director (Jim 
Connolly)

X X A X X X X X X A

Associate Non-
Executive Director 
(Paul Marsden) 

X X A X

Group Chief People 
Officer

D X X X X X D X X X X X

Group Chief Medical 
Officer

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

Group Chief Nurse X X X X X X X X X X D X



REVIEW OF BUSINESS

The People Committee followed a programme of work for the 2025/26 year. 

The People Committee has been responsible for the oversight of the following 
strategic objectives of the Trust in 2025/26:

• 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

During 2025/26 the Committee has utilised the Board Assurance Framework (BAF) 
to provide focus to the meetings and ensure alignment of the agenda to the elements 
of the BAF.  The strategic objectives at the beginning of the year (April 2025) were 
rated as follows:

Objective 2a – AMBER
Objective 2b – AMBER
Objective 2c – AMBER
Objective 2d – AMBER

Through the year the Committee continued to receive reports offering assurance 
against the strategic objectives.  The Committee undertook significant reviews of the 
BAF and associated assurances resulting in the objectives being rated as follows at 
the end of the year (March 2026):

Objective 2a – GREEN
Objective 2b – AMBER
Objective 2c – AMBER
Objective 2d – AMBER

In March 2026, the Committee undertook a comprehensive review of the Board 
Assurance Framework.  

OVERVIEW

The People Committee has offered a level of assurance to the Board on people and 
organisational development.  The Committee has reported its progress to the Board 
through upward assurance reports, reporting progress against the delivery of the 
work plan as defined by the terms of reference, through this annual report.



The work programme for the Committee has focused on the workforce across the 
Group as well as developing the Group to be an employer of choice and research 
and innovation.  

The Committee has been well attended by members throughout the year, and the 
Chair has been actively involved in the agenda setting alongside the Group Chief 
People Officer.  

Other key areas of focus of the Committee have included:
• Freedom to Speak Up
• Guardians of Safe Working 
• Safer Staffing
• Culture and Leadership Programme
• Education 
• Staff Survey 

During 2025/26 the reporting groups continued to provide streamlined reporting and 
further assurances to the Committee.  

The reporting groups are:
• Workforce Strategy Group 
• Education Oversight Group 
• Equality, Diversity and Inclusion Group 
• Culture and Leadership Group

The Committee has received the Committee Performance Dashboard which 
continues to develop as a Group document to provide consistent reporting across 
the organisations and provided clear oversight of the reporting metrics.

Reporting continued to be received from both the Freedom to Speak Up Guardian 
and Guardian of Safe Working to the Committee which demonstrates the Groups’ 
commitment to supporting staff to be able to raise concerns to be addressed.  

Regular reports are received by the Committee with attendance at the Committee 
meetings by both Guardians to ensure that appropriate assurances are received and 
where necessary escalations made.  Where escalations have been made by the 
Guardians, to the Committee, clear actions have been assigned and taken to support 
the Guardians in their work. 

The annual Gender Pay Gap reports were presented to the Committee showing 
improvement across both organisations and 3-year action plans in place to support 
parity moving forwards.  



Updates were received in respect of recruitment and vacancy rates with the 
Committee receiving updates in respect of vacancy control processes to support 
management of the financial position of the Group.  

Risks 
The BAF and Corporate Risk Register have been reviewed at the Committee on a 
monthly basis identifying where updates have been required based on assurances 
received at the Committee.

Performance Review 
The Committee reviews performance against the agreed Key Performance Indicators 
(KPIs) and the actions being taken to recover where necessary.  The KPIs monitored 
by the Committee cover vacancies, staffing levels, staff training and development, 
staff health and wellbeing, sickness absences and equality diversity and inclusion.  
The metrics presented within the report have been reviewed to ensure that the 
information presented offers a clear position on the performance of the Group. 

At each of the meetings held during 2025/26 the Committee considered all aspects 
of the performance report and were able to identify and seek further assurance on 
KPIs where concerns were identified.  Significant scrutiny of the KPIs was 
undertaken through the Workforce Strategy Group enabling the Committee to be 
directly sighted on areas of concern and to be assured on actions being taken to 
address those.

In relation to the Guardian of Safe Working (GSW) report, the Committee received 
the progress updates in relation to the requested actions from the GSW’s 
escalations. The actions which had been completed included those around study 
leave and exception reporting, while actions in relation to the development of rest 
spaces for resident doctors continued to be progressed through the Estates team’s 
Space Group. 

In August 2025, the Committee requested an executive action be taken to discuss 
and better understand the impact the lack of rest spaces for resident doctors was 
having in order to support resolution of the issue.

In September 2025, the Committee supported the actions being taken in relation to 
NHSE’s10-point plan for improving resident doctors working lives. In December 
2025, the Committee received a report which demonstrated the progress made 
against elements of the 10-point plan and noted the ongoing work to address the 
areas identified by the plan. The Group was required to submit the progress update 
to NHSE in December 2025.  

The Committee received regular updates on the work supported by the Group 
Leadership Team to promote the Group’s ‘Values and Behaviour Framework’. The 



Framework underpinned the actions to ensure that there was equality across the 
Group and was launched on 01 October 2025.

In April 2025, the Committee received and approved the Group’s equality objectives 
for 2025/26 and received regular updates on the progress made against those 
objectives.  

In July 2025, the Committee received, with assurance, the Workforce Race Equality 
Standards (WRES) Annual Report and Action Plan, Workforce Disability Equality 
Standards Annual (WDES) Report and Action Plan and Equality, Diversity and 
Inclusion (EDI) Annual Report and Action Plan. The Committee reviewed and 
supported the improvement actions included within the action plans and also noted 
that the Group’s staff networks would be supporting the implementation of the action 
plans.  

In November 2025, the Committee received with substantial assurance, an update 
on actions being taken in respect of tackling racism, with work underway as part of 
the EDI programme and objectives.

In February 2026, the EDI Upward report provided the Committee with significant 
assurance about the progress of the EDI agenda in the Group. The report informed 
the Committee that EDI objectives have been fully embedded into Group Board 
appraisals, which completes a long-standing requirement within both High Impact 
Action (HIA) and Equality Delivery System (EDS) Domain 3. 

Within HIA 6 (anti-bullying and harassment), the organisation has completed a 
comprehensive review of all bullying and harassment data across all protected 
characteristics, an expansion from previous years that focused only on disability and 
ethnicity. This now forms part of business-as-usual monitoring for the Group, and 
follow-up actions will align with the new Group EDI strategy.

In April 2025, the Committee received a report which offered an update in respect of 
the work being undertaken to support the Estates and Facilities teams. The 
Committee recognised the high turnover within the Estates Directorate due to the 
impact of the roles, such as housekeeping and the engineering-based jobs, on an 
ageing workforce. The Committee noted that apprenticeships were being considered 
in respect of the engineering-based roles to support the future workforce.

In May 2025, the Committee received an Education Oversight Group (EOG) Upward 
report, with assurance, which noted that statutory and mandatory training 
compliance was at about 90% of KPI for 2024/25.  Continuing Professional 
Development (CPD) spend was also noted as fully allocated and reconciled for 
2024/25.



Through 2025/26, the Committee received regular EOG Upward reports which 
assured Committee members that statutory and mandatory learning compliance was 
above the 90% target.  

In August 2025, the Committee noted in the EOG Upward report that CPD funding 
had been confirmed for both Trusts with spending plans in place. The Committee 
was also assured in August 2025, that the apprenticeship levy was being fully 
utilised across the Group with further steps being taken to promote the 
apprenticeship offerings in the Group.

In September 2025, the Committee noted that a deep dive undertaken by the EOG in 
respect of statutory and mandatory training compliance had highlighted that the rates 
for medical and dental colleagues and doctors remained lower than required.

The Medical Education update in September 2025, highlighted the improvements in 
medical education in Surgery, Obstetrics, Gynaecology and Medicine. These 
improvements had been recognised by NHS England and Health Education England 
after visits to relevant sites in the Group. The Committee also noted and supported 
the work being undertaken locally to resolve the persistent cultural challenges 
around the medical education provision.  

The Committee has continued to receive and discuss regular reports in respect of 
Safer Staffing for Nursing and Allied Health Professional staff with moderate levels of 
assurance continuing to be offered to the Committee.  The Committee noted the 
actions being undertaken to recruit a ‘sickness manager’ to manage high sickness 
levels, as well as the actions being implemented to reduce nursing bank and agency 
use in the Group. 

In November 2025, the Committee was updated on the introduction of ‘sickness 
absence coordinators’ to provide enhanced support for areas of concern.  In 
December 2025 the Committee was informed that a ‘Sickness Absence Manager’, 
due to commence January 2026, had been recruited to support full and 
comprehensive implementation of the Group Managing Attendance Policy. The 
Policy was due to go live in April 2026.

In May 2025, the Committee received a Safer Staffing for Nursing report with 
assurance, which noted that safe care compliance had improved to 90% and that a 
reduction in harms from falls had been seen in the community.

In February 2026, the Committee received a Safer Staffing for Nursing report with a 
reasonable level of assurance, which highlighted a development in relation to an 
update to Annex 20 of the NHS Terms & Conditions Handbook in January 2026. The 
update was to clarify that the Band 5 to Band 6 progression mechanism applies not 
only to midwifery, but also explicitly to nursing and allied health professions (AHPs).



The effect of this clarification is that Band 5 graduate entry roles are required to be 
reviewed via Job Evaluation between 12- and 24-months post‑qualification and 
addressed longstanding concerns that nursing progression has been inconsistently 
applied across the NHS.

The Committee, through the year, received monthly Medical Safer Staffing reports 
which provided significant levels of assurance to the Committee’s members.  The 
monthly reports provided Committee members with an overview of the Medical and 
Dental staffing capacity, training and appraisal compliance, temporary staff use, 
vacancies and sickness levels. The Committee also noted the actions being 
implemented to reduce medical bank and agency use in the Group.

The Committee received regular Culture and Leadership Group Upward reports 
which noted the work being undertaken by the Group Leadership Team to keep the 
staff informed of developments in the Group working arrangements. The Committee 
supported the development of the 2024/25 Staff Survey action plan and monitored 
the progress against the actions in the action plan.

In August 2025, the Committee reviewed the Culture and Leadership Group Upward 
report and recognised the decrease in morale for staff in the Community. The 
Committee supported the work being undertaken in various fora to support and 
improve the morale of the staff in the Community.  

In July 2025, the Committee received a verbal update on the NHS and System 
People Plan which noted the change in position due to the national direction of travel 
in respect of Integrated Care Board (ICB) cluster footprints and the NHS 10-year 
plan. The Committee was supportive of the development of a local People strategy 
across the Group, aligned to the 10-year plan.

In August 2025, the Committee reviewed the commencement of the Nursing 
Establishment Review and recognised the volume of work undertaken. 

In August 2025, the Committee also received and reviewed the Annual Medical 
Revalidation reports for both Trusts in the Group. The Committee recommended the 
reports to the Group Board for approval. 

The August 2025 Workforce Hub Upward report to the Committee assured members 
that staff still awaiting redeployment were not at risk of redundancy and colleagues 
were being supported to find suitable roles. Supportive actions including wellbeing 
support and interview preparation had also been put in place to help staff who 
needed to redeploy or change roles due to the establishment of the Group working 
arrangements. The Committee supported the steps being taken to ensure that staff 
were adequately supported through the redeployment activities.



In September 2025, the Committee received a Workforce Hub Upward report which 
updated on the progress achieved against 2025/26 Workforce Plan and was not 
assured that the objectives of the Plan would be achieved. The Committee asked to 
be sighted on the action plans in place to achieve trajectory.

In August 2025, the Committee received an update on Health and Wellbeing Offer in 
the Group and noted the health and wellbeing provision across the Group. The 
Committee supported the work taking place to ensure that the provision was 
consistent across the Group.  

In October 2025, the Committee received an update on the National Nursing Job 
Profiles work which had commenced in the Group in June 2025. The Committee was 
assured by the work being undertaken with the expectation that this work would be 
completed in May 2026.  

In January 2026, the Committee received a progress update on the National Nursing
Job Profiles work. The Committee reviewed the report and expressed concern about 
the potential risks associated with the scale of the job evaluation process and the 
capacity of the evaluation team to undertake the project. The Committee noted that 
steps were being taken to review the capacity and capability of the job evaluators to 
conduct the project, including assessing whether resources can be shared among 
neighbouring NHS employers to progress the project. The Committee also 
recommended that there should be a clear communication effort around the job 
evaluation process to manage expectations.  

The Committee noted the formal launch of the Sexual Safety Charter in September 
2025. The Committee was assured of the firm Executive level commitment around 
the actions which needed to be implemented to embed the Charter’s requirements in 
the Group.

In January 2026, the Committee reviewed the draft report for the 2025 Staff Survey 
and noted that 49% of ULTH staff responded, against a 36% response rate in 2024.  
68% of LCHS staff responded, against a 55% response rate in 2024. The Committee 
will receive the published full report in March 2026. The Committee noted the slight 
declines in all but one of the People Promise scores for ULTH and LCHS, and the 
improvement actions which were going to be developed.  

The Committee, in January 2026, received the Freedom To Speak Up (FTSU) 
Report, which included updates on the new digital anonymised reporting tool which 
was is in the final stages of development and the actions being implemented to 
improve staff engagement with the FTSU Guardian (FTSUG).  

The Committee received a Staff Story in January 2026, which focused on the 
Group’s commitment to supporting employees who are affected in any way by 
menopausal symptoms. The Committee was assured by the steps being taken to 



educate and support managers so that employees reporting issues due to the onset 
of perimenopause or menopause are treated fairly and given the appropriate 
support. 

In February 2026, the Culture and Leadership Group Upward report informed the 
Committee that the Group’s Menopause Service for staff continued to grow month on 
month, with a substantial referral pipeline and positive feedback.

In February 2026, the Committee received a Staff Story from a registered nurse who 
began her working career in the retail sector before switching to the NHS due to 
family reasons. The registered nurse joined ULTH as a housekeeper and then 
became a healthcare assistant, before qualifying as a nursing associate. After 4 
years as a nursing associate, she undertook the ‘top-up’ course to become a 
registered nurse. The registered nurse is on the same ward as she was employed as 
a housekeeper and is working with the Group’s Talent Academy to support their 
work developing talents in the organisation.    

In February 2026, the Committee was informed that the Patient Services Hub 
consultation was closed on 20 January 2026 and the final proposals for the initiative 
was being developed. 

In February 2026, the Committee also noted that the People Directorate consultation 
on its structure closed on 09 January 2026, with a plan to communicate the final 
structures later in January 2026.

In March 2026, the Committee received report which provided feedback on a recent 
Chaplaincy Engagement Survey. The report informed the Committee that more 
responses than expected had been received from a wide demographic of 
Lincolnshire. The feedback indicated that there was a misconception among the staff 
and patients of what other very beneficial services the Chaplaincy could offer, 
outside of ‘faith’. The Committee was assured by the proposed actions which would 
be implemented to increase awareness of Chaplaincy Team’s offer, improve the 
team’s facilities and provide the team’s members with the appropriate healthcare 
training.
 
During 2025/26 referrals between the Board Committees were made in order to 
ensure that where necessary additional assurances were sought from the relevant 
responsible Committee, in areas where responsibility for assurance extended 
beyond the remit of a single committee.  A number of referrals were made during the 
year offering opportunities for the Committee to seek further assurances.

a. In June 2025, the Committee made a referral to the Integration Committee 
regarding the inconsistent availability of spaces for the development of rest 
spaces for resident doctors following escalation by the Guardian of Safe Working.



b. In November 2025, the Committee made a referral to the Quality Committee in 
respect of the incorrectly completed non-clinical Infection Prevention and Control 
(IPC) module by clinical staff.  The Committee was informed that 3600 clinical 
colleagues had incorrectly completed the level one non-clinical IPC module, 
rather than level two, which was intended for clinical colleagues. The Committee 
was concerned due to the potential risk associated with the completion of 
incorrect training.

In terms of focussed discussions, the Committee had:

a. a focused discussion (in April 2025) on Healthcare Support Worker (HCSW) 
vacancy and retention rates and noted that Allied Health Professional (AHP) and 
dental vacancy rates had seen a reduction which was positive.

b. a focussed discussion (in September 2025) in respect of Health and Wellbeing 
and the support in place for staff. The Health and Wellbeing work was being 
undertaken under the supervision of the Culture and Leadership Group. 

The People Committee is an essential element of the Group’s corporate governance 
structure. It works closely with the Audit Committee and the Chair of the People 
Committee is a member of the Audit Committee, which helps provide additional 
assurance on the adequacy of the Groups workforce.  The Committee received all 
internal audits relevant to its remit for consideration of the actions and oversight of 
the completion of these.



Agenda Item Oversight 
Group**

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

Committee Self Assessment Director of Corporate Affairs Deputy Trust Secretary X

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

(Draft)
X

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

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

Reporting Group Terms of Reference and 
Forward Reporting Schedules 

Chief People Officer Director of People and 
Organisational Development X

Committee (People) Performance Dashboard
to inc. Executive Scorecard

Chief People Officer Director of People and 
Organisational Development X X X X X X X X X X X X

Topical, legal and regulatory update Director of Corporate Affairs Deputy Trust Secretary X X X X
Staff Experience Story Chief People Officer X

Matter referred by Trust Board or other Board 
Committees

Director of Corporate Affairs Deputy Trust Secretary

Board Assurance Framework Director of Corporate Affairs

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

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

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

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

Executive Lead Executive Lead
X X

Progress against CQC improvement actions 
relevant to the Committee

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

Review of relevant internal & external audit 
reports

Director of Corporate Affairs Deputy Trust Secretary

Audit Recommendations Director of Corporate Affairs Deputy Trust Secretary
X X X X

People Strategy Chief People Officer Director of People and 
Organisational Development

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

Medical Education update Chief Medical Officer Assistant Director of Education
X X X X

10-point plan for improving Junior Doctor's 
working lives

Chief Medical Officer Assistant Director of Education
X X X

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

Medical Revalidation Chief Medical Officer Medical Director
X

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

Allied Health Professional compliance Chief Nurse Director of Nursing
X X X

Safer Staffing Medical Chief Medical Officer Business Manager to the 
GCMO

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

Vacancy Rates Chief People Officer Director of People and 
Organisational Development

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

Turnover Rates Chief People Officer Director of People and 
Organisational Development

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

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

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

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

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

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

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

Staff Survey feedback Chief People Officer Head of Organisational 
Development

X X X

National Staff Survey Feedback Chief People Officer Head of Organisational 
Development

X X X

Pulse Survey feedback Chief People Officer Head of Organisational 
Development

X X X X

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

X
Annual 
Report

X X X

Freedom to Speak Up Chief Executive Freedom to Speak Up 
Guardian

X
(Annual 
Report)

X X X

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

X

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

X

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

X

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

X

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

X

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

X 
(Draft)

X
(Final)

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

X

Modern Slavery Statement Group People Officer Equality, Diversity and 
Inclusion Lead

Sexual Safety Charter Group People Officer Deputy Director of People and 
Organisational Development

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

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

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

TBC

Workforce Strategy Group 2b X X X X X X X X X X X X
Education Oversight Group 2a X X X X X X X X X X X X
Equality, Diversity and Inclusion Group 2c X X X X X X
Culture and Leadership Group 2c X X X X X X X X X X X X

Business Items

Objective 2b - Empower our people to continuously improve and innovate

Risk and Assurance

To be added to the agenda as required

Matters Referred 

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

Quarter 1 Quarter 2 Quarter 3 Quarter 4

Upward Highlight / Exception Reports from Groups reporting to the Committee 

To be added to the agenda as required

Reporting from Divisions/Deep Dives

Green highlights are items which will sit within the Committee Scorecard  

Notes:

Strategy

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

Objective 2c - Nurture compassionate and diverse leadership

Objective 2d - Recognising our people through thanks and celebration 

Data not yet available - reporting to commence 2022/23
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Meeting Lincolnshire Community and Hospitals Group 
Board

Date of meeting 5 May 2026
Agenda item number 10.2
Report title National Staff Survey 2025 Results
Report purpose:

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

• Information

Accountable Director Claire Low, Group Chief People Officer
Author(s) Michael Du Rose, Associate Director of 

Culture & Wellbeing, Kerry Swift, Deputy 
Director of People

Prior approval process, if applicable Not applicable
Financial implications, if applicable Not applicable
Action / decision required The Board is asked to note the contents of 

the report.

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
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: 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:
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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Executive Summary
This report provides a detailed overview of the 2025 National Staff Survey (NSS) results 
across the Acute (ULTH) and Community (LCHS) organisations within Lincolnshire 
Community and Hospitals Group (LCHG). Participation has increased across both 
organisations, however, declines are evident in the overall Staff Engagement theme 
(Motivation, Involvement, and Advocacy) and in the Raising Concerns sub-theme. These 
areas are key contributors to the National Oversight Framework (NOF) and are therefore 
likely to impact NOF ratings for 2026/27, depending how other organisations have performed.

In total, feedback was received from 6,528 substantive colleagues across the Group, 
representing an increase of 1,723 responses compared to the previous year. Response rates 
improved across both organisations, with the Acute trust achieving a 49% response rate 
(5,018 respondents) and the Community trust achieving a 68% response rate (1,510 
respondents). Overall, the substantive staff response rate increased by 13% compared to 
2024. Both organisations now sit marginally above Picker’s average response rate for 
comparable organisations.

Despite improved participation, performance against key benchmarks has declined. The 
Acute organisation is ranked 47th out of 50 in the overall positive score league table (of those 
providers that use Picker), representing a deterioration from last year’s position of 44th. The 
Community organisation is ranked 7th out of 8, reflecting a one-place improvement from last 
year’s ranking of 8th.  With the exception of one measure, all NHS People Promise scores 
have declined across both organisations. In the Community organisation, the “We are a team” 
score remained stable at 6.9, while in the Acute organisation the “We are compassionate and 
inclusive” score was maintained at 7.0.  The declines in a number of areas reflects a similar 
position to both regional and national NSS results across the NHS.

The key metrics informing the National Oversight Framework (NOF) ratings are the Raising 
Concerns sub-scores and the Staff Engagement Scores (SES). Both metrics have declined 
in this year’s results across the Group, noting that higher scores indicate better performance. 
These results highlight areas requiring focused leadership attention and targeted 
improvement activity.

ULTH LCHS
2025 2024 2025 2024

Raising Concerns 5.9 6.1 6.6 6.9
Staff Engagement 6.4 6.6 6.8 7.0

Research from similar trusts who have already navigated group programmes, recommend 
one overarching organisational action plan, focusing on 1-4 key whole organisational 
themes/actions. The development of local actions plans for care groups/directorates should 
be encouraged and link to the organisational themes. 

Following the sharing of the results with ELT and GLT, workshops with social and operational 
decision makers have taken place to cascade the data, its context and obtain next step 
commitments  so that key operational leaders develop and take ownership of the local actions 
to champion in their areas to make the most impact, with the development of culture plans.  
The actions from the culture plans will be monitored through Performance Review Meetings 
(PRMs) with assurance reports on progress being upwardly reported to People Committee. 
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Introduction
This report provides an overview position of response rates to the National Staff Survey (NSS) 
for 2025. It highlights the initial response rates for both organisations, how they compare to 
2024 and our 2025 organisational position, together with a summary of the results. 

Background
The NSS 2025 was open from 6th October 2025 to 28th November 2025 over a 7-week period.  
This is a key staff engagement tool that captures how our people are feeling and is now one 
of the metrics that informs our NOF rating, based on the overall Staff Engagement Score (SES) 
determined by these survey results.

Key Messages
There was a marked improvement in the overall response rates across both parts of the Group 
for substantive staff. The final response rates across the Group are:

 Overall (Substantive) Trust
Final 

Response 
Rate

Total 
voices

% 
changes 

vs ‘24
National Staff Survey 2025 Acute 49% 5018 +13%
National Staff Survey 2025 Community 68% 1510 +13%
National Average for Acute Trusts 48%
National Average for Community Trusts 61%

Overall (Bank) Trust
Final Response 

Rate Total 
voices

% 
changes 

vs ‘24
National Staff Survey 2025 Acute 13% 151 12%
National Staff Survey 2025 Community 17% 36 -2%
National Average for Acute Trusts 15%
National Average for Community Trusts 21%

Picker league table
The league table shows how the overall positive score is ranked in comparison to the overall 
positive score of every other organisation that ran the NHS Staff Survey 2025 with Picker. The 
overall positive score is the average positive score for all positively scored questions in the 
survey. Acute is ranked 47 out of 50 in the position for the league table (for those organisations 
that completed using Picker) for the overall positive score, which is a declined score from last 
year (#44). The community was ranked 7 out of 8 in the same table which improved one 
position from last year (#8). 

The key metrics used for our NOF ratings are the raising concerns sub scores, along with the 
SES.  We have seen a decrease in both of these scores within this year’s results (a higher 
score is better in both categories).

ULTH LCHS
2025 2024 2025 2024

Raising Concerns 5.9 6.1 6.6 6.9
Staff Engagement 6.4 6.6 6.8 7.0
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        For ULTH, this is further broken down by Care Group/directorate for reference below.

 Organisation 
Overall 

Alliance Care 
Group Corporate 

Director of 
Estates & 
Facil 

Family Health 
Care Group 

Medicine Care 
Group 

Surgery Care 
Group 

Motivation sub-
score 6.9 6.9 6.8 6.8 7.1 7.0 6.9 

Involvement 
sub-score 6.5 6.6 7.0 5.8 6.6 6.5 6.2 

Advocacy sub-
score 5.8 6.0 5.8 5.7 6.0 5.7 5.7 

Overall 'Staff 
Engagement' 
Score 

6.4 6.5 6.5 6.1 6.6 6.4 6.3 

This is again broken down further by Care Group/directorate for LCHS.

      Organisation 
Overall Corporate Planned Unplanned 

Motivation sub-score 7.0 6.6 7.2 6.7 

Involvement sub-score 6.7 7.0 6.8 6.3 

Advocacy sub-score 6.6 6.3 6.8 6.5 

Overall 'Staff 
Engagement' Score 6.8 6.6 6.9 6.5 

Please see appendix 1 for a detailed staff engagement score heat map for both organisations 
that GLT are using to take action in their respective areas to support further targeted 
improvement schemes of work.

People Promise Mapping
All but one of the People Promise scores have declined in both organisations. In the community 
“We are a team” has remained the same (6.9) and in the acute, “We are compassionate and 
inclusive” has retained its score (7.0). A full breakdown of People Promise scores can be found 
in appendix 2.

Staff Engagement Sub-Theme
Staff Engagement Score (SES) overall, is made up of 3 sub-themes, Motivation, Involvement 
and Advocacy, and each sub-theme has 3 questions which form that sub-theme - totalling 9 
questions which provides  a statistically significant score. The SES theme and its relevant sub-
themes move from percentage based scores and are scored out of 10. The SES is a critical 
metric in terms of the National Oversight Framework (NOF) and associated rankings.

Staff engagement scores have declined across both Acute and Community settings with 
decreases being evident across all three sub-themes: Motivation, Involvement, and Advocacy 
with Advocacy showing the steepest decline, signalling reduced confidence in organisational 
priorities and reputation.
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Table 1 in appendix 3 details the breakdown of Staff Engagement Scores, sub-themes and 
questions in terms of the percentages that indicate how many respondents answered positively 
in ether strongly agree or agree answers.

Raising Concerns Sub-theme
Raising concerns is a sub-theme of the “We each have a voice that counts” People Promise 
element. It is comprised of 4 questions which provides an overall score out of 10 (with a higher 
score being better). 

Both organisations have declined for the raising concerns score and both settings show a 
decline in speak-up culture, with Acute scoring lower overall, the implication being that both 
settings need action to rebuild trust in raising concerns, with Acute showing deeper challenges.
Table 2 in appendix 3 details the breakdown of Raising Concerns sub-theme questions and 
scoring in terms of the percentages that indicate how many respondents answered positively 
in ether strongly agree or agree answers.

Overall Scores: Most Improved and Most Declined 
While Community and Acute share improvements in team clarity and appraisal coverage, both 
face critical declines in organisational trust, safety, and wellbeing. Acute struggles more with 
staffing and wellbeing action, while Community faces sharper decreases in career 
development and fairness. Speak-up confidence is declining across both, signalling a priority 
area for leadership intervention.

It should be noted that at ULTH 3/10 of the most declined are NOF Rating relevant questions, 
and for LCHS 4/10 most declined are NOF rating relevant questions. 

Community and Acute Declines:
The top ten declined scores in community indicate a significant decrease in staff confidence 
and experience, primarily in safety, wellbeing, and organisational trust. Declines are evident in 
organisational trust and reputation, with reduced confidence that patient care is the top priority, 
lower recommendation rates, and weaker belief that concerns are addressed.  This is broken 
down in appendix 4.

The most significant decreases in acute are in organisational wellbeing action, employer 
reputation/advocacy, staffing/resources, and follow-through on concerns. This is also broken 
down in appendix 4.

Wellbeing and motivation have also declined, reflected in lower morale, energy, and 
enthusiasm. Safety and resource concerns persist, including issues with musculoskeletal 
health and violence reporting in community teams, and staffing levels alongside material and 
food provision challenges across both acute and community settings.

Improvements
Results highlighted improvements in team and role clarity across both settings, with staff 
reporting a better understanding of responsibilities. Line manager basics have also 
strengthened, with community teams experiencing clearer feedback, encouragement, and 
openness to flexible working, while acute settings show reduced pressure to work when unwell, 
greater trust, and more openness to suggestions. In the community setting, process coverage 
has improved through better appraisal completion and increased access to clinical supervision. 
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National and Local Benchmarking
The NSS continues to provide a critical insight into staff experience across the NHS, 
highlighting both areas of sustained strength and ongoing challenge at a national level. Recent 
national results indicate that while staff remain strongly committed to patient care and 
organisational purpose, pressures relating to workload, engagement, and psychological safety 
continue to impact overall experience.

At a national level, Staff Engagement Scores have shown limited improvement, with motivation 
and advocacy remaining under strain. Involvement continues to be a key challenge, reflecting 
staff perceptions of influence over decision-making and organisational change. These themes 
remain closely linked to workforce retention, wellbeing, and performance.

Raising Concerns remains a priority focus nationally. While many staff report confidence in 
knowing how to raise concerns, fewer feel assured that concerns will be addressed effectively 
or without fear of negative consequences. This continues to be a significant contributor to 
National Oversight Framework (NOF) assessments and regulatory interest.

The NHS People Promise themes show variable performance nationally. Areas such as 
teamwork, compassion, and inclusion generally perform more strongly, while themes linked to 
feeling valued, having a voice, and working in well-resourced environments continue to score 
lower. Nationally, there is increasing emphasis on leadership visibility, inclusive behaviours, 
and meaningful staff engagement as enablers of improvement.

Overall, the acute and community results within LCHG are in line with the national NSS picture, 
which reinforces the importance of sustained, system-wide focus on culture, leadership, and 
staff experience. Organisations are expected not only to listen to staff feedback, but to 
demonstrate clear ownership, visible action, and measurable improvement over time, 
particularly in those areas most closely linked to staff engagement and raising concerns. 
Appendix 5 showcases the benchmarking comparisons for SES and people promise elements 
across all Trusts in the NHS. ULTH are at 108 out of 121 positionally with LCHS being 12th out 
of 13 in their respective benchmarking groups. In comparison, in 2024 ULTH sat in 97th position 
however the ULTH benchmark group has grown in 2025 from 116 -121.  Community have 
decreased one position from 11th to 12th in the 2025 survey.

In addition, appendix 6 shows the top and bottom 5 acute and community scores, compared 
with the average of organisations used by Picker.

Current Actions
NSS cascade packs have been created, referencing the data for LCHG and supportive 
questions to enable reflection of the information. Organisational Development (OD) are 
supporting a number of live workshops with each Care Group/directorate to aid the 
development of local culture plans by operational leaders, that will be aligned to the 
overarching Group culture plan with up to 5 key objectives/themes. 

The NSS cascade workshops are a critical mechanism for translating National Staff Survey 
insights into meaningful leadership action. Their importance lies not simply in sharing results, 
but in enabling senior leaders to collectively understand, own, and respond to staff experience 
at scale.
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The key to the development of the local cultural action plans is that they are developed and 
owned by the local operational leaders, tailored to the specific needs of their area, with support 
from the OD team.  This has been proven to be an effective approach as highlighted by those 
areas who took ownership for their results, for example, Estates and Facilities and Planned 
and Unplanned Care in previous years.

Conclusions and Recommendations
As Involvement is a key metric and a driver of Advocacy, our next steps being taken must, in 
terms of our NSS cascade sessions and culture plans, be a meaningful engagement exercise 
with colleagues across the Group. Assessment of results and NOF priorities suggests four 
cultural themes for immediate focus as part of an overarching Group culture plan.

Priority 1: Speak-Up and Organisational Trust
Why: Confidence in raising concerns and organisational follow-through has eroded.
Focus: Strengthen psychological safety, visible action on concerns, and transparent feedback 
loops that are visibly closed off with individuals raising concerns.

Priority 2: Advocacy and Reputation
Why: Largest falls in recommendation and belief that care is the top priority.
Focus: Rebuild trust through patient-first messaging, recognition of staff contributions, and 
visible leadership commitment.

Priority 3: Wellbeing and Motivation
Why: Declines in morale and enthusiasm; Acute reports lower wellbeing action.
Focus: Invest in work-life balance, health and wellbeing programs, flexible working and realistic 
workload management.

Priority 4: Career Development and Empowerment
Why: Community declines in progression fairness/opportunities; involvement slipping across 
both.
Focus: Expand career pathways, learning access, and staff involvement in decision-making.

Once the Care Group/directorate culture plans are developed, the actions from these will be 
monitored via Performance Review Meetings (PRMs), with assurance reports on progress 
being upwardly reported to People Committee.
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Appendix 1

ULTH Heat Map

LCHS Heat Map
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Appendix 2

ULTH People Promise Scores

People Promise Element 2025 2024 2023
We are compassionate and Inclusive 7.0 7.0 7.0

 We are recognised and rewarded 5.7 5.9 5.8

We each have a voice that counts 6.3 6.4 6.4

 We are safe and healthy 6.0 6.2 6.0

We are always learning 5.4 5.5 5.3

 We work flexibly 6.1 6.3 6.1

 We are a team 6.5 6.6 6.5

Staff Engagement 6.4 6.6 6.5

Morale 5.7 5.9 5.7

 

LCHS People Promise Scores

People Promise Element 2025 2024 2023
We are compassionate and Inclusive 7.4 7.5 7.6

 We are recognised and rewarded 6.1 6.3 6.4

We each have a voice that counts 6.7 6.9 7.0

 We are safe and healthy 6.2 6.4 6.4

We are always learning 5.9 6.0 6.1

 We work flexibly 6.6 6.8 6.8

 We are a team 6.9 6.9 7.0

Staff Engagement 6.8 7.0 7.2

Morale 5.8 6.0 6.1
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Appendix 3

Table 1 - Staff Engagement Scores

ULTH LCHSSub 
theme

Question:
2025 2024 2025 2024

Often/always 
look forward to 
going to work

52% 56% 53% 57%

Often/always 
enthusiastic 
about my job

67% 68% 68% 71%

Time 
often/always 
passes quickly 
when I am 
working

71% 71% 75% 75%

M
ot

iv
at

io
n

Motivation sub 
score

6.9 7.0 7.0 7.1

Opportunities to 
show initiative 
frequently in my 
role

68% 69% 73% 73%

Able to make 
suggestions to 
improve the 
work of my 
team/dept

67% 66% 71% 73%

Able to make 
improvements 
happen in my 
area of work

49% 51% 54% 55%

In
vo

lv
em

en
t

Involvement 
sub score

6.5 6.6 6.7 6.8

Care of 
patients/service 
users is 
organisation's 
top priority

62% 68% 72% 79%

Would 
recommend 
organisation as 
place to work

45% 52% 56% 64%

If friend/relative 
needed 
treatment would 
be happy with 
standard of care 
provided by 
organisation

43% 49% 67% 76%A
dv

oc
ac

y

Advocacy sub 
score

5.8 6.2 6.6 7.1

Staff Engagement Overall 6.4 6.6 6.8 7.0
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Table 2 - Raising Concerns Scores

ULTH LCHS  Sub Theme Question: 
2025 2024 2025 2024 

Would feel secure raising concerns 
about unsafe clinical practice 65% 65% 77% 80% 

Would feel confident that organisation 
would address concerns about unsafe 
clinical practice 

47% 48% 62% 66% 

Feel safe to speak up about anything 
that concerns me in this organisation 52% 56% 66% 70% 

 
R

ai
si

ng
 

C
on

ce
rn

s
 

Feel organisation would address any 
concerns I raised 38% 42% 52% 60% 

Raising Concerns sub score 5.9 6.1 6.6 6.9 
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Appendix 4 

LCHS score declines

Question Question Text Question towards NOF ratings

q13d Last experience of physical violence reported No

q25f Organisation would address concerns I raised Yes

q24b Opportunities to develop career in organisation: No

q15 Organisation acts fairly: career progression No

q3h   Adequate materials, supplies, and equipment No

q25b Organisation acts on concerns raised by patients/service users No

q11b Not experienced MSK problems due to work (12 months): No

q25d Happy with standard of care Yes

q25a Care of patients/service users is organisation's top priority Yes

q25c Would recommend organisation as a place to work Yes

ULTH score declines

Question Question Text Question towards NOF ratings

q11a Org takes positive action on health & wellbeing No

q25c Recommend as a place to work Yes

 q3i Enough staff to do my job properly No

q25d Happy with standard of care Yes

q4b Extent org values my work No

q25a Patient care is top priority Yes

q6b Org committed to work–life balance No 

q22 Nutritious/affordable food at work No

q14d Last harassment/bullying/abuse was reported No

q25b Org acts on concerns from patients/service users No
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Appendix 5 

Acute benchmarking compared with respective peer organisations across the NHS

Acute Benchmark- People Promise
Themes

121 in
benchmark

group

Acute Benchmark- Staff Engagement

121 in
benchmark

group
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Community Benchmarking compared with respective peer organisations across the NHS

Community Benchmark- People Promise
Themes

13 in
benchmark

group

Community Benchmark- Staff Engagement

13 in
benchmark

group
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Appendix 6

Acute Top 5 and Bottom 5 Scores compared with Picker organisational average

Community Top 5 and Bottom 5 Scores compared with Picker organisational average


