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Meeting Lincolnshire Community and Hospitals Group 
Board

Date of meeting 3rd March 2026
Agenda item number 2.3
Report title CNST Annual Board Declaration
Report purpose:

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

• Approval

Accountable Director Nerea Odongo, Group Chief Nurse
Author(s) Emma Upjohn, Head of Midwifery, ULTH
Assurance rating:

• Substantial assurance
• Reasonable assurance
• Limited or no assurance

• Substantial assurance 

Prior approval process, if applicable Quality Committee 
Financial implications, if applicable Full achievement of all ten safety actions 

enables full recovery of the Trusts 
contribution and potential receipt of surplus 
funds, historically worth £600k–£800k.

Action / decision required The Board / committee is asked to:
•  Approve the self-declaration 

submission and to authorise the CEO 
to sign the declaration

Assurance Rating Key:

Assurance 
Rating

Description

Green: 
Substantial 
Assurance

Effective controls and appropriate assurances are in place

Amber: 
Reasonable 
Assurance

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

Red: 
Limited or No 
Assurance

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

How the report supports the delivery of the LCHG strategic aims & objectives:
Patients: Better Care – Timely, affordable, high quality care in the right place:
1a: Improve patient safety, patient experience and deliver clinically effective care x
1b: Reduce waiting times for our patients
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1c: Improve productivity and deliver financial sustainability
1d: Provide modern, clean and fit for purpose care settings
People: Better Opportunities – Develop, empower and retain great people:
2a: Enable our people to fulfil their potential through training, development and 
education
2b: Empower our people to continuously improve and innovate
2c: Nurture compassionate and diverse leadership
2d: Recognising our people through thanks and celebration
Population: Better Health – Improve population health:
3a: Transform clinical pathways, rationalise our estates investing more in community 
care and reduce reliance on acute services
3b: Move from prescription to prevention, through a population health management & 
health inequalities approach
3c: Enhance our digital, research & innovation capability
3d: Drive forward our improvement and efficiency agenda including sustainability and 
Green Plan
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Executive Summary

• Compliance with NHS Resolutions (NHSR) Clinical Negligence Scheme for Trusts (CNST) Maternity 
Incentive Scheme (MIS) requires full achievement of all elements within each of the ten-safety 
actions.

o During routine evidence review, the Trust identified one eligible perinatal death that was 
appropriately managed and reviewed through local processes but was not notified to 
MBRRACE-UK within the required seven working days. This late submission represents 
non-compliance with Safety Action 1, as Standard A was not met, although Standards B, C 
and D were achieved. As compliance requires full achievement of all elements of the safety 
action, it is proposed that the Trust declare non-compliance with requirement one of Safety 
Action 1 and, as a result, will have to return of a submission of overall non-compliance for the 
MIS Year 7 scheme actions. Further detail can be found within the SA1 compliance position 
report (appendix 1.2)

o The Trust can demonstrate compliance with the remaining nine safety actions as detailed 
within the year-end report. 

• The year-end compliance report (appendix 1) and its accompanying appendices set out the Trust’s 
position against all MIS Year 7 requirements alongside the upward reported position from the Quality 
Committee.

• It is presented to Trust Board with request for approval of the intended submission of non-
compliance and to authorise the Chief Executive Officer to sign the Board declaration for 
submission to NHS Resulutions by midday on 3rd March. 

• The Trust has an established governance process to support the end of year declaration submission 
process. In summary this consists of:

o Oversight and assurance for the MIS reporting period are maintained through the Maternity 
and Neonatal Oversight Group (MNOG), chaired by the Group Chief Nursing Officer, with 
participation from Board Safety Champions, the Perinatal Leadership Team, the Group 
Compliance Team, and the ICB. 

o MNOG reports progress and issues to the Quality Committee, which in turn reports to the 
Group Board. 

o External assurance is provided through evidence reviews undertaken by the Group 
Compliance Team and the LMNS Lead Midwife on behalf of the ICB. 

o Both parties meet with the Director of Midwifery and the Maternity Safety Team to agree 
conclusions, leading to a recommendation on the content of the end-of-year CNST 
declaration.

o The recommended end-of-year CNST declaration and accompanying position report have 
been submitted from MNOG to the Quality Committee for approval, before being upwardly 
reported to the Group Board. 

• For Year 7, the Group CEO and the ICB Executive Director of Quality will meet on 24th February 
2026, prior to the Group Board meeting, to scrutinize the assurances on the completed governance 
process and confirm they approve the use of their electronic signatures to be applied to the 
end-of-year CNST declaration.

• This remains subject to formal Group Board approval on 3rd March 2026, which is the same day as 
the CNST year 7 submission deadline. 

o The CNST submission timeframe is recognised to be extremely tight 17th February – 3rd 
March, providing limited flexibility.

o If permission is given the Group Compliance Team/Maternity Safety Team will submit the end 
of year declaration and send via email ahead of 12 noon.

Appendix 1: End of Year Compliance position report 
Appendix 1.1: ULTH CNST MIS Y7 Board Declaration 
Appendix 1.2: CNST MIS SA1 position report
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Executive summary

   Compliance with CNST MIS requires full achievement of all elements within each of the ten-safety action. The Trust intends to submit its Board Declaration (appendix 1.1) 
at the opening of the portal on 26th February 2026, ahead of the final submission date of 3rd March 2026, declaring non-compliance with requirement one of Safety Action 
1 and, as a result, will have to return of a submission of overall non-compliance for the MIS Year 7 scheme. 

    Following submission of the Board Declaration, NHS Resolutions will review the submission and accompanying action plan, including the case details, reasons for the 
delayed notification to MBRACE that has resulted in non-compliance with Safety Action 1, associated learning, and mitigations. In parallel, MBRRACE-UK will undertake 
verification against the required standards and will report its findings to NHSR for a joint review. Based on the strength of the Trust’s action plan and learning, this process 
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may result in the Trust being deemed compliant, leading to an upgrade to full compliance. If non-compliance is returned, the Trust will have an opportunity to submit a 
revised action plan for further consideration by MBRRACE-UK. Should non-compliance be upheld following the second submission, NHSR will support the Trust to apply for 
discretionary funding, acknowledging that the Trust will not be eligible for the full 10% incentive payment which, in previous years, has amounted to between £600,000 and 
£800,000.

    This report and its accompanying appendices set out the Trust’s position against all MIS Year 7 requirements. It is presented for review at the Group Quality Committee 
with request for approval of the intended submission of non-compliance ahead of Executive sign-off and submission of the Board Declaration. Key components including 
overview of standards, keys risks for Year 7 and the evidence summary have been hyperlinked for ease of reference and strengthened oversight.

Introduction

        Following receipt of confirmation of full compliance with Year 6 of the Clinical Negligence Scheme for Trusts (CNST) Maternity Incentive Scheme (MIS), United 
Lincolnshire Teaching Hospitals (ULTH) Maternity and Neonatal services are now in the process of preparing for submission for Year 7 of the scheme. NHS Resolution 
(NHSR) launched Year 7 MIS on April 2nd, 2025. The completed Board Declaration form must be submitted by 12 noon on 3rd March 2026 with the reporting period ending 
on 30th November 2025. Although the reporting period for Year 8 of the Maternity Incentive Scheme (MIS) commenced on 1st December 2025, the formal Year 8 standards 
are not expected to be published until April 2026. Until the official standards are released and any changes are confirmed, the Trust will continue to monitor, report and 
provide assurance against the Year 7 MIS requirements to ensure continuity, readiness, and sustained compliance.

Background

    Now in its seventh year of operation, NHSR MIS continues to support safer maternity and perinatal care by driving compliance with ten Safety Actions, which support the 
national maternity ambition to reduce the number of stillbirths, neonatal and maternal deaths, and brain injuries from the 2010 rate by 50% before the end of 2025. The 
MIS applies to all acute Trusts that deliver maternity services and are members of the CNST.  As in previous years, members will contribute an additional 10% of the CNST 
maternity premium to the scheme creating the CNST maternity incentive fund. Trusts that can demonstrate they have achieved all ten of the safety actions in full will 
recover the element of their contribution relating to the CNST maternity incentive fund and they will also receive a share of any unallocated funds. In previous years this 
has amounted to between £600,000 to £800,000.

Purpose

    This report provides a consistent and transparent overview of maternity service performance against the Year 7 MIS. This report supports ongoing assurance, early 
identification of risks, and proactive quality improvement by presenting up-to-date information, progress against required actions, and areas requiring escalation. It enables 
the maternity leadership team, divisional management, and trust-level assurance and oversight committees to monitor compliance, strengthen safety processes, maintain 
readiness for CNST assessment throughout the year and potential risks to compliance moving into Year 8 of the scheme.
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Reporting and monitoring 

    Progress with the MIS is monitored via the Obstetric Governance, Maternity and Neonatal 
Safety Collaborative (MNSC) and the Maternity and Neonatal Oversight Group (MNOG). 
MNOG is chaired by the Group Chief nursing Officer who is the Executive sponsor and Trust 
Board Maternity safety Champion. The Non-Executive Director Board Maternity safety 
Champion also attends this meeting. MNOG in turn reports directly into Group Quality 
Committee (GQC), which is a subcommittee of the Board. GQC provides Trust Board with 
output following their review and discussion and therefore has delegated responsibility for 
maternity oversight. Trust Boards have a broad scope responsibility, covering all aspects of 
the Trusts governance, strategy and finance. They provide strategic direction and oversight 
while sub-committees such as GQC takes a more hands-on role in monitoring quality and 
safety performance. Both MNOG and GQC’s in-depth examination of data, reports and 
practices provides the Board with a clear understanding of the Trusts performance on quality 
and safety including any immediate priorities and expectations. 

Key dates and actions:
Date Update Action/progress
February 2025 NHSR released ‘What to expect- an overview of changes’ document Benchmarked and actions ongoing
2nd April 2025 NHSR published Year 7 CNST MIS Agreed process commenced including benchmarking of requirements, monitoring via 

the PeriSIP, monthly CNST update reports, bi-monthly upward reporting via MNOG, 
GQC and Trust Board and regular updates to the LMNS/ICB

28th April 2025 CNST MIS Year 7 Online launch webinar Attended by relevant safety action leads, LMNS Lead Midwife and Corporate 
Compliance Team. No additional/further information gained

30th November 2025 End of Year 7 reporting period
1st December 2025 Year 8 reporting period commenced
21st & 27th January 2026 LMNS evidence review Satisfied with evidence review and in agreement with final position
26th February 2026 Submission portal opens
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3rd March 2026 Submission deadline 
23rd March 2026 Expected return of provisional results
April 2026 Expected release of Year 8 CNST MIS

Overview of actions

Action 
No.

Maternity safety action Action 
met? 
(Y/N)

Met Not 
Met

Info Check 
Response

Not 
filled 
in

1 Are you using the National Perinatal Mortality Review Tool to review and report perinatal 
deaths to the required standard?

No 6 1 0 0 0

2 Are you submitting data to the Maternity Services Data Set (MSDS) to the required standard? Yes 2 0 0 0 0
3 Can you demonstrate that you have transitional care services in place to minimise separation of 

mothers and their babies?
Yes 5 0 0 0 0

4 Can you demonstrate an effective system of clinical workforce planning to the required 
standard?

Yes 13 0 1 0 0

5 Can you demonstrate an effective system of midwifery workforce planning to the required 
standard?

Yes 8 0 1 0 0

6 Can you demonstrate that you are on track to achieve compliance with all elements of the 
Saving Babies’ Lives Care Bundle Version Three? 

Yes 4 0 0 0 0

7 Listen to women, parents and families using maternity and neonatal services and coproduce 
services with users

Yes 4 0 0 0 0

8 Can you evidence the following 3 elements of local training plans and ‘in-house’, one day multi 
professional training?

Yes 20 0 1 0 0

9 Can you demonstrate that there are robust processes in place to provide assurance to the 
Board on maternity and neonatal safety and quality issues?

Yes 9 0 0 0 0

10 Have you reported 100% of qualifying cases to Healthcare Safety Investigation Branch (HSIB) 
(known as Maternity and Newborn Safety Investigations Special Health Authority (MNSI) from 
October 2023) and to NHS Resolution's Early Notification (EN) Scheme?

Yes 8 0 0 0 0
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CNST MIS Year 7 key risks

    Although CNST provides an agreed standard with clear declarations of compliance or non-compliance, some requirements remain areas of concern for the service even 
when marked as compliant. It’s important to retain this distinction. MIS compliance provides assurance against the national standard, but it does not mean all underlying 
issues are fully resolved and still present potential risk for ongoing service provision.

Safety action Summary of risk Update
SA 1
PMRT 

Return of submission of non-compliance

During routine evidence review, the Trust identified one 
eligible perinatal death that was appropriately managed and 
reviewed through local processes but was not notified to 
MBRRACE-UK within the required seven working days. This 
late submission represents non-compliance with Safety 
Action 1, as Standard A was not met, although Standards B, C 
and D were achieved. As compliance requires full 
achievement of all elements of the safety action, the Trust is 
therefore required to declare non-compliance with Safety 
Action 1 and, as a result, is unable to submit an overall 
compliant return for the MIS Year 7 scheme.

• The review of this incident has confirmed that the Trust maintains a historically strong and reliable 
process for notifying eligible perinatal deaths to MBRRACE-UK in line with CNST requirements, with 
96% consistent track record of submitting notifications within 0–4 working days. The delayed 
notification identified during this reporting period has highlighted a need for strengthened 
processes to ensure this does not occur again. Importantly, the case was correctly recognised as 
not eligible for a full PMRT review, and therefore no delay in learning, parent engagement, or 
clinical governance processes occurred. However, as timely MBRRACE-UK notification is a 
mandatory element of the safety action, the Trust will return a submission of non-compliance, and 
this oversight highlights the need to strengthen verification mechanisms within existing pathways. 
The Trust have already commenced taking action to embed strengthened processes.

• The Trust has responded promptly and constructively, with actions already under review to 
mitigate the risk of recurrence. These actions demonstrate a commitment to transparency, 
accountability, and continuous improvement. With these measures in place, the Trust is 
well-positioned to maintain robust compliance with safety action one going into Year 8 of the MIS, 
ensuring accurate national reporting, strong local governance, and ongoing assurance of safe, 
high-quality maternity care.

• Further detail can be found within the SA1 compliance position report (appendix 1.2)
SA4
Clinical 
workforce

Return of submission of compliance 

The Trust have not met requirement 4.14 within safety action 
4, however the requirements for an action plan with 
mitigations (5.15-5.18) and all other requirements within the 
standard have been met, therefore compliance can be 
submitted for this action.

• As previously reported within Year 6 MIS the neonatal unit does not meet the BAPM national 
standards for neonatal nursing staffing

• The previously agreed action plan, including updates on progress and mitigations, is available in 
the QIS report 

• The QIS report is regularly shared via MNOG reporting routes bi-monthly and through LMNS board 
reporting routes with EMNODN oversight

• This risk is also monitored via the risk register
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Safety action Summary of risk Update
SA5
Midwifery 
workforce

Return of submission of compliance 

The Trust have not met requirement 5.4 within safety action 
5, however the requirements for an action plan with 
mitigations (5.5 & 5.6) and all other requirements within the 
standard have been met, therefore compliance can be 
submitted for this action.

• BR+ establishment uplift business case approved by CRIG on 29th July to support recruitment into 
the 12.1wte deficit

• Declined at ICB weighted values Framework on the 15th of September with a request for further 
evidence 

• Declined following second attempt at ICB values Framework on the 22nd of October with a request 
for further evidence

• Declined following second attempt at ICB values Framework on the 17th of November
• Following ongoing escalation via MNOG and GQC, the Trust has committed 450k to recruit 5.75 

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

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

monthly updates at MNOG and regular updates via outward reporting routes to the LMNS/ICB.
• Outside of the CNST MIS reporting period progress with this action will be monitored via MNOG 

and upward reporting route and the risk register.
• Anticipated at risk action for Year 8 MIS.

SA7
MNVP

Return of submission of compliance 

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

• At the outset of Year 7 the current MNVP lead hours and reduced LMNS/ICB capacity were 
insufficient to meet MIS requirements. This has been compounded as there is no MNVP lead in 
post within the LMNS, creating ongoing risk for CNST Year 8. 

•  The Trust, LMNS and ICB have confirmed that Year 7 requirements cannot be fulfilled within 
existing MNVP resource; this position has been escalated via the PQOM to MNOG and the agreed 
Trust reporting routes to Quality Committee and Trust Board. This has also been escalated to LMNS 
Board.

•  Additional system funding (£38k) has been secured, but decisions on deployment, including 
potential outsourcing and future MNVP leadership, are still in progress.

• Interim mitigations continue, including a co-produced action plan, benchmarking of the MNVP 
work plan, strengthened escalation pathways, exploration of Healthwatch and collaboration with 
regional MNVP leads to support gathering women’s and families’ feedback. 

• Delays in release of CQC maternity survey free-text and the absence of a confirmed MNVP lead 
continue to present risk.
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Evidence summary

Safety Action One: PMRT

Are you using the National Perinatal Mortality Review Tool (PMRT) to review perinatal deaths that occurred from 1 December 2024 to 30 November 2025 to the required 
standard?

Requirement 
number 

Safety action requirements Requirement 
met?                               
(Yes/ No /Not 
applicable)

Evidence summary

1 Have all eligible perinatal deaths from 1 December 2024 onwards been notified 
to MBRRACE-UK within seven working days? (If no deaths, choose N/A)

No

2 For at least 95% of all deaths of babies who died in your Trust from 1 December 
2024, were parents’ perspectives of care sought and were they given the 
opportunity to raise questions?

Yes

3 Has a review using the Perinatal Mortality Review Tool (PMRT) of 95% of all 
deaths of babies, suitable for review using the PMRT, from 1 December 2024 
been started within two months of each death?
This includes deaths after home births where care was provided by your Trust. 

Yes

4 Were 75% of all reports completed and published within 6 months of death?

MIS verification period: Dec 2024 to April 2025 60% of cases. 2 April 2025 to 30 
Nov 2025 75% of cases  

Yes

5 For a minimum of 50% of the deaths reviewed, was an external member 
present at the multi-disciplinary review panel meeting and was this 
documented within the PMRT?

MIS verification period: 2 April 2025 - 30 Nov 2025

Yes

PMRT case list:
• generated from the PMRT tool
• 97% compliance for standard A- 1 case 

notified 3 days after deadline
• demonstrates compliance for all babies 

whose deaths were reviewed using the 
Perinatal Mortality Review Tool (PMRT 
during the CNST reporting period
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6 Have you submitted quarterly reports to the Trust Executive Board on an 
ongoing basis? These must include details of all deaths from 1 December 2024 
including reviews and consequent action plans.

Yes

7 Were quarterly reports discussed with the Trust Maternity Safety and Board 
level Safety Champions?

Yes

Evidence is available to demonstrate that quarterly 
PMRT reports have been submitted for Q3, Q4, Q1, 
and Q2. These submissions include:

• Individual case summaries for all applicable 
PMRT-eligible cases

• Summary learning and action logs, outlining 
themes, learning points, and resulting 
improvement actions

These reports form a standing agenda item at the 
Maternity and Neonatal Oversight Group (MNOG), 
where they are reviewed and discussed as part of 
routine governance. Following MNOG scrutiny, the 
reports are escalated upward via the Governance 
and Quality Committee (GQC) to ensure Board-level 
oversight and assurance.
Full details of each quarterly PMRT report are made 
available to the Trust Board via the secure Reading 
Room, ensuring open access for Board members. In 
addition, a redacted, non-identifiable version of the 
report is shared at public Trust Board meetings to 
maintain transparency while protecting patient 
confidentiality.

Accompanying evidence includes:
• MNOG agenda papers and minutes
• Upward reports to GQC
• Confirmation of report availability within 

the Reading Room
• Trust Board minutes demonstrating receipt 

of the redacted quarterly PMRT report
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Safety Action two: MSDS

Are you submitting data to the Maternity Services Data Set (MSDS) to the required standard?

Requirements 
number 

Safety action requirements Requirement 
met?                               
(Yes/ No /Not 
applicable)

Evidence summary

1 Did July 2025's data contain valid birthweight information for at least 80% 
of babies born in the month? This requires the recorded weight to be 
accompanied by a valid unit entry. (Relevant data tables include MSD401; 
MSD405)

Yes

2 Did July 2025's data contain a valid ethnic category (Mother) for at least 
90% of women booked in the month? Not stated, missing and not known 
are not included as valid records for this assessment as they are only 
expected to be used in exceptional circumstances. (MSD001)

Yes

Available evidence:
• Screenshot of the FINAL BI Dashboard
• Live Dashboard Power BI Link
• PDF copy of the FINAL BI Dashboard 

Safety Action three: TC/ATAIN

Can you demonstrate that you have transitional care (TC) services in place and undertaking quality improvement to minimise separation of parents and their babies?

Requirements 
number 

Safety action requirements Requirement 
met?                    
(Yes/ No /Not 
applicable)

Evidence summary

1 Are pathway(s) of care into transitional care in place which includes 
babies between 34+0 and 35+6 in alignment with the BAPM Transitional 
Care Framework for Practice?

Yes Local Policies, Guidelines & Pathways:
• Neonatal Transitional Care Guideline 
• SA3 Position Paper-
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• The Home Visiting Programme of Neonatal 
Outreach Guideline 

• V1.1 Perinatal Safety Improvement Plan – TC 
actions extract 

• ULTH BAPM TC Framework Benchmarking 
2025 

• BAPM TC Framework for Practice 
Benchmarking Summary 

• HRG 2016 Levels Report

Workforce evidence:
• Band 7 Ward Manager Job Description 
• Band 6 TC Support Job Description 
• Lincoln Neonatal Workforce Tools
• Boston Neonatal Workforce Tools

Ongoing data, monitoring and assurance:
• TC data collection (under review)
• MNOG agenda papers and minutes
• Upward reports to GQC
• Quality & Safety Meeting Minutes

2 Or
Can you evidence progress towards a transitional care pathway from 
34+0 in alignment with the BAPM Transitional Care Framework for 
Practice, and has this been submitted this to your Trust Board and the 
Neonatal Operational Delivery Network (ODN) on behalf of the LMNS 
Boards?

N/A While the Trust can demonstrate compliance with 
the minimum evidence requirements for CNST MIS 
in relation to NTC, recent findings and discussions 
with the ODN have highlighted areas for further 
improvement.

As a result, additional actions are in development to 
be added onto the Perinatal Safety Improvement 
Plan (PeriSIP). These actions relate to:



Page | 12
30/01/2026 V1.1

• Guideline rewrite including admission 
criteria

• Reporting of TC services
• Workforce structure 
• Environment

Drawing on insights from themes identified from any term or late preterm admissions to the neonatal unit, undertake or continue at least one quality improvement 
initiative to decrease admissions and/or length of infant/mother separation.

For units commencing a new QI project
3 By 2 September 2025, register the QI project with local Trust 

quality/service improvement team.
N/A

4 By 30 November 2025, present an update to the LMNS and Safety 
Champions regarding development and any progress.

N/A

Or
For units continuing a QI project from the previous year
5 Demonstrate progress from the previous year within the first 6 months of 

the MIS reporting period and present an update to the LMNS and Safety 
Champions.

Yes

6 By 30 November 2025, present a further update to the LMNS and Safety 
Champions regarding development and any progress at the end of the 
MIS reporting period

Yes

Evidence is available within the quarterly ATAIN 
reports for Q3, Q4 and Q1 with accompanying 
MNOG and GQC agendas, papers and minutes.

Reporting to the LMNS via QSM and LMNS Board 
with accompanying agendas, papers and minutes
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Safety Action four: Clinical Workforce

Can you demonstrate an effective system of clinical workforce planning to the required standard?
Requirements 
number 

Safety action requirements Requirement 
met?                              
 (Yes/ No /Not 
applicable)

Evidence summary

a) Obstetric medical workforce
1 Has the Trust ensured that the following criteria are met for employing all 

short-term (2 weeks or less) locum doctors in Obstetrics and 
Gynaecology, demonstrated through audit of any 6-month period from 
February 2025 and before submission to Trust Board (select N/A if no 
short-term locum doctors were employed in this period):

Locum currently works in their unit on the tier 2 or 3 rota
OR
They have worked in their unit within the last 5 years on the tier 2 or 3 
(middle grade) rota as a postgraduate doctor in training and remain in the 
training programme with satisfactory Annual Review of Competency 
Progression (ARCP)?
OR
They hold a Royal College of Obstetrics and Gynaecology (RCOG) 
certificate of eligibility to undertake short-term locums?

N/A No short-term locums during the audit period

2 Has the Trust ensured that the RCOG guidance on engagement of long-
term locums has been implemented in full for employing long-term 
locum doctors in Obstetrics and Gynaecology, demonstrated through 
audit of any 6-month period from February 2025 to 30 November 2025 
(select N/A if no long-term locum doctors were employed in this period)

Yes • Compliance with RCOG expectations on 
pre-employment checks, induction, 
supervision, assessment of competency, and 
monitoring effectiveness evidenced via 
locally agreed checklist
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• Documented evidence via audit across a 
continuous six-month period within Feb 
2025–30 Nov 2025. 

• Completed checklists for the eight locums 
employed during the audit period 

3 For information only:
RCOG compensatory rest (not reportable in MIS year 7)
Have you met, or are working towards full implementation of the RCOG 
guidance on compensatory rest where Consultants and Senior Speciality, 
Associate Specialist and Specialist (SAS) doctors are working as non-
resident on-call out of hours and do not have sufficient rest to undertake 
their normal working duties the following day.

Yes • Not reportable during Year 7
• Action plan available

4 Is the Trust compliant with the Consultant attendance in person to the 
clinical situations guidance, listed in the RCOG workforce document: 
‘Roles and Responsibilities of the Consultant providing acute care in 
obstetrics and gynaecology’ into their service. Trusts should demonstrate 
a minimum of 80% compliance through audit of any 3-month period from 
February 2025 to 30 November 2025.

Yes

• Consultant Attendance Audit – Feb–Apr 
2025 demonstrating compliance of 90% 

• Consultant Attendance Audit Presentation – 
Feb–Apr 2025 demonstrating learning and 
key findings 

• Clinical Escalation in Obstetrics and 
Gynaecology Guideline

5 Do you have evidence that the Trust position with the above has been 
shared with Trust Board? Yes

6 Do you have evidence that the Trust position with the above has been 
shared with Board level Safety Champions? Yes

• MNOG, GQC and Trust Board agendas, 
papers and minutes.

7 Do you have evidence that the Trust position with the above has been 
shared with the LMNS?

Yes

• Reporting to the LMNS via QSM and LMNS 
Board with accompanying agendas, papers 
and minutes

b) Anaesthetic medical workforce
8 Is there evidence that the duty anaesthetist is immediately available for 

the obstetric unit 24 hours a day and they have clear lines of 
Yes • LCH rotas- representative month

• PHB rotas- representative month
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communication to the supervising anaesthetic consultant at all times? In 
order to declare compliance, where the duty anaesthetist has other 
responsibilities, they should be able to delegate care of their non-
obstetric patients in order to be able to attend immediately to obstetric 
patients. (Anaesthesia Clinical Services Accreditation (ACSA) standard 
1.7.2.1) 
Representative month rota acceptable for evidence.

• ACSA Standards and ULTH Accreditation 
letter 

• Local SOP for Consultant Anaesthetist 
Supervision

c) Neonatal medical workforce
9 Does the neonatal unit meet the British Association of Perinatal Medicine 

(BAPM) national standards of medical staffing?
Yes • Overview paper demonstrating compliance 

with BAPM standards 
10 Is this formally recorded in Trust Board minutes? Yes • MNOG, GQC and Trust Board agendas, 

papers and minutes
11 If the requirements are not met, has Trust Board agreed an action plan 

with updates on progress against any previously developed action plans? 
This should be monitored via a risk register. 

N/A

12 Was the above action plan shared with the LMNS? N/A
13 Was the above action plan shared with the Neonatal ODN? N/A
d) Neonatal nursing workforce
14 Does the neonatal unit meet the British Association of Perinatal Medicine 

(BAPM) national standards of nursing staffing?
No • Neonatal Workforce Tools

o LCH/PHB Q4, Q1 and Q2 
o Regular agenda item at MNOG

• Regularly reported with progress updates via 
the Perinatal Assurance Reports at MNOG

• Additional QIS reports shared via MNOG

15 Is this formally recorded in Trust Board minutes? Yes • MNOG, GQC and Trust Board agendas, 
papers and minutes

16 If the requirements are not met, has Trust Board agreed an action plan 
with updates on progress against any previously developed action plans? 
This should be monitored via a risk register. 

Yes • Risk Register entry/assessment 



Page | 16
30/01/2026 V1.1

17 Was the above action plan shared with the LMNS? Yes • Reporting to the LMNS via QSM and LMNS 
Board with accompanying agendas, papers 
and minutes

18 Was the above action plan shared with the Neonatal ODN? Yes • Previously shared during Year 6 with 
progress updates provided at QSM and ODN 
meetings 

Safety Action five: Midwifery Workforce

Can you demonstrate an effective system of clinical workforce planning to the required standard?

Requirements 
number 

Safety action requirements Requirement 
met?                           
(Yes/ No /Not 
applicable)

Evidence summary

1 Has a systematic, evidence-based process to calculate midwifery staffing 
establishment been completed in the last three years? (If this process has 
not been completed within three years due to measures outside the 
Trust’s control, you can declare compliance but evidence of 
communication with the BirthRate+ organisation (or equivalent) MUST 
demonstrate this.) Yes

• Bi-annual staffing Report -May with detail 
regarding the review conducted in March 
2024
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2 Has a midwifery staffing oversight report that covers staffing/safety 
issues been submitted to the Board every 6 months (in line with NICE 
midwifery staffing guidance) on an ongoing basis. 
This must include at least one report in the MIS period 2 April - 30 
November.
Every report must include an update on all of the points below:
● Details of planned versus actual midwifery staffing levels to include 
evidence of mitigation/escalation for managing a shortfall.
● The midwife to birth ratio 
● Evidence from an acuity tool (may be locally developed), local audit, 
and/or local dashboard figures demonstrating 100% compliance with 
supernumerary labour ward co-ordinator on duty at the start of every 
shift.
● Evidence from an acuity tool (may be locally developed), local audit, 
and/or local dashboard figures demonstrating 100% compliance with the 
provision of one-to-one care in active labour
● Is a plan is in place for mitigation/escalation to cover any shortfalls in 
the points above? Yes

• Bi-annual staffing reports (November 2024 
and May 2025)
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3 For Information Only:
We recommend that Trusts continue to monitor and include NICE safe 
midwifery staffing red flags in this report, however this is not currently 
mandated,
This includes:
• Redeployment of staff to other services/sites/wards based on acuity.  
• Delayed or cancelled time critical activity. 
• Missed or delayed care (for example, delay of 60 minutes or more in 
washing or suturing). 
• Missed medication during an admission to hospital or midwifery-led 
unit (for example, diabetes medication). 
• Delay of more than 30 minutes in providing pain relief. 
• Delay of 30 minutes or more between presentation and triage. 
• Full clinical examination not carried out when presenting in labour. 
• Delay of two hours or more between admission for induction and 
beginning of process. 
• Delayed recognition of and action on abnormal vital signs (for example, 
sepsis or urine output). 
• Any occasion when one Midwife is not able to provide continuous one-
to-one care and support to a woman during established labour. 
Other midwifery red flags may be agreed locally.

Yes • Bi-annual staffing reports (November 2024 
and May 2025)

4 Can the Trust Board evidence that the midwifery staffing budget reflects 
establishment as calculated?
Evidence should include: 
● Midwifery staffing recommendations from Ockenden and of funded 
establishment being compliant with outcomes of BirthRate+ or 
equivalent calculations.
● The percentage of specialist midwives employed and mitigation to 
cover any inconsistencies. BirthRate+ accounts for 8-10% of the 
establishment, which are not included in clinical numbers. This includes 
those in management positions and specialist midwives. No

Available evidence demonstrates that:

• The Trust identified a shortfall in funded 
establishment

• A formal plan was developed to address the 
gap

• Timescales and mitigations were agreed and 
minuted
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5 Where Trusts are not compliant with a funded establishment based on 
the above, Trust Board minutes must show the agreed plan, including 
timescale for achieving the appropriate uplift in funded establishment. 
The plan must include mitigation to cover any shortfalls.

Yes

• The plan was shared through all agreed 
reporting routes up to the Trust Board

o Bi-annual staffing reports 
(November 2024 and May 2025)

o Perinatal Assurance reports 
demonstrating bi-monthly updates

o MNOG agendas and minutes
o Upward reports from MNOG to GQC 

and Trust Board including minutes 
o On risk register

6 Where deficits in staffing levels have been identified must be shared with 
the local commissioners.

Yes

• Reporting to the LMNS via QSM and LMNS 
Board with accompanying agendas, papers 
and minutes

7 Evidence from an acuity tool (may be locally developed) that the 
Midwifery Coordinator in charge of labour ward must have 
supernumerary status; (defined as having a rostered planned 
supernumerary co-ordinator and an actual supernumerary co-ordinator 
at the start of every shift) to ensure there is an oversight of all birth 
activity within the service. An escalation plan should be available and 
must include the process for providing a substitute co-ordinator in 
situations where there is no co-ordinator available at the start of a shift. Yes

• Bi-annual staffing reports (November 2024 
and May 2025)

8 For Information Only:
A workforce action plan detailing how the maternity service intends to 
achieve 100% supernumerary status for the labour ward coordinator 
which has been signed off by the Trust Board and includes a timeline for 
when this will be achieved.
Development of the workforce action plan will NOT enable the trust to 
declare compliance with this sub-requirement. 

N/A
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9 Evidence from an acuity tool (may be locally developed), local audit, 
and/or local dashboard figures demonstrating 100% compliance with the 
provision of one-to-one care in active labour Yes

• Bi-annual staffing reports (November 2024 
and May 2025)

10 A workforce action plan detailing how the maternity service intends to 
achieve 100% compliance with 1:1 care in active labour has been signed 
off by the Trust Board and includes a timeline for when this will be 
achieved.
Development of the improvement plan will enable the Trust to declare 
compliance with this sub-requirement. This improvement plan does not 
need to be submitted to NHS Resolution N/A

Safety Action six: Saving Babies Lives 

Can you demonstrate that you are on track to achieve compliance with all elements of the Saving Babies’ Lives Care Bundle Version Three? 
Requirements 
number 

Safety action requirements Requirement 
met?                               
(Yes/ No /Not 
applicable)

Evidence summary

1 Have you agreed with the ICB that Saving Babies' Lives Care Bundle, 
Version 3.2 is fully in place, and can you evidence that the Trust Board 
have oversight of this assessment? No

• Not yet fully implemented 

2 Where full implementation is not in place, has the ICB been assured that 
all best endeavours and sufficient progress has been made towards full 
implementation, in line with the locally agreed improvement trajectory? 

Yes

• Each Touch Point confirms progress against 
the four SBL elements as agreed with the 
ICB, with updates shared through MNOG 
and included within Perinatal Assurance 
Reports

• MNOG, GQC and Trust Board agendas, 
papers and minutes
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3 Have you continued the quarterly QI discussions between the Trust and 
the LMNS/ICB (as commissioner) from Year 6, and more specifically be 
able to demonstrate that at least two quarterly discussions have been 
held in Year 7 to track compliance with the care bundle? 
These meetings must include:
● Initial agreement of a local improvement trajectory against these 
metrics for 25/26, and subsequently reviews of progress against the 
agreed trajectory.
● Details of element specific improvement work being undertaken 
including evidence of generating and using the process and outcome 
metrics for each element.
● Evidence of sustained improvement where high levels of reliability have 
already been achieved.
● Regular review of local themes and trends with regard to potential 
harms in each of the six elements.
● Sharing of examples and evidence of continuous learning by individual 
Trusts with their local ICB, neighbouring Trusts and NHS Futures where 
appropriate.

Yes
4 Following these meetings, has the LMNS determined that sufficient 

progress has been made towards implementing SBLCBv3, in line with the 
locally agreed improvement trajectory? Yes

5

If the available Implementation Tool is not being utilised to show evidence 
of SBL compliance, has a signed declaration from the Executive Medical 
Director been provided declaring that Saving Babies’ Lives Care Bundle, 
Version 3 is fully / will be in place as agreed with the ICB Yes

As per requirement one
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Safety Action seven: Listening to women 

Listen to women, parents and families using maternity and neonatal services and coproduce services with users
Requirements 
number 

Safety action requirements Requirement 
met?                              
(Yes/ No /Not 
applicable)

Evidence summary

1

Do you have evidence of an action plan co-produced following joint 
review of the annual CQC Maternity Survey free text data which CQC 
have confirmed is available to all trusts free of charge

Yes

• V2.3 Co-Produced Patient Experience 
Improvement Plan

• MNVP Lead and SLT Monthly Meeting Terms 
of Reference

• Q3, Q4 and Q1 Maternity Patient Experience 
Report 

• Interim Patient Experience Update Report – 
November 2025

2

● Has progress on the co-produced action above been shared with Safety 
Champions?

Yes

• Perinatal Assurance reports bi-monthly via 
MNOG, upwardly reported to GQC 

• Meeting minutes

3
● Has progress on the co-produced action above been shared with the 
LMNS? Yes

• ULHT QSM Report 
• LMNS Board Presentation

4

Do you have evidence of MNVP infrastructure being in place from your 
LMNS/ICB, in full as per national guidance, and including all of the 
following:

• Job description for MNVP lead
• Contracts for service or grant agreements
• Budget with allocated funds for IT, comms, engagement, training and 
administrative support

No
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• Local service user volunteer expenses policy including out of pocket 
expenses and childcare cost  

5

If MNVP infrastructure is not in place and evidence of an MNVP, 
commissioned and functioning in full as per national guidance, is 
unobtainable (and you have answered N to Q4): 

Has this has been escalated via the Perinatal Quality Oversight Model 
(PQOM) at trust, ICB and regional level?

In this event, as long as this escalation has taken place the Trust will not 
be required to provide any further evidence as detailed below to meet 
compliance for MIS for this safety action. Yes

• MNVP Risk Report V1.6
• MNVP Mitigation Action Plan V1.2
• Perinatal Quality Oversight Model V1.0
• Perinatal Assurance reports bi-monthly via 

MNOG, upwardly reported to GQC 
• Meeting minutes
• Trust Board papers and minutes 
• ULHT QSM Reports 
• LMNS Board Presentation

6

If MNVP infrastructure is in place as per national guidance (and you 
have answered Y to Q4): 
Terms of Reference for Trust safety and governance meetings, showing 
the MNVP lead as a quorate member of trust governance, quality, and 
safety meetings at speciality/divisional/directorate level  including all of 
the following:

• Safety champion meetings
• Maternity business and governance
• Neonatal business and governance
• PMRT review meeting

N/A
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• Patient safety meeting
• Guideline committee

7

If MNVP infrastructure is in place as per national guidance (and you 
have answered Y to Q4): 
Evidence of MNVP engagement with local community groups and 
charities prioritising hearing from those experiencing the worst 
outcomes, as per the LMNS Equity & Equality plan. N/A
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Safety Action eight: Training  

Can you evidence the following 3 elements of local training plans and ‘in-house’, one day multi professional training?
Requirements 
number 

Safety action requirements Requirement 
met?                             
 (Yes/ No /Not 
applicable)

Evidence summary

Can you demonstrate the following at the end of 12 consecutive months ending 30 November 2025?
Rotational medical staff in posts shorter than 12 months can provide evidence of applicable training from a previous trust within the 12-month period using a 
training certificate or correspondence from the previous maternity unit.

 Fetal monitoring and surveillance (in the antenatal and intrapartum period)
 

1 90% of Obstetric consultants? Yes

2

90% of all other obstetric doctors (commencing with the organisation 
prior to 1 July 2025) contributing to the obstetric rota? (without the 
continuous presence of an additional resident tier obstetric doctor) Yes

3

For rotational medical staff that commenced work on or after 1 July 2025 
a lower compliance will be accepted. Can you confirm that a commitment 
and action plan approved by Trust Board has been formally recorded in 
Trust Board minutes to recover this position to 90% within a maximum 6-
month period from their start-date with the Trust? N/A

4

90% Midwives (including midwifery managers and matrons, community 
midwives; birth centre midwives (working in co-located and standalone 
birth centres and bank midwives employed by Trust and maternity 
theatre midwives who also work outside of theatres)? Yes

• Training compliance November 2025
• Training weeks database November 2025

 Maternity emergencies and multiprofessional training
5 90% of obstetric consultants? Yes

6

90% of all other obstetric doctors including staff grade doctors, obstetric 
trainees (ST1-7), sub speciality trainees, obstetric clinical fellows, Yes

• Training compliance November 2025
• Training weeks database November 2025



Page | 26
30/01/2026 V1.1

foundation year doctors and GP trainees contributing to the obstetric 
rota?

7

For rotational obstetric staff that commenced work on or after 1 July 
2025 a lower compliance will be accepted. Can you confirm that a 
commitment and action plan approved by Trust Board has been formally 
recorded in Trust Board minutes to recover this position to 90% within a 
maximum 6-month period from their start-date with the Trust? N/A

8

90% of midwives (including midwifery managers and matrons), 
community midwives, birth centre midwives (working in co-located and 
standalone birth centres), maternity theatre midwives and bank 
midwives employed by Trust? Yes

9

90% of maternity support workers and health care assistants? (to be 
included in the maternity skill drills as a minimum).

Yes

10
90% of obstetric anaesthetic consultants and autonomously practising 
obstetric anaesthetic doctors? Yes

11

90% of all other obstetric anaesthetic doctors (commencing with the 
organisation prior to 1 July 2025) including any anaesthetists in training, 
SAS and LED doctors who contribute to the obstetric anaesthetic on-call 
rota. This requirement is supported by the RCoA and OAA? Yes

12

For rotational anaesthetic staff that commenced work on or after 1 July 
2025 a lower compliance will be accepted. Can you confirm that a 
commitment and action plan approved by Trust Board has been formally 
recorded in Trust Board minutes to recover this position to 90% within a 
maximum 6-month period from their start-date with the Trust? Yes

13

Can you demonstrate that at least one multidisciplinary emergency 
scenario is conducted in any clinical area or at point of care during the 
whole MIS reporting period? 
This should not be a simulation suite. Yes

• Drills Database Dec 2025
• Ward Based Drill Form
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 Neonatal resuscitation training

14
90% of neonatal Consultants or Paediatric consultants covering neonatal 
units? Yes

15
90% of neonatal junior doctors (commencing with the organisation prior 
to 1 July 2025) who attend any births? Yes

16

For rotational medical staff that commenced work on or after 1 July 2025 
a lower compliance will be accepted. Can you confirm that a commitment 
and action plan approved by Trust Board has been formally recorded in 
Trust Board minutes to recover this position to 90% within a maximum 6-
month period from their start-date with the Trust? Yes

17 90% of neonatal nurses? (Band 5 and above) Yes
18 90% of advanced Neonatal Nurse Practitioner (ANNP)? Yes

19

For Information Only:
90% of maternity support workers, health care assistants and nursery 
nurses? (dependant on their roles within the service - for local policy to 
determine)

Yes

• NNU NLS Trajectory 2025

20

90% of midwives? (including midwifery managers and matrons, 
community midwives, birth centre midwives (working in co-located and 
standalone birth centres), maternity theatre midwives and bank 
midwives employed by Trust) Yes

• Training compliance November 2025
• Training weeks database November 2025

21

In addition to the above neonatal resuscitation training requirements, a 
minimum of 90% of neonatal and paediatric medical staff who attend 
neonatal resuscitations unsupervised must have a valid Resuscitation 
Council (RCUK) Neonatal Life Support (NLS) certification or local 
assessment equivalent in line with BAPM basic capability guidance?
Staff that attend births with supervision at all times will not need to 
complete this assessment process for the purpose of MIS compliance. Yes

• NNU NLS Trajectory 2025
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Safety Action nine: Floor to Board  

Can you demonstrate that there are robust processes in place to provide assurance to the Board on maternity and neonatal safety and quality issues?
Requirements 
number 

Safety action requirements Requirement 
met?                             
 (Yes/ No /Not 
applicable)

Evidence summary

1

Are all Trust requirements of the Perinatal Quality Surveillance Model 
(PQSM) fully embedded with evidence of working towards the Perinatal 
Quality Oversight Model (PQOM)? 

Yes

• Perinatal Quality Oversight Model V1.0 
shared via MNOG, upwardly reported to 
GQC and via QSM to LMNS Board 

2

Has a non-executive director (NED) been appointed and is visibly working 
with the Board safety champion (BSC)?

Yes

• Perinatal Quality Oversight Model V1.0
• MNOG minutes demonstrating attendance 
• Evidence in Trust Board Minutes 

3

Is a review of maternity and neonatal quality and safety undertaken by 
the Trust Board (or an appropriate trust committee with delegated 
responsibility) using a minimum data set as outlined in the PQSM/PQOM 
at least quarterly, and presented by a member of the perinatal leadership 
team to provide supporting context? Yes

• Perinatal Quality Oversight Model V1.0
• MNOG papers 

4

Does the regular review include a review of thematic learning informed 
by PSIRF, training compliance, minimum staffing in maternity and 
neonatal units, and service user voice and staff feedback and review of 
the culture survey or equivalent? Yes

• Perinatal Quality Oversight Model V1.0
• MNOG papers 

5

Do you have evidence of collaboration with the local maternity and 
neonatal system LMNS/ODN/ICB lead, showing evidence of shared 
learning and how Trust-level intelligence is being escalated to ensure 
early action and support for areas of concern or need, in line with the 
PQSM/PQOM? Yes

• Perinatal Quality Oversight Model V1.0
• MNOG papers 
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6

Ongoing engagement sessions should be being held with staff as per 
previous years of the scheme. Is progress with actioning named concerns 
from staff engagement sessions are visible to both maternity and 
neonatal staff and reflects action and progress made on identified 
concerns raised by staff and service users from no later than 1 July 2025? Yes

• Meeting attendance 
• Perinatal Assurance reports and MNOG 

minutes 
• GQC reports and minutes
• NED reports 

7

Is the Trust’s claims scorecard reviewed alongside incident and complaint 
data and discussed by the maternity, neonatal and Trust Board level 
Safety Champions at a Trust level (Board or directorate) meeting 
quarterly (at least twice in the MIS reporting period 2 April – 30 
November)? Yes

• Claims, Complaints and Incidents Scorecard 
Q3, Q4, Q1 & Q2

• MNOG papers and minutes
• GQC reports and minutes
• Trust Board papers and minutes 

8

Evidence in the Trust Board minutes that Board Safety Champion(s)  are 
meeting with the Perinatal leadership team at a minimum of bi-monthly 
(a minimum of three in the reporting period 2 April - 30 November) and 
that any support required of the Trust Board has been identified and is 
being implemented?

Where the infrastructure is in place, this should also include the MNVP 
lead as per SA7. Yes

• Meeting attendance
• Perinatal Assurance reports and MNOG 

minutes 
• GQC reports and minutes
• Trust Board papers and minutes

9

Evidence in the Trust Board (or an appropriate Trust committee with 
delegated responsibility) minutes that progress with the maternity and 
neonatal culture improvement plan is being monitored and any identified 
support being considered and implemented?

Yes

• Perinatal Assurance reports and MNOG 
minutes 

• GQC reports and minutes
• Trust Board papers and minutes
• ULTH PCLP Case Study on Staff Experience 

Improvement Plan
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Safety Action ten: MNSI/EN  

Have you reported 100% of qualifying cases to Healthcare Safety Investigation Branch (HSIB) (known as Maternity and Newborn Safety Investigations Special Health 
Authority (MNSI) from October 2023) and to NHS Resolution's Early Notification (EN) Scheme?

Requirements 
number 

Safety action requirements Requirement 
met?                               
(Yes/ No /Not 
applicable)

Evidence summary 

1 Have you reported of all qualifying cases to MNSI from 1 December 2024 
until 30 November 2025? Yes

2 Have you reported all qualifying EN cases to NHS Resolution's Early 
Notification (EN) Scheme from 1 December 2024 until 30 November 
2025? Yes

3 Have all eligible families received information on the role of MNSI and 
NHS Resolution’s EN scheme in a format that is accessible to them? Yes

4 For any occasions where it has not been possible to provide a format that 
is accessible for eligible families, has a SMART plan been developed to 
address this for the future? Yes

5 Has there has been compliance, where required, with Regulation 20 of 
the Health and Social Care Act 2008 (Regulated Activities) Regulations 
2014 in respect of the duty of candour? Yes

6 Has Trust Board had sight of Trust legal services and maternity clinical 
governance records of qualifying MNSI/ EN incidents and numbers 
reported to MNSI and NHS Resolution? Yes

• SA10 Summary document

7 Has Trust Board had sight of evidence that the families have received 
information on the role of MNSI and NHS Resolution’s EN scheme. This 
needs to include reporting where families required a format to make the 
information accessible to them and should include any occasions where 
this has not been possible with the SMART plan to address this? Yes

• Perinatal Assurance Reports with bi-monthly 
updates

• MNOG minutes
• GQC Upward reports and minutes 
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8 Has Trust Board had sight of evidence of compliance with the statutory 
duty of candour? Yes

• Trust Board papers and minutes 

9 When reporting EN cases, have you completed the field showing whether 
families have been informed of NHS Resolution’s involvement? 
Completion of this will also be monitored and externally validated. Yes

• SA10 Summary document
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CNST MIS Year 8 key risks
    All potential risks associated with the MIS safety actions as the service enters Year 8 will be incorporated into the Perinatal Safety Improvement Plan to 
ensure robust oversight and ongoing monitoring. These risks will be systematically reviewed and reassessed upon publication of the final Year 8 
requirements, ensuring that identified mitigations remain appropriate and aligned with updated national expectations.

Appendices
Appendix 1.1: Board Declaration
Appendix 1.2: CNST MIS SA1 Compliance Report  

Safety Action Anticipated risk Risk overview
SA1: PMRT Moderate • Learning and actions from year 7 to remain on PeriSIP until embedded
SA2: MSDS Minimal
SA3: TC/ATAIN Major • Compliance will rely on Year 7 actions being completed in agreed timeframes with ODN oversight
SA4: Clinical workforce Major • Locum checklists require strengthened process

• Workforce gaps may affect compensatory rest action plan and trajectories
• Badgernet is unable to provide data required for consultant attendance audit
• QIS risk ongoing 

SA5: Midwifery workforce Major • Risk ongoing from year 7 
SA6: SBLv3.1 Minimal • Monitored via SBL risks on PeriSIP
SA7: MNVP Major • Risk ongoing from year 7 
SA8: Training Major • Monitored via PeriSIP
SA9: Floor to Board Minimal
SA10: MNSI Minimal



Maternity incentive scheme  -  Year 7 Guidance

Trust Name
Trust Code T565

Tab B - safety action summary sheet - This will provide you with a detailed overview of the information entered so far on the board declaration form and will outline on how many 
Yes/No/N/A and unfilled assessments you have.  Please review any pages that show there are responses that require checking, or are showing as not filled in. 
This will feed into the board declaration sheet - tab D.  

United Lincolnshire Teaching Hospitals NHS Trust

This document must be used to submit your trust self-certification for the year 7 Maternity Incentive Scheme safety actions. 
A completed action plan must also be submitted for any safety actions which have not been met (tab C).   

Please select your trust name from the drop-down menu above. The trust code will automatically be added below. Your trust name will populate each page. If the trust name box above 
is coloured pink please update it.

Tab C - action plan entry sheet – If you are declaring non-compliance with any safety actions, this sheet will enable your Trust to insert action plan details and bid for discretionary 
funding. If you are declaring full compliance, you do not need to complete this tab.
All action plans for non-compliant safety actions must be:
•Submitted on the action plan template in the board declaration form.
•Specific to the safety action(s) not achieved by the Trust (these do not need to be added in numerical order).
•Details of each action should be SMART (specific, measurable, achievable, realistic and timely) and should include details of the funding requested (please enter 0 if no funding is 
required).
•Any new roles to be introduced as part of an action plan must include detail regarding banding and Whole Time Equivalent (WTE) with associated costs.
•Action plans must be sustainable - Funding is for one year only, so Trusts must demonstrate how future funding will be secured.
•Action plans should not be submitted for achieved safety actions.
If you require any support with this process, please contact nhsr.mis@nhs.net

Tab D - Board declaration form - This is where you can view your overall reported compliance with all of the maternity incentive scheme safety actions. This sheet will be protected and 
compliance fields cannot be altered manually. 
If there are anomalies with the data entered, then comments will appear in the validations column (column I) this will support you in checking and verifying data before it is discussed 
with the Trust board, ICB and before submission to NHS Resolution. 

Upon completion of your submission please add electronic signatures into the allocated spaces within this page. Signatures of both the Trust's Chief Executive Officer (CEO) and 
Accountable Officer (AO) of the Integrated Care System (ICS) will be required in Tab D in order to confirm compliance as stated in the board declaration form with the safety actions and 
their sub-requirements. Both signatures will show that they are ‘for and on behalf of’ the trust name, rather than the ICS. The signatories will be signing to confirm that they are in 
agreement with the submission, the declaration form has been submitted to Trust Board and that there are no external or internal reports covering financial years 2024/2025 or 
2025/2026 that relate to the provision of maternity services that may subsequently provide conflicting information to your Trust's declaration. Any such reports should be brought to the 
MIS team's attention before 3 March 2026

If you are unable to add an electronic signature, the board declaration form can be printed, signed then scanned to be included within the submission.                                                                                                                                                                               

Tabs A - safety actions entry sheets (1 to 10) - Please select 'Yes', 'No' or 'N/A' to demonstrate compliance as detailed in each element of the safety action. Please complete these 
entries starting at the top.
'N/A' (not applicable) is available only for set questions and may only be visible following a response to a previous question. 
The information which is added on these pages, will automatically populate onto tabs B & D (which is the board declaration form).  



Any queries regarding the maternity incentive scheme and or action plans should be directed to nhsr.mis@nhs.net

Technical guidance and frequently asked questions can be accessed in the year 7 MIS document:
MIS-Year-7-guidance.pdf

Version Name: MIS_SafetyAction_2025

The Board declaration form must be sent to NHS Resolution via nhsr.mis@nhs.net between 17 February 2026 and 3 March 2026 at 12 noon. An electronic acknowledgement of Trust 
submissions will be provided within 48 hours from 3 March 2026.

Submissions for the maternity incentive scheme year 7 must be received no later than 12 noon on 3 March 2026 and must be sent to nhsr.mis@nhs.net
Submissions and any comments/corrections received after 12 noon on 3 March 2025 will not be considered. 
This document will not be accepted if it is not completed in full, signed appropriately and dated. 
Please do not send evidence to NHS Resolution unless requested to do so.    
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Executive summary

    This report outlines the Trust’s position in relation to Safety Action 1 of the Clinical Negligence Scheme for Trusts (CNST) Maternity Incentive Scheme 
(MIS) for the period 1 December 2024 to 30 November 2025. A requirement within the MIS (1.1) requires Trusts to demonstrate the timely use of the Mothers 
and Babies: Reducing Risk through Audits and Confidential Enquiries across the UK (MBRACE-UK) notification system for all eligible perinatal deaths, with 
national standards mandating notification within seven working days.

    During the routine evidence review, the Trust identified one eligible perinatal death that was appropriately managed and reviewed through local processes 
but was not notified to MBRRACE-UK within the required seven working days. This late submission represents non-compliance with Safety Action 1, as 
Standard A was not met, although Standards B, C and D were achieved. As compliance requires full achievement of all elements of the safety action, the 
Trust is therefore required to declare non-compliance with Safety Action 1 and, as a result, is unable to submit an overall compliant return for the MIS Year 7 
scheme.

Background

    The CNST MIS is a national programme established by NHS Resolution (NHSR) to improve the safety and quality of maternity services across NHS Trusts 
in England. The scheme provides a financial incentive for Trusts that can evidence compliance with ten core safety actions designed to reduce avoidable 
harm and strengthen systems of governance and learning.  Within the requirements of safety action 1, Trusts must complete two distinct but interrelated 
processes when a perinatal death occurs. Although both processes relate to the same clinical event, they serve different purposes, operate on different 
timelines, and have different evidential functions within the MIS. 

Clinical Negligence Scheme for Trusts 
Maternity Incentive Scheme Year 7
Safety Action 1: Are you using the National Perinatal Mortality Review Tool (PMRT) to review perinatal deaths that occurred from 1 December 
2024 to 30 November 2025 to the required standard?

Amy Garratt
Maternity Safety Lead Midwife
V1.3
27/01/2026
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1. Notification of the death to MBRRACE-UK
• MBRRACE-UK is the national surveillance system for perinatal mortality. Trusts are required to notify all eligible perinatal deaths to 

MBRRACE-UK within seven working days of the death occurring. 
• Deaths eligible for reporting to MBRRACE-UK and inclusion in surveillance are:

o Late fetal losses – the baby is born at 22 or 23 completed weeks' gestation showing no signs of life, irrespective of when the death 
occurred

o Stillbirths – the baby is born from 24 completed weeks' gestation (or from 400g where an accurate estimate of gestation is not 
available) showing no signs of life, irrespective of when the death occurred.

o Neonatal deaths – the death of a live born baby born from 20 completed weeks' gestation (or from 400g where an accurate 
estimate of gestation is not available) occurring before 28 completed days after birth.

• NHS Resolution will use data from MBRRACE-UK/PMRT, to cross-reference against Trust self-certifications. MBRRACE-UK/PMRT will 
take the data extract for verification on 3 February 2026.

2. Completion of a full review using the National Perinatal Mortality Review Tool (PMRT)
• The PMRT is a comprehensive, structured review process designed to examine the care received by babies who died in pregnancy from 22 

weeks' gestation onwards or died within 28 days of being born (perinatal deaths).
• It is undertaken by a multidisciplinary team and incorporates parents’ views as a core component.

Situation 

    During the MIS Year 7 reporting period, the Trust, through its evidence review in preparation for submission, has identified one perinatal death that occurred 
in October that was eligible for MBRRACE-UK notification but not eligible for a full PMRT review. The death was eligible only for notification under the criteria 
of neonatal death, with the baby having been born at 20+3 with signs of life and sadly having died shortly after birth. The notification to MBRRACE-UK was 
submitted at ten working days following the death of the baby and not within the required timeframe of seven working days. 

    On identification of the delay in notification the maternity team have taken the following immediate actions:

1. Immediate escalation of the incident and associated findings to the Trust Safety Champions, Director and Head of Midwifery, Group Chief Nurse, 
and Clinical Lead accompanied by an early learning summary to support organisational oversight and assurance. This will also be shared with the 
LMNS.

• ULTH escalation completed 26/01/2026
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• Outstanding action- escalation to LMNS and regional team

2. A comprehensive review of all perinatal deaths within the reporting period has been completed, with cases triangulated against digital maternity 
records, the bereavement database, and the PMRT case list to ensure no additional cases were missed or notified late. None were identified that 
were applicable to CNST, using CNST inclusion criteria.

• Action completed 26/01/2026

3. Review of all MBRRACE-UK notification-eligible cases and PMRT cases within the MIS reporting period to ensure that external verification will not 
identify any additional omissions or discrepancies. None were identified that were applicable to CNST, using CNST inclusion criteria. 

• Action completed 26/01/2026

4. The Trust has shared its position with NHSR and received confirmation of the agreed next steps, ensuring transparency, external assurance, and 
alignment with national reporting requirements.

• Action completed 22/01/2026

    Following completion of immediate action two, the Trust identified an additional case.  This case does not fall within CNST reporting scope, as the baby 
died in a non-clinical setting. The mother booked late for antenatal care and, following diagnosis of fetal abnormalities, elected for termination of pregnancy 
with feticide at another care provider (Leicester). She returned home as planned and subsequently gave birth at home, with no signs of life. The case was 
notified to MBRRACE-UK at 14 working days. Whilst this is not reportable under CNST criteria, and therefore the CNST timescale of 7-days for notification 
does not apply, the Trust wanted to reference this case here for transparency.

Analysis

    The Trust had an established and historically reliable process for notifying all eligible perinatal deaths to MBRRACE-UK, with 96% of notifications routinely 
completed by the bereavement team within 0–4 working days of the event. The remaining 4% was the one case within scope that was notified three days after 
the CNST timescale of 7-days. This process has consistently functioned well, with no previously missed or delayed notifications identified in earlier MIS 
reporting periods. The pathway includes prompt identification of eligible cases, clear delineation of staff responsibilities, and timely submission via the 
MBRRACE-UK portal. In the case under review, and in the one case that falls outside CNST scope, the delayed notification appears to be attributable to a 
systems gap rather than any misunderstanding of eligibility criteria, resulting in the case being inadvertently overlooked from a notification perspective. The 
family received the expected standard of care, and there is no evidence to suggest wider systemic or process failures. The Trust’s overall compliance history 
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demonstrates robust adherence to the requirements of Safety Action 1. However, these incidents highlight the need to strengthen failsafe mechanisms within 
the notification workflow to further reduce the risk of recurrence, notwithstanding the historically strong performance of the process.

    The impact of this oversight has been reviewed by the multidisciplinary team and can be reviewed below:

Impact Detail
CNST MIS compliance • Although the case in question was correctly identified as not requiring a PMRT review, the late notification 

constitutes a deviation from the expected reporting standard. 
• As a result, the Trust cannot demonstrate 100% compliance with the notification element for this case 

within the MIS period and will therefore return a submission on non-compliance with the accompanying 
financial and reputational impact.

• The Trust has however demonstrated robust processes in place, as evidenced from previous years MIS 
programmes. The Trust will seek NHSR assistance in determining if compliance with the 96% of cases this 
year, and full compliance in previous years can be used to support a declaration of compliance following an 
evidence review.

National surveillance and data quality • Timely MBRRACE-UK notifications ensure that national mortality surveillance remains accurate, up to 
date, and reflective of real-time patterns in perinatal outcomes. 

• The delay in this instance did not compromise the integrity of the clinical information submitted; however, 
any delay reduces the immediacy with which the case is included in national datasets and could, if 
repeated, undermine the reliability of national surveillance systems over time.

• Whilst no harm has been identified, the Trust have identified learning opportunities and have already 
strengthened its processes and controls.

Local clinical governance and learning • Because the case did not meet criteria for PMRT review, no delay occurred in conducting a clinical review 
or extracting learning at a local level. 

• Internal governance processes remained unaffected, and the absence of a PMRT review requirement 
means no interruption occurred to the Trust’s learning, action planning, or parent-facing communication 
relating to care. 

• The case was reviewed in line with routine incident pathways.
Reputational and Regulatory Assurance • While the incident represents a single, isolated oversight within an otherwise robust reporting pathway, the 

Trust recognises that any deviation from mandatory reporting timelines may raise concerns regarding 
governance reliability. 

• Transparent reporting of the error to Maternity and Neonatal Safety Champions, Trust Board, NHSR and 
the LMNS, alongside clear evidence of strengthened processes mitigates reputational risk and reassures 
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regulators and system partners of the Trust’s commitment to maintaining high standards of maternity data 
quality and safety oversight, in line with NHSR expectations for annual MIS compliance. 

Impact on the family • There was no impact on the family arising from the delay in notification.
• The purpose of MBRRACE-UK notification is national data surveillance rather than clinical review, and the 

case was not eligible for PMRT. 
• Family engagement, care, and communication pathways therefore remained unaffected.

Mitigations and actions
    The review of this incident has highlighted that while the Trust’s MBRRACE-UK notification process has historically been robust, with notifications 
consistently submitted within 0–4 working days, the system remains vulnerable to isolated human error. This incident demonstrates that even well-established 
workflows can be impacted by momentary oversight, particularly in cases that fall outside the routine pattern of events (e.g., cases eligible for MBRRACE 
notification but not for PMRT review).

    In response to the incident and the learning identified, the Trust will agree targeted actions to prevent recurrence and to provide assurance. Once agreed, 
the actions will be added onto the Perinatal Safety Improvement Plan (PeriSIP) for ongoing monitoring and oversight. Actions will focus on: 

1. Strengthening notification safety checks
• Introduce a secondary verification step whereby all eligible perinatal deaths are cross-checked by a second member of staff within an 

agreed timeframe. 
• Implement a weekly review utilising BadgerNet to generate a list of all perinatal deaths recorded within the system during the preceding 

week.
o The report will be reviewed by a designated member of the bereavement or maternity governance team to cross-reference all cases 

against MBRRACE-UK notification requirements, ensuring that any eligible deaths are identified promptly. 
o Any discrepancies—such as cases logged in BadgerNet but not yet notified—will trigger an immediate review and completion of the 

notification process.

2. Review of local guidance/SOP to set out the process for identifying and notifying all eligible perinatal deaths ensuring failsafe mechanisms are 
explicitly outlined. 

3. Ongoing monitoring and governance oversight



Page | 6
          27/01/2026 V1.3

• Include MBRRACE-UK notification timeliness as a standing item for review within the Learning Lessons section within the Perinatal 
Assurance report presented bi-monthly at the Maternity and Neonatal Oversight Group.  

Process for return of submission of non-compliance 

    The Trust intends to submit its Board Declaration at the opening of the portal on 26th February 2026, ahead of the final submission date of 3rd March 2026, 
declaring non-compliance with requirement one of Safety Action 1. NHSR will review the submission and accompanying action plan, including the case 
details, reasons for the delayed notification, associated learning, and mitigations. Early submission provides NHS Resolution with the opportunity to request 
further information or amendments while the portal remains open. In parallel, MBRRACE-UK will undertake verification against the required standards and will 
report its findings to NHS Resolution for a joint review. Based on the strength of the Trust’s action plan and learning, this process may result in the Trust being 
deemed compliant, leading to an upgrade to full compliance. If non-compliance is returned, the Trust will have an opportunity to submit a revised action plan 
for further consideration by MBRRACE-UK. Should non-compliance be upheld following the second submission, NHS Resolution will support the Trust to 
apply for discretionary funding, acknowledging that the Trust will not be eligible for the full 10% incentive payment which, in previous years, has amounted to 
between £600,000 and £800,000

Conclusion 
    The review of this incident has confirmed that the Trust maintains a historically strong and reliable process for notifying eligible perinatal deaths to 
MBRRACE-UK in line with CNST requirements, with 96% consistent track record of submitting notifications within 0–4 working days. The delayed notification 
identified during this reporting period has highlighted a need for strengthened processes to ensure this does not occur again. Importantly, the case was 
correctly recognised as not eligible for a full PMRT review, and therefore no delay in learning, parent engagement, or clinical governance processes occurred. 
However, as timely MBRRACE-UK notification is a mandatory element of the safety action, the Trust will return a submission of non-compliance, and this 
oversight highlights the need to strengthen verification mechanisms within existing pathways. The Trust have already commenced taking action to embed 
strengthened processes.

    The Trust has responded promptly and constructively, with actions already under review to mitigate the risk of recurrence. These actions demonstrate a 
commitment to transparency, accountability, and continuous improvement. With these measures in place, the Trust is well-positioned to maintain robust 
compliance with safety action one going into Year 8 of the MIS, ensuring accurate national reporting, strong local governance, and ongoing assurance of safe, 
high-quality maternity care.



      
Minutes of the Joint Public Board Meeting

Held on 6 January 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 
Mr Neil Herbert, Non-Executive Director
Professor Karen Dunderdale, Group Chief 
Executive
Mr Daren Fradgley, Group Chief Integration 
Officer
Mr Paul Antunes Goncalves, Group Chief 
Finance Officer
Mrs Nerea Odongo, Group Chief Nurse
Professor Colin Farquharson, Group Chief 
Medical Officer

Mrs Kathryn Helley, Group Chief Clinical 
Governance Officer
Ms Caroline Landon, Group Chief Operating 
Officer
Miss Claire Low, Group Chief People Officer
Mr Mike Parkhill, Group Estates and Facilities 
Officer 
Mrs Jayne Warner, Group Director of 
Corporate Affairs
Mrs Sarah Buik, Associate Non-Executive 
Director
Mr 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)
Ms Gemma Hayselden, Ward Sister, Scampton 
Ward (Item 3.1)
Ms Julie Smith, Special School Team Manager 
(Item 3.2)

Ms Dani Cecchini, Non-Executive Director
Mr Ian Orrell, Associate Non-Executive 
Director 

001/26 Item 1 Introduction

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



002/26 Item 3 Apologies for Absence

Apologies for absence were received from Ms Dani Cecchini, Non-Executive Director 
and Mr Ian Orrell, Associate Non-Executive Director.

003/26

004/26

005/26

006/26

007/26

008/26

Item 3 Public Questions

Question 1 – Mandy Watmore

Why are the in-house pharmacy incapable of supplying to your ophthalmic 
department an alternative to the antiseptic iodine eye wash prior to an eye 
injection?  The product previously supplied was Chlorhexidine which had been 
continuously supplied for this purpose until end of July this year?

I am at a loss as to why the new pharmacy contract is incapable of supplying the 
chlorohexidine necessary to allow my and other macular patients these eye 
injections.  The complaints procedure also is in need of revision

The Group Chief Medical Officer responded that the unavailability of chlorhexidine 
was due to the Medicines and Healthcare Products Regulatory Agency (MHRA) 
suspending the manufacturing licence on 4th August 2025 and all remaining stock 
had to be withdrawn nationally from use, and the supply of an immediate alternative 
was not available.

The Group Chief Medical Officer offered that this product shortage had not been 
communicated to the organisation by the MHRA in the same way other shortages 
had, and therefore there had been a short delay in sourcing and ordering a 
replacement product. The situation had now been rectified, and stock was now 
readily available within the pharmacy.

The Group Chief Medical Officer explained that pharmacy processes had now been 
adapted to ensure that further shortages of medicines were captured and a specific 
Microsoft Teams chat function, which included specialist pharmacist and 
representatives from the Drugs and Therapeutics Committee, had been established 
to ensure that alternative medicines could be sourced, ensuring that the system was 
more robust moving forward.

Q2 Received from Vi King

Please can I ask if barium meals are done at Grantham Hospital. I have been 
informed that some patients are being told they have to go to Lincoln.
If this is correct, please can I ask the rationale as to why these are not being done at 
Grantham Hospital.

The Group Chief Operating Officer responded that the organisation did not have a 
fluoroscopy machine at Grantham Hospital, which was required to complete barium 
meals, and therefore this provision had never been offered at Grantham. It was 
explained that due to pathway changes, CT scanners were now used rather than 
barium enemas, therefore this equipment was not warranted on this site. The Group 



Chief Operating Officer offered to have a further conversation with Mrs King 
regarding this, if required.

009/26

010/26

011/26

012/26

013/26

014/26

015/26

016/26

017/26

Item 3.1 Ward Accreditation

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

Sister Hayselden Scampton Ward, Lincoln County Hospital was welcomed to the 
meeting to celebrate achievements.

The Group Chief Nurse explained that Scampton Ward 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 Hayselden shared some examples with Board members of achievements 
within Scampton Ward which specialised in dementia and Parkinson’s disease and 
explained that a range of initiatives to improve patient experience had been 
introduced. Following feedback, a ‘breaking bad news’ room had been set up, a quiet 
space that staff were able to use to speak to patients and families about sensitive 
subjects or deliver bad news away from the busy ward environment. 

Following relative feedback, the Ward had also purchased z-beds using charitable 
funds, so that carers or those whose relatives were nearing the end of life were able 
to stay overnight near to their loved ones.  

The Group Chair thanked the Ward Sister for sharing these examples of good work 
and acknowledged the compassion and care that shone through in the presentation.

Mrs Brown commented on the leadership stability that the Ward Sister had offered to 
the team over the last three years and also reflected on the focus of being able to 
provide comfort to carers being exceptional.  Mrs Brown expressed a view that the 
team should be proud of what had been achieved.

Mrs Wells agreed with Mrs Brown’s comments and referred to a good culture of 
listening to the feedback provided and by taking action, making good use of 
charitable funds to purchase the z-beds. Mrs Wells thanked the team for the service 
being delivered.

The Group Chief Executive commented on the exceptional leadership being 
demonstrated by the Ward Sister and was pleased to hear of the action that had 
been taken following the feedback received. The Group Chair referred to one of the 
three values across the Group, collaboration, and expressed a view that had been 
demonstrated and that the team should be proud of all they had achieved.



018/26 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.

019/26

020/26

021/26

022/26

023/26

024/26

025/26

Item 3.2 Patient/Staff Story

The Group Chief Nurse welcomed the Julie Smith, Specialist School Nurse from St 
Francis School in Lincoln, a special school that teaches 174 children with complex 
needs. 

Board members were shown a video in which the Specialist School Nurse and 
School Headteacher described the work undertaken with the children attending the 
school, offering medication, therapies and urgent response to ensure they could 
continue to attend school and receive an education and also described how the team 
offered staff members training and support, in caring for children with complex 
medical needs, keeping them in school and preventing hospital admissions. The 
Specialist School Nurse offered that the multi-professional team consistently 
went above and beyond to ensure families received the support required, and Board 
members acknowledged the tremendous impact the team had on the school, the 
children and the families they supported.

The Group Chief Estates and Facilities Officer thanked the Specialist School Nurse 
for the services that were being provided to the children and added that it was clear 
that this was making a difference in ensuring that the children received a good 
education.

The Group Chair commented that this team had won the Chair’s Award at the 2025 
Staff Awards and offered that several letters had been received, supporting the 
nomination from parents making the point on the support that was provided.

The Group Chief Executive commented on the phenomenal work of the team and 
explained that she had previously visited the team and had been overwhelmed by the 
impact the services provided had on the children and their families and had felt that 
again by watching the recording shared. The Group Chief Executive expressed a 
view that this offered true care closer to home, moving care away from the acute 
hospital environment. 

The Group Chief Executive asked how long it had taken the team from having an 
idea of what could be delivered to today, offering this exceptional service. The 
Specialist School Nurse responded that there was more work to do and that the 
numbers of children in school with complex needs had increased since the pandemic 
and a much improved MDT service was now offered, however there was still further 
room for improvement.

The Group Chair thanked the Specialist School Nurse for attending the meeting and 
for sharing the impressive work of the team.

The Board:
• Received the Patient/Staff Story 



026/26

027/26

Item 4 Declarations of Interest

There were no additional Declarations of Interest made.

The Group Chair took this opportunity to welcome new Associate Non-Executive 
Directors Mr Paul Marsden and Mr John Underwood to their first Board meeting, and 
looked forward to working with them in the future.

028/26 Item 5 Minutes of the meetings held on 4th November 2025

The minutes of the meeting held on Tuesday 4th November 2025 were approved as 
an accurate record. 

029/26 Item 5.1 Matters Arising from the previous meeting/log

The Board reviewed the action log, and the following updates were provided:

386/25 – The Group Chief Medical Officer commented that this action related to a 
cluster of MRSA infection prevention and control cases within maternity and had 
since been largely reported on via the Quality Committee upward report. He advised 
that the cases, at both Pilgrim Hospital Boston and Lincoln County Hospital had not 
been cross-infected cases and there had been no ongoing cluster incidents since.  
The Board agreed to close this action.

716//25 – A Board Development Session on Maternity Service was in the process of 
being arranged. The Board agreed to close this item.

728/25 – The Group Chief Medical Officer informed the Board that work was ongoing 
to align job planning for Consultants with Care Groups to make the best use of 
Doctor resource for productivity purposes. He added that there was strong 
compliance in this area with both Consultants and (Specialty and Specialist) SAS 
Doctors and the Group was considered nationally as exemplars in this arena. Work 
was underway for 2026/27 in terms of improving the job planning cycle and reporting 
would take place through both the People and Finance and Performance 
Committees. The Board agreed to close this item.

The Board:
• Received the action log

030/26

031/26

Item 6 Group Chief Executive’s Report to the Board

The Group Chief Executive presented the report to the Board and offered that 
operational colleagues continued to work under extreme pressure across the festive 
period and during the recent period of industrial action, where elective activity had 
been maintained, and took the opportunity to thank all staff members for all the work 
they had done. 

During October and November the 2026/27 Planning Guidance had been received, 
and work had been undertaken to submit a first draft of the Plan; the Group Chief 



032/26

033/26

034/26

035/26

036/26

037/26

Executive offered that the Group was on track to submit the next iteration in February 
2026.

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

NHS England had also written to all NHS Trusts in December with requirements to 
strengthen processes to promote sexual safety and reduce sexual misconduct in the 
NHS which included several new actions to undertake. The Group Chief Executive 
explained that Trusts were required to review chaperoning policies to ensure that 
these reflected the key principles in the improving chaperoning guidance, along with 
establishing review groups to ensure that sexual misconduct reports were correctly 
and robustly considered.  The Group had reinforced its commitment to creating a 
safe environment through the launch of the Sexual Safety Charter.

With regards to Group specific issues, the Group Chief Executive outlined that 
following an inspection carried out in September 2025 into end-of-life care at LCHS, 
the CQC published the report on 24th November 2025.  The overall rating of the 
service remained as ‘Good’ which demonstrated continued commitment to providing 
high quality end of life care to the residents of Lincolnshire. 

The Group had the privilege of hosting the Public Board meeting of the Health 
Services Safety Investigations Body (HSSIB) in November 2025, providing a valuable 
opportunity to observe the proceedings. Following the meeting, Group 
representatives engaged with HSSIB to showcase the significant patient safety 
improvements currently being implemented across the Group. Immediate feedback 
from HSSIB was positive, recognising the depth and quality of the patient safety work 
and noting the substantial impact these initiatives were expected to deliver once fully 
embedded.

During December 2025, the National Oversight Framework ratings for Quarter 2 had 
been published. For this period, ULTH remained in segment 4, ranking 124th out of 
134 acute trusts. LCHS was placed in segment 4, ranking 46th out of a peer group of 
61. The data highlighted several areas where services compared well against peers, 
and the publication of these metrics enabled teams to focus on opportunities for 
improvement to benefit patients. The Group Chief Executive explained that it was 
important to note that the report reflected performance from three months ago and 
whilst there remained more to do, several access measures had continued to 
improve since then.

The first Provider Oversight Group Meeting for the Group with the NHS England 
(NHSE) regional team took place during December 2025, chaired by the Director of 
System Co-ordination and Oversight. The meetings had been established in line with 



038/26

039/26

040/26

041/26

042/26

the oversight arrangements linked to the NHS Oversight Framework. The meeting 
was positive and there was recognition of the improving position across performance 
and finance.

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

Following a successful pilot of the Pharmacy First initiative at Lincoln Urgent 
Treatment Centre (UTC), a new referral pathway would be rolled out across all UTCs 
and Clinical Assessment Services (CAS) in 2026. 

The School Aged Immunisation Service (SAIS) for Lincolnshire had been recognised 
as one of the leading performers in the region, surpassing both Midlands and national 
averages. Since September 2025, the team had successfully administered over 
51,500 flu vaccinations to children aged 4–16 across the county, helping to protect 
thousands of families and communities. LCHS would continue to host and deliver 
SAIS in Lincolnshire for a further 3 years. 

The county’s Community Diagnostic Centres (CDC) had celebrated winning Gold in 
the CDC of the Year category in the joint building project for the Lincoln and 
Skegness CDCs, which had been honoured at the Building Better Healthcare Awards 
2025.

The Group Chief Executive also took the opportunity to inform Board members that 
Carol Jackson, Healthcare Support Worker at Lincoln County Hospital, had been 
honoured with the prestigious Chief Nursing Officer for England Award. She offered 
that Ms Jackson played a vital role in supporting patients undergoing cancer 
treatment, providing emotional care and compassion during what was often an 
incredibly challenging time. The national award recognised Ms Jackson’s outstanding 
contribution and the meaningful difference made each day to the lives of both 
patients and nursing colleagues.

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

043/26 Item 6.1 Group Model Workstream Progress Briefing

The Group Chief Executive presented the report which was taken as read and 
explained that this was a high-level briefing in respect of progress against Group 
developments and key milestones. On the whole focus remained on the slippage of 
some of the agreed timescales as previously reported, revised timescales had now 
been included in the plan and the Group Chief Executive remained confident on 
some of the supporting actions being undertaken.



044/26

045/26

046/26

The number of out of date policies within the acute element of the Group continued to 
be an area of strong focus and an improvement plan and trajectory was now in place 
with weekly Executive oversight.

The development of an Estates Strategy had commenced, and the Partnership 
Strategy was also being refreshed in line with the Group Strategy, due to a change in 
creating the Alliance Care Group within the operating strategy.

The Group Chair commented on the good progress being made and noted the issue 
of escalation in respect of policies. The Group Chair suggested reviewing the 
milestones within the next iteration of the report.

Action: Group Chief Executive, 3rd March 2026

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

047/26
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Item 6.2 Winter Plan

The Group Chief Operating Officer presented the report which was taken as read and 
explained that available capacity was being utilised for Intravenous (IV) therapy and 
Outpatient Parenteral Antimicrobial Therapy (OPAT) work with pathways being flexed 
and an increase in daily monitoring. 

Paediatrics at the front door was now operational and there was good progress being 
made at Lincoln County Hospital, with further work required at Pilgrim Hospital, 
Boston through Divisions; potentially with colleagues being utilised in alternative 
ways.

The Group Chief Operating Officer offered that resilience had been maintained over 
the festive period with no elective cancellations due to bed pressures.

The improvement in Urgent and Emergency Care performance continued, however 
challenges had been experienced in 12 hour discharges.

Mrs Brown acknowledged the excellent work that had been undertaken in this area, 
recognising that there was more to learn and commented that the teams should be 
proud of the work they were doing. It was acknowledged that the winter pressures 
had been coupled with periods of industrial action and being able to maintain patient 
safety was important. 

The Group Chair agreed with Mrs Brown’s comments and added that to maintain 
elective activity was a great testament to the planning that had been undertaken. 
Issues relating to discharges which were dependent on multi-disciplinary team 
response were also recognised.

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

https://www.google.com/search?q=Outpatient+Parenteral+Antimicrobial+Therapy&sca_esv=6be9334bf995a265&source=hp&ei=NradaafvGJqshbIP7c6FgAI&iflsig=AFdpzrgAAAAAaZ3ERlGRcEmvl6YpbiZny5hPRlSnf6a7&ved=2ahUKEwjAvNLtq_KSAxU6T0EAHSt3LrsQgK4QegYIAQgAEAQ&uact=5&oq=OPAT&gs_lp=Egdnd3Mtd2l6IgRPUEFUMgoQABiABBhDGIoFMg0QABiABBixAxhDGIoFMgsQABiABBixAxiDATIKEAAYgAQYQxiKBTIOEC4YgAQYsQMY0QMYxwEyChAAGIAEGEMYigUyCxAuGIAEGLEDGIMBMgUQABiABDIFEAAYgAQyBRAAGIAESKQIUABYkAVwAHgAkAEAmAG-AaAB7gSqAQMwLjS4AQPIAQD4AQGYAgSgAv8EwgILEAAYgAQYkQIYigXCAhEQLhiABBiRAhjHARiKBRivAcICCBAAGIAEGLEDwgIREC4YgAQYkQIY0QMYxwEYigXCAg0QLhiABBixAxhDGIoFwgITEC4YgAQYsQMY0QMYQxjHARiKBcICERAuGIAEGLEDGNEDGIMBGMcBwgIQEC4YgAQYsQMYQxiDARiKBZgDAJIHAzAuNKAH3yqyBwMwLjS4B_8EwgcFMC4yLjLIBw2ACAA&sclient=gws-wiz


Item 8 Strategic Aim 1 Patients
053/26

054/26

055/26

056/26

057/26
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Item 8.1 Assurance and Risk Report Quality Committee

The Chair of the Quality Committee, Mr Connolly, presented the Committee reports 
following the meetings held during November and December 2025 with the reports 
taken as read with no formal escalations to be made. Mr Connolly drew the Board’s 
attention to the December meeting focussing on the Board Assurance Framework 
and the ongoing and continued development of the performance dashboard.

Two formal escalations were made to the Board in respect of maternity services; the 
first relating to Clinical Negligence Scheme for Trusts (CNST) Standard seven, 
Maternity Voices, and Mr Connolly informed the Board that given the current hours 
and a reduction in support from Lincolnshire ICB and the Local Maternity and 
Neonatal System (LMNS), ULTH would not be in a position to meet the year seven 
standards for Maternity Voices. However, through the Maternity and Neonatal 
Oversight Group (MNOG) upward report the Committee was assured that work was 
continuing to mitigate this with a focus on co-production. Mr Connolly reiterated that 
this presented a significant risk to the achievement of the year seven standard.

The second escalation related to the maternity workforce and as previously 
highlighted the gap in workforce of 12.1 whole time equivalents (WTE). 5.75 WTE 
had been appointed into that gap at risk, however Mr Connolly informed the Board 
that the remaining posts were to be funded at a cost pressure. Mr Connolly advised 
that work was ongoing with the Lincolnshire ICB to rectify this situation.

Mr Connolly also offered the following updates on CNST Standards:

CNST Standard 1- PMRT – the upward report of Q2 was received and detailed the 
deaths reviewed from 1 December 2024, any themes identified and the consequent 
action plans. Reviews of deaths and consequent action plans were available to the 
Board in the reading room.  

CNST Standard 3 – ATAIN an update was provided relating to the continuation of the 
Quality Improvement Project ‘Midwives as second checkers for neonatal IV 
antibiotics’ and the Trust position of compliance with the minimum evidence 
requirement for CNST MIS Year 7 for pathway of care for babies from 34+ weeks 
was noted by the Committee. In respect of Perinatal services it was acknowledged 
that there were areas requiring improvement including recommendations from 
the ODN Peer Review; these actions were monitored via the PeriSIP and agreed 
reporting routes.

CNST Standard 4- Clinical Workforce:  Obstetric workforce the Trust had 
implemented RCOG guidance on engagement of both short-term and long-term 
locums and is compliant with criteria having been met for employment of locum 
doctors in Obstetrics and Gynaecology. This has been demonstrated through a 6-
month audit.  The Trust was 97% compliant with consultant attendance in person to 
the clinical situations listed in the RCOG workforce document. This had been 
demonstrated through a 3-month audit. Progress was also received on the previously 
agreed action plan to support working towards implementation of the RCOG 
guidance on Compensatory rest. 
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Neonatal workforce: The neonatal unit met the British Association of Perinatal 
Medicine (BAPM) national standards of medical staffing. It was recorded within Trust 
Board minutes progress against the previous Board agreed QIS action plan and 
trajectories and that this is on the services risk register. 

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 has been confirmed by the ICB as 
demonstrated in the SBLCB implementation tool.

CNST Standard 9- Floor to Board: A non-executive director (NED) had been 
appointed and was visibly working with the Board safety champion (BSC). A review 
of maternity and neonatal quality and safety undertaken by the Board using a 
minimum data set as outlined in the PQSM bi-monthly and the Board Safety 
Champion met with the Perinatal leadership team and the Quad leadership team at a 
minimum of bi-monthly. Progress was also being made in respect of the Staff 
Experience Group (maternity and neonatal culture plan).

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

Mr Connolly informed the Board that interim early findings had been released by 
Baroness Amos with initial benchmarking undertaken which would be discussed 
further at MatNeosip meeting and any actions adding to MatNeosip action plan as 
required.

As Maternity Safety Champion, Mrs Brown offered that alongside her fellow Board 
Safety champion, the Group Chief Nurse, and in collaboration with the MNVP lead 
and other ICB colleagues, ULTH met with the Perinatal Leadership team on a bi-
monthly basis via MNOG to review progress and identify areas where support was 
required from the Quality Committee and the Board. Any such examples of support 
were escalated via the upward reporting arrangements to Board, where Mrs Brown 
and the Group Chief Nurse highlighted such areas of support and work to implement 
these with the support of fellow members of the Board.

Mr Connolly explained that the organisational C-difficile trajectory remained high and 
off target and action plans were in place to mitigate any risk. Mortality rates remained 
as expected, however the Committee had sought further assurance in relation to the 
impact of the waiting listing in ophthalmology. 

Further assurance had also been requested relating to mixed sex accommodation 
and unjustified breaches; recognising that a task and finish group was in place. The 
Committee had also requested assurance around the governance and decision 
making moving forward.
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The Committee also received the modern slavery annual statement, which was 
recommended to the Board for approval.

The Group Chief Nurse offered that in relation to maternity and the MNVP escalation 
to the Board, that this issue was being reviewed across the ICB Cluster and in the 
MNVP entry mitigations which were being added to ensure the women’s voice was 
not being lost, including through the maternal and black maternal health group.

The Group Chief Nurse also offered that in relation to maternity staffing, there was 
assurance that the organisation was meeting one to one care in labour consistently 
by 90% - 100% and the triage model was being worked to and reported through to 
MNOG. There were less than 1% of red flags across maternity for both units.

Patient moves at night was a further area of concern and the Group Chief Nurse 
provided assurance that this was an area which required focussed work in 
partnership with the Group Chief Operating Officer, including strengthening 
processes during the day and limiting patient movement at night.

In respect of mortality, the Group Chief Medical officer offered that the Summary 
Hospital-level Mortality Indicator (SHMI) and Hospital Standardised Mortality Ratio 
(HSMR) had been within expected limits and stable for several years and had 
recently been demonstrating an improving position.

The Group Chief Finance Officer explained that the maternity cost pressure had been 
included within the modelling of the 2026/27 Annual Plan and active discussions 
were continuing with Commissioners.  

Mrs Brown offered that there was potential for the MVP issues to be rectified, 
however each year this was becoming increasingly difficult to achieve and would be 
challenging.

The Group Chair acknowledged Mrs Brown’s comments and the hard work that had 
been undertaken over the years to achieve the CNST standards and expressed a 
view that innovative and creative thinking may be required if the organisation was to 
continue to meet the standards.

The Board:
• Received the assurance reports, and two formal escalations relating to 

maternity workforce and maternity voices
• Noted the remaining updates on the CNST Standards as presented
• Approved the Modern Day Slavery Statement

076/26 Item 8.2 Finance Briefing

The Group Chief Finance Officer offered a summary of performance at month eight, 
the year-to-date financial position for the Group was a £12.3m deficit, which was 
£2.4m adverse to plan. This was mainly due to the profiling of financial planning 
through the year, as well as additional financial pressures as a result of industrial 
action and required the Group to take action in the coming months to enable a return 
to financial balance by 31 March 2026. 
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The Group Chief Finance Officer advised that there were three key areas of internal 
focus to support the recovery of the financial position, which were being monitored 
with Care Groups and Corporate Leads; variable income delivery; delivery of cost 
improvement programme (CIP), which had delivered savings of £41.9m, however 
£0.7m lower than plan. Some schemes were not delivering as planned and further 
mitigations were being looked at to ensure delivery; workforce controls, including 
introducing medical spend caps, vacancy control process, rostering controls and 
delays to start dates.

With regards to capital expenditure £28.4m had been delivered in-year, which was 
£21.1m lower than planned and was mainly driven by delays in approval, however 
the Group Chief Finance Officer anticipated that this would be recovered by the end 
of the financial year and the Group Chief Estates and Facilities Officer assured Board 
members that this work was on schedule to deliver by the end of the financial year.

To address this, mitigating options had been reviewed, and the Finance and 
Performance Committee had been requested to support a proposal for a change to 
delegated authorities and for the approval of two out of four Executives to make 
changes, for example moving between financial years and to ensure that all the 
capital spend was utilised by the end of the financial year. In addition an increase 
was requested for the Group Chief Finance Officer approval limits of up to £2m, in 
order that actions could be expedited, all of which would retrospectively be taken 
through Committees and Board to ensure transparency, all in line with the strategic 
direction of travel. 

The Group Chief Nurse offered an update on nursing spend explaining that as part of 
sickness management, an enhanced care protocol was being looked at to ensure 
that any nursing vacancies were all internal. Collaborative bank across the Group 
had also been launched to allow the spread of workforce and controls for approval of 
bank had been strengthened. Staff members owing the organisation hours had also 
been stopped from undertaking bank work. Rosters were in the process of being 
cleansed ensuring that hours were being used, prior to requesting temporary staffing. 
There was also a push on the working time directive, ensuring staff members took 
breaks which had also had an impact on temporary spend. 

From a medical workforce perspective, the Group Chief Medical Officer advised that 
weekly meetings were taking place with care groups with increased scrutiny in terms 
of gaps. It was noted that benchmarking had been undertaken with other Trusts in 
respect of actions being taken against the use of temporary staffing. The Group Chief 
Medical Officer also offered that any gaps or high areas of temporary staffing were 
being fed into Committees, as well as the detail of any incidents.

The Board:
• Received the report noting the reasonable assurance 
• Approved the changes in delegated authority as set out
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Item 8.3 Assurance and Risk Report Finance and Performance Committee

Mrs Buik provided the assurances received by the Finance and Performance 
Committee, at the meetings held during November and December 2025; the reports 
were taken as read, noting that there were no escalations.

In relation to objective 1b, Mrs Buik advised that the Committee were now receiving 
upward reports from the Planned, Unplanned and Out of Hospital Groups.

Mrs Buik explained that the new Committee performance dashboard had 
strengthened assurance and was assisting to focus further discussions. Relating to 
the National Oversight Framework, data issues had affected rankings, the Committee 
was assured that these issues had now been fully resolved for ULTH, however for 
LCHS this remained an issue. Positive community performance was acknowledged 
by the Committee, specifically with regards to the Urgent Community Response 
target.

Virtual bed occupancy was above the national 80% target, and the Committee noted 
the achievement of zero 52 week waits within ULTH and assurance was provided 
relating to workstreams for cancer and 52 week waits; both areas were expected to 
demonstrate improvement from the November and December 2025 figures shortly. 
Challenges relating to the 12 hour wait position were also received by the Committee.

Mrs Buik explained that the Committee had received a full suite of finance papers in 
November and December 2025 providing assurance on the figures and robust 
processes in place to monitor and manage the financial performance where and a 
surplus had been delivered. Scrutiny remained on the cost improvement programme, 
with the Surgery Care Group significantly improving its position. Temporary medical 
workforce and the patient services hub were highlighted as two key risks. A detailed 
discussion had taken place on the approach to prioritising actions for year end. A 
change to the governance approach had been requested at the recent Committee 
meeting, which had been fully supported.  

The Committee had also received the Finance Strategy with the Committee noting 
the intent to bring together the finance teams across the Group, ensuring work was 
aligned with the Group Strategy and Values.

Mrs Buik informed those present that the Carbon Energy project contract had now 
been signed.

Authorised Engineers audit reports had been received, which was positive and 
provided additional assurance for areas of the LCHS estate. Some areas of concern 
had been highlighted to the Committee relating to operational performance due to a 
significant number of estates jobs being realised though the helpdesk. However, 
planned preventative maintenance (PPM) was on target for completion in January 
2026 which would provide some mitigation. The Committee was informed of some 
issues with lift maintenance, and an action plan was in place which would continue to 
be monitored.
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An update was received on Martyn’s Law, which would come into effect in April 2027, 
relating to lockdown procedures on Hospital sites however it was noted that there 
may be a requirement for additional funding to enable this to be achieved across the 
Group.

The 2024/25 Health and Safety Annual Report had been presented and was 
recommended to the Board for approval.

A proposal had been considered to reduce the very high risk held on the Board 
Assurance Framework recorded at 20, to high with a score of 16, based on the 
increased assurance which was now being received, and this was recommended to 
the Board.

Information Governance had been under increased demand, partly due to the 
number of projects and improvements and the Committee would continue to monitor 
as a potential risk.

Data Protection and Security Plans had been submitted to NHS England and were 
now approved.

The Board:
• Received the assurance report
• Approved the 2024/25 Health and Safety Annual Report

095/26
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Item 8.4 2026/27 Draft Plan Submission

The Board received an update on the first draft 2026/27 national Planning 
Submission, which outlined how the Group would meet a range of expectations 
around activity, productivity, performance trajectories, finance and workforce, 
notwithstanding some of these areas would be challenging to deliver. 

The Group Chief Integration Officer explained that further work was underway by 
Executives to identify future cost savings, workforce improvements and how 
transformation of services and ‘left shift’ of activity out of acute hospitals and into the 
community, as well as digitalisation, would support the delivery of the plan. 

The Group Chair acknowledged the work being undertaken to reach a balanced 
position and recognised the financial deficit plan and the commitment to move to a 
balanced position. The final submission would be made in February 2026, and a plan 
would be developed for approval by the Board.

The Board:
• Received the report and noted the assumptions

Item 9 Strategic Aim 2 People
098/26 Item 9.1 Assurance and Risk Report People Committee 

Mrs Wells provided the assurances received by the People Committee, at the 
meeting held during November and December 2025 and the report was taken as 
read. 
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A visit by colleagues from the University of Lincoln relating to medical education had 
been positive.

Assurance had been received by the Committee regarding medical and nursing safer 
staffing reports with the position remaining stable.

The “Be Kind” initiative had been launched and the Committee acknowledged that it 
was not always easy for staff to work within unfamiliar areas. “Be Kind” was intended 
to be helpful and supportive for staff to ensure they felt more comfortable regardless 
of the environment they were working in.

An update had been received on the Resident Doctor 10 Point Plan, with many of the 
actions applying to all staff across the Group.

A positive update had been received relating to significant OD interventions in the 
Emergency Department around culture and leadership within the team, where 
support would continue to be provided.

The sickness position had been recognised along with the appointment of a Sickness 
Manager who would be providing support to leaders to improve the position. 

It was noted that the HR Directorate support to the change programmes was 
significant and there was a review in place to ensure all priorities were being met.

Work had been undertaken on the Sexual Safety Charter, and a self-assessment had 
been completed with work underway on the development of a standalone policy for 
this.

A report had been received from the Guardian of Safe Working, and the Committee 
was informed of challenges in relation to space, however actions were in place to 
make the required improvements to mitigate any risk. This also linked to the Resident 
Doctor 10 Point Plan.

The Group Absence Management Policy would go live from April 2025 and there had 
been a pause in the behaviour framework, in recognition of winter pressures and 
ongoing consultations.

The Staff Survey response rates had increased significantly by 12% on the previous 
year and action plans were being monitored by the Committee, with the estates team 
making significantly good progress.

The Committee would continue to provide oversight on the actions following the 
NHSE letter on NHS Racism and Anti-Semitism.

Employee relation activity was on an improving trajectory with a reduction in open 
cases and a reduction in the length of time cases were taking to close. Data would be 
included in future reports relating to professional regulator cases across the Group.
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The Committee had received two positive staff stories based on international 
recruitment and through the CODE/REACH Network, which would be shared with the 
Board at future meetings. 

The Group Chief People Officer offered an update on workforce controls, where work 
was continuing with managers on the vacancy control process and weekly meetings 
remained in place, supported by a full Quality Impact Assessment (QIA) process. 
There was also the opportunity for staff to escalate vacancies that required 
prioritisation, due to patient safety where required, which had not needed to be 
enacted yet.

The Sexual Safety Charter principles were now embedded and fully implemented 
across the Group. A letter had been received from NHSE in December 2025 
requesting further support in terms of escalation for Board oversight on any cases 
that may or may not fall under the sexual safety principle. Specialist training for 
managers was being arranged in this area and data would be presented to the 
Committee on a quarterly and annual basis. The next steps would include ensuring 
the policy was approved for publication during quarter four and an annual deep dive 
would be undertaken.

The Group Chief People Officer provided an update on the flu vaccination rates, 
explaining that there had been good performance and as such new stretch targets 
had been introduced of 55% for LCHS, which had already been exceeded with 
performance now at 58.9%, and from an acute perspective the target was 60% and 
was currently standing at 55.6%. The Group Chief People Officer explained that a lot 
of planning had been undertaken to improve the vaccination rates in year, and 
Executive colleagues had also supported with the campaign.

The Group Chief Medical Officer provided an update on the Resident Doctor 10 Point 
Plan, offering that a submission had been made to NHSE and separate meetings had 
been held with the NHSE Regional Representation regarding outstanding actions 
which had been positively received. Several positive improvements were highlighted 
against the baseline survey. Many of the requests of the initial letter had been 
completed and work was well underway with completing further work as required.

The Group Chair thanked colleagues for the work undertaken on the Sexual Safety 
Charter which demonstrated good progress was being made and thanked the Group 
Chief Medical Officer for the update on the 10 Point Plan, and acknowledged the 
positive feedback received on the actions being taken. The Group Chair offered 
thanks to the Resident Doctor Peer Representative for the work he had undertaken 
thus far and looked forward to seeing him at a future Board meeting.

The Board:
• Received the assurance reports 

Item 10 Strategic Aim 3 Population
118/26 Item 10.1 Assurance and Risk Report from the Integration Committee

Mrs Brown provided the assurances received by the Committee at the meetings held 
in November and December 2025 noting there were no upward escalations to the 
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Board, however there had been a referral to the Quality Committee in respect of 
neurology services.  

Mrs Brown advised that the November meeting had been utilised for an annual 
review of key areas for the Committee including what further work could be done to 
improve delivery of significant transformation programmes and what support was 
required from the Committee, recognising the work that had already been achieved in 
this area.

At the December meeting, the Committee received an update on the new space 
utilisation booking system which was seeing improvements in the acute setting and 
would be rolled out to the community element of the Group shortly. An update had 
also been received on the draft Annual Plan along with an update on phase one of 
the Newton Diagnostic Flow work between July 2025 – October 2025.

The Committee also received an update on the proposed way forward of the renewal 
of the Partnership Plan which would be presented to the Board today.

An update had been received from the Digital Oversight Group and there were areas 
to note relating to steps being taken to ensure business continuity plans were 
updated, robust and fit for purpose. 

The Electronic Patient Record (EPR) was red rated due to the requirement to reset 
the phasing to ensure full understanding of the workings of the EPR, which would in 
turn enable the organisation to move this forward at pace.

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

124/26
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Item 10.2 Partnership Plan 

The Group Chief Integration Officer presented the report and offered that due to the 
changing landscape and well-led feedback received, it was appropriate to pause and 
reset this work rather than complete the final year of the three year plan. A new plan 
would be built based on the timelines set out within the report. 

The Group Chief Integration Officer reminded Board members that it had previously 
been agreed to only have one Strategy, and all others would move to different 
naming conventions, and explained when those documents would be received. Work 
was still on track for quarter four delivery including closing any gaps in respect of the 
well-led action plan.

The Board:
• Received the report and supported the recommendations

126/26 Item 11 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 
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areas had been discussed throughout the meeting. The report presented was the 
amalgamation of all Committee reports.

The Group Chief Nurse provided an update on community pressure ulcers where a 
deep dive have been undertaken using a combined human factors approach to 
provide a more comprehensive understanding. The outcomes of this would be 
utilised to refresh the action plan that would feed into the Quality Committee to 
provide assurance on the actions being taken.

In relation to the SHMI, the Group Chief Medical Officer advised that the target 
related to the SPC was not the correct way to assess any organisation against the 
SHMI. Assurance had been provided that the figure had been within expected limits 
for several years and there had been an improving position over the last eight to nine 
months. The current dashboard related to the previous target and would be updated 
moving forward.

The Group Chief People Officer provided an update on vacancy rates and explained 
an outlying position was being seen as a direct impact of the processes put in place. 
From a sickness perspective, seasonal peaks had been seen, in line with the national 
position however the Group was now in a recovering position following the 
November/December timelines.

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

assurance

130/26 Item 11.1 Strategy Delivery Q2 Assurance Report

The report was presented which demonstrated performance against the strategy 
framework and good progress was being made against all measures. The Group 
Chief Integration Officer advised of a good position on the metrics for strategic aim 
one – patients relating to waiting times, productivity, efficiencies and estates.

The Board:
• Received the report offering substantial assurance

Item 12 Risk and Assurance
131/26

132/26

Item 12.1 Group Risk Management Report 

The Group Chief Clinical Governance Officer presented the new style report and 
highlighted that the Risk Register had now been mapped against the previously 
agreed risk appetite for the Group. For some of the strategic objectives there were 
several risks which were outside of the risk appetite and the Group Chief Clinical 
Governance Officer advised that this report leant itself for further discussions.

Overall the number of risks at high level was not changing, however the report 
showed that there were some risks to concentrate on in much more detail to 
understand what could be done in terms of mitigations and to re-look at those areas, 
in line with the risk appetite to determine whether that was correct.
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Work would continue with each of the Board Committee Chairs and Executive leads 
to ensure the correct level of discussion and oversight took place around the risks 
and a future Board Development Session was proposed on risk and risk appetite 
going forward.

The Group Chair expressed a view that a Board Development Session on this was 
required, and it was agreed to schedule this into the programme.

Action: Group Director of Corporate Affairs, 3rd March 2026

The Group Chief Integration Officer commented that this did not cover the 
programme risks, given the size of the programmes and further discussion would be 
required in respect of whether the programme risks should be included as an 
appendix to future reports. The Group Chair agreed with this suggestion, given the 
size of the programmes.

Action: Group Chief Clinical Officer/Group Chief Integration Officer, 3rd March 
2026

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

136/26
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Item 12.2 Board Assurance Framework

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

A recommendation had been made from the Finance and Performance Committee 
relating to 1d – provision of modern, clear and fit for purpose care settings, to move 
the risk rating to high from very high, based on the improved oversight and assurance 
received.

The Group Director of Corporate Affairs added that the outputs from the workshop 
sessions of the Quality and Integration Committees were being worked through and 
would feed into the document.

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

substantial assurance
• Supported the reduction in risk scoring for 1d

139/26 Item 12.3 Board Forward Planner

The Forward Planner was presented and received for information.

The Board:
• Received the Board Forward Planner 



140/26 Item 13 Any Other Notified Items of Urgent Business

No further items were discussed.

141/26 The next scheduled meeting will be held on Tuesday 3rd March 2026 via MS Teams 
live stream.

Voting 
Members

6 
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2025

1 
July 
2025

2 
Sept 
2025

3 
Nov 
2025

6
Jan
2026

ULHT/LCHS
Elaine Baylis X X X X X

Rebecca 
Brown

X X A X X

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

X X X X X

Daren 
Fradgley

X X X X X

Nerea 
Odongo

X X A X X

Colin 
Farquharson

X X X X X

Paul Antunes 
Goncalves

X X X X X

LCHS
Gail Shadlock X



PUBLIC BOARD IN COMMON ACTION LOG Agenda item: 5.1

Trust Board 
date

Minute 
ref

Subject Explanation Assigned 
to

Action 
due at 
Board

Completed

6 January 
2026

046/26 Group Model 
Workstream Progress 
Briefing

Milestones to be included within the next 
iteration of the report

Group Chief 
Executive

3 March 
2026

Completed

6 January 
2026

134/26 Group Risk Report Board Development Session to review risks 
and risk appetite to be arranged

Group 
Director of 
Corporate 
Affairs

3 March 
2026

Completed

6 January 
2026

135/26 Group Risk Report Programme risks to be included within future 
Group Risk Reports to the Board

Group Chief 
Clinical 
Governance 
Officer/
Group Chief 
Integration 
Officer

2 March 
2026

Completed 



Group Chair Arrangements



2

Meeting Lincolnshire Community and Hospitals Group 
Board

Date of meeting 3rd March 2026
Agenda item number 6
Report title Group Chair Arrangements
Report purpose:

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

• Information

Accountable Director Elaine Baylis, Group Chair
Author(s) Jayne Warner, Group Director of Corporate 

Affairs
Assurance rating:

• Substantial assurance
• Reasonable assurance
• Limited or no assurance

• Substantial

Prior approval process, if applicable N/A
Financial implications, if applicable N/A
Action / decision required The Board is asked to:

• Note the arrangements in respect of 
Group Chair from 1st April 2026

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
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
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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

At the 31st March 2026 the Group Chair, Mrs Elaine Baylis will reach the end of her term of office as 
Group Chair.  NHS England have agreed interim arrangements for the role of Group Chair for a 6 
month period from 1 April 2026 until 30 September 2026.

Mrs Rebecca Brown current Group Deputy Chair will step into the role of Acting Group Chair from 
1st April 2026.

Moving forward arrangements will be made by NHS England to recruit into the role.



Group Chief Executive’s Report 
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Meeting Lincolnshire Community and Hospitals Group  
Board

Date of meeting 3rd March 2026 
Agenda item number 7
Report title Group Chief Executive’s Board Report 
Report purpose:

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

• Information

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

Gemma Coupland, Executive Business 
Manager

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

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

key points from November and December 
2025

Assurance Rating Key:

Assurance 
Rating

Description

Green: 
Substantial 
Assurance

Effective controls and appropriate assurances are in place

Amber: 
Reasonable 
Assurance

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

Red: 
Limited or No 
Assurance

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

How the report supports the delivery of the LCHG strategic aims & objectives:
Patients: Better Care – Timely, affordable, high quality care in the right place: X
1a: Improve patient safety, patient experience and deliver clinically effective care
1b: Reduce waiting times for our patients
1c: Improve productivity and deliver financial sustainability
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1d: Provide modern, clean and fit for purpose care settings
People: Better Opportunities – Develop, empower and retain great people: X
2a: Enable our people to fulfil their potential through training, development and 
education
2b: Empower our people to continuously improve and innovate
2c: Nurture compassionate and diverse leadership
2d: Recognising our people through thanks and celebration
Population: Better Health – Improve population health: X
3a: Transform clinical pathways, rationalise our estates investing more in community 
care and reduce reliance on acute services
3b: Move from prescription to prevention, through a population health management & 
health inequalities approach
3c: Enhance our digital, research & innovation capability
3d: Drive forward our improvement and efficiency agenda including sustainability and 
Green Plan



4

System Overview

a) Services across the Lincolnshire health and care system have been extremely 
busy over January and February with high levels of demand and significant 
operational challenges across our services. We have seen a 5.78% increase in 
Emergency Departments and 1.23% in UTCs in activity across the urgent and 
emergency care pathways. I would like to formally recognise and thank all our 
teams for their exceptional hard work, professionalism and resilience.

b) Following a major service redesign delivered through the CLEAR (Clinically led 
workforce and activity redesign) Programme, stroke care across Lincolnshire is 
undergoing significant transformation. This work will improve patient outcomes, 
reduce length of stay, and enhance community-based rehabilitation and 
support. Through a system-wide approach, the programme has enabled United 
Lincolnshire Teaching Hospitals NHS Trust (ULHT) and Lincolnshire 
Community Health Services NHS Trust (LCHS) to streamline pathways, 
strengthen multidisciplinary working, and redesign both acute and community 
stroke services. As a result, the Lincolnshire system is now better positioned to 
deliver more responsive, coordinated and high-quality stroke care that supports 
recovery across the entire patient journey.

c) As part of the NHS England regular series of engagement activities with Chief 
Executives and Chairs, I 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. 

d) 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. It focuses on five key areas of clinical practice, including improving 
access to urgent obstetric and maternal medicine services, strengthening the 
monitoring and management of maternal deterioration, and enhancing support 
for maternal mental health. The Group’s maternity and neonatal services are 
actively working to ensure this framework is fully embedded across the 
organisation, with work underway to align local pathways, training, and 
governance to the national requirements.

e) Glen Burley, NHS Financial Reset and Accountability Director, wrote to all Chief 
Executives and Medical Directors outlining the proposed additional specialty 
recruitment round for 2026. This initiative is 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. Our Chief Medical Officer is leading our response to this ask.
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f) The British Medical Association (BMA) has written to all NHS Trusts, confirming 
that following their recent ballot, which closed on 2 February 2026, resident 
doctors have voted in favour of further strike action. The Group is currently 
awaiting additional information and guidance from national bodies to assess the 
potential impact and plan accordingly.

g) The National Cancer Plan for England was launched in February, which 
provides 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. Cancer services across the 
Lincolnshire system are already delivering many of the plan’s priorities, 
including strengthened diagnostic capacity through Community Diagnostic 
Centres, extended imaging and endoscopy hours, and streamlined pathways 
such as teledermatology and FIT testing.

Group overview

a) During January, an executive-to-executive meeting took place between the 
Group and St Barnabas Hospice, providing a valuable opportunity to strengthen 
our relationship 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 meeting was constructive and reaffirmed our mutual commitment to 
working more closely to support the communities we serve. It was agreed that 
a further session would be arranged later in the year to continue developing this 
partnership and to progress the areas of joint work identified.

b) Since the last Board meeting, the Group has continued to meet with the NHS 
England regional team as part of the monthly Provider Review Meeting cycle. 
These discussions have remained constructive providing a regular forum to 
review progress, discuss emerging pressures, and ensure alignment with 
regional priorities and expectations.

The regional team has acknowledged the Group’s improvements across 
operational performance. In addition, the Group’s continued focus on financial 
discipline and delivery has been recognised, with further assurance given 
regarding the actions in place to support in-year and longer-term financial 
sustainability.

The meetings continue to play an important role in maintaining transparency, 
reinforcing accountability, and supporting a shared understanding of risks and 
opportunities across the system.

c) The Group have now submitted our final five-year narrative plan in line with the 
2026/27 national planning guidance, alongside our detailed finance, workforce, 
activity and performance plans. The plans set out clear and deliverable actions 
for performance recovery, productivity, and our wider efficiency and CIP 
programmes. 
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d) A final report has 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 provide strong 
evidence and assurance of compliance across the majority of standards 
reviewed. Inspectors highlighted numerous areas of good practice, recognising 
the commitment to continuous improvement, particularly through the effective 
use of audit. Staff engagement throughout the inspection process was 
commended, and the collaborative working across multiple disciplines within 
the services was noted as a key strength. The Group will submit its 
improvement action plan in accordance with the required IR(ME)R timescales.

e) 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 
our subsequent baseline compliance submission, a 12-week progress survey 
was completed in December 2025. The results demonstrate significant 
organisational improvement, with compliance now at 81%. Further work is 
planned to support continued progress and ensure sustained compliance with 
the 10-point plan.

f) The Group has 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 
is scheduled to begin on 5 March 2026. This £24.9 million purpose-built facility 
will significantly expand diagnostic capacity for the county, providing additional 
X-ray, CT, MRI and general medical ultrasound services.

g) In parallel, the extension to the Lincoln CDC remains on track, with a go-live 
planned for April 2026. The £4 million extension will be used to deliver more 
planned care, including some elective orthopaedic clinics, which 
will relocate from the Outpatients Department at Lincoln County Hospital. 

h) Following NHS England’s announcement earlier this year regarding changes to 
the Bowel Cancer Screening Programme, the Lincolnshire Bowel Cancer 
Screening Team who are based at ULTH, will be among the first wave 
nationally to introduce the lowered threshold for home testing kits. This change 
will support earlier detection of potential signs of bowel cancer and improve 
outcomes for patients. The home-testing kit, known as the faecal 
immunochemical test (FIT), is offered to all people over 50 years old and checks 
for blood in a small stool sample. 

i) The Community Tuberculosis (TB) team were recently invited to attend the 
National Tuberculosis Summit on 26 February 2026 to showcase their 
improvement programme, which focuses on online consultations and wider 
digital innovations. As part of the service redesign, an online consultation pilot 
has been implemented, offering video appointments as an additional option for 
TB consultations. Early outcomes from these changes include improved patient 
access, reduced travel time, and greater flexibility in how patients receive care.
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j) ULTH has 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 will provide an accountable and transparent source of BNG 
Units to offset the environmental impact of the new Endoscopy Unit at Lincoln 
County Hospital. We will be planning 100 trees as part of the orchard, planting 
starts towards the end of 2026. Through this approach, the Group will meet 
regulatory requirements while also ensuring long-term, measurable benefits for 
wildlife and habitats across Lincolnshire, supporting our wider green agenda. 
This partnership not only contributes to improved healthcare for the residents 
of Lincolnshire but also helps protect and enhance the natural environment, 
creating a more enhanced and biodiverse place for local communities to enjoy.

k) Finally, the Board is asked to note that Elaine Baylis, Group Chair, will conclude 
her term of office at the end of March 2026, having reached the maximum 
tenure permitted under the relevant national governance frameworks. Today’s 
meeting therefore represents Elaine’s final formal meeting of the Group Board.

Elaine has 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), Elaine has provided continuous and steadfast leadership across more 
than a decade of significant organisational change. Her deep understanding of 
the Lincolnshire health and care landscape, combined with her commitment to 
collaborative system working, has been instrumental in shaping the Group’s 
strategic direction and strengthening its partnerships.

Throughout her tenure, Elaine has demonstrated exceptional leadership, 
professionalism and integrity. She has provided clear strategic oversight during 
periods of complexity and challenge, promoting a culture of accountability, 
compassion, and continuous improvement. Under her stewardship, the Group 
has 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 have been widely 
recognised and valued by colleagues across the organisation and the wider 
system.

On behalf of the Trust Board, I wish to formally record our sincere thanks to 
Elaine for her distinguished service, her exemplary leadership, and her 
unwavering dedication to the population of Lincolnshire. Her legacy will 
continue to shape the organisation’s development and provide a strong 
foundation for future progress. The Board extends its warmest wishes to Elaine 
for the future.



LCHG Development: Delivery Plan 
Closure Report      
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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

X

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

X

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

X

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

x

Meeting Lincolnshire Community and Hospitals Group 
Board

Date of meeting 3rd March 2026
Agenda item number 7.1
Report title LCHG Development: Delivery Plan Closure 

Report      
Report Purpose:

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

• Discussion

Accountable Director Professor Karen Dunderdale, Group Chief 
Executive

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

Financial implications, if applicable As detailed within individual actions
Action / decision required The Board is asked to:

• Receive the closure report of the group 
development programme plan and note 
the final position of completed actions and 
the movement of remaining programmes 
of work to business as usual or continuing 
alternative work programmes.
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Executive Summary

Background & Introduction

This report has provided a high-level briefing on progress against delivery of the
agreed group development programme milestones. As the Group arrangements move into 
business as usual it has been agreed that the work programme will be absorbed into 
alternative ongoing work programmes and will no longer be presented to Board. 

Current Position including Issues for Escalation

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

In the main, slippage on agreed timescales for some actions remains as previously 
reported. Those areas rated as Blue are confirmed as being progressed as part of ongoing 
programmes of work and/or have reverted in to BAU.  Timescales and details of actions 
within this plan have been reviewed and recast as necessary during the movement to 
ongoing programmes of work, which may inevitably have created differences in some 
elements of the narrative between plans.

Board Action Required

The Board is asked to:
· Receive the closure report of the group development programme plan and note the final 
position of completed actions and the movement of remaining programmes of work to 
business as usual or continuing alternative work programmes.



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

where progress is ‘off track’
RAG

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

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

31 August 2024 (initial 
appointments)

Complete: Appointments made to group executive 
leadership roles; Testing of FPPT compliance within 
Internal Audit Programme for 2025/26

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

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

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

31 December 2024 (socialise & 
engage)

4 March 2025 (board approval)

1 April 2025 (implementation)

30 June 2025 (embedded)

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

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

As above

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

1 April 2025 (implementation) 

30 June 2025 (embedded)

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

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

30 June 2025 (embedded)

Being progressed as part of ongoing programmes of 
work and/or have reverted to BAU

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

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



Work Stream 2: Accountability, Information & Reporting
Key Tasks / Milestones Timescales Current Position including agreed remedial 

actions where progress is ‘off track’
RAG

Design, approve and implement an Performance Management & Accountability 
Framework for the group which:

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

and contracts relevant to the trusts and wider group;
• flows from ward / patient to board;
• is aligned to and supports the board and board committee cycle;
• is based on clear metrics with defined performance thresholds reported 

through a harmonised Integrated Performance Report (IPR) from a group, 
trust directorate & service perspective;

• is balanced across strategy, quality & safety, performance: operational 
delivery, workforce, finance, governance & risk;

• is underpinned by a harmonised accountability & performance review policy 
& process;

• is action focussed in support of delivery and risk mitigation
and which reflects best practice as set out in the latest NHSE guidance: ‘The 
Insightful Provider Board’;

[Note: There is a need to ensure relevant improvement programmes e.g. ULHT 
Integrated Improvement Plan (IIP) is integral to and not separate from the above 
process including the alignment of group / trust KPIs]

Performance Management 
& Accountability 
Framework:

31 January 2025 (draft 
outline)

28 February 2025 (socialise)

3 March 2025 (approval)

1 April 2025 
(implementation)

30 June 2025 (embedded)

Final Metrics / Alignment of 
IPR:

31 August 2025

Being progressed as part of ongoing 
programmes of work and/or have reverted to 
BAU

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

20 December 2024 (Draft 
Vision)

31 March 2025 (Final Vision 
and Structure Proposal)

30 April 2025 (approval of 
structure)

Complete & ongoing: Structure agreed. 
Director of Digital in post from 1 April 2025. 
Director of Performance Intelligence to go out to 
advert imminently. New performance information 
system now developed and being deployed 
(RACH). Next step is to deploy RACH to support 
PRMs and the IPR for board
Group structure in draft format (Dec-25) pending 
budget review and senior structure work. 2



Work Stream 3: Aligned Governance & Decision-Making
Key Tasks / Milestones Timescales Current Position including agreed remedial actions where 

progress is ‘off track’
RAG

Board & Committee Governance

Complete the transition from boards-in-common to a joint or group board (once all appointments have been made to group 
executive leadership roles and NHSE approval has been received for the appointment of joint or group and trust specific Non-
Executive / Associate Non-Executive Directors (NEDs / ANEDs)

30 November 2024 (complete – joint Trust 
Board in place)

Complete: Group Board in place. Board Development Programme also in 
place supported by NHS Providers who have provided some initial 
observations and recommendations for strengthening the operation of the 
board – relevant actions incorporated within the group development 
programme plan. Well Led Assessment also planned for 2025 with NHS 
Providers support. Terms of Reference for Well Led Assessment drafted 
and assessment commenced

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

31 January 2024 (approval)

3 March 2025 (revised timescale for approval)

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

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

• delegated authority and matters reserved to the Group Board;

• membership (reflecting changes to group leadership structures);

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

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

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

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

1 January – 31 March 2025 (implementation)

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

30 June 2025 (arrangements fully embedded)

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

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

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

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

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

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

31 October 2024 (review complete)

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

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

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

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

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

31 December 2024

6 May 2025 (submitted to board)

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

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

28 February 2025
(templates & guidance)

31 March 2025 (training plan drafted)

6 May 2025 (submitted to board)

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

actions where progress is ‘off track’
RAG

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

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

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

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

Board Development

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

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

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

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

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

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

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

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

Programme shared with the Group Board in May 
2025

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

31 March 2025 Complete: Well Led Assessment, which is being 
undertaken by NHS Providers, commenced in 
June 2025 and is expected to last 3 months. 
Feedback to Board planned in Nov 25 4



Work Stream 3: Aligned Governance & Decision-Making (Cont’d)
Key Tasks / Milestones Timescales Current Position including agreed remedial 

actions where progress is ‘off track’
RAG

Executive Governance

Design, approve and implement the group executive governance & 
decision-making structure to include a review and alignment, as 
appropriate, of the sub-groups reporting up to the Executive Leadership 
Team (ELT) / Group Leadership Team (GLT). The design of the new 
structure to ensure:

• there are effective & timely governance & decision-making 
arrangements in place that support operational delivery and meet the 
needs of the trusts and wider group; 

• there is appropriate alignment with the proposed Accountability 
Framework for the group;

• the governance & decision-making arrangements in place support the 
trust and wider group to meet the relevant statutory and regulatory 
requirements; 

• there is consistency in how information and assurance is reported up 
to group executive and board & committee level;

• there is a clear separation between management (escalation and 
decision-making) and assurance meetings;

• the structure feeds and supports the new board and committee 
meeting cycle in a timely way;

• there is scope for tailoring arrangements where necessary to specific 
trust-level risks and needs

31 January 2025 (draft 
outline)

28 February 2025 
(socialise)

31 March 2025 (approval)

1 April 2025 
(implementation)

30 June 2025 (embedded)

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

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

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

where progress is ‘off track’
RAG

Board Reporting Framework (BAF) & Risk Registers

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

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

Phase 3: Implement the new style BAF

31 October 2024 (underway)

21 January 2025 (Group Board 
workshop)

1 April 2025 (implementation of 
new style BAF)

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

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

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

18 March 2025 (Group Board 
workshop)

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

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

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

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

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

Alignment of Group Meeting Cycle

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

31 January 2025 Complete: Meeting cycle in place. PRMs to be added
6



Work Stream 3: Aligned Governance & Decision-Making (Cont’d)
Key Tasks / Milestones Timescales Current Position including agreed remedial actions 

where progress is ‘off track’
RAG

Document Control & Policy Approvals

Agree and implement a harmonised and strengthened approach to document control and policy 
approvals for the group

Policy & Policy Approvals:

31 March 2025 (policy in place) - 
complete

31 June 2025 (embedded) – not yet 
complete

Compliance

30 September 2025 (agreement of 
improvement plan & trajectories)

31 March 2026 (improved 
performance)

Being progressed as part of ongoing programmes of work 
and/or have reverted to BAU

Review of Key Trust Documents & Governing Instruments

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

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

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

25 July 2025 (Audit Committee)

2 September 2025 (Group Board 
approval)

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

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

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

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

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

As above As above 7



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

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

RAG

Group Working Agreements

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

2 September 2025 Being progressed as part of 
ongoing programmes of work 
and/or have reverted to BAU

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

2 September 2025 As above

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

2 September 2025 As above
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Work Stream 4: Communications & Engagement
Key Tasks / Milestones Timescales Current Position including agreed remedial actions 

where progress is ‘off track’
RAG

Group Strategy & Group Visual ID / Brand

Develop and promote the Group Communications & Engagement Strategy 2 September 2025 Being progressed as part of ongoing programmes of work 
and/or have reverted to BAU

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

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

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

As above Complete: Guidelines and templates developed and 
implemented

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

Internal & External Communication & Engagement Channels

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

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

N/A

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

8 April 2025 (enacted)

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

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

31 January 2025 (original 
timescale)

1 April 2025 (revised timescale)

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

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

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

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

Ongoing Complete and Ongoing

9



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

remedial actions where progress is ‘off 
track’

RAG

Group Intranet & Internet

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

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

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

31 March 2026 Being progressed as part of ongoing 
programmes of work and/or have 
reverted to BAU

Communications & Engagement Team

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

30 September 2025 Being progressed as part of ongoing 
programmes of work and/or have 
reverted to BAU

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

31 March 2026 Complete: Comms & engagement 
support in place and ongoing

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

Ongoing Complete: Ongoing – group wide media 
monitoring / horizon scanning and 
reporting to the  Group Chief Executive 
and GLT is in place

10



Work Stream 5: HR & Workforce
Key Tasks / Milestones Timescales Current Position including agreed remedial actions 

where progress is ‘off track’
RAG

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

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

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

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

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

31 March 2025 (priority policies)

31 March 2026 (remaining)

Being progressed as part of ongoing programmes of work 
and/or have reverted to BAU

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

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

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

Move to a group induction using the following blended approach:

• Development of joint induction video

• Harmonisation of joint face to face induction

31 December 2024

30 June 2025

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

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

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

31 January 2025 (review of 
portfolios)

Complete: Ongoing & monitored through Workforce 
Strategy Group

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

1 April 2025 (long term solution)

Complete: Staff in both Trusts can access vacancies 
across the group now, with a link provided on the respective 
intranet sites and the recruitment teams at each Trust are 
working in partnership to facilitate transfers across the 
group

11



Work Stream 6: Organisational Development (OD)
Key Tasks / Milestones Timescales Current Position including agreed remedial 

actions where progress is ‘off track’
RAG

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

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

Ongoing (Group Board and ELT) 
Development Programmes)

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

Being progressed as part of ongoing programmes of work 
and/or have reverted to BAU

• Directorate leadership development

• Executive development

• Board development

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

3 March 2025
(board approval)

Being progressed as part of ongoing programmes of work 
and/or have reverted to BAU

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

31 May 2025 Complete & ongoing: The LCHG staff health & 
well-being offer continues to be developed and 
harmonised across the group.  The menopause 
service was extended across the group in July 
2025 and is now available to both ULTH and 
LCHS staff

12



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

actions where progress is ‘off track’
RAG

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

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

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

31 January 2025 (Map)

31 March 2025 (Plan)

30 June 2025 (Group Intranet)

Complete & ongoing Mapping complete and plan 
developed.

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

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

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

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

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

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

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

31 March 2025 
(Implementation Plan)

31 July 2025 (Hand Over of 
Domain)

1 Nov 2025 (AGEM transition)

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

• Superseded by AGEM transition to LCHG

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

31 March 2026 (Procurement 
outcome expected)

Being progressed as part of ongoing programmes 
of work and/or have reverted to BAU
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Work Stream 7: Digital cont’d 
Key Tasks / Milestones Timescales Current Position including agreed remedial actions where 

progress is ‘off track’
RAG

• transition LCHS from the current AGEM IT support contract to the Group Digital support system - 
Scope expanded to align novation of service for ICB and Primary Care (GP IT)

24 January 2025 (Finalised Plan)

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

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

November.
• AGEM / Group consultation process completed 17th 

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

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

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

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

Complete & ongoing – work continues to optimise and 
standardise processes

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

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

31 March 2025

30 April 2025 (agreement of 
structure)

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

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

Complete & ongoing :
• Single team lead in place, new group contract in place for 

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

saving
• Procurement of required group level services planned 

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

ULTH digital teams being planned as part of structure

• data hosting 31 October 2025 (AGEM project 
closure)

End January 2026 (completion)

Being progressed as part of ongoing programmes of work 
and/or have reverted to BAU
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Work Stream 8: Estates & Facilities
Key Tasks / Milestones Timescales Current Position including agreed remedial actions 

where progress is ‘off track’
RAG

Estates Strategy, Service Developments & Transformation

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

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

2 September 2025 (board 
approval)

Being progressed as part of ongoing programmes of work 
and/or have reverted to BAU

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

30 September 2025 Being progressed as part of ongoing programmes of work 
and/or have reverted to BAU

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

30 June 2025 Being progressed as part of ongoing programmes of work 
and/or have reverted to BAU

• continue the programme of ward refurbishments, as funding is available Ongoing Being progressed as part of ongoing programmes of work 
and/or have reverted to BAU

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

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

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

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

where progress is ‘off track’
RAG

Restructure of EFM

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

31 August 2025 Being progressed as part of ongoing programmes of work 
and/or have reverted to BAU

Equality & Inclusion

Continue to promote equality & inclusion and reduce workforce inequalities within EFM: 30 September 2025 Being progressed as part of ongoing programmes of work 
and/or have reverted to BAU

• develop a single approach to the movement of EFM staff across the group 30 September 2025 Being progressed as part of ongoing programmes of work 
and/or have reverted to BAU

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

30 September 2025 Complete & ongoing Facilities (Housekeeping) Cultural 
Review completed
Scope for wider review being finalised. 

• align and improve the processes for staff development, on boarding etc. across EFM 30 September 2025 Being progressed as part of ongoing programmes of work 
and/or have reverted to BAU

EFM Governance & Assurance

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

30 September 2025 Complete & ongoing – EFM Head of Compliance 
recruited. Also linked to future EFM model. Full group PPM 
audit. Safety Groups in place, Group Health & Safety 
Committee in place

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

30 September 2025 Complete Latest NHSE guidance and assessment tool 
received. Submission 30 September 2025

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

30 September 2025 Being progressed as part of ongoing programmes of work 
and/or have reverted to BAU

• review, update and align the EFM policies and procedures across the group 31 December 2025 Being progressed as part of ongoing programmes of work 
and/or have reverted to BAU
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Work Stream 8: Estates & Facilities (cont’d) 
Key Tasks / Milestones Timescales Current Position including agreed remedial 

actions where progress is ‘off track’
RAG

EFM Digital Strategy

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

30 September 2025 Being progressed as part of ongoing programmes of work 
and/or have reverted to BAU

Backlog Maintenance

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

Ongoing Being progressed as part of ongoing programmes of 
work and/or have reverted to BAU

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

31 March 2026 Being progressed as part of ongoing programmes of 
work and/or have reverted to BAU

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

Ongoing Being progressed as part of ongoing programmes of 
work and/or have reverted to BAU

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

Ongoing Complete: reporting In place and ongoing

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

Group Asset Register & Planned Preventative Maintenance (PPM) Review

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

31 March 2026 Being progressed as part of ongoing programmes of 
work and/or have reverted to BAU

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

31 March 2026 Being progressed as part of ongoing programmes of 
work and/or have reverted to BAU

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

31 March 2026 Being progressed as part of ongoing programmes of 
work and/or have reverted to BAU
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Work Stream 9: Strategy & Planning
Key Tasks / Milestones Timescales Current Position including agree remedial actions 

where progress is ‘off track’
RAG

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

31 December 2024 Complete

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

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

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

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

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

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

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

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

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

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

actions where progress is ‘off track’
RAG

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

31 March 2025 (QI Strategy)

31 October 2025 (QMS)

Being progressed as part of ongoing programmes of work and/or 
have reverted to BAU

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

31 March 2025 

31 August 2025 (Phase 2)

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

Develop a Partnership Strategy for the group 30 September 2025
30 December 2025

Being progressed as part of ongoing programmes of work and/or 
have reverted to BAU

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

2 September 2025 (board approval)

Being progressed as part of ongoing programmes of work and/or 
have reverted to BAU

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

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

31 August 2025
30 Dec 2025

Being progressed as part of ongoing programmes of work and/or 
have reverted to BAU
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Work Stream 10: Finance
Key Tasks / Milestones Timescales Current Position including agreed remedial 

actions where progress is ‘off track’
RAG

Develop the Finance Strategy for the group in support of delivery of the agreed group strategic aims 
& objectives

1 July 2025 (strategy drafted)

31 October 2025 (board approval)

Being progressed as part of ongoing programmes of work 
and/or have reverted to BAU

Harmonise the financial planning & budget setting processes across the group 31 January 2025 Complete Planning assumptions and budget setting 
processes aligned but need embedding. Budget setting 
complete for 2025/26

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

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

31 March 2025

(see also work stream 9: strategy)

Complete Operational & financial plan developed, 
approved and submitted

Align and strengthen financial reporting ensuring reporting from a group, individual trust and service 
level perspective and including the development of financial information dashboards reflecting user 
feedback

31 March 2025 Complete Financial reporting is now consistent across the 
group. Work to further strengthen information dashboard is 
ongoing

Bottom up review of budgets complete

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

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

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

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

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

remedial actions where progress is 
‘off track’

RAG

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

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

25 July 2025 (Audit 
Committee)

2 September 2025 (Group 
Board approval)

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

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

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

Review, harmonise and strengthen the financial training offer and culture 30 June 2025 Completed – First finance roadshow 
training event held in February 2025. 
Budget holder refresher training held in 
February & March 2025. Ongoing 
training offer available within ESR
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Appendix A: Group Development Programme: Work Streams & SROs
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Work Stream 1: 
Group Operating 

Model & 
Leadership

SRO: Group Chief 
Executive

(supported by 
Group Chief 
Integration 

Officer)

Work Stream 3:
Aligned 

Governance & 
Decision-Making

SRO: Group 
Director of 
Corporate 

Affairs / Group 
Chief Clinical 
Governance 

Officer

Work Stream 2: 
Accountability, 
Information & 

Reporting

SRO: Group 
Chief Executive 
(supported by 
Group Chief 
Integration 

Officer)

Work Stream 4:
Comms & 

Engagement

SRO: Group 
Chief Executive 

Work Stream 5: 
HR & Workforce

SRO: Group Chief 
People Officer

Work Stream 6:
Organisational 
Development

SRO: Group Chief 
People Officer

Work Stream 7:
Digital

SRO: Group 
Chief Integration 

Officer

Work Stream 8: 
Estates & 
Facilities

SRO: Group 
Director of 
Estates & 
Facilities

Work Stream 9: 
Strategy & 
Planning

SRO: Group 
Chief Integration 

Officer

Work Stream 10:
Finance

SRO: Group Chief 
Finance Officer
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RAG Rating Matrix
Blue Actions to be absorbed into BAU or ongoing existing 

work programmes
Green Completed & ongoing and / or not yet fully embedded
Amber In progress & on track
Red Not yet completed / significantly behind agreed 

timescales
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Meeting Lincolnshire Community and Hospitals Group 
Board

Date of meeting 03 March 2026
Agenda item number 9.1

Quality Committee Upward Report of the meeting held on 20 January 
2026

Accountable Director Nerea Odongo, Group Chief Nurse

Presented by Jim Connolly, 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 Quality 

Committee;
• Consider the matters which the Committee wish to escalate 

to the Group Board and note and agree the action required

How the report supports the delivery of the LCHG strategic aims & objectives:
Patients: Better Care – Timely, affordable, high quality care in the right place:
1a: Improve patient safety, patient experience and deliver clinically effective care X
1b: Reduce waiting times for our patients
1c: Improve productivity and deliver financial sustainability
1d: Provide modern, clean and fit for purpose care settings
People: Better Opportunities – Develop, empower and retain great people:
2a: Enable our people to fulfil their potential through training, development and 
education
2b: Empower our people to continuously improve and innovate
2c: Nurture compassionate and diverse leadership
2d: Recognising our people through thanks and celebration
Population: Better Health – Improve population health:
3a: Transform clinical pathways, rationalise our estates investing more in community 
care and reduce reliance on acute services
3b: Move from prescription to prevention, through a population health management & 
health inequalities approach
3c: Enhance our digital, research & innovation capability
3d: Drive forward our improvement and efficiency agenda including sustainability and 
Green Plan
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Board Committee Upward Report to the Group Board

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

03 March 2026

Report from: Quality Committee

Report from 
meeting held on:

20 January 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 20 January 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 Upward Report
b) Patient Safety Concerns Raised by Junior Doctors
c) High Profile Cases Report
d) Ophthalmology Waiting List Recovery Update
e) 6-Month Update on Risks and Mitigations Around Unsafe Discharge 

The Committee reviewed a 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. 

The focused actions being implemented to prevent the occurrence of Level 
1 Pressure Ulcers in the community was progressing, with the rate of 
occurrence reducing from 24% in September 2025 to 7% in November 2025. 
The promotion of a holistic care model in the community, as part of these 
preventive actions, was also being supported by the ‘District Nursing 
Transformation Plan’. The Plan will transform and bring the whole community 
nursing workforce in alignment with the holistic care model and provide the 
assurance that the right care and ulcer preventative practices were being 
implemented. 
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Healthcare Acquired Infections were noted with the E-Coli trajectory 
continuing to decline but the C.Diff trajectory remained off-track in November 
2025.  

The Surgical Site Infection (SSI) Quality Improvement Project was 
progressing with increased orthopaedic consultant oversight and alignment 
with the orthopaedic surgical pathway. To strengthen SSI surveillance, so 
evidence-based interventions can be implemented to reduce infection risk, 
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 Group’s Tuberculosis Service had been invited to present at a Getting It 
Right First Time (GIRFT) Programme event on the exemplar achievement 
around the reduction of waiting times. Though referrals had increased by 
over 33% year-to-date in November 2025, waiting times had declined from 
40 weeks in March 2025 to 3 to 4 weeks in November 2025.

Though planned preventative maintenance (PPM) completion was at 92.8% 
across all acute sites, ventilation remained a significant concern. This was 
because of ageing theatre ventilation systems and inadequate ventilation in 
treatment rooms which required substantial capital investment to meet current 
Health Technical Memoranda (HTM) standards. Mitigation strategies including 
clinical risk assessments and interim air scrubbing technologies were in place. 

The Committee received an update on the actions being implemented to reduce 
the backlog of waiting patients for 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 can be undertaken. 

The Committee was informed that actions to ensure the discharge process for 
patient into the community was safe had been progressed. One action was the 
roll out of OPTICA (Optimised Patient Tracking & Intelligent Choices 
Application), an application which tracks all admitted patients and the tasks 
relating to their discharge in real-time through their hospital journey. There were 
pilot projects in place on two wards to test discharge checklists, but LCHS had 
also partnered with Martha’s Rule to develop a well-being questionnaire. 
Martha’s Rule is a patient safety initiative to support the early detection of 
deterioration by ensuring the concerns of patients, families, carers and staff are 
listened to and acted upon.

Assurances in respect of Objective 1a(ii):

a) Patient Experience and Involvement Group (PEIG) Upward Report
b) Safeguarding and Vulnerabilities Oversight Group Upward Report
c) Children and Young People Oversight Group (CYPOG) Upward Report
d) Focussed Discussion – Epilepsy
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The actions being implemented to improve data collation on Datix so that the 
occurrence Mixed Sex Accommodation breaches can be reduced was noted 
to have progressed. 

The Safeguarding and Vulnerabilities Oversight Group (SVOG) escalated 
concern over the potential of a failure to make a Paediatric appointment to 
the Children Looked After (CLA) 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.

The CYPOG highlighted to the Committee that all the Group’s services for 
Children and Young People were now work strands within the Paediatric 
Transformation Project. The Project forms part of the wider Left Shift (Acute 
to Alternative Settings) Programme.

The Committee received a deep dive into the Children’s Group’s Epilepsy 
Service which highlighted the enormous potential to implement meaningful 
change, to improve life opportunities and to reduce the health and social care 
burdens of the future. The success of the Service was especially important 
for those children and young people in the most impoverished areas of 
Lincoln.

The Committee also formally recognised that the Children’s Group’s Epilepsy 
Service delivered high-quality care within severe capacity constraints and 
that the very high-risk score of 20 on the Risk Register was justified.

Assurances in respect of Objective 1a(iii):

a) Clinical Effectiveness Group (CEG) Upward Report
b) Medicines Quality and Safety Group Update and Terms of Reference

The Committee noted with concern that Surgical Care Group (SCG) Upward 
Report to the CEG, that the SCG currently had 181 open local audits, with 
142 past their presentation date and 40 overdue actions from 19 audits. 
Additionally, the actions from the Young People’s Mental Health 2019 
National Confidential Enquiry into Patient Outcome and Death (NCEPOD) 
study remained outstanding.  

Assurances in respect of other areas:

a) Group CQC Visit Update and Proactive Programme of Work including 
CQC Urgent and Emergency Care (UEC) Action Plan and End of Life Visit 
Report

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. The aim 
of the work being undertaken was to move beyond reactive responses to CQC 
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inspection activity and instead demonstrate that services were consistently 
well-led with CQC readiness embedded into day-to-day practice rather than 
driven by inspection cycles alone.

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
• note the escalation made to the Board

Jim Connolly, Non-Executive Director 
20 January 2026 
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Meeting Lincolnshire Community and Hospitals Group 
Board

Date of meeting 3 March 2026
Agenda item number 9.1

Quality Committee Upward Report of the meeting held on 17 
February 2026

Accountable Director Nerea Odongo, Group Chief Nurse

Presented by Jim Connolly, 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 Quality 
Committee;

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

How the report supports the delivery of the LCHG strategic aims & objectives:
Patients: Better Care – Timely, affordable, high quality care in the right place:
1a: Improve patient safety, patient experience and deliver clinically effective care X
1b: Reduce waiting times for our patients
1c: Improve productivity and deliver financial sustainability
1d: Provide modern, clean and fit for purpose care settings
People: Better Opportunities – Develop, empower and retain great people:
2a: Enable our people to fulfil their potential through training, development and 
education
2b: Empower our people to continuously improve and innovate
2c: Nurture compassionate and diverse leadership
2d: Recognising our people through thanks and celebration
Population: Better Health – Improve population health:
3a: Transform clinical pathways, rationalise our estates investing more in community 
care and reduce reliance on acute services
3b: Move from prescription to prevention, through a population health management & 
health inequalities approach
3c: Enhance our digital, research & innovation capability
3d: Drive forward our improvement and efficiency agenda including sustainability and 
Green Plan
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Board Committee Upward Report to the Group Board

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

03 March 2026

Report from: Quality Committee

Report from 
meeting held on:

17 February 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 February 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 Upward Report
b) High Profile Cases Report
c) Maternity and Neonatal Oversight Group Upward Report
d) CNST Final Submission 

The Committee reviewed a Patient Safety Group 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 whilst changes were made to the Paediatric 
Cardiology Service to reduce the waiting list. 

The Committee was updated on the ‘task and finish’ group’s 
recommendations which included the implementation of the management 
processes for managing and monitoring incidents and the expedition of the 
recruitment to two paediatric cardiologists to maintain service resilience. The 
Patient Safety Group report also informed the Committee on the significant 
reduction in the Paediatric Cardiology waiting list.  

Healthcare Acquired Infections were noted with the C.Diff infections 
trajectory remaining off-track with 3 occurrences in December 2025. The 
Infection Control team had undertaken deep dives into themes and sub-
themes to determine how these infections can be prevented.  The Infection 
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Control team were utilising the information gained from the deep dives to 
take important preventive steps.

The trajectory for E-coli infections continued to improve in December 2025 
with 4 occurrences, from the 5 occurrences in November 2025 and the 8 
occurrences in October 2025. The Infection Control team’s preventive 
actions were having a positive effective. 

In terms of Pressure Ulcers, in December 2025, there were 1.08 occurrences 
per 1000 bed days of category two to three pressure ulcers. This reflected a 
continued improvement from previous months. 

From the Maternity and Neonatal Group Upward Report, the Committee 
noted that for the compliance with CNST Year 7 MIS evidence:

a. 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.
• Record in the Group Board minutes that one eligible perinatal death was 

not 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.

b. CNST Standard 3:
• ATAIN: Note update relating to continuation of the Quality Improvement 

Project ‘Midwives as second checkers for neonatal IV antibiotics.’ 
• TC: Note governance for transitional care pathways strengthened with 

actions to be added to the PeriSIP.

c. CNST Standard 4 - Clinical Workforce:
• Neonatal workforce: - Record in Group Board minutes progress against 

the previously agreed QIS action plan and trajectories and that this is on 
the services risk register.

d. CNST Standard 5 - Midwifery Workforce:
• Note and record in the Board meeting papers the update on the agreed 

plan, including timescales, for achievement of the appropriate uplift in 
funded establishment along with mitigations to cover this shortfall, 
specifically the following:
▪ Ongoing cost pressures managed by the Group.
▪ Full review planned for April.
▪ Recruitment to 12.1 WTE posts continues.

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

implementation of Saving Babies Lives Care Bundle, in line with the 
locally agreed improvement trajectories. Progress has been confirmed by 
the ICB as demonstrated in the SBLCB implementation tool.
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f. CNST Standard 7- MNVP: Note the formal escalation of risk, via the 
PQSM relating to the MNVP provision.

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

• Note progress with co-produced action plan 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.

g. CNST Standard 9 - Floor to Board:
• Record in Group Board minutes progress with the Staff Experience Group 

(maternity and neonatal culture plan), specifically: - The staff level launch 
of the Staff Experience Group

h. CNST Standard 10 - MNSI:
• For upward reporting and formal inclusion within Group Board Minutes:
▪ Note receipt of Group legal services and maternity clinical governance 

records of qualifying MNSI/ EN incidents and numbers reported to 
MNSI and NHS Resolution.

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

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

To confirm, as compliance with CNST MIS requires full achievement of all 
elements within each of the ten-safety actions, the Group intends to submit its 
Group Board Declaration on 26th February 2026 declaring non-compliance with 
requirement one of Safety Action 1 and, as a result, will have to return a 
submission of overall non-compliance for the MIS Year 7 scheme.

The Committee recommended that the Group Board approve the declaration of 
‘non-compliance’ with CNST MIS Year 7.   

Assurances in respect of Objective 1a(ii):

a) Patient Experience and Involvement Group (PEIG) Upward Report
b) LHCG Complaints Report Q3
c) Children and Young People Oversight Group (CYPOG) Upward Report
d) UTC Out of Scope presentation in LCHG UTCs
e) Focussed Discussion – Neurology 

The PEIG report 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 
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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.  

Paediatrics Transformation Project: The LCHG Executive team are still 
finalising the plans and timelines for which of the Community CYP services 
currently in Family Health Care Group will transfer into the Alliance Group by 
the end of the 25/26 financial year. It is expected all the work strands under 
the Paeds Transformation Project will also transfer across and will continue 
as planned; further update will be provided at the March 2026 meeting when 
it is anticipated the decisions will have been made.

Audiology: The terms of reference for the Audiology Review have been 
amended slightly, informed by the report from EY, an external partner and a 
revised project plan and delivery timeline is currently being developed.

The Committee received a presentation which highlighted some areas of 
specific vulnerability and current mitigations in place at the Group’s 
Neurology Service. The Service is currently recognised as fragile, with a risk 
grading of 20 on the risk register, and note was taken of the need for a full 
review of the Service in totality

Assurances in respect of Objective 1a(iii):

a) Clinical Effectiveness Group (CEG) Upward Report

National Bowel Cancer Audit: - The Committee noted that the CEG had 
requested for a review of the cohort of patients impacted in the two areas 
that the audit had identified the Group as performing worse than the national 
average: adjusted 90‑day mortality following major resection and adjusted 
30‑day unplanned return to theatre following major resection. The findings 
from the review will be presented to CEG at its meeting in April 2026.  

Assurances in respect of other areas:

a) Patient Story 
b) Board Assurance Framework 2025/26
c) Risk Report
d) Policy Position Update
e)        LCHG Accreditation Register
f)         CQC Update
g)        Committee Performance Dashboard (LCHS and ULHT)       
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The Committee received a presentation on a Patient Story 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 reviewed the Risk Register, including all the high risks and the 
emerging risks that had been allocated to the Quality Committee.

The Group Accreditation Report stated that to support improved awareness and 
oversight of external agency visits, the Group’s Compliance Team have revised 
and strengthened the policy relating to external agency visits. The Group 
Compliance team have also started work to understand what external 
accreditation schemes are in place within LCHG or that are being worked 
towards. Additionally, the Compliance Team have also sought to build a greater 
understanding of what evidence or data is sent outside of the Group for the 
purposes of regulation or accreditation.

The Committee received the report on a 28 January 2026 CQC inspection 
undertaken at Boston Pilgrim Hospital which was focussed on 5 medical wards 
and the Discharge Lounge. 

The positive feedback provided after the inspection included that:
• Staff were welcoming, helpful, open and honest;
• Leaders could give clear examples of learning from incidents that had taken 

place and had a good awareness of the patient safety risks on their wards;
• Staff consistently told us they worked well together and that teamworking 

was positive;
• Patients, relatives and families were complimentary of the staff and the care 

they had received on the wards, commenting on how hard staff worked;
• Staff knew their patients and communicated well with them, showing 

patience;
• There was good monitoring of patient deterioration and understanding of the 

process, alongside NEWS monitoring;
• There was good sepsis management across the wards;
• Staff had good safeguarding knowledge and knew who to contact for 

support;
• There was good identification of end of life care patients and they were 

cared for on the ward when it wasn’t possible to transport patients;
• Reports of good support from specialist teams – dementia, tissue viability,
• palliative. And we saw that from a dementia perspective.

The negative feedback provided included that:
• Inconsistency with record keeping and completion of forms - there are 

pathways, bundles, documents etc, in place to try and mitigate risks. 
However, these weren’t always completed;
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▪ ReSPECT forms did not always correspond with the mental capacity. 
However, we were provided with assurance around this post site visit;

▪ DoLS pathway was in place but has not been reviewed although a form 
of restraint is already being used (mittens);

▪ We saw mouth care records were in place and hardly completed – as an 
example it was done the day the form was put in place then not done for 
the rest of the week;

▪ Daily weights had been requested over several days and weren’t started.
• Inconsistency with use of certain systems:
▪ Falls – falls socks and bands used inconsistently, some wards they were 

there appropriately and some they weren’t, falls forms that were for 
patients were in the records form;

▪ The ‘red jug’ system – inconsistent use across different wards, whether 
it be all patients having it, none or used appropriately.

• On the day ward 6A had 10 enhanced care patients, on several occasions, 
a 4 bedded bay of patients was unobserved. They had to move one of their 
nurses to another ward to help. That was one less staff member for them 
when they have 2 patients who were 1:1 and wandering around the ward;

• HCA staffing was the main staffing concern across wards – shortages can 
have a real impact on patient care;

• No mobile oxygen on wards contributed to a dignity issue for some patients, 
for example a patient that could use the toilet used a commode as a result;

• Discharge lounge concerns:
▪ Inclusion/exclusion criteria – It appeared that there wasn’t one 

necessarily and patients that were not ‘for discharge’ were in the hospital 
so it appeared to be more like a ward with a discharge room;

▪ Its location in the hospital is quite far from the other medical wards;
▪ Patients are staying in there longer than they should be but there is no 

medical cover to keep assessing patients;
▪ Patients are going to the lounge and then returning to wards as they 

were not medically fit;
▪ We heard about concerning incidents but don’t have the DATIX for these 

– there was an incident where staff felt the need to lock themselves in a 
toilet, and a separate incident where the security assistance took an hour 
to respond.

The Committee also received the report on an unannounced CQC inspection 
of the Community Hospitals at Skegness and Louth on 3 and 4 February 2026, 
followed by further visits to Gainsborough and Spalding on the 10 and 11 
February 2026.

The positive feedback provided included that:
• Staff on all wards were welcoming and said they were proud of the care they 

gave to patients;
• Wards were visibly clean and provided homely environments and a good 

variety of spaces for clinical and therapeutic interventions;
• We spoke with 19 patients, their feedback was mostly positive, however 3 

said wards were sometimes short-staffed which lead to care being delayed;
• We were told about an initiative on Welland ward called Think Drink. Staff 

had implemented a range of initiatives which improved the levels of 
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hydration of patients’ and achieved positive outcomes in relation to physical 
health and wellbeing.

The potential areas for improvement were:
• We saw 2 instances where patient care was undertaken in ward side rooms. 

Staff had neglected to turn the door louvre windows to the closed position. 
This meant that we could observe hands on clinical interventions, and 
compromised privacy and dignity;

• We saw staff used an assortment of assessment and patient monitoring 
forms. The type and number were inconsistent, for example on Welland 
ward we saw folders which were comprehensive and well organised and 
included individual Respect forms;

• We had concerns regarding vulnerable patients on Scotter ward regarding 
the management of skin integrity and pressure area care and hydration. We 
saw fluid balance charts that were incomplete and gaps of up to 6 hours in 
the recording of repositioning patients at risk of developing pressure ulcers.

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 
17 February 2026 
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Meeting Lincolnshire Community and Hospitals Group 
Board

Date of meeting 3 March 2026
Agenda item number 9.3
Report title Finance Briefing M10
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 three key areas of internal 
focus – delivery of our variable income, 
delivery of our efficiency target and 
workforce controls (bank and agency).

• Note the forecast risk that is being 
mitigated through internal and external 
actions.

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
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 M10 YTD (Year to date)
The Group delivered a £8.4m deficit (£2.6m adverse than planned).

• 2025/26 Capital position M10 YTD
The Group delivered capital expenditure of £44.1m (£28.7m lower than planned).

• 2025/26 CIP position M10 YTD
The Group delivered savings of £56.4m (£4.2m lower than planned).

• M10 Cash position
The Group ended the month with a cash balance of £18.8m (£18.2m lower than planned).



5

Lincolnshire Community and Hospitals NHS Group
Trust Board – 3 March 2026
Finance Briefing M10

Executive Summary

At month 10 the year-to-date position for the Group is an £8.4m deficit, £2.6m adverse to 
plan. The Group have delivered actual surplus positions between month 7 and 10, however 
the plan required a further improvement. This deficit position was mainly built in quarter 1, 
with quarter 2 and 3 seeing an improvement in our monthly run rate. The Group is required 
to increase our savings as we progress through the year which will return the Group to 
financial balance by 31 March 2026.

The Group continue to have three key areas of internal focus to support the revenue position: 
variable income delivery, efficiency delivery and workforce controls (bank and agency). 
These are at the centre of our discussions with our care groups and corporate leads to 
ensure delivery of our financial plan. The Group are working well with external parties to 
support the forecast position, including local system partners and regional colleagues.

As outlined previously the financial position is challenging, however the risk position is 
reducing. The Group are confident that through internal and external actions we will be able 
to deliver our breakeven year end position.

Our capital spend is behind our planned level, mainly driven by delays in approval, it is 
anticipated that this will be recovered by the end of the financial year. Mitigation options are 
being developed to ensure that all capital is utilised by 31 March, this will be spent on 
scheme that support our strategic direction and improve our working environment (e.g. 
equipment). To support delivery delegated authority by the Board has been received that 
enables decision making to shortened with retrospective approval to Board.

The cash position is £18.2m behind plan, with a cash balance at the end of month 10 of 
£18.2m. The Group are in the process of drawing down our remaining 25/26 capital cash 
which will improve the cash position. Our cash position is monitored daily, and this continues 
to be a key area of focus in our Finance and Performance Committee.

Summary Position
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Revenue Position

The Group’s year to date financial position is a £8.4m deficit at month 10, this position is 
£2.6m adverse to our planned position. The Group have seen run rate improvements and 
have delivered in month surplus positions since M7, however these have been below our 
planned level and required recovery plan actions. The revenue position requires further 
improvements in our run rate to delivery our breakeven position at the end of the year. 

The Group have received funding to cover the impact of the Industrial Action by our resident 
doctors, this impacted our activity/income (reduced) and increased our costs  (backfill costs); 
as at end of February, there is no further dates of industrial action.

There are three key internal areas of focus to ensure delivery of our financial position:

1. Delivery of our variable income – The Group is required to delivery on our planned 
care activity, which is subject to variable payment e.g. we will only be paid for the 
work we undertake. ULTH has made improvements in our theatre productivity and 
outpatient productivity that will improve our performance by the end of the financial 
year. Current projections are outlining a small over performance of our variable 
income by the end of the financial year. This will be funded through additional income 
from national sprint monies.

2. Delivery of our efficiency target – Our efficiency plan is slightly (£4.2m) behind 
plan, some schemes have not delivered as intended and mitigations are being 
developed. Additional assurance meetings have taken place with our care groups to 
develop mitigations and ensure forecast scheme are on track for delivery. The 
position includes recovery actions to support the year end position, however a 
number of these actions are non recurrent/one-off in nature. This position is a key 
area of focus and is reported weekly to executive colleagues.

3. Workforce controls (Bank and Agency) – Although our whole-time equivalent 
position has reduced since the beginning of the year, the level of reduction is behind 
our workforce plan. A key driver of this is our temporary workforce, good progress 
has been made on our agency position, however our bank position is not reducing at 
the pace our plan requires. Workforce colleagues are working with our nursing and 
medical teams on addressing this position and additional vacancy controls have been 
put in place during December. We have seen reductions from our MARs scheme with 
full year effect savings identified for 26/27.

The Group are working constructively with external partners to support in year delivery, this 
includes our ICB and our regional colleagues.

The Group continues to have in place enhanced vacancy controls through our executive led 
vacancy control process, this is informed by our Quality Impact Assessment. In additional, 
in December, we have introduced a 3-month deferment on start dates so support the year 
end position. We are also targeting our non-pay discretionary spend with enhanced 
approvals also required for spend on specific categories.

The Group have undertaken a detailed review of the forecast position; the position has been 
derisked with £9.3m of risk identified mainly due to shortfalls in our efficiency systems. 
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Internal and external mitigations have been developed and implemented, and the Group are 
confident that we will be able to deliver our breakeven year end position.

Capital Position

The Group has the largest ever capital programme of £129.1m (small increase since last 
update due to additional allocations received in ULTH), key schemes including Community 
Diagnostic Centre at Boston, first year of our ePR, new ED department at Pilgrim Hospital 
and Endoscopy improvements.

At month 10 the Group were £28.7m behind our capital plan, this was driven by delays on 
approvals for our ePR and Community Diagnostic Centre. These have now been received, 
and progress is underway.

Significant capital spend is planned in the remaining two months of the financial year and 
the Group are confident of utilising all capital funds available in year and additional mitigation 
options have been developed if schemes are delayed further. All mitigation options are in 
line with our strategic direction of travel and improve our working environment (e.g. 
equipment).

The Group submitted a cash request for the additional funds allocated relating to 24/25 4 
hour performance, this was discussed with regional colleagues who were supportive and 
cash has been approved.



Finance and Performance Committee 
Upward Report 



2

Meeting Lincolnshire Community and Hospitals Group 
Board

Date of meeting 3 March 2026
Agenda item number 9.3

Finance and Performance Committee Upward Report of the meeting 
held on 23 January 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:

03 March 2026

Report from: Finance and Performance Committee

Report from 
meeting held on:

23 January 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 23 January 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) Operational Performance 
b) PRM Upward Report
c) Patient Services Hub Update

In relation to Cancer performance, though the trajectory remained below 
plan, the Group slightly improved its month-on-month performance against 
the national 28-day, 31-day and 62-day standards in November 2025. 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. 

Performance against the Diagnostics Waiting Times and Activity (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. 
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In relation to Urgent and Emergency Care, 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. 

The Patient Services Hub staff consultation, which commenced in November 
2025, was completed in January 2026. Steps were being taken to collate all 
the feedback received with a plan to respond to them at the beginning of 
February 2026. 

Another step implemented was the commissioning of the PWC to support the 
Patient Services Hub delivery. The vision was to establish a Patient Service 
Hub which provides a scaled Care Coordination service to deliver seamless, 
end-to-end patient pathways across the Lincolnshire system.

Assurances in respect of Objective 1c:

a) Finance Report including CIP, Capital, CRIG and Productivity, 
Improvement and Transformation Oversight Forum (PITOF) upward 
report (December 2025)

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

c) Costing & Benchmarking Report (Q2)
d) Post Investment Evaluation
e) Contract Award Reports 
f) Data Quality Assurance Framework – draft approach

The Group 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.  

The Cost Improvement Programme (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 Group CIP schemes.

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. 

Assurances in respect of Objective 1d:

a) Estates and Facilities Update
b) Emergency Planning Group Upward Report

The review of Planned Preventative Maintenance (PPM) remained on target for 
completion in January 2026.
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For the 2025 Annual Assessment of Core Standards for Emergency 
Preparedness, Resilience, and Response (EPRR), both ULTH and LCHS have 
been assessed as ‘substantially compliant’ with the core standards by NHSE 
and the ICB.  

Assurances in respect of other areas:

a) Board Assurance Framework 2025/26
b) Committee Performance Dashboard 
c) Risk Register 
d) Information Governance Group Upward Report
e) Internal Audit Recommendations
f) Policy Position 

The Committee received and considered a suite of performance reports. 

The Committee received and noted the position in respect of the Board 
Assurance Framework, Risk Register, policy position 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) 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
23 January 2026 



Finance and Performance Committee 
Upward Report 
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Meeting Lincolnshire Community and Hospitals Group 
Board

Date of meeting 3 March 2026
Agenda item number 9.3

Finance and Performance Committee Upward Report of the meeting 
held on 19 February 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:

03 March 2026

Report from: Finance and Performance Committee

Report from 
meeting held on:

19 February 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 19 February 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) Operational Performance 
b) PRM Upward Report

In relation to Cancer performance, all 3 Cancer standards, the 28-day, 31-
day and 62-day standards, were below plan and have deteriorated from a 
strong November 2026 position.  The performance report noted that the 
Groups Cancer performance was not an outlier but reflected the national 
picture in December 2026.

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. 

Performance against the Diagnostics Waiting Times and Activity (DM01) 
standard declined further December 2026 due to capacity shortfalls in the 
Audiology, Non-Obstetric Ultrasound (NOUS) and Magnetic resonance 
imaging (MRI) services. Work is underway to improve the capacities of these 
services.

In relation to Urgent and Emergency Care, the Group’s year-to-date 
trajectory against the 4-hour standard remained above trajectory in January 
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2026, while the year-to-date trajectory against 12-hour standard remained 
below plan in January 2026. 

Ambulance Handover: In relation to the 45 Minute Handover standard, the 
year-to-date Group 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%.

Assurances in respect of Objective 1c:

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

b) Contract Award Reports 

The Group delivered an actual year-to-date deficit of £8.4m deficit which was 
£2.6m adverse to plan. The in-month position was at £0.5m surplus which 
was £1.9m adverse to plan.  

The Cost Improvement Programme (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 CIP schemes.

The February 2026 PITOF meeting was stood down due to a lack of quoracy. 
The report was a synopsis of the reports which would have been reviewed 
had the meeting not been stood down.

The Committee noted from the report that the Group was in a transitional 
period between the current PITOF work programme and the 2026/27 
transformational programme. Work was also being undertaken to strengthen 
the PITOF framework.  

Assurances in respect of Objective 1d:

a) Estates and Facilities Update
b) Transfer of Assets from NHS Property Services

Recent Fire and Rescue Service audits returned broadly compliant outcomes.

The Committee was informed that the car parking development work is 
progressing for 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. 
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The draft report from the external Planned Preventative Maintenance (PPM) 
Audit undertaken in January 2026 has been received and was undergoing a 
detailed review and factual accuracy ahead of the final document. 

Assurances in respect of other areas:

a) Board Assurance Framework 2025/26
b) Committee Performance Dashboard 
c) Risk Register 
d) Policy Position 

The Committee received and considered a suite of performance reports. 

The Committee received and noted the position in respect of the Board 
Assurance Framework, Risk Register, policy position 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) 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
19 February 2026 
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Meeting Lincolnshire Community and Hospitals Group 
Board

Date of meeting 03 March 2026
Agenda item number 10.1

People Committee Upward Report of the meeting held on 13 January 
2026

Accountable Director Claire Low, Group Chief People Officer

Presented by Jim Connolly, 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 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:

13 January 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 13 January 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) Education Oversight Group Upward Report
b) Safer Staffing Nursing (including AHP compliance) 
c) Safer Staffing Medical 
d) National Nursing Job Profiles

The Education Oversight Group offered assurance to the Committee with 
positive positions noted for both organisations within the Group at the end of 
November 2025 - core learning compliance was above the 90% KPI target. 
LCHS was at 95.79%, which exceeded target and showed a slight increase on 
the position in October 2025, while was at 91.95% compliance which was also 
above target but represented a slight decrease against the position in October 
2025.

In the month of November 2025, a total of 80 Apprentices commenced their 
programmes across the Group. 

The monthly sickness rate for the Group increased slightly in November 2025 
to 8.1%, from 8.01% in October 2025. 

The Committee noted that the content of the Medical Safer Staffing Report had 
significantly improved over time to the required quality in November 2025.
  
The Committee noted the steps being taken to progress the National Nursing
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Job Profiles Action Plan 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. 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.  

Assurances in respect of Objectives 2b:

a) Workforce Strategy Group Upward Report 
b) Workforce Hub Upward Report 
c) National Staff Survey Feedback

The Workshop Strategy Group reported that in November 2025, ULTH 
remained in the top 1st and 2nd percentile with 87% of their Health Roster 
metrics compared to other Acute Trusts. In November 2025, LCHS remained 
in the 1st and 2nd percentile for 60% of their Health Roster metrics compared 
to other Community Trusts.

In November 2025 the Group remained off plan against the 2025/26 
Workforce Plan, mainly due to ULHT’s high spend on bank staffing. Recovery 
actions include the implementation of bank spend controls, and steps in 
2026/27 and 2028/2029 to reduce sickness absence rates.  The Committee 
noted position on against the Workforce Plan and the improvement actions 
being implemented or planned for implementation in the future.

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 noted 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).   

Assurances in respect of Objectives 2c:

a) Culture and Leadership Group Upward Report
b) Gender Pay Gap Annual Report
c) Ethnicity Pay Gap Annual Report
d) Pay Gap Action Plan
e) NMC Quarterly Report
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The Culture and Leadership Group Upward Report noted that the Group’s 
Leadership Pathways Programme had been launched. The Leadership Hub 
aspect of the Programme had gone live, with the Leading with Behavioural 
Intelligence aspect of the Programme being in the pilot stage. Elements of 
the People Management Essentials aspect of the Programme are still being 
reviewed and finalised by subject matter experts.

The Committee received the Gender Pay Gap and Ethnicity Pay Gap Annual 
Reports, and the Pay Gap Action Plan. The Committee noted that both pay 
gaps were not equal pay issues because the Trust adheres to national NHS 
job evaluation schemes ensuring equal pay for equal work. All Variations 
reflect workforce composition, structural changes, and national policy 
changes such as National Clinical Impact Award (NCIA)/National Clinical 
Excellence Awards (CEAs).

During Quarter 3, 44 professional concerns continued to be managed/ 
monitored within the Group. 

The Committee received an update on the work undertaken across the 
Group to support the ‘Reward and Recognition Programme’

Assurances in respect of Objectives 2d:

a) Reward and Recognition Update

The Committee received an update on the work undertaken across the Group 
to support the ‘Reward and Recognition Programme’  

Assurances in respect of other areas:

a) Staff Story 
b) Board Assurance Framework 2025/26
c) Topical, Legal and Regulatory Update 
d) Risk Report
e) Policy Position Update
f) Internal Audit Recommendations

The Committee received a Staff Story which focused on the Group’s 
commitment to supporting employees who are affected in any way by the 
menopause and educating and supporting managers so that employees 
reporting issues are treated fairly and given appropriate support. 

The Committee reviewed the Risk Register, including all the high risks and the 
emerging risks that had been allocated to the People Committee. 

The policy position was noted with the positive effect the extension of the 
policies by 6-months have had. The Committee also noted that, this 6-month 
extension was in support of the work to develop the Group’s policy documents 
and did not in any way impact on the validity of the policy. 
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The Committee reviewed the work being undertaken to ensure the work to 
progress outstanding Internal Audit recommendations were correctly recorded 
by the Internal Auditors.  

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) The concern about the capacity of the job evaluation team to 
undertake the National Nursing Job Profiles Project.

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;

Jim Connolly, People Committee Chair (Acting)
13 January 2026 



People Committee Upward Report 
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Meeting Lincolnshire Community and Hospitals Group 
Board

Date of meeting 03 March 2026
Agenda item number 10.1

People Committee Upward Report of the meeting held on 
10 February 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 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 February 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 February 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 – Executive Scoreboard
b) Education Oversight Group Upward Report
c) People Directorate Capacity Upward Report 
d) Safer Staffing Nursing (including AHP compliance) 
e) Safer Staffing Medical 

The Committee Performance Dashboard Report stated that the sickness rate 
at ULTH in January 2026 was at 5.43% against a Q4 Target of 4.50%, while 
the sickness rate at LCHS was at 6.80%in December 2025 against a Q3 target 
of 4.96%.  

The ULTH vacancy rate for January 2026 was at 6.50% against a Q4 Target of 
10.60% which was the expected position as the largescale organisational 
change programmes progress and vacancies are being held/deferred as 
opportunities for staff who may be displaced by the programmes. The vacancy 
rate at LCHS was at 9.84% against a Q4 Target of 10.00%. Again, this was the 
expected position as the largescale organisational change programmes 
progress and vacancies are being held/deferred as opportunities for staff who 
may be displaced by the programmes.

The Education Oversight Group offered assurance to the Committee with 
positive positions noted for both organisations within the Group at the end of 
December 2025 - core learning compliance remained above the 90% KPI 
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target. LCHS was at 95.91%, which exceeded target and showed a slight 
improvement on the position in November 2025. ULHT was at 92.97% 
compliance which was also above target and represented a slight improvement 
on the position in November 2025.

In the month of December 2025, 15 new staff members registered to be part of 
the Student Nursing Associate Apprenticeship Programme which commences 
in February 2026. The Committee was informed that the Group had a target of 
40 Student Nursing Associate Apprentices registering be part of the Student 
Nursing Associate Apprenticeship Programme. 

The Committee endorsed the People Directorate’s proposed prioritisation 
initiative, which has been developed to ensure that the Directorate is able to 
align its capacity with organisational priorities and the significant programmes 
of work currently underway. The Committee also supported the consistent and 
coherent communication of these priorities to stakeholders, and to agree the 
proposed review arrangements for paused activity so that this work can be 
reactivated as organisational capacity increases. 

The Committee was assured the though the work on the Group Benefits 
Alignment has been paused, the full alignment will be delivered in 2026/27. It 
was noted that a number of benefits had already been aligned and offers will 
not be reduced or withdrawn.

The Committee was provided with a reasonable level of assurance regarding 
nursing safer staffing for the Group in December 2025. The report 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 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 report noted that as more Band 5 registrants become eligible for 
progression within the mandated 12 – 24-month window, services will need to 
rebalance Band 5/Band 6 establishments. This may create upward pressure on 
staffing budgets but also presents a strategic opportunity to strengthen clinical 
leadership, capability and retention. 

The Committee was provided reasonable assurance with regards to the 
medical current staffing numbers for the Group in December 2025.
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Assurances in respect of Objectives 2b:

a) Workforce Strategy Group Upward Report 
b) Workforce Hub Upward Report
c) Guardian of Safe Working  
d) Patient Services Hub

The Workshop Strategy Group reported that in December 2025, workforce 
performance remained stable with the metrics relating to vacancy, turnover, 
and mandatory training performance continuing to meet expected levels. The 
Committee was informed that though sickness absence increased within 
LCHS, safe staffing has been maintained across all services in the Group.

The Workforce Hub report informed the Committee that the Group remained 
off-plan against the 2025/26 Workforce Plan due to a combination of factors 
including substantive recruitment, TUPE activity, lower-than-expected 
Mutually Agreed Resignation Scheme (MARS) leavers, and reduced 
turnover across the Group. Year‑end forecasts indicate an FTE reduction 
delivery of 401.76 FTE (or 474.85 FTE including income‑backed roles) 
against the target of 665 FTE.

The report noted that the actions to recover the position and return to plan 
included tighter bank spend controls, targeted recruitment in critical roles, 
enhanced job planning, rostering improvements, and the implementation of 
a Priority Access Bank Rate. 
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. 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 on 22 January 2026.

The Guardian of Safe Working submitted a report which covered the period 
from 01 October 2025 to 31 December 2025. The report assured the 
Committee that patients received safe, high-quality care, and that Resident 
Doctors in training and Locally Employed Doctors at ULHT had worked as 
was required by their contracts over the period.

Assurances in respect of Objectives 2c:

a) Equality, Diversion and Inclusion Group
b) Culture and Leadership Group Upward Report
c) Employee Exclusions 

The Equality, Diversion and Inclusion (EDI) Upward Report provided the 
Committee with significant assurance about the progress of the EDI agenda 
in the Group. 

Additionally, the report informed the Committee that EDI objectives have now 
been fully embedded into Group Board appraisals, which completes a long-
standing requirement within both HIA and EDS Domain 3. Within HIA 6 (anti-
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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. 

The report stated that in line with national requirements, the Group Board 
has undertaken a review of anti-discrimination approaches, including a 
planned relaunch of the United Against All Forms of Discrimination 
campaign. 

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 recently 
shared with the Group Board’s People Committee.
The Committee was assured that in relation to the 2025/26 winter vaccination 
campaign, the vaccination rates are 55.8% for LCHS and 56.58% for ULHT. 
This represented a significant improvement for ULHT compared to the 
vaccination rate of 35% for 2024/25.

Assurances in respect of other areas:

a) Staff Story 
b) Board Assurance Framework 2025/26
c) Risk Report
d) Policy Position Update
e) Internal Audit Recommendations

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.    

The Committee reviewed the Risk Register, including all the high risks and the 
emerging risks that had been allocated to the People Committee. 

The Committee reviewed the work being undertaken to ensure the work to 
progress outstanding Internal Audit recommendations were correctly recorded 
by the Internal Auditors.
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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 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, People Committee Chair
10 February 2026 



Ethnicity and Gender Pay Gap 
Reports
United Lincolnshire Teaching 
Hospitals NHS Trust 
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Meeting Lincolnshire Community and Hospitals Group 
Board

Date of meeting 3rd March 2026
Agenda item number 10.2
Report title Ethnicity and Gender Pay Gap Reports

United Lincolnshire Teaching Hospitals NHS 
Trust

Report purpose:
• Discussion
• Approval
• Assurance
• Information
• Other – please insert details

• Approval
• Assurance
• Information 

Accountable Director Claire Low, Chief People Officer
Author(s) Michael Du Rose, Associated Director of 

People
Assurance rating:

• Substantial assurance
• Reasonable assurance
• Limited or no assurance

• Substantial Assurance

Prior approval process, if applicable EDI Group – November 2025
People Committee – 13th January 2026

Financial implications, if applicable N/A
Action / decision required The Board is asked to:

• Consider the information contained 
within this report.

• Approve for publication on the Trust’s 
website.

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
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 x
2d: Recognising our people through thanks and celebration
Population: Better Health – Improve population health:
3a: Transform clinical pathways, rationalise our estates investing more in community 
care and reduce reliance on acute services
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
In line with national guidelines, United Lincolnshire Teaching Hospitals NHS Trust (ULTH) 
reports Gender Pay Gap data based on the snapshot date of 31st March 2025. ULTH is part 
of a group arrangement with Lincolnshire Community Health Services NHS Trust (LCHS), 
together forming the Lincolnshire Community and Hospitals NHS Group (LCHG). While the 
Board and senior leadership team operate as one, individuals remain employed by their 
original organisations. This structural arrangement impacts reporting, particularly at senior 
levels, and should be considered when interpreting the data.

For the Gender Pay Gap, women earn £0.87 for every £1.00 earned by men based on median 
hourly pay. This represents a median gender pay gap of 12.6%, an improvement from 14.2% 
last year and 14.6% the year before. Women’s mean hourly pay is 27.6% lower than men’s, 
which is slightly worse than last year’s 27.2% gap but better than 29.3% two years ago. Bonus 
payments relating to the Clinical Excellence Awards (CEA) show women receiving £0.51 for 
every £1.00 men receive. National changes to the CEA scheme mean only legacy 2018 
awards are still paid, which has caused a discrepancy. Women hold 79.6% of the lowest-paid 
jobs, a decrease from 81.7% last year, and 61.6% of the highest-paid jobs, decreased from 
63.8% last year. Women hold 80.2% of lower middle-paid jobs and 81.4% of upper middle-
paid jobs. While there is steady progression through the middle quartiles, the decline in the 
top quartile is disappointing, however this is likely to be impacted by the group structure 
arrangements. ULTH now has nine years of Gender Pay Gap data, showing slow 
improvement: the median gap has reduced by 1.5% and the mean gap by 5.2% since 2017. 
The national median gender pay gap is currently 13.1%, compared to ULTH’s 12.6% in 2025.

For the Ethnicity Pay Gap, White colleagues earn £0.82 for every £1.00 earned by Black and 
Minority Ethnic (BME) colleagues and the same compared to colleagues whose ethnicity is 
unknown. The median ethnicity pay gap is 18.24%, meaning White colleagues earn 18.24% 
less than BME colleagues, and 18.36% less than those whose ethnicity is unknown. This 
represents an improving trend compared to last year’s figures of 19.47% and 19.45% 
respectively. The mean ethnicity pay gap is 33%, with White colleagues earning 33% less 
than BME colleagues and 37% less than those whose ethnicity is unknown. Last year’s 
figures were 32% and 38% respectively. 

These gaps are influenced by workforce structure and representation in higher pay quartiles, 
particularly medical and dental roles. Asian and Black colleagues hold 27.9% of the highest-
paid jobs compared to 24.2% last year, while White British colleagues hold 58% of the 
highest-paid jobs compared to 62.2% last year. In contrast, White colleagues hold 85% of the 
lowest-paid jobs. The ULTH workforce comprises 30% BME colleagues, 69% White, and 1% 
unknown. Bonus payments, defined as Clinical Excellence Awards (CEAs), show a gap in 
favour of White consultants, with 30.2% of White consultants receiving a CEA compared to 
21.6% of BME consultants and 14.8% of those whose ethnicity is unknown. National changes 
to the CEA scheme mean only legacy 2018 awards are still paid.

It is important to note that both the gender and ethnicity pay gaps are not equal pay issues. 
The Trust adheres to national NHS job evaluation schemes to ensure equal pay for equal 
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work. Variations reflect workforce composition, structural changes, and national policy 
changes such as CEAs.

In summary, the Trust has seen small improvements in both gender and ethnicity pay gaps, 
although progress remains slow. The ethnicity pay gap continues to be influenced by the 
concentration of BME colleagues in higher-paid medical roles, while the gender pay gap 
reflects persistent underrepresentation of women in the highest pay quartile. The Trust will 
continue to monitor these gaps, undertake targeted workforce development, and maintain 
transparency in reporting.

These reports have previously been approved by the People Committee on 13th January 
2026. The Board is asked to approve the reports, for publication on the Trust’s website by the 
statutory deadline of 31st March 2026.
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