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INHS |

The Hillingdon Hospitals

NHS Foundation Trust

NHS

Chelsea and Westminster Hospital
NHS Foundation Trust

Imperial College Healthcare London North West

NHS Trust . .
= University Healthcare
NHS Trust

North West London Acute Provider Collaborative
Board in Common - Public
Tuesday 29 April 2025, 10:00 +13:00
The Oak Suite, W12 Conference Centre, Hammersmith Hospital

Members of the public are welcome to join this meeting in person or by Microsoft Teams, via the
following link: Click here to join the meeting (please do not join on any previous meeting teams

links) The Chair will invite questions at the end of the meeting. It would help us to provide a full
answer if you could forward your questions in advance to thh.corporatemanagement@nhs.nedut
this is not a requirement, you can ask new questions on the day. Any questions that are submitted in
writing but due to time are not addressed in the meeting will be answered in writing on the Acute
Provider Collaborative website.

AGENDA
Time | Item  Title of Agenda Iltem
(\[e}
10:00 | 1.0 Welcome and Apologies for Absence Chair in Common Verbal
Matthew Swindells
1.1 Declarations of Interest Matthew Swindells 11
1.2 Minutes of the previous NWL Acute Matthew Swindells 1.2
Provider Collaborative Board Meeting
held on 21 January 2025 and action log
10:05 | 1.3 Staff Story +Equity £Outpatient initiative | Vineeta Manchanda 1.3

To note the staff story Carolyn Downs

Pippa Nightingale

2. Report from the Chair in Common

Committees 2024/25
To approve the recommended delegated
authorities to provider Trust committees
for the financial year ending 2024/25.

x Self-certifications for Non

Foundation Trusts

10:20 | 2.1 Report from the Chair in Common * Matthew Swindells 2.1

To note the report
2.2 Board in Common Cabinet Summary Matthew Swindells 2.2

To note any items discussed at the Board in
Common Cabinet meetings

3. Decision Making and Approvals

10:30 | 3.1 APC Financial, Operational and Lesley Watts/Jazz 3.1
Workforce Business Plans 2025/26 Thind
To approve the plans

10:45 | 3.2 Delegated Authorities to Provider Trust Peter Jenkinson 3.2
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10:50

4.0

4.1. Quality

41.1

x Self-certifications for Foundation
Trusts

X Modern Slavery Act Statement

Integrated Quality, Workforce,
Performance and Finance Report
To receive the integrated performance report

4. Integrated Quality and Performance Report

Pippa Nightingale
Lesley Watts

Pippa Nightingale

4.0

4.1.2

APC Equity Improvement Plan +BiC
action plan
To note the report

Pippa Nightingale
Carolyn Downs

Vineeta Manchanda

4.1.2

Learning from deaths quarter 3 report
For BiC members, individual Trust reports
can be found in the TeamEngine Reading
Room. For members of the public these can
found in the appendix document on the NWL
APC website

To note the report

Jon Baker

4.1.4

Elective Orthopaedic Centre (EOC)
update
To note the report

Pippa Nightingale

4.1.4

11:20

4.1.5

4.2 \Workforce

42.1

Collaborative Quality Committee Chair
Report
To note the report

Workforce *IQPR zanything by
exception

Patricia Gallan

Pippa Nightingale

4.1.5

4.3 Fin
11:35

4.2.2

ance an
43.1

Collaborative People Committee Chair
Report
To note the report

d Performance

Performance £IQPR zanything by
exception

David Moss

Lesley Watts

4.2.2

4.3.2

Performance report

x Emergency 4.3.2a

x Elective 4.3.2b

x Cancer 4.3.2c
Diagnostics 4.3.2d
To receive the performance report

x

James Walters
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11:55

12:05

12:15

6. Estates and

5.1

6.1

Committee Chair Report
To note the report

5. Data and Digital

Collaborative Digital and Data Committee
Report
To note the report

Sustainability
Collaborative Strategic Estates,
Infrastructure and Sustainability
Committee Report

To note the report and approve the updated
terms of reference

7. Chief Executive Officers

Matthew Swindells

Bob Alexander

4.3.3 | Finance *xIQPR zxanything by exception | Lesley Watts 4.0

4.3.4 | Financial performance report Jazz Thind 4.3.4
To receive the financial performance report

4.3.5 | Collaborative Finance and Performance Carolyn Downs 4.3.5

5.1

6.1

12:30

Any Ot

12:35

8. Reports for |

8.1

9.1

10.2

NHS Foundation Trust

nformation Only
Use of the Trust Seal

her Business

Nil Advised

10. Questions from Members of the Public

The Chair will initially take one question
per person and come back to people who
have more than one question when

Gallan

Peter Jenkinson

Matthew Swindells

7.1 Acute Provider Collaborative Executive Tim Orchard 7.1
Management Board (EMB) Summary
To note any items discussed at the APC EMB
meetings
7.2 Reports from the Chief Executive Officers
and Trust Standing Committees
To note the reports : P
x London North West University EI;E)IZ Il\\l/llggélngale / 7.2a
Healthcare NHS Trust i
x Imperial College Healthcare NHS Tim Orchard / Bob 7.2b
Trust Alexander
x The Hillingdon Hospitals NHS Lesley Watts / Carolyn | 7.2¢
Foundation Trust Downs
x Chelsea and Westminster Hospital Lesley Watts / Patricia | 7.2d

8.1

Verbal
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everyone has had a chance, if time
allows.

Close of the Meeting

Date and Time of the Next Meeting

15 July 2025, 09:30 +12:30, W12, Hammersmith Hospital

Representatives of the press and other members of the public will be excluded from the
remainder of this meeting having regard to the confidential nature of the business to be
transacted, publicity on which would be prejudicial to the public interest (section (2) Public
Bodies (Admissions to Meetings) Act 1960)
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NORTH WEST LONDON ACUTE PROVIDER COLLABORATIVE
BOARD IN COMMON - REGISTER OF INTERESTS 2025-26

NAME

ROLE

Non-Executive Directors
Matthew Swindells

Chair in Common

TYPE OF INTEREST

Financial

Non-Financial
Professional

Non-Financial
Personal

Indirect

DESCRIPTION OF INTEREST

Founder / Owner: MJS Healthcare
Consulting

DATE
INTEREST
OPENED

DATE
INTEREST
CLOSED

Ongoing

Date last updated: 7 April 2025 (PH)

ACTIONS TO BE TAKEN TO
MITIGATE RISK

BOARD MEMBER

CWFT LNWH THHFT

Exclusion from any discussions that co
lead to conflict.

X (designate
NED)

X Chair: Citizens Advice Mar-24 Ongoing Exclusion from any discussions that co
lead to conflict.
X Non-Executive Director: Prism Improvem|{Apr-22 Ongoing Exclusion from any discussions that co
Limited (Prism Improvement owns a stakge lead to conflict.
in another NHS consulting firm Four Eyes
Consulting)
X Senior Advisor: Global Council Sep-19 Ongoing Exclusion from any discussions that co
lead to conflict.
X President: Health Care Supply AssociatidJan-23 Ongoing Exclusion from any discussions that co
(HCSA) lead to conflict.
X Chair: Carnall-Farrar Consulting Feb-25 Ongoing Exclusion from any discussions that co
lead to conflict.
X Internal Advisor: Carnall-Farrar ConsultinffFeb-22 Jan-25
X Advisor: Akeso Oct-23 Jan-25
Bob Alexander Vice Chair - Imperial College X Non-Executive Director: London AmbularfAug-21 Ongoing
Healthcare NHS Trust Service NHS Trust
X Advisor: CHKS Ltd Nov-18 Ongoing
X Trustee: Imperial Health Charity Dec-23 Ongoing
X Trustee: London Ambulance Charity Aug-21 Ongoing
X Associate Non-Executive Director: South|Nov-24 Ongoing
West London ICB
X Strategic Advisor: Health Spaces Ltd Mar-25 Ongoing
X Non-Executive Director: Community Heall Apr-19 31-Mar-25
Partnership Ltd
Linda Burke Non-Executive Director X Medical Justice Charity May-20 May-27
X Non-Executive Director: Frimley Health [Apr-22 Apr-25
Aman Dalvi Non-Executive Director X Owner: Aman Dalvi Limited 2017 Ongoing
X Non-Executive Chair: Goram Homes (Bri$2al19 Ongoing
X Non-Executive Chair: Kensington & Chel{2019 Ongoing
TMO Residuary Body
X Non-Executive Chair: Aspire Housing Jan-21 Ongoing
(Staffordshire)
X Non-Executive Chair: Newlon HT Jan-21 Ongoing
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Board member: Old Oak Development |Mar-22 Ongoing
Corporation
Carolyn Downs Vice Chair - The Hillingdon Senior Advisor: Newton Europe Sep-23 Ongoing
Hospitals NHS FT
Non-Executive Director: States of Jersey|Sep-23 Ongoing
Health and Care Advisory Board
Non-Executive Advisor / Member: LondollSep-23 Ongoing
Policing Board
Patricia Gallan Vice Chair - Chelsea and Non-Executive Director: HMRC Jul-19 Ongoing Permanent Secretary HMRC has given
Westminster Hospital NHS FT formal approval to Patricia's appointmer
Chair of Governors: Drapers' Brookside [Aug-21 Ongoing
Infant and Junior School. Member of
Vice Chair: Trade Remedies Authority  |Mar-25 Ongoing
Council of Queen Mary University of Longldsn-23 Ongoing
Nick Gash Non-Executive Director Self-employed: Public Affairs Consultant |Sep-04 Ongoing
Associate: Westbrook Strategy Ltd Feb-20 Ongoing
Trustee: CW+ Charity Nov-17 Ongoing
Chair Audit and Risk Committee: Royal [Nov-21 Ongoing
Society of Medicine
Independent member: Risk and Audit Feb-24 Ongoing
Committee of Office for Students
Spouse: Member of Parliament for Brent |May-15 Ongoing
and Isleworth
Chair: London North West Advisory Nov-18 Mar-25
Committee for Clinical Impact Awards
Loy Lobo Non-Executive Director Owner: Wegyanik Ltd Apr-14 Ongoing
Non-Executive Director: Essex Partnersh{Mar-21 Ongoing
University Trust (EPUT)
Visiting Lecturer: Imperial College BusingSep-14 Ongoing
School
Advisor: Dama Health Ltd (includes an [Apr-23 Ongoing
equity option)
Advisor: Juul Labs Inc Nov-23 Ongoing
Business Advisor: Radiant Science UG, HApr-24 Ongoing To be recused from discussing matters
(includes an equity option) where the company may be a financial
Wegyanik - consulting partner to Jun-24 Ongoing
Salesforce.com
Palantir: personal friend of MD of Global |Feb-25 Ongoing To be recused from discussing matters
Health and Life Sciences where the company may be a financial
beneficiary
Accenture: personal friend of MD Apr-25 Ongoing To be recused from discussing matters
responsible for Accenture Oracle where the company may be a financial
Member of the Digital Health Council andMar-15 Mar-25
Past President of the Council: Royal Soc
Advisor: No Suffering Ltd Apr-23 Feb-25
Martin Lupton Non-Executive Director Nothing to declare
Vineeta Manchanda Non-Executive Director NEM and Audit Chair: NHS Bedfordshire [Jul-23 Ongoing
Luton and Milton Keynes ICB Board
NED & Audit Chair: Essex Cares Limited|Oct-20 Ongoing
Independent Adviser: London Borough ofMar-19 Ongoing
Brent Audit Committee
Director: IBDMS Ltd Dec-11 Ongoing
Independent Audit Committee Member: [Sep-22 Ongoing

Worcester College, Oxford University
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NED and Audit Chair: RTOP PLC Aug-23 09/01/2025
Ajay Mehta Non-Executive Director Trustee - Together for Mental Wellbeing |Nov-24 Ongoing
Dr Syed Mohinuddin Non-Executive Director Director: NeoMate Ltd Jan-23 Ongoing
Director: Evolve Coaching Solutions Ltd [Jan-23 Ongoing
Simon Morris Non-Executive Director Chair-elect: North London Hospice Jun-11 Ongoing
Director: Crisis Homes Ltd Oct-23 Ongoing
David Moss Vice Chair of London North Nothing to declare
West University Healthcare
NHS Trust
Mike O'Donnell Non-Executive Director Non-Executive Director/Senior Advisor: [Apr-24 Ongoing
Westbrook Partners
Non-Executive Director/Independent May-24 Ongoing
Finance Advisor: City of Stoke On Trent
Non-Executive Director: Local Pensions |Apr-24 Ongoing
Partnership Administration Ltd
Non-Executive Director/Senior Advisor: X|Apr-24 Ongoing
UK Ltd
Non-Executive Director: Public Sector AuApr-24 Ongoing
Appointments Ltd
Founder/Director: Mike OD Consulting LtpApr-24 Ongoing
Sim Scavazza Non-Executive Director Acting Chair: Buckinghamshire, Oxfordsh Apr-23 Ongoing
and Berkshire West Integrated Care Boa
Chair: The Seacole Group; BAME NHS (Apr-24 Ongoing
and NEDs
Fellow: Royal Society for Arts, 2018 Ongoing
Manufacturers and Commerce
Trustee: Smartworks May-22 Ongoing
Trustee: National Saturday Club Sep-22 Ongoing
Chair: Office of the Independent Oct-23 Ongoing
Adjudicator
EDI Advisor: NHS Providers Mar-24 Ongoing
Spouse: CTO Newcross Healthcare Aug-21 Ongoing
Helen Stephenson Non-Executive Director Non-Executive Director: The National Jul-22 Ongoing Exclusion from any discussions that coy
Lottery Community Fund lead to conflict.
Non-Executive Director: ECB Regulatory|Apr-24 Ongoing Exclusion from any discussions that cou
Board lead to conflict.
Governance and People Committee: Roy|Jun-24 Ongoing N/A
Academy of Dance
Trustee: Board of the King's Foundation [Jan-25 Ongoing
(charity)
Baljit Ubhey Non-Executive Director Nothing to declare
Catherine Williamson Non-Executive Director Consultant to Mirum Pharmaceuticals  [May-19 Dec 22 (may
(Academic) continue to
Consultant to Ipsen Global Oct-24 Ongoing
Honorary consultant Obstetric Physician {Aug-23 Ongoing
St Thomas' Hospital
Director: Obstetric Medicine Company |Jul-20 Ongoing
Council member: Academy of Medical |Feb-25 Ongoing
Sciences
Panel member: MRC Rare Disease Gran|2021 Ongoing
Patel
Maternal Medicine Representative;: RC0O{2024 Ongoing

Genomic Medicine Committee

X (designate
NED)

X (designate
NED)
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Patron: ICP Support (charity) 2012 Ongoing
Patron: Lauren Page Trust (charity) 2008 Ongoing
Medical researcher 1994 Ongoing
Member: Labour party (no donations nor [1997 Ongoing
roles)
Executive Directors
Lesley Watts Chief Executive - Chelsea an Trustee: CW+ Charity Apr-18 Ongoing
Westminster Hospital NHS F|
and The Hillingdon Hospitals Director: Imperial College Health Partner$Sep-15 Ongoing
NHS FT
Daughter: member of staff at Chelsea an{Apr-18 Ongoing
Westminster NHS FT
Son: Director of Travill construction Apr-18 Ongoing
Honorary member: Chelsea Arts Club  |Aug-23 Ongoing
Robert Bleasdale Chief Nursing Officer - Chels Trustee: CW+ Charity Apr-22 Ongoing
and Westminster Hospital NHS
FT
Roger Chinn Chief Medical Officer - Chelsd Private consultant radiology practice is |1996 Ongoing
and Westminster Hospital NHS conducted in partnership with spouse.
FT Provide support to The Hillingdon Hospitd Aug-20 Ongoing Current and ongoing as part of NWL
NHS FT Executive Team Integrated Care System mutual aid
Trustee of CW+ Charity Mar-21 Ongoing 4 year term with option to stand for re-
election for further 4 years
Virginia Massaro Chief Financial Officer - Chelg Director: Cafton Lodge Limited Mar-14 Ongoing
and Westminster Hospital NHS
FT and The Hillingdon Hospitals
NHS FT
Member: Healthcare Financial Managem{Jun-18 Ongoing
Association London Branch Committee
Finance Director of CW Medicines Limiteep-21 Ongoing CW Medicines Ltd is a wholly owned
subsidiary outpatient pharmacy which h
been operational from 1 April 2022
Sarah Burton Chief Nurse - The Hillingdon Nothing to declare
Hospitals NHS FT
Alan McGlennan Chief Medical Officer - The Nothing to declare
Hillingdon Hospitals NHS FT
Jason Seez Deputy Chief Executive and Spouse: Works in NHSE Feb-19 Ongoing
Director of Strategy - The
Tim Orchard Chief Executive - Imperial Professor: Imperial College London N/A Ongoing
College Healthcare NHS Trugt
Member of the Board of the Office for Jan-24 Jan-27
Strategic Co-ordination of Health Resear
Director: Imperial College Health PartnergNov-18 Ongoing
Raymond Anakwe Joint Medical Director - Self Employed: Imperial Private Healthcajgéan-13 Ongoing
Imperial College Healthcare
NHS Trust Self Employed: Hospital of St John and §Jan-13 Ongoing
Elizabeth Hospital
Self Employed: Cromwell Hospital Jan-13 Ongoing
Claire Hook Deputy Chief Executive / Chig Director: Hook Medico Legal Ltd Apr-20 Ongoing
Operating Officer - Imperial
Julian Redhead Joint Medical Director - Club Doctor: Chelsea Football Club 2000 Ongoing

Imperial College Healthcare
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NHS Trust Medical Director: Fortius Clinic 2005 Ongoing
Private Clinic: Imperial College Private [2004 Ongoing
Healthcare
Secretary: British Association Immediate |2003 Ongoing
care (London)
Trustee to Chelsea Football Club Players2024 Ongoing
Trust
National Clinical Director: Urgent and 2020 Ongoing
Emergency Care
Non-Executive Director: Royal Society |[2014 2024
Prevention of Accidents
Janice Sigsworth Chief of Nursing - Imperial Honorary Professional Appointment: KindJan-13 Ongoing
College Healthcare NHS Trug College London
Honorary Professional Appointment: BuclJan-13 Ongoing
New University
Honorary Professional Appointment: Jan-00 Ongoing
Middlesex University
Clinical Adviser: NMC of Pre-RegistrationfMar-20 Ongoing
Midwifery Standards
Member: Shelford Safer Care Nursing To|Nov-23 Ongoing
(SNCT) Committee
National Professional Lead: Nursing and |Jan-19 Ongoing
Midwifery Genomics
Jazz Thind Chief Financial Officer - Non-Trustee Member: Cancer Research [Jan-23 Ongoing
Imperial College Healthcare Audit Committee
NHS Trust
Trustee: Medway Towns Gurdwara Sabh|Apr-24 Ongoing
Ltd
Pippa Nightingale Chief Executive Officer - Trustee: Rennie Grove Hospice Board |Apr-19 Ongoing
London North West University
Healthcare NHS Trust Non-Executive Director: Birth Rate+ Jun-21 Ongoing
Midwifery safe staffing
Jon Baker Chief Medical Officer - Londo Freelance screenwriter 2019 Ongoing
North West University
Healthcare NHS Trust
Simon Crawford Deputy Chief Executive - Director: Imperial College Health Partner$2018 Ongoing
London North West University
Healthcare NHS Trust
Lisa Knight Chief Nursing Officer - Londo Nothing to declare
North West University
Healthcare NHS Trust
Bimal Patel Chief Financial Officer - Lond Director: Greenside Court Management Ltdov-19 Ongoing
North West University
Healthcare NHS Trust
Independent Governor: Board of KingstoifMar-22 Ongoing

University

James Walters

Chief Operating Officer -
London North West University
Healthcare NHS Trust

Nothing to declare
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Chelsea and Westminster Hospital NHS Foundation Trust
The Hillingdon Hospitals NHS Foundation Trust

Imperial College Healthcare NHS Trust

London North West University Healthcare NHS Trust

NWL Acute Provider Collaborative Board in Common (Public)
29/04/2025

Item number: 2.1

This report is: Public

NWL Acute Collaborative Chairs Report

Author: Matthew Swindells
Job title: Chair in Common

Accountable director: Matthew Swindells
Job title; Chair in Common

Purpose of report
Purpose: Information or for noting only

The Board in Common is asked to note the report.

Report history

Outline committees or meetings where this item has been considered before being presented to
this meeting.

N/A

Executive summary and key messages

This report provides an update from the Chair in Common across the North
West London Acute Provider Collaborative (APC).

Strategic priorities
Tick all that apply

. Achieve recovery of our elective care, emergency care, and diagnostic capacity
6XSSRUW WKH ,&6fV PLVVLRQ WR DGGUHVYV KHDOWK LQHT
Attract, retain, develop the best staff in the NHS
Continuous improvement in quality, efficiency and outcomes including
proactively addressing unwarranted variation
Achieve a more rapid spread of innovation, research, and transformation

Click to describe impact

&KDLUYVY 5HSRUW
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Impact assessment
Tick all that apply

Equity
Quality
People (workforce, patients, families or careers)
Operational performance
Finance
Communications and engagement
. Council of governors

Click to describe impact

Reason for private submission
Tick all that apply

. Commercial confidence

. Patient confidentiality

. Staff confidentiality

. Other exceptional circumstances

If other, explain why

&KDLUYVY 5HSRUW
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The Acute Provider Collaborative

$V WKLV LV WKH ILUVW %RDUG PHHWLQJ RI WKH QHZ ILQDQ
back to the end of the last financial year. Firstly, congratulations to the four Trusts that

make up the Acute Provider Collaborative (APC) for finishing the financial year by hitting

the £50m deficit target that we had agreed. The past year has been one of the toughest |

have experienced in my 35 years in the NHS and the efforts to bring finances back under

control after a difficult first 6 months have been tremendous. In the strange way that NHS

funding works, our Trusts, absorbed a huge amount extra activity during the year,

particularly non-elective, for which income was fixed at the start of the year and therefore
over-SHUIRUPDQFH IXQGLQJ ZDVQYW UHFHLYHG LQ \HDXSEXW
for the new financial year. Once that played through it amounted to £75m in unfunded

activity, making it clear how well our Trusts had done.

We have also shown the largest growth in elective activity in London compared to the pre-

COVID baseline, hit our A&E targets, have some of the best ambulance handover times to
hospital staff across London and have metthe FDQFH U GD\VY IDVWHU GLDJC
(people referred on an urgent suspicion of cancer having their diagnosis of cancer

confirmed or clear within 28 days) across the APC.

| am proud we continue to deliver care as the safest group of hospitals in the NHS as
measured by Summary Hospital-level Mortality Indicator (SHMI), with three of our four
Trusts in the top 10 nationally on the SHMI and all four Trusts better than the NHS
benchmark.

The four Trusts have had a focused approach to tackling health inequalities and improving
equity of access across all North West London, improving access to outpatient services,
particularly for populations facing barriers to care, further details of this work will be
KLIJIKOLJKWHG DW WRGD\BLC)é&eingG LQ &RPPRQ

The APC is now on a single Electronic Patient Record (EPR), the largest single record in
the NHS, so patients can move between hospitals confident that their records will move
with them. | am also delighted that over the last two years all the People Promise elements
in the NHS staff survey have seen improvements, in some areas there have been
significant improvements in our results. The APC strives to be an employer of choice, and
we could not deliver all of the achievements above without our fantastic staff, volunteers
and partners.

NHS England and Integrated Care Boards (ICBs) changes, impact on the APC

As people will have seen in the newspapers, the Government recently announced that NHS
England (NHSE), the organisation that oversees the NHS in England, will shed staff and

PHUJH LQWR WKH '"HSDUWPHQW RI +HDOWK DQG 6RFLDO &Dl
hospitals directly, the move is part of a wider cost saving programme that all NHS

organisations are facing.

NHSE has formed a new top leadership team with the departure of the Chair, the Chief

Executive, the Chief Finance Officer and several other senior officials. Penny Dash has left

as Chair of the North West London Integrated Care Board to become Chair of NHS

England. The new Chief Executive is Sir Jim Mackey, most recently Chief Executive of

Newcastle University Hospital DQG WKH QHZ &)2 LV (OLIDEHWK 2T0DKRQ
Director for the South West of England. Sir Jim has recently announced changes for

Integrated Care Boards (ICBs) and Trusts. ICBs are required to reduce their running costs

&KDLUYVY 5HSRUW
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by 50% by December this year.

As we start the new financial year, each of the Trust Boards have approved their business

plans for 2025/26, with the Acute Provider Collaborative (APC) agreeing a balanced budget

for 2025/26. There has been some further discussion with ICB and NHSE regarding the
operational plans, in particular the planned elective activity, and these revised plans are on
WRGD\YV %RDUG LQ &RPPRQ DJHM&pRaNERE! out hBX@ebe&&StOR Y D O
deliver operationally and financially to meet the requirements of NHSE and NWL ICB, there

are three key parts to the NHS business planning guidance for acute Trusts, planned care,
emergency care and living within our means. This year will be challenging, as there is a
requirement to reduce costsby 1% RQ ODVW \HDUYV EDVHOLQH DHKLHYH
productivity overall and improve performance against key operational standards.

The plans we are setting out are designed to meet this ambitious challenge, but it require
significant work by both the Trusts and the wider health system. The Trusts will need to

make big changes to reduce cost whilst improving quality, without putting an unreasonable

burden on our hard working staff. The wider health system will need to put in place the

plans that have been in gestation for the past couple of years to avoid unnecessary A&E
attendances, manage more patients in the community, and reduce the number of patients

in hospital who would be better cared for elsewhere. The ,&% KDV VHW WihdHg7 U XVV
based on no growth in emergency or elective demand. This ZRQIW KDSSHQ E\ PDJL
failure to make the changes in neighbourhood care to manage demand growth down to

zero will make our plans to deliver shorter waiting and better quality within our budget

increasingly hard to achieve.

As we look into the coming year, the challenge will be great, but with our strengthened
leadership team and tighter collaboration between our Trusts, we are as well placed as any
hospitals to face the future.

Board changes

This month Tina Benson the Chief Operation Officer (COO) at THHFT has left the Trust
and has moved to Frimley Park Hospital as their COO. Tracey Cotterill has also left THHFT
after several months as interim Chief Financial Officer. On behalf of the Board, | would like
to thank them for their hard work and dedication to the Trusts and APC. This will also be
the last Board in Common meeting for Claire Hook, COO and Deputy Chief Executive at
ICHT, as she will leave the Trust in June 2025 to take up a new role as COO at the Francis
Crick Institute. Claire has made an outstanding contribution to the NHS through her long
career and has made a huge contribution to the improvements we can all see at ICHT over
the past few years. She leaves Imperial as one of the top Trusts in the country and we will
all miss her.

At an Executive level there have been some changes at CWFT and THHFT to further
strengthen and enhance collaboration. Virginia Massaro has been appointed as the Chief
Finance Officer for both CWFT and THHFT, Jason Seez has been appointed as the Chief
Infrastructure and Redevelopment Officer for both CWFT and THHFT. Alan McGlennan
has been appointed as the Managing Director for THHFT, this is a new post which has
been created to take on accountability for the management and leadership of the hospital
sites. Alan will also maintain his role as the Chief Medical Officer. Further Executive
changes can be found in Lesley Watts {Chief Executive report.

Redevelopment Update

In February this year, the New Hospital Programme (NHP) confirmed that Imperial College

&KDLUYVY 5HSRUW
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+HDOWKFDUH 146 7UXVW FDQ SURFHHG WR WKH QH[W SKDV
Hospital in Paddington. This phase will focus on detailed design and planning, with the aim

of securing full planning consent for a new hospital within a redeveloped life sciences

campus by 2027/28. A first tranche of funding is expected imminently, forming part of an
anticipated £50 million total required to complete this phase of work. In the meantime, ICHT

is establishing a joint taskforce with Westminster City CounciltR DFFHOHUDWH WKH ¢
redevelopment by identifying and securing additional funding.

Following the NHP's confirmation that Charing Cross Hospital and Hammersmith Hospital
sites are also part of Wave 3 (i.e. not beginning until 2035), ICHT has submitted a bid for
funding to continue master planning efforts. We are actively exploring options for how best
to support life sciences around these hospital sites in particular how the Imperial West Tech
corridor will support the case for redevelopment of both hospitals, particularly given their
strategic links with the White City Innovation District.

ICHT has received funding to address significant maintenance backlogs at both

Hammersmith and Charing Cross hospitals. This investment will also contribute to the
TUXVWTV GHFDUERQLVDWLRQ JRDOV VXSSRUWLQJ WKH GH(
efficient facilities.

ICHT redevelopment team continues to work closely with the NHP team to take forward the
schemes and will continue to engage with colleagues across the Trust and our
stakeholders as this progresses.

Stanton Williams has been appointed as the architect for the new Fleming Centre following

a competitive RIBA process. The research and public engagement facility will be built on

WKH 6W ODU\YV +RVSLWDO FDPSXV LQ 3DGGLQJWRME@ DQG LV
centenary of the discovery of penicillin by Sir Alexander Fleming at the hospital.

The next phase will involve detailed design, public consultation (scheduled for May/June),
and submission of a planning application in partnership with Westminster City Council.

JROORZLQJ WKH JRYHUQPHQWHY, ahHFJausvy ROBSvthe-Bacietary\oK H
State for Health and Social Care published his report and announced that the new

Hillingdon Hospital will proceed as a wave 1 scheme, with construction expected to start
2027/28 and a capital envelope of £1-£1.5bn.

Alongside the seven high priority RAAC (reinforced autoclaved aerated concrete) hospitals
which were outside the scope of the review, we are one of a small number of schemes that
have been selected to proceed in wave 1. This is a significant milestone for THHFT and the
community we serve. The redevelopment will allow us to create a modern, state-of-the-art
facility designed to meet the needs of our patients, staff, and visitors for generations to
come.

The next phase of the journey will now begin, focusing on planning and construction and
are committed to keeping everyone informed as we progress at every stage. Immediate
next steps include agreeing the detailed programme of work with the NHP and the THHFT
redevelopment team will soon start work on progressing the design for the new hospital
and aligningittothe NH3qV VWDQGDUGLVHG GHVLJQ DSSURDEFK

The enabling works for the Hillingdon scheme continue to progress including the Furze
project which is due to complete September 2025. Business cases for the remaining

schemes are going through assurance with NHP and NHSE London and are expected to
be approved in the new financial year. This will deliver a cleared site for construction to

&KDLUYVY 5HSRUW
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begin on the new hospital in 2027/8.

Acute Provider Collaborative Visits

On 28 January | visited the Paediatric Emergency Department (ED) at THHFT, thanks to
Katrina Warkcup, ED Matron, who showed me the department and walked me through the
pathway at the site. It was good to see the close working with the adult ED and the
streaming taking place to ensure patients are being seen as quickly and effectively as
possible to help the flow from the front door.

On 30 January | visited the Dean Street Clinic, which houses the sexual health services
CWEFT provides in the heart of Soho, Dr Tara Suchak, Clinical Lead for Dean Street and
Jon Clark, Clinic Manager with their team gave me a tour of the centre, showing the wider
range of services they deliver and highlighting the community outreach work they do to
support all of the community to access their services.

On 8 April | visited the Oncology Outpatient service at Charing Cross hospital, | went with a
group of ICHT NEDs to meet some of the team, thanks to Eleanor Ewers, Trust lead SACT
Nurse & Matron, Vicky Kidner, Oncology lead nurse and Harr Monaghan, General Manager
for walking us through the service and highlighting the partnership work across our cancer
network.

&KDLUYVY 5HSRUW
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Executive summary

7KLY SDSHU SUHVHQWYV WKH $FXWH 3URYLGHU &ROODERUDWLYH $3& WUX\XoniitddsQneéek S O
commencing 24t March) and the Board in Common on 27t March.
Plans comprise of:
1. Finance zincome & expenditure plan, efficiencies, capital plan, cash plan.
2. Operational activity and performance.
3. Workforce testablishment, staff in post, substantive, bank and agency.
4. Productivity & Efficiency checklists (noting key delivery actions to improve productivity and Elective and Urgent and Emergency
care performance).
The key highlights include:
T Abreak-even income and expenditure plan, after the inclusion of £121.3m of additional non-recurrent funding from the North West
IRQGRQ QWHJUDWHG &DUH %RDUG DQG ... P RI LQFRPH OLQNHG WR WKH RiWFRPH
underway to confirm the latter). Cost inflation assumptions have been modelled against national guidance uplifts as per slide 4.
T Delivery of £178m of efficiencies with schemes focussing on cost reductions rather than income growth. This level of efficiency is
31% higher than that delivered in 2024/25.
T APC capital plan of £283.5m *funded through internal cash generation, and national cash backed public dividend capital. This
excludes charitable donations and grant funding.
t Cash forecast plan at 31.03.2026 is £184.8m.
T A 1,260 whole time equivalent reduction in workforce.
Operational plans submitted on 27t March have subsequently been updated to reflect higher than previously planned Referral To Treatment
trajectories, these revised and final operational performance plans are shown in the Appendix (slide 19) .
The financial plan includes a significant degree of risk and the APC is required to develop a medium-term financial plan that sets out the path to
financially sustainability during 2025/26.
The main non-financial risks relate to patient waiting times, patent experience and the impact of not achieving some quality standards (e.g. birth
rate +), with the impact to be assessed through the existing Quality Impact Assessment processes at each Trust.
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Finance Plan fsummary

Plan 25/26 (27.03.25)
Income Pay Nonpay Nonopexp Totalexp  Total Plan Efficiency Efficiency
£m £m £m £m £m £m £m %
CWFT 1,022.9 -586.9 -402.3 -33.7 -1,022.9 0.0 334 3.3%
ICHT 1,814.8 -1,126.4 -673.2 -15.1 -1,814.8 0.0 80.4 4.4%
LNWH 1,084.6 -671.9 -388.1 -24.6 -1,084.6 0.0 48.5 4.5%
THH 408.3 -268.9 -130.7 -8.6 -408.3 0.0 15.7 3.8%
APC 4,330.6 -2,654.2 -1,594.4 -81.9 -4,330.6 0.0 178.0 4.1%

¥ Headline plans include cost uplift factor (CUF) for 2025/26 as per the table published in the planning guidance:

¥ Income uplift of 2.15%.
¥ Expenditure inflationary funding according to the % per cost item.

Cost item Estimate [Weight |estimate

LQFUHDVH LQ HPSOR\HUYY QDWLRQDO LQVXUDQFH IURP $SULO
% The efficiency factor of 2% adjusts cost downwards and encourages providers to continually improve their use of resources

% The pay cost change of 4.72% includes: pay award of 2.8%, 0.1% pay drift, and other pay related cost pressures on NHS services including the

INHS

A
[=1
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Finance Plan : Efficiency

Efficiency plan 2025/26
27.03.25 22.04.24
Final % Identified Unidentified Identified Unidentified
Efficiency % % £ £
Target
£m % % % £m £m
CWFT 334 3.3% 70% 30% 23.5 9.9
ICHT 80.4 4.4% 72% 28% 58.0 22.4
LNWH 48.5 4.5% 60% 40% 29.0 19.5
THH 15.7 3.8% 76% 24% 12.0 3.7
APC 178.0 0  4.1% 69% 31% 122.5 55.5
t The APC efficiency target is £178.0m.
T Set against the forecast efficiency delivery in 2024/25 of £135.4m, this is a 31% increase in efficiency requirement in
2025/26.
T To date £122.5m (69%) has been reported as being identified, with further work in train to close the remaining gap of
£55.5m.

T Any under-delivery against identified plans (e.g. due to phasing) / gap to target, will need to be offset by other non-
recurrent mitigations and further in-year grip and control measures.
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Capital Plan Detall

T The 25/26 provider system capital allocation equates to £316.1m. This is
£30.2m greater than the previously advised allocation of £285.9m and is fully
attributable to the incentive bonus allocation receivable on the back of

2025/26 TOTAL CAPITAL - APC trusts

achieving the 24/25 system income and expenditure plan (breakeven). A OR O %VOFJ E'%';; R .
&:)7 ZLOO DV LQ KROG WKLV RQ LWV ERRNVic crr 26,701] 61,991| 28,998 13701| 131,391
and providers will be required to put in bids/business cases to access this Impact of IFRS 16 1,880 21,302  1,500| 1,077| 25759
systems bonus. Additional Core CRL Request 2,000 2,000
Reserves - Transfer from NWL to NCL |CB 500 500
Tt The table sets out the breakdown of the APC capital plan by APC Trusts System Bonus Reserves 30,228 30,228

Total Charge against Capital Allocation

H [ FOXGLQJ uf \HW WR EH FR QILUPHGY DOORFDW I_(including impact of IFRS 16) 61,309| 83,293 30,498| 14,778| 189,878

T This forms the basis of the opening Capital Resource Limit (CRL) and is

NATIONAL CAPITAL - ALLOCATED

made up of: Estates Safety (CIR) 25,250 8,000 33,250
: Constitutional Standards:
3 .
74£189.9m of core Capltal’ Electives 5,000 4,000 9,000
¥ £62.4m of indicative critical estates safety risks and constitutional UEC 5,000| 10,290 10| 1,500 16,890
. ) . ) Diagnostics 3,000 3,000
standard programmes funding, final formal approval of which is due to Sub-Total National Capital 10,000 42,540 100]  9.500] 62140

be provided by NHSE upon submission of the 25/26 income and

expenditure plans (NWL ICS allocation value was £69.5m). Bids OTHER NATIONAL PDC SCHEMES

New Hospital Programme 28,280 28,280

againSt this pot were scored by the ICB programme leads with PFI capital charges (e.g. residual interest) 2,202 1,032 1 3,235
collaboration from operational leads and the regional NHSE team; and Net CDEL 73,511] 125833] 31,630] 52,559| 283,533
¥, £31.5m of other national funding for schemes in train from prior years.
T Cash affordability remains a key aspect of cash planning.
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National Operational Targets key points

Reduce elective care waits Improve A&E waiting times and ambulance response
times
T Improve the percentage of patients waiting <18
weeks for treatment to  65% and for the first T Reach minimum of 78% patients admitted,
appointments to 72% nationally with every trust discharged and transferred from ED within 4 hours

delivering a 5% improvement

T Improve Cat 2 ambulance response times to an

¥ Reduce the proportion of people waiting > 52 weeks for average of 30 minutes across 2025/26.
treatment to less than 1% of the total waiting list.

¥ Reduce avoidable ambulance conveyances and

T Improve performance against 62 cancer standard to handover delays by delivering hospital handovers within
75%-and 28-day faster access standard to 80% 15 minutes and improving access to urgent care

services at home or in the community.

T The Elective Reform plan specifies a requirement to
deliver elective activity levels at 118% VWA. T Improve and standardise urgent care by using the

principles of same day emergency care (SDEC).

30DQQLQJ *XLGDQFH VWDWHYV 32SHUDWLRQDO SODQV PXVW EH VHW FRQVLVWH(
resource set to meet any specified goal. This means that any affordability challenges must be addressed in the
LQLWLDO SODQ DQG DV SDUW RI GLVFXVVLRQV ZLWK 1+6 (QJODQG”’

\I L
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Operational plan : Key performance targets

Note : activity & performance plans have been subsequently amendede Appendix (slide 19)

ICHT CWFT LNWH THH
March 2026 March March 2026 March 2026
Measure " Compliant Y/N 2026  |Compliant Y/N " Compliant Y/N " Compliant Y/N
position i position position
position
No- reach 60% 1R £+ UHDFK
Improve the percentage of patients waiting no longer than 18 weeks for treatment to 65% minimum ! Yes reach 60% minimum 1R £+ UHDFK
nationally by March 2026, with every trust expected to deliver a minimum 5% point 55.52% No - 5% improvement 60.00% |minimum 52.64% NO - 5% improvement 51.75%  |minium
LPSURYHPHQW DJDLQVW 1RYHPEHU EDVHOLQH + D P No - 5% improvement P No - 5% improvement
. " _ _ No - reach 67% 1R + UHDFK 1R £+ UHDFK
Improve the percentage of patients waiting no longer than 18 weeks for a first appointment minimu No - reach 67% minimu minimum
to 72% nationally by March 2026, with every trust expected to deliver a minimum 5% point | 64.91% No - 5% improvement 58.00%]|minimum 55.60% Ves - 506 improvement 55.60% No - 5% improvement
LPSURYHPHQW DJDLQVW 1RYHPEHU EDVHOLQH £ D( P No - 5% improvement P ) P
. ” 0
Reduce_ t_he propomon of people waiting over 52 weeks for treatment to less than 1% of the 315%  INo 100% |Ves 158%  INo 100%  |Ves
total waiting list by March 2026
Improve performance against the headline 62-day cancer standard to 75% by March 2026 85%  |Yes 85% |[Yes 84% Yes 75% Yes
. ] . . .
Improve performance against the 28-day cancer Faster Diagnosis Standard to 80% by 80%  |ves 80%  |Ves 20% No 77% No
March 2026
78% 78% 78% 78%
Yes Yes Yes Yes
Improve A&E waiting times, with a minimum of 78% of patients admitted, discharged and
transferred from ED within 4 hours in March 2026 and a higher proportion of patients 1.8% 0.3% 0.03% 2.6%
admitted, discharged and transferred from ED within 12 hours across 2025/26 compared | decrease on decrease decrease on decrease on
to 2024/25 T1 12-hour v onT112- v T1 12-hour v T1 12-hour
waits €5 hour waits | ' waits €5 waits m_ﬁs
Ndpenalbpagri&8 of 328
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Operational plan : Activity Summary

APC : Summary activity plan 27.03 submission

ICHT CWFT LNWH THH APC

Measure 2024/25 12025/26 |Var % var 2024/25 |2025/26 |Var % var 2024/25 2025/26 |Var % var 2024/25 [2025/26 |Var % var 2024125 [2025/26  |Var % var
st OP 279,648 | 282,561 | 2,913 1% | 253,887 | 217,103 | (36,784) | -14% | 345438 | 314,171 | (31,267)| -9% |117,835|111,065| (6,770) | -6% | 996,808 | 924,900 | (71,908) | -7%
FUOP 636,124 | 661,780 | 25,656 4% | 364,036 | 343,673 | (20,363) | -6% | 387,155 | 351,929 | (35,226) | -9% | 173,430 | 163,882 | (9,548) | -6% |1,560,745 1,521,264 | (39,481) | -3%
OP Procedures (ERF definition) | 186,727 | 206,163 | 19,436 | 10% | 111,183 | 90,434 | (20,749) | -19% | 152,478 | 132,134 |(20,344) | -13% | 60,534 | 56,902 | (3,632) | -6% | 510,922 | 485,633 | (25289) | -5%
Electives 15,265 | 13,998 | (1,267) | -8% 7,093 | 7,000 (93) -1% 8984 | 9131 147 2% 2,773 | 2,605 | (168) -6% 34,115 | 32,734 | (1,381) -4%
Day Cases 116,690 | 115454 | (1,236) | -1% | 71,895 | 65502 | (6,393) | -9% | 104,084 | 96,761 | (7,323) | -7% | 35889 | 33,700 | (2,189) | -6% | 328,558 | 311,417 | (17,141) | -5%
Total - Elective & Day cases 131,955 | 129,452 | (2,503) | -2% | 78,988 | 72,502 | (6,486) | -8% | 113,068 | 105892 | (7,176) | -6% | 38,663 | 36,305 | (2,358) | -6% | 362,673 | 344,151 | (18,522) | -5%
A&E (Type 1,2 & 3) 279,971 | 282,804 | 2,833 1% | 313,647 | 313,648 1 0% | 341,744 | 358,832 | 17,088 5% | 151,317 | 158,884 | 7,567 5% 1,086,679 |1,114,168 | 27,489 3%
SDEC 29,216 | 34,746 | 5,530 19% | 19,652 | 25,364 | 5,712 29% | 19,918 | 20914 | 996 5% 19,176 | 20,087 | 911 5% 87,963 | 101,111 | 13,148 15%
Non Electives 0 LOS 20,796 | 22,654 | 1,858 9% 29,976 | 18,856 |(11,120)| -37% | 34,689 | 36,418 | 1,729 5% 6,459 | 6,276 | (183) -3% 91,920 | 84204 | (7,716) -8%
Non Electives >1 day LOS 43307 | 41,348 | (1,959) | -b% | 38,286 | 35818 | (2,468) | -6% | 45400 | 47,662 | 2,262 5% 19,425 | 20,110 | 685 4% 146,419 | 144938 | (1,481) -1%
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Workforce key points

Trust submissions are based on bottom-up planning and submissions from divisions, directorates and departments, but where this has not been fully possible a plan needs
to be submitted based on setting a challenging, but deliverable staffing and pay reduction plan, with the final position taking account of the following.

National planning guidance
¥ Reduce spend on temporary staffing and support functions:

¥ Achieving close to 100% delivery of planned core capacity before accessing premium capacity (use of agency and premium bank rates, waiting list initiatives, and
insourcing arrangements, managing to tariff prices as a guide)

¥ Depending on performance, deliver a minimum 30%-40% reduction in agency expenditure based on current spending (with further reductions over the Parliament)
as part of optimising cost and productivity

¥ Depending on current performance, deliver a 10-15% reduction in bank use. Bank rates should be optimised as far as possible with collaborative arrangements in
place across and between systems

% Conduct a robust review of establishment growth and reduce spend on support functions to April 2022 levels
1 Drive improvement in operational and clinical productivity, providers are expected to:
¥ Develop plans that address the activity per WTE gap against the pre-Covid level
¥, Systematically implement all elements of the People Promise to improve the working lives of all staff and increase staff retention and attendance.

¥ Implement the 6 high impact actions to improve equality, diversity and inclusion. The evidence is clear that engaged, motivated staff improve productivity and
patient outcomes

T Subsequent to the submission of plans on 27t March, a letter was received (15t April) from NHSE Chief Executive Sir Jim Mackey setting out the requirement to reduce
corporate pay cost growth by 50% during Quarter 3 (from 2019/20 to 2024/25). This was however followed by a further letter (NHSE London) which defined the expected

target reductions in corporate spend when comparing 2018/19 to 2023/24 at c£E25m across the APC.
Ndpenalbpagriéd of 328
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Generic / APC -wide strategies and actions

T Given all APC Trusts have underlying financial deficits this requires reductions in pay run rate; Taking out vacant posts that are not being used to
reduce the establishment will not affect the pay run-rate and deliver a cost improvement. Unless a vacancy arises or a fully-funded mutually-agreed
resignation scheme is agreed, reducing substantive staffing will have a transition cost of redundancy payments that, in some cases, could be as high
as the full-year effect of the savings.

T Currently temporary staffing (bank and agency) is between 7-10% with agency in some Trusts at or below 1%, achieving the 30% reduction in
agency may be challenging to achieve.

T Whilst it is theoretically possible to achieve the required pay savings without reducing substantive posts, there are likely to be opportunities in
substantive areas that are being taken and some temporary staffing that is unavoidable in the short term.

f SGGUHVVLQJ WKH GULYHUV RI pH[FHVVY VWDIILQJ QR Wzx§y/stéhvdpfrisution, raddiEaRydfiRfondischaid/ FRUH
specials, use of RMNSs.

T Reviewing micro-system productivity deficiencies (e.g. theatre late starts and early finishes, outpatient Do Not Attends, first to follow up rates) driving
unwarranted pay costs through sub-optimal productivity.

T Recognising and funding the core staffing requirements for non-elective activities operating over previous block contracts (e.g. maternity, emergency
care, critical care) but part of the future demand.

T Addressing the root causes of premium-rate pay expenditure and/or out of hours working ttargeted and collaborative efforts to recruit into hard to fill
vacancies (e.g. anaesthetists, emergency care), developing future pipelines (IMGs, locally-employed doctors, CESR programmes) and growing our
own (e.g. sonographers, theatre practitioners, OTs).

T Continuing the improvement in grip, control and scrutiny on temporary staffing bookings and approvals through sharing best practice and tools from
the best in the APC.

T Corporate services programme to reduce back-office costs.

T Review of business cases not drawn down.
14 Ndvenalbpagrié? of 328
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Workforce Plan WTE

The APC workforce submission (27.03) is summarised in the table below and highlights:
T Planned reduction in total staff deployed including substantive, bank and agency, of 1,260 whole time equivalents (down by 3.3%)

T Establishments planned to reduce by 339 whole time equivalents (down 1%)

Staff In : Staff-in- : ,
Sl Establishment SIP Outturn Establishment Post Sl Post % EsiEllETE
Welq{el{efsl  Outturn Change % Change
Change Change

(WTE) *
Year End Year End Year End Year End Year End Year End Year End Year End
Mar - 25 Mar-25 Mar-26 Mar - 26 Mar-26 Mar - 26 Mar-26 Mar - 26

CWFT 8,188 7,663 7,944 7,674 -243 11 -3% 0.1%
ICHT 16,327 15,740 15,876 15,581 -451 -159 -3% -1%
LNWH 10,068 9,532 9,630 9,298 -438 -234 -4% -2%
THH 4,183 3,914 4,055 3,958 -128 44 -3% 1%
NWL APC 38,766 36,849 37,506 36,510 -1,260 -339 -3% -1%

*SIP = Staffin Post, includes substantive, agency and bank
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Key Risks -1

Mitigation (where known) Accountable Lead

Impact on quality of care and
quality standards (e.g. Non
compliance with birth rate +
and NICU BAPM standards)

Impact on waiting lists due to
non-compliance of RTT and
diagnostic waiting times
targets resulting from ERF
cap.

Impact on staff morale and
staff experience

Failure to deliver 2025/26
financial plan

Failure to achieve reduction
in WTE within 2025/26

“oU“Xj\e\ Utji+ e...Ul1UiéeU \\6\\162eUUX:e6\\6\Ue ++Ux0UIUU+ 61Ue:UI++ Ckiet MedidaUOSfidedsl 6 2
developments and elective recovery fund (ERF) reduction plans. & Chief Nurses

A risk assessment will be undertaken for each impacted area to ensuring that there is a plan that focuses prioritisation Chief Medical Officers
based on clinical need for RTT and diagnostics. & Chief Nurses
The ICB has retained ERF funding for targeted approach during the year.

Clear and transparent approach to communications with staff. Recognition that there will be challenging and less Chief Executives
palatable decisions that will need to be taken through which staff will need to be supported.

Engagement through planning round to ensure senior leaders are aware of the financial pressures and the necessary Chief Finance Officers
cost/workforce reductions to deliver the plan.

A welldeveloped CIP plan with schemes identified that can deliver early in the year.

Non-recurrent savings to bridge any gap whilst the transformative schemes are developed.

Close monitoring of variance to budget to identify mitigations immediately.

Non-Pay controls and further review of nofpay opportunities e.g. pathology

Reserve flexibilities

Opportunity to further increase private patient activity and income

Delivery of workforce plan to be monitored at monthly divisional performance meetings, CIP efficiency programme Chief People Officers
@:IXT\Ui2iUe X:j Uejil 6eiX..Uli2] 61062eRUU@:}6X2i2¢e6Ue X:j Ue 60U“Xjle\ U®:X' :XeéodU :11
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Key Risks -2

Mitigation (where known) Accountable Lead

Ability to achieve CIP target / Non-recurrent savings will help to mitigate the unidentified gap. Grip and control measureso mitigate CIP gap e.g. Chief Financial
required run rate reduction vacancy control, temporary staffing measures, norpay controls, strict compliance with no PO, no pay policy, stopping Officers
subscriptions etc will be in place from 1st April.
Monitored through budgets and CIP/Efficiency programmes.

Ability to achieve operational Trajectories have been developed to support the delivery of the operational and performance commitments in the plar Managing Directors /
requirements/targets The APC will not be compliant against all indicators. Chief Operating
Maximise core capacity through improved productivity and measures such as expanding PIFU, reducing DNAs and  Officers
Remote Monitoring.
Explore opportunities to reduce demand through community pathways.

No contingency has been The APC has agreed not to fund contingency as that would lead to an increase in deficit requiring additional CIP target€hief Finance Officers
built into the plan for to mitigate. However, each Trust has a small number of reserves to mitigate the required frate reductions ine.g.
unknown items escalation beds.
Inflation The plan includes national inflation assumptions only.Any inflation above the assumed level would result in a cost Chief Finance Officers
pressure.
Ability to achieve productivity Other areas for improved productivity will be identified on an ongoing basis. This will be supported through the Directors of
and efficiency targets as service/ward Deep Dives, which are highlighting areas of opportunity. Transformation
outlined in Planning
Checklist
18 NdPvenadbpagrIes of 328
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Updated Operational Performance and Activity plans

1 Following review by NHS England of the 2025/26 operational performance and activity plans submitted on 27t March, alll
APC trusts were asked to review their submissions with the request to improve RTT and review any other standards
which were not compliant with national expectations.

T The tables on the next slides (21 and 22) sets out the updated positions and is deemed to be the final 2025/26
performance & activity plans.

T This will now form the basis of the resubmission due to NHS England on the 30" April.
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Updated Operational Performance

ICHT CWFT LNWH THH
March 2026 March March 2026 March 2026
Measure » Compliant Y/N 2026  (Compliant Y/N " Compliant Y/N iy Compliant Y/N
position » position position
position
, g Yes - reach 60% Yes reach 60% Yes reach 60% <_H.V £ URDFK
Improve the percentage of patients waiting no longer than 18 weeks for treatment to 65% minimun iU minimum minium
nationally by March 2026, with every trust expected to deliver a minimum 5% point 60.24% No - 5% improvement 60.00% No - 5% improvement 60.10% Yes - 5% imorovement 60.00% |Yes-5%
LPSURYHPHQW DJDLQVW 1RYHPEHU EDVHOLQH £ D( P P P improvement (from
(from baseline) (from baseline) (from baseline ) .
haseline)
, iy . . No - reach 67% Yes reach 67% 1R £+ UHDFK 1R £ UHDFK
Improve the percentage of patients waiting no longer than 18 weeks for a first appointment minimum minimum minimum ——
to 72% nationally by March 2026, with every trust expected to deliver a minimum 5% point | 64.91% o 67.00% o 55.60% o 55.60% o
LPSURYHPHQW DJDLQVW 1RYHPEHU EDVHOLQH # DG No - 5% improvement No - 5% improvement Yes - 5% improvement No - 5% improvement
- (baseline 64%) (baseline 65.8%) (baseline 49%) (baseline 52.4%)
i iti 0
Reduce. t.he proportlon of people waiting over 52 weeks for treatment to less than 1% of the 315%  [No 100% |Ves 100%  |Ves 100%  Ives
total waiting list by March 2026
Improve performance against the headline 62-day cancer standard to 75% by March 2026 85%  |Yes 85% |Yes 84%  |Yes 7%  |Yes
i - i | 0,
Improve performance against the 28-day cancer Faster Diagnosis Standard to 80% by 80%  |Ves 80%  |Ves 80%  |Ves 80% Yes
March 2026
78% 78% 78% Yes 78% Yes
Improve A&E waiting times, with a minimum of 78% of patients admitted, discharged and Yes Yes
transferred from ED within 4 hours in March 2026 and a higher proportion of patients 0.3% 0.3% 0.03% 2.6%
admitted, discharged and transferred from ED within 12 hours across 2025/26 compared | decrease decrease decrease on decrease on
to 2024/25 onT112- |Yes onT112- |Yes T1 12-hour T1 12-hour
. . . Yes , Yes
hour waits hour waits waits waits
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Updated Activity

APC : Summary activity plan - FINAL (22.04 submission)

ICHT CWFT LNWH THH APC
Measure 2024/25 |2025/26 |Var % var 2024/25 |2025/26 |Var % var 2024/25 |2025/26 |Var % var 2024/25 |2025/26 |Var % var 2024125 |2025/26  |Var % var
Ist OP 279,648 | 282,561 | 2,913 1% | 253,887 | 217,103 | (36,784) | -14% | 343,953 | 345,571 | 1,618 0% | 117,835 | 111,065 | (6,770) | -6% | 995,323 | 956,300 | (39,023) | -4%
FU OP 636,124 | 661,780 | 25,656 4% | 364,036 | 343,673 | (20,363) | -6% | 383,113 | 344,537 | (38,576) | -10% | 173,430 | 163,882 | (9,548) | -6% | 1,556,703 | 1,513,872 | (42,831) | -3%

OP Procedures (ERF definition) | 186,727 | 206,163 | 19,436 | 10% | 111,183 | 90,434 | (20,749) | -19% | 150,081 | 156,155 | 6,074 4% 60,724 | 56,902 | (3,822) | -6% 508,715 | 509,654 939 0%

Electives 15265 | 13998 | (1,267) | -8% | 7,093 | 7,000 | (93) | -1% | 9422 | 9131 | (291) | -3% | 2,773 | 2605 | (168) | -6% | 34,553 | 32,734 | (1,819) | -5%
Day Cases 116,690 | 115454 | (1,236) | -1% | 71,895 | 65502 | (6,393) | -9% | 103,502 | 96,761 | (6,741) | -7% | 35889 | 33,700 | (2,189) | -6% | 327,976 | 311417 | (16559) | 5%
Total - Elective & Day cases 131,955 | 129,452 | (2,503) | -2% | 78,988 | 72,502 | (6,486) | -8% | 112,924 | 105892 | (7,032) | -6% | 38,663 | 36,305 | (2,358) | -6% | 362,529 | 344,151 | (18378) | 5%
AGE (Type 1,2 &3) 279,971 | 282,804 | 2,833 | 1% | 313,647 | 313,648 | 1 0% |342,932 | 358,832 | 15900 | 5% | 151,317 | 158,884 | 7,567 | 5% | 1,087,867 |1,114,168| 26301 | 2%
SDEC 29216 | 34,746 | 5530 | 19% | 19652 | 25364 | 5712 | 29% | 19918 | 20914 | 996 | 5% | 19176 | 20087 | 911 | 5% | 87,963 | 101,111 | 13,148 | 15%
Non Electives 0 LOS 20,796 | 22,654 | 1858 | 9% | 25577 | 18856 | (6,721) | -26% | 34,869 | 36,743 | 1874 | 5% | 6459 | 6276 | (183) | -3% | 87,701 | 84529 | (3172) | -4%
Non Electives >1 day LOS 43307 | 41,348 | (1959) | -5% | 37,869 | 35818 | (2.051) | -5% | 45934 | 47,985 | 2051 | 4% | 19,425 | 20,110 | 685 | 4% | 146,536 | 145261 | (L275) | -1%
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Activity Change 27.03 to 22.04 submissions

Activity changes : 27.03 submission to 22.04 submission

ICHT CWFT LNWH THH APC
Measure 27.03 |22.04 Var 27.03 |22.04 Var 27.03 |[22.04 Var 27.03 |22.04 Var 27.03 [22.04 Var
Ist OP 282,561 | 282,561 0 217,103 | 217,103 0 314,171 | 345,571 | 31,400 | 111,065 | 111,065 0 924,900 | 956,300 31,400
FU OP 661,780 | 661,780 0 343,673 | 343,673 0 351,929 | 344,537 | (7,392) | 163,882 | 163,882 0 1,521,264 | 1,513,872 | (7,392)
OP Procedures (ERF definition) 206,163 | 206,163 0 90,434 | 90,434 0 132,134 | 156,155 | 24,021 | 56,902 | 56,902 0 485,633 | 509,654 24,021
Electives 13,998 | 13,998 0 7,000 7,000 0 9,131 9,131 0 2,605 2,605 0 32,734 32,734 0
Day Cases 115,454 | 115,454 0 65,502 | 65,502 0 96,761 | 96,761 0 33,700 | 33,700 0 311,417 | 311,417 0
Total - Elective & Day cases 129,452 | 129,452 0 72,502 | 72,502 0 105,892 | 105,892 0 36,305 | 36,305 0 344,151 | 344,151 0
A&E (Type 1,2 & 3) 282,804 | 282,804 0 313,648 | 313,648 0 358,832 | 358,832 0 158,884 | 158,884 0 1,114,168 | 1,114,168 0
SDEC 34,746 | 34,746 0 25,364 | 25,364 0 20,914 | 20,914 0 20,087 | 20,087 0 101,111 | 101,111 0
Non Electives 0 LOS 22,654 | 22,654 0 18,856 | 18,856 0 36,418 | 36,743 325 6,276 6,276 0 84,204 84,529 325
Non Electives >1 day LOS 41,348 | 41,348 0 35,818 | 35,818 0 47,662 | 47,985 323 20,110 | 20,110 0 144938 | 145,261 323
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RTT Performance update (27.03 to 22.04 submissions)

|CHT: CWET:

RTT performance reported on 27.03: 55.52%

RTT performance reported on 22.04: 60.24%

RTT performance reported on 27.03: 56.4%

RTT performance reported on 22.04: 60.00%

LNWH:
RTT performance reported on 27.03: 52.64%

RTT performance reported on 22.04: 60.10%

THH:

RTT performance reported on 27.03: 51.75%

RTT performance reported on 22.04: 60.00%

All trusts have now committed to deliveringindividualperformanceof 60% by March 2026 Thishasbeenreflectedin
the final submissiorof the operatingplan.

The required performance improvement will be delivered through a combination of streamlining pathways, front-

loadingdiagnostictests, reducingDNAs convertingfollow up capacityto new appointmentsand consistentapplication
of guidanceabout evidencebasedinterventions
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Integrated Performance
Report

February 2025 data
(Cancer, Maternity & Op Plan Performance = January 2025)
received by EMB and BIC April 2025



Integrated Performance Report Update

The Integrated Quality and Performance Report (IQPR) provides a metrics, overview of performance across the Acute
Provider Collaborative (APC). The IPQR currently tracks indicators across three areas of quality, workforce and
performance providing Trust level data and an aggregated APC position.

The report is currently under review to ensure it aligns with the NHS Planning Guidance and the priority areas for the
four Trusts this year.

Slide 3 gives an overview of the metrics the APC plans to track in 202&¢2@&port will split into four sections:

Section 1t Performance Targets, SectiontProductivity and Flow Metrics , Sectiont APC Priority Metrics, Sectiont4
Statutory Reports. Plans are in placanap these metricsand work is underway to bring together for the
performance report.

Overall page SO%f 328



APC Performance Forward Look *+2025/26

Elective Care

* Referral to treatment waits > 18 weeks
Referral to treatment waits > 52 weeks
Access to Cancer Care (Faster Diagnosis) < 28 days

Referral to Cancer Treatment Pathways < 62 days
Emergency Care
Waits in urgent and emergency care > 4 hours

Waits in urgent and emergency care > 12 hours vs 24/25
Maternity and Neonatal Care
Neonatal Crude Deaths (per 1,000 births)

Crude still birth rate (per 1,000 births)
Pre-Term births (per 1,000 births)

*  Maternity and Neonatal Safety Investigation Referrals
Equity/Access to Healthcare
Wait in emergency care for mental health consult/bed

Additional indicators to be considered

Finance
*  System Financial Performance

*  Temporary Staff Cost Performance
*  Corporate Headcount reduction progress

*  Elective Value Weighted Activity

*60%
</=1%
e %

e %

*78%

<0.94
<3.3
<80
TBC

TBC
TBC

Balance
£TBC
50%
118%

TBC
2.4%
75.3%
75.3%

73.9%
5.8%

22

3.5

90
TBC

TBC

TBC
TBC
TBC
TBC

25/26 Operating Plan Priority; minimum
standard, 65% expected nationally

25/26 Operating Plan Priority; 2/4 Trusts
compliant in period
25/26 Operating Plan Priority; 1/4 Trusts
compliant in period
25/26 Operating Plan Priority; 4/4 Trusts
compliant in period

25/26 Operating Plan Priority; 0/4 Trusts
compliant in period

25/26 Operating Plan Priority; Performance to be
confirmed

Including Maternal Deaths, neonatal brain
injuries and intrapartum still births

25/26 Operating Plan Priority; ICB 51% (Jan-25)
in worst quartile

Composite metric including Agency (-30%) and
Bank (-15%) spending analysis

Baseline position: £228m (23/24 costs uplifted to
25/26)

Elective Reform plan; Composite metric
including DC, EL IP, OPFA and OP Procedures

* New indicators to be included as part of this pack. Full scope to be confirmed.

Access and Flow

Outpatient Transformation +PIFU Performance
*  Wait for first Outpatient appointment
*  Ambulance handover waits > 15 mins

* Discharge Planning Performance (delays)

*  Length of Stay > 7 days

* Readmission Rate
Productivity
*  Productivity Opportunity Performance

*  Workforce Productivity Growth vs 19/20

Capacity
Access to diagnostics > 6 Weeks
Theatre Utilisations (Hrs)
Sickness Absence Rate

Voluntary Turnover Rate

Safety
Healthcare associated c. Diff Infections (per 100,000 bed days)
Healthcare associated E. coli BSIs (per 100,000 bed days)
Healthcare associated MRSA BSI (per 100,000 bed days)
Pressure ulcers (per 1,000 bed days)
Inpatient falls (per 1,000 bed days)

SHMI (as expected or better)

*5%
67%
*65%
TBC

TBC
TBC

4.2%

+ve

</=5%
*85%
"4%

"12%

n/a

n/a

<100

3.8%
TBC
40.1%
TBC

TBC
TBC

TBC
TBC

15.5%
85.4%
4.1%
8.2%

29.00
43.50
1.04
0.04
0.07
a/4

25/26 Operating Plan Priority; 1/4 Trusts
compliant in period

25/26 Operating Plan Priority; minimum
standard, 72% expected nationally
25/26 Operating Plan Priority

25/26 Operating Plan Priority; monitoring to be
harmonised

25/26 Operating Plan Priority; monitoring to be
harmonised

25/26 Operating Plan Priority; monitoring to be
harmonised

25/26 Operating Plan Priority; ICB 4.7% (Dec-
24) in highest quartile

25/26 Operating Plan Priority; ICB: -5.5% (Dec-
24) but 3/4 Trusts compliant

$PHQG WR plDOOV ZLWK IUDFW
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Patient Safety and Experience

Reporting rate of patient safety incidents (per 1,000 bed days)
Serious Incidents (Sis/PSIIS) (per 1,000 bed days)

Pressure ulcers (per 1,000 bed days)

Inpatient falls (per 1,000 bed days)

Healthcare associated c. Diff Infections (per 100,000 bed days)
Healthcare associated E. coli BSIS (per 100,000 bed days)
Healthcare associated MRSA BSI (per 100,000 bed days)
Formal complaints received (per 1,000 bed days)

Good experience reported by inpatients

Good experience reported for emergency depts.

VTE Risk Assessments Completed

Mortality

SHMI (as expected or better)

HSMR (as expected or better)

Maternity

Crude still birth rate (per 1,000 births)

Rate of suspected neonatal intrapartum brain injuries
Pre-Term births (per 1,000 births)

Neonatal Crude Deaths (per 1,000 births)

Maternal Deaths

Good experience reported for maternity services

n/a

n/a

n/a

n/a
*94%
* 4%
*95%

<100
<100

<3.3
<1.8
<8%
<0.94
0
*90%

56.08
0.21
0.04
0.07

29.00

43.50
1.04
2.82

95.3%

78.6%

97.2%

474
3/4

315
0.00
9%
2.2

93.9%

o ©o

Statistically significant  improvement or deterioration in

monitored trend

Patient Access

Ambulance handover waits

Waits in urgent and emergency care > 4 hours
Waits in urgent and emergency care > 12 hours
Referral to treatment waits > 52 weeks

Access to diagnostics > 6 Weeks

Access to Cancer Care (Faster Diagnosis) < 28 days
Cancer First Treatment from Diagnosis < 31 days

Referral to Cancer Treatment Pathways < 62 days

Operating Plan and Capacity

Elective Inpatients (variance from target)

Day Cases (variance from target)

Outpatient New Appointments (variance from target)
Theatre Utilisations (Hrs)

Outpatient Transformation - PIFU

Critical Care tUnoccupied Beds

Patients Not meeting Criteria to Reside

Workforce

Vacancy Rate
Voluntary Turnover Rate
Sickness Absence Rate
Agency spend

Non-medical appraisals

9! Statistically likely or very unlikely ~ to meets the desired level of
performance
*65% 40.1% I
“78% 73.9% ! I
<I=2% 5.8% + I
</=2% 2.4% + |
</=5% 15.5% I
*75% 75.3% (¢}
*96% 96.8% | !
*85% 75.3% ! !
n/a -10.1%
n/a 17.6%
n/a 7.3%
*85% 85.4%
5% 3.8% I
g 90.9%
n/a 688
"10% 6.0% ! o
"12% 8.2% ! o}
"4% 4.1%
"2% 1.4%
*95% 91.6% I
«90% 91.9% Overallpage 82 of\328
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The quality metrics and reporting methodology were agreed following review of the trust board scorecards,
national guidance and CQC insight reports. This data pack contains charts showing the trend over time at

acute provider collaborative (APC) level for each metric, with in-month and rolling 12-month data for each

trust. National and regional benchmarks have been added, where available, to aid comparison.

The narrative within this report has been updated to reflect February 2025 data.

Patient Safety
and Experience

Overall page 83 of 328




Patient Safety Incidents

TREND CURRENT PERFORMANCE

Reporting rate of patient safety incidents per 1,000 bed days

60.0 .54 . 9 Patient safety

incident

A F oo STANDARD reporting rate
55.0 ) (in month)
---------------‘---------------‘--
50.0 ee R o .. 56'08 51.88
4 64.09
PERFORMANCE e

45.0 __ 50.09
-' | 56.08

40.0

Combined Trust Position Combined Trust Mean

— National Target = == == | ondon Rate

ASSURANCE

NARRATIVE

Performance : Incident reporting is an indicator of the safety culture, higher rates pointing to a willingness to
speak up. The rate is variable, but showing improvement, and is above the standard (national average) in month
and on the 12 month rolling data. ICHT met the standard in month. Increases have been reviewed and are partly
linked to operational pressures. The percentage causing severe or extreme harm is below national average
(0.40%) at APC level (in-month and rolling 12 month). Trusts continue to identify areas for improvement in
response to themes and have examples of positive changes made. See following slide for examples.

Recovery Plan : All trusts are committed to increasing incident reporting by supporting staff to feel confident and
comfortable to do so through various methods, including delivery of national and local training programmes in
response to PSIRF, improved identification and sharing of learning, championing via local team meetings, safety

huddles and relevant committees. At CWFT, the Safety Culture survey launched at the end of January to capture GOVERNANCE
attitudes towards reporting and perceptions of safety culture to inform further improvements, this has been

completed at other trusts in the past.. Senior Responsible Owner:  Pippa Nightingale, CEO, LNW

Improvements: Implementation of the new incident management system, recently approved, will support Committee: Acute provider collaborative executive management board

standardisation of processes and ensure the system is as user-friendly as possible. Staff regularly feedback that . . . . .

current systems are barriers to reporting. Data Assurance: Data is supplied by each trust individually and quality assured through their @
Forecast Risks: Not applicable. internal processes. Overall page 84°6f 328



Incidents reported on STEIS (SIs/PSIIs)

TREND CURRENT PERFORMANCE

Rate of SIs & PSlIs declared per 1,000 bed days

0.60 n/a Reporting Rate
050 ) STANDARD
[ ] 9 R
0.40
v A 0.21
0.30 ¥ o
- - PERFORMANCE
0.20 o
[ 1 ..... w
LA o™ ]
0.10
[ ]
0.00
R R R N N e K N R R R R RN R K Ao
.hhbv-CEWQUPUCQ.h_h)CEEDQU>UC£%%>CEWQU>UCQ
g‘%g—:f_‘53028535%53—*5302823%&%3—,égoéggg

Combined Trust Position ee=Combined Trust Mean eNational Target

ASSURANCE

NARRATIVE

Performance: The trend shows a reduction in the number declared as expected with PSIRF encouraging proportionate
responses focused on opportunities for learning, with an increase in January and February driven largely by ICHT. Since this
report was last presented to BiC 4 never events- have been reported, three wrong site procedures in ophthalmology (2 at THH
and 1 at CWFT) and 1 retained swab in maternity at CWFT. PSlIs have been declared with immediate actions underway.

Recovery Plan: N/A

Improvements: Themes are regularly reviewed and used to identify local priorities and inform our Patient Safety Incident

Response Plans (PSIRPs), which are currently being updated for 2025/26. Recent themes include:

¥ CWEFT: in-month increase in falls with harm and pressure ulcers +being reviewed via the relevant safety improvement groups
with oversight of actions through the Patient Safety Group.

$ ICHT: Emerging themes include discharge medication accuracy and time critical medication administration which are being

considered as possible safety improvement priorities for 25/26. GOVERNANCE
¥ LNW: treatment delays as a result of bed pressures. Improvement plans in place.

¥ THH: falls, pressure ulcers and bed availability due to site pressures. Improvement plans in place. Senior Responsible Oowner: Pippa Nightingale, CEO, LNW
APC work streams continue for priority areas including care of the deteriorating patient and implementation of the new national

safety standards for invasive procedures (which supports never event improvement). Committee: Acute provider collaborative executive management board

Forecast Risks: Trusts are seeing delays in the learning response processes which are partly being caused by the learning Data Assurance: Data is supplied by each trust individually and quality assured through their
curve and culture change that PSIRF requires. Local actions are underway with a focus on training and support for staff. internal processes. Overall page 85Zf 328




Pressure Ulcers

TREND CURRENT PERFORMANCE

HA cat 3+ pressure ulcers per 1000 bed days .
_ HA cat3+ pressure 12 month rolling rate
0.07 of HA cat 3+
ulcers per 1000 bed
days (in month) pressure ulcers per
0-06 STANDARD 1000 bed days
0.05
O 04 0.08 0.05
0.04 . 0.07 0.02
0.03 P 0.00 0.02
0.00 0.04
0.02
0.04 0.03
0.01
0.00 TREND STRATIFICATION
199338333333 IIFIITANL |
T Y8 538585555z 5833:585GS8
T g »w 0O 2z 0 5 4 =244 = =2 7 g w 0 =z o 5 &
Combined Trust Position Combined Trust Mean — e=National Target
ASSURANCE
NARRATIVE

Performance : This metric shows the rate of hospital acquired (HA) pressure ulcers graded as
FDWHJRU\ DQG 7KH ILJXUHVY DUH EDVHG RQ GDWD UHSRUYV
systems, and the data is not risk adjusted. There were four reported in February 2025, 2 at

CWFT and 2 at ICHT. No risks identified for escalation.

Improvements: The APC have reviewed and refreshed processes for pressure ulcer risk
assessment. In quarter four all trusts completed the implementation of a single, evidence based
risk assessment tool. Reducing variation will support portability of skills and knowledge.

Forecast Risks: There is on-going outreach underway with community services and borough GOVERNANCE

partners. Senior Responsible Owner:  Pippa Nightingale, CEO, LNW
Committee: Acute provider collaborative executive management board
Data Assurance: Data is supplied by each trust individually and quality assured through their
internal processes. Overall page 86%8f 328




Patient falls

TREND CURRENT PERFORMANCE

Inpatient fall with moderate or above harm per 1000 bed days 12 month rolling rate
0.18 Inpatient falls with : . .
- of inpatient falls with
moderate or above moderate or above
0.16 harm per 1000 bed harm per 1000 bed
» STANDARD days (in month) >
. ays
0.12
O 07 0.08 0.06
0.10 0.03 0.09
0.08 P 0.10 0.09
0.06 0.08 0.19
0.07 0.10
0.04
0.02 STRATIFICATION
0.00 TREND :
2 e 83883 FIITIITIFIIITITRG
2288555883553 2388:858°¢8
Combined Trust Position Combined Trust Mean
ASSURANCE

NARRATIVE

Performance : This new metric shows the rate of incidents reported where falls caused
moderate or above harm to patients per 1000 bed days, which is consistently below 0.2 with
small numbers overall. Data is not risk adjusted. National benchmarking data is not currently
available. There was a small reduction in February, with 7 cases reported.

RecoveryPlan 7KH FDVHVY DUH FXUUHQWO\ EHLQJ UHYLHZHG )
identify learning which will feed into local safety improvement programmes.

Improvements: All Trusts have safety improvement programmes in place to support

prevention of falls with harm, including specific projects with high falls frequency areas, GOVERNANCE
thematic reviews and improvements to risk assessments. The APC deputy directors of

nursing group are overseeing changes to the workflow in the electronic patient record so Senior Responsible Owner:  Pippa Nightingale, CEO, LNW
that this aligns to policy. Committee: Acute provider collaborative executive management board
Forecast Risks: Not applicable Data Assurance: Data is supplied by each trust individually and quality assured through their

internal processes. Overall page 87Qf 328



Healthcare Associated C.Difficile Infections

TREND

Healthcare Associated c. Difficile Infections

Trust
40.00 £
Specific
35.00 [ T ]
® STANDARD
30.00 q, .~
& - ,I\ ~
s N\ / A Y
25.00 0T = ~ A ’ "N\ X
p o\ AT RS A Rl T ¢ A \ N 2900
20.00 > % le” "= o )
;’ hd. \""”-.\ NS A vV I’ h \
15.00 ~; L o \V’ s ’ \ ]
10.00 \
5.00
0.00
e i A A A i A R R e R R R R R R RO R KB e e - s il = - ol - ol gl o Ty R T ]
agigiggggaggagggaiggagaagaqigannqgaqagioaaiolol TREND
SEREE 5585855555 05558585555525835858
E€I'§—~_‘-c:[c.nDzD%I_EQ'Eﬁqqmozaﬁl_gq'gﬁ_‘c(moza%l_
Combined Trust Position e Combined Trust Mean
= == == National Rate = == == | ondon Rate
ASSURANCE

NARRATIVE

Performance: In month there was an increase in cases reported across the APC (n=28). All Trusts except ICHT have
exceeded their annual thresholds set by NHSE. All Trusts noted a period of significant increase during the summer. The
drivers for this are not clear but there has been a general increase in cases reported across London, in hospitals and the
community. There were more than twice as many cases reported in London in August 2024 compared to the same time
last year.

Recovery Plan: All Trusts undertake a case review to determine if there have been any lapses in care or opportunities
for improvement, this includes peer and ICB review. The recent increase at THH has been reviewed and there was no
evidence of cross-transmission. Improvement work is underway using learning from case reviews. At ICHT the related
policy has been reviewed to improve clarity on the actions to take when a case is suspected or identified, and the
process for data collection and documentation in Cerner is being redesigned.

Improvements : There is ongoing work across all four trusts, as a collaborative and with system /ICB partners. Work is
focussing on timeliness and appropriateness of sampling, isolating patients and strengthening guidance and policies. In
addition there is further work to be done around completion of stool charts and early recognition and testing of cases.

Forecast Risks: The national annual epidemiological commentary (published 26/09/24) notes cases have increased by
33% since 2020/21. Given the rising infection rates nationally, all Trusts are likely to exceed their NHSE set IPC
thresholds for 2024/25.

NCE

CURRENT PERFORMANCE

Rate of c.
Difficile
Infections per
100,000 bed
days (in
month)

STRATIFICATION

GOVERNANCE

Senior Responsible Owner:  Pippa Nightingale, CEO, LNW
Committee: Acute provider collaborative executive management board

Data Assurance: Data is supplied by each trust individually and quality assured through their
internal processes. Overall page 881)@28



Healthcare Associated E. coli Infections

TREND
Rate of Healthcare Associated E. Coli Infections
20,00 Trust
000 Specific
' [}
\
- o ]
5000 = Wi~ n’ ﬁ\\-\ ,4'“3 N }'::I_l
v &S " 43.50
40.00 ) / .
30.00
2000 e
10.00
0.00
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SIS3°280848823333°280284883333°230284 8¢
Combined Trust Position Combined Trust Mean
= == == National Rate = == == | ondon Rate
ASSURANCE

NARRATIVE

Performance: At APC level, the chart shows a small increase in February, with 42 cases reported. LNW and THH have
now exceeded the annual threshold set by NHSE. Some of the increases have been linked to urinary tract infections
with working groups in place in both trusts in response.

Recovery Plan: The ICB is focused on reduction of E.coli BSls in line with the NHS Long Term Plan. A regular ICS-led

Gram-negative blood stream infection meeting is in place to drive improvement as a significant proportion are attributed

to community acquisition. It is important that there is a greater understanding of the risk factors for those attributed to
acute organisations. Reduction therefore requires a whole health economy approach. Each organisation reviews their
Gram-negative blood stream infections, with some organisations having a working group in place, and present their
improvement plan at the ICS group, analysing trends and local risk factors that they are working on with clinical
colleagues. There is also a project underway in conjunction with NWLP to review urinary tract infection and pathogen
epidemiology.

Improvements : Impact of actions taken through local and ICS reduction plan are monitored in each Trust and reported
through the GNB BSI ICS group and APC group.

Forecast Risks: Between 2022/23 and 2023/24, national rates of E. Coli saw the largest annual increase since
surveillance began. Given the rising infection rates nationally, all Trusts are likely to exceed their NHSE set IPC
thresholds for 2024/25.

CURRENT PERFORMANCE

Rate of E. Coli
Infections per
100,000 bed
days (in
month)

STRATIFICATION

GOVERNANCE

Senior Responsible Owner:  Pippa Nightingale, CEO, LNW

Committee: Acute provider collaborative executive management board

Data Assurance: Data is supplied by each trust individually and quality assured through their

internal processes. Overall page 89:Lf]328



Healthcare Associated MRSA Infections

Rate of Healthcare Associated MRSA Infections

Rate of MRSA

7.00 O Infections per
100,000 bed
6.00 STANDARD days (in
month)
5.00
Ll 1.04
[
3.00 : PERFORMANCE
2.00
1.00
0.00 STRATIFICATION
Combined Trust Position Combined Trust Mean
= == == National Rate = == == | ondon Rate
ASSURANCE

NARRATIVE

Performance: There was one MRSA BSIs reported in February across the APC. The total number this financial
year is 21 against a threshold of 0. The largest number of cases (n=8) have been reported at ICHT. The national
annual epidemiological commentary (published 26/09/24) shows that nationally rates have increased
incrementally by 14.3% since 2019/20 after a sustained period of stability, with rates in 2023/24 reaching levels
last seen in 2013/14.

Recovery Plan: Robust processes for managing and investigating cases, and on-going improvement work are in
place, with a focus on improving routine IPC practice, audits, screening and decolonisation. All cases are reviewed
to identify any lapses in care or learning opportunities. All organisations are focussing on improving line care and
hand hygiene compliance, with a new bacteraemia reduction group set up at ICHT focusing on effective MRSA

eradication post surveillance, practice auditing, feedback and improvement plans focused on care of invasive GOVERNANCE
lines. The APC group is also reviewing MRSA screening to understand where there are opportunities for

standardisation. Senior Responsible Owner:  Pippa Nightingale, CEO, LNW

Improvements: A review of these cases will feed into the APC priority workstream to support identification of Committee: Acute provider collaborative executive management board

collective action_or Iegrning. Each trust has improvement work in place in response to these infe_ctions, the Data A . Datai lied b h trust individuall d lit dth h thei

outcomes of which will report into the APC workstream and any shared learning planned accordingly. pata Assurance. ala Is supphied by each trust inavidually and quality assure roug elr :L%
Forecast Risks: Not applicable. internal processes. Overall page 90 28



Formal Complaints

TREND

Rate of formal complaints received per 1,000 Bed Days
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NARRATIVE

Performance: The trend graph shows a small increase in month, in line with standard variation. Rates have
been calculated per 1,000 bed days following agreement at APC quality committee and to bring this in line
with other metrics reported in this dashboard. Rates vary at trust level, with ICHT having the highest rate in
month and across the last 12 months. Each trust monitors complaint performance and activity. Data on
completion of responses has been added to this dashboard to allow closer monitoring of performance. This
demonstrates that currently ICHT takes the longest time to complete responses and has the highest number
open for more than 90 working days (N.B. CWFT, LNW and THH report to first response while ICHT reports
to final response, taking into account any re-opened complaints).

Recovery Plan: Not applicable

Improvements: Quarterly reporting on APC level complaints data and themes to APCQC is in place. This
continues to demonstrate differences between how individual trusts are reporting performance, outcomes
and themes from complaints making comparison difficult. This is under review and will be standardised
where possible to allow for identification of APC level learning and actions.

Forecast Risks : Not applicable.

CURRENT PERFORMANCE
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GOVERNANCE

Senior Responsible Owner:  Pippa Nightingale, CEO, LNW
Committee: Acute provider collaborative executive management board
Data Assurance: Data is supplied by each trust individually and quality assured through their

internal processes. Overall page 91131%28



Inpatient Friends & Family Test

% good experience - Inpatients
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Performance: At APC level, the percentage of inpatients reporting a good experience
has consistently been above target and above national and London average. All trusts
except THH were above the standard in month.

Recovery Plan: Not applicable

Improvements: A joint procurement plan for a patient survey platform is now in place,

yvhlch will support better identification of areas for collaborative improvement once GOVERNANCE
implemented.

Senior Responsible Owner:  Pippa Nightingale, CEO, LNW
Forecast Risks: Continued workforce and operational pressures may have a Committee: Acute provider collaborative executive management board
detrimental impact on patient experience. Data Assurance: Data is supplied by each trust individually and quality assured through their
internal processes. Overall page 921)4328



Emergency Dept Friends & Family Test

TREND CURRENT PERFORMANCE
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NARRATIVE

Performance: At APC level, the percentage of patients accessing our emergency
departments who report a good experience has been consistently above standard since
January 2023, with a long recent period of special cause improving variation. There has
been a slight reduction over the last three months, likely linked to operational pressures.
All Trusts except THH met the standard in February 2025.

Recovery Plan: Not applicable.

Improvements: N/A GOVERNANCE

Forecast Risks : Continued operational pressures resulting in longer waits in ED may Senior Responsible Owner:  Pippa Nightingale, CEO, LNW
have a detrimental impact on patient experience. Committee: Acute provider collaborative executive management board
Data Assurance: Data is supplied by each trust individually and quality assured through their
internal processes. Overall page 931)15}28



VTE Risk Assessments Completed

TREND CURRENT PERFORMANCE
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NARRATIVE

Performance: Benchmarking data from June 2024 onwards is now available for this metric and
shows we are performing considerably better than the London and national rates.

LNW and THH are now reporting directly from Cerner which had resulted in an improvement at
APC level. We are above the standard in month and across the last 12 months in all Trusts.

Recovery Plan: Not applicable

Improvements: Not applicable
GOVERNANCE

Forecast Risks: Not applicable

Senior Responsible Owner:  Pippa Nightingale, CEO, LNW
Committee: Acute provider collaborative executive management board

Data Assurance: Data is supplied by each trust individually and quality assured through their
internal processes. Overall page 9413@28



Mortality

Two separate statistical models are monitored: the Summary Hospital-level Mortality Indicator
(SHMI) and the Hospital Standardised Mortality Rate (HSMR).

The SHMI is the ratio between the actual number of patients who die following hospitalisation at

the trust and the number that would be expected to die on the basis of average England figures,

given the characteristics of the patients treated there. It covers patients admitted to non-

specialist acute trusts in England who died either while in hospital or within 30 days of

discharge. SHMI values for each trust are published along with bandings indicating whether a

trust's SHMI is '1 - higher than expected’, '2 - as expected'or'3- ORZHU WKDQ H[SHFWHG

HSMR is a summary mortality indicator. It is based on a subset of 41 diagnosis groups that give

rise to approximately 85% of in hospital deaths. It is adjusted for case mix, taking into account

factors such as age, gender, comorbidities, deprivation, month of admission, method of

admission, admission source, number of previous emergency admissions and discharge year.

The indicator no longer adjusts for palliative care within the model (in line with SHMI). Each
SDWLHQW KDV D pULVNY RI GHDWK EDVHG RQ WKHVH IDFWRUV
number of deaths. The HSMR is the ratio between the actual number of patients who die

following hospitalisation at the trust and the number that would be expected to die on the basis

of average England figures and taking into account the adjustments outlined above.
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Summary Hospital-level Mortality Index

CURRENT PERFORMANCE
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NARRATIVE

Performance: For three of the four trusts (CWFT, LNW and ICHT), the rolling 12-month
SHMI remains lower than expected with the most recent data available (August 2023 +
- X0\ 7++1V UDWH LV FRQVLVWHQWO\ pbV H[SHFWH

Recovery Plan: Not applicable.

Improvements: All Trusts investigate variations between observed and expected deaths
by diagnostic group. Reviews for quarter three were summarised in the learning from
deaths report presented to APCQC and BiC with no issues to escalate.

Forecast Risks: Not applicable.
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GOVERNANCE

Senior Responsible Owner:  Pippa Nightingale, CEO, LNW
Committee: Acute provider collaborative executive management board
Data Assurance: Data is supplied and quality assured by Telstra Health
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Hospital Standardised Mortality Ratio
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Relative risk

Performance: Changes have been made nationally to the HSMR methodology which includes
removal of the adjustment for palliative care coding and changes in the diagnostic groupings

which make up the ratio. As expected this has resulted in increases in HSMR in all four trusts,

and in most providers nationally. THH has increased above the national benchmark of 100, and

/1: KDV PRYHG WR puDV H[SHFWHGY &:)7 DQG ,&+7 UHPDLQ OR
CWEFT, ICHT and LNW have not changed significantly, however THH has dropped to 78t.

Recovery Plan: The impact of the changes is being reviewed by each Trust, and within the APC
mortality surveillance group. Potential issues with coding have been identified by LNW and THH.
This is being reviewed to ensure accuracy.

Improvements: All Trusts investigate variations between observed and expected deaths by
diagnostic group. Reviews for quarter three were summarised in the learning from deaths report
presented to APCQC and BiC with no issues to escalate.

Forecast Risks: N/A

250

CURRENT PERFORMANCE

STRATIFICATION
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- . e

Imperial

T T T T . T I T T
500 1000 18 2000 200 3500 450

Expected number of deaths

GOVERNANCE

Senior Responsible Owner:
Committee: Acute provider collaborative executive management board
Data Assurance: Data is supplied and quality assured by Telstra Health

Pippa Nightingale, CEO, LNW
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The four acute hospital Trusts deliver maternity and neonatal services in NW London,
located across the system with provision of a total of six maternity units. The number of
births at each unit varies between 3,000 and 5,700 per year. All units provide pregnant
women and birthing people with the options of obstetric or midwifery led birth. There
are two level three neonatal units, providing neonatal intensive care for all gestations of

. newborns. Three level two neonatal units providing critical and intensive care to babies
a e rn I y >28 weeks gestation and one special care baby unit providing care to babies born >32

weeks gestation.

Following agreement at the APC quality meeting, which is chaired by the CEO for LNW

January 2025 as executive lead for quality across the APC, changes have been made to the narrative
for this section to focus more on themes and learning across the APC, rather than on
individual cases. This will support improved reporting on progress with actions
underway to make improvements going forward.
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Crude still birth rate (per 1000 births)

TREND
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NARRATIVE
Performance: The rate is based on stillbirths at 24+ weeks. Data on late fetal losses (between 22+ and 23+6 weeks) is

included in the table for information and monitoring. The APC stillbirth rate was above the standard in month but is below

financial year to date.

Recovery Plan: All cases are investigated via the Perinatal Mortality Review Tool (PMRT) to identify local learning &
actions. Service level reviews of 23/24 stillbirths & local action plans are in place. From the combined review across the
APC the following improvement actions are in place as agreed at the January Q&S meeting which include further
screening for those at greatest risk (review of the fetal medicine foundation tools), review of translation tools and
implementing the maternal reducing inequalities care bundle with 4 areas of focus (interpretation/translation, vitamin D,
timely access to antenatal care and response to RFM) which is being developed for London and will be launched in June
2025. THH implemented Interpreter on Wheels 4 months ago to support the language needs of their local population.
Evaluation at 4 months positive - 99 video calls/1246 audio calls (39 languages used) staff feedback positive.

Improvements

assessed position in March at the time of submitting MIS was 86% for CWFT and THH 43%, 93% for LNW and 86% for
ICHT- working group across the LMNS defining progress trajectories with each organisation). The NWL fetal growth

restriction guidance has recently been updated to include an updated risk assessment for Aspirin.

Forecast Risks : N/A

CURRENT PERFORMANCE

Difference
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Crude Still Birth
Rate

STRATIFICATION

GOVERNANCE
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Committee: Acute provider collaborative executive management board

Overall page 99%4’-328



Rate of suspected neonatal intrapartum brain injuries

TREND

Rate of neonatal intrapartum brain injuries as escalated to HSIB
35

3.0

25

2.0

1.5

1.0

0.5

OON NNNNNNND® OOV ;mmOT T VBV Y
JRANYYN YNNI IRATUIRNIIIYIIIIIIIFIq
odLditiczHastsdcodliic=matsdocodllichadssdc
08085230030 8080852308 0080808553003 0
LS<=""qn0zZz0nLs<="""qn0zanL=s<=>""qn0=zAa">

Value Mean Target

NARRATIVE
Performance:

At APC level we are below the standard financial year to date. There were no cases of

1.8

STANDARD

0.00

PEREORMANCE

ASSURANCE

suspected intrapartum brain injury meeting the definition in January 2025. Of the 11 cases across
CWFT 5 babies have had normal MRIs, 2 have moderate Hypoxic Ischaemic Encephalopathy (HIE)
and 4 have severe HIE ( 5 of these cases went on to be reported as neonatal deaths).

Recovery Plan: Phase 2 of embedding the escalation quality improvement project at CWFT is in
progress and is being rolled out to the neonatal services with a launch date of April 25. In addition, a
change in practice to move to physiological fetal monitoring interpretation will be implemented in Spring
2025 and the digital tool has now been set up to support physiological testing and is going through the

UAT process.

Improvements: All services have undertaken a review of their cases for 23/24. The top three themes

identified are: clinical care and decision making, escalation / situational awareness and fetal heart
monitoring and escalation. Actions have been agreed at the January's MNQPSG meeting. The areas of
focus for the system are streamlining fetal monitoring practices and reviewing the escalation toolkit

from CWFT with the aim to implement on all sites.
Forecast Risks: N/A

CURRENT PERFORMANCE

STRATIFICATION

GOVERNANCE

Senior Responsible Owner:

Committee: Acute provider collaborative executive management board

Rate of suspected
brain injuries

0.00
0.00
0.00
0.00

0.00

Pippa Nightingale, CEO, LNW
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Preterm Births

TREND

Preterm Birth Rate
10.00%
9.00%

8.00%

7.00%
6.00%
5.00%
4.00%
3.00%
2.00%
1.00%
0.00%

Jul-22

Aug-22
Jul-23

Feb-22
Mar-22
Apr-22
May-22
Jun-22
Sep-22
Oct-22
Nov-22
Dec-22
Jan-23
Feb-23
Mar-23
Apr-23
May-23
Jun-23
Aug-23
Sep-23
Oct-23
Nov-23
Dec-23
Jan-24
Feb-24
Mar-24
Apr-24
May-24
Jun-24
Jul-24
Aug-24

Combined Trust Position Combined Trust Mean

Sep-24
Oct-24
Nov-24
Dec-24
Jan-25

Target

NARRATIVE

Performance: In month, the APC had a pre-term birth rate of 9% which is above the standard. ICHT
and LNW were above the standard. ICHT are a net importer of all categories of preterm In-Utero
Transfers and Ex-utero Transfers due to their status as a medical level 3 NICU. There are no concerns
to escalate. In Q3 LNW appointed dedicated obstetric and midwifery pre-term birth leads. Monthly MDT

improvement meetings were established
Recovery Plan: Not applicable.

8%

STANDARD

9.0%

PEREORMANCE

STRATIFICATION

ASSURANCE

Improvements: At LNW weekly MDT Preterm birth clinics embedded; registrars are being trained in

cervical length scanning. Peri-prem passport in pilot phase with good service user feedback, official

CURRENT PERFORMANCE

Pre-term Birth
Rate

-0.95%

launch event planned April 2025. Sector-wide PTB training hosted by LNW in February well received, GOVERNANCE

internal staff training commenced. The APC is undertaking a review of all preterm births and IUT

across both sites at CWFT as part of the business case development to support service redesign of the
level 2 NICU as well as the preterm birth antenatal service at WM site. WM has a newly appointed pre-

term birth lead MW to work as part of the MDT.
Forecast Risks: No risks identified.

Senior Responsible Owner:
Committee: Acute provider collaborative executive management board

Pippa Nightingale, CEO, LNW
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Neonatal Crude Deaths

TREND
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NARRATIVE

Performance: The crude neonatal death rate at APC level is above the standard in January and
for this financial year. There were 5 cases across the APC in January. All cases are being

appropriately investigated.

Recovery Plan: A review of neonatal deaths cross-site in 23/24 has been completed at CWFT.
No recurrent themes were identified in addition to those identified via the PMRT process. Actions
are tracked via the Maternity and Neonatal Safety Investigation Branch (MNSI) or PMRT
processes and updates are provided in the quarterly Q&S report. A combined report is being

CURRENT PERFORMANCE
O 94 Crude neonatal
. death rate (per

1000 birth rate)
STANDARD

2.2

PEREORMANCE

STRATIFICATION

ASSURANCE

produced for all services to understand any system wide themes and trends for action and will be GOVERNANCE
presented at the Q&S meeting in March.

Improvements: The Neonatal CRG and the Trust teams will continue to monitor any new cases.

Forecast Risks: None identified.

Senior Responsible Owner:  Pippa Nightingale, CEO, LNW
Committee: Acute provider collaborative executive management board
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Maternal Deaths

Maternal Deaths
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NARRATIVE

Performance: There were no maternal deaths reported in January 2025. There have
been two indirect cases reported so far this financial year, 1 at ICHT and 1 at CWFT.

Recovery Plan: N/A

Improvements: A review by the ICB has looked at the 16 maternal deaths of birthing
people who were residents of NWL in the last 5 years this has now been presented at
the London Perinatal Quality and Safety Surveillance Group with all other systems to

understand themes and trends for London and identify areas for focus. A spreadsheet of
al the recommendations from cases in NWL is being complied and reviewed by the
Maternal Medicine Network clinical director with the aim to make sure all services are Senior Responsible Owner:  Pippa Nightingale, CEO, LNW

compliant with the recommendations. _ ; X _
Committee: Acute provider collaborative executive management board

Forecast Risks: No current risks.
Overall page 103%528



Maternity Friends & Family Test

TREND
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NARRATIVE

Performance: At APC level, the percentage of maternity patients who report a good experience varies. We
are consistently above national and London averages, and above the 90% standard in-month and across
the last 12 months of data.

Recovery Plan: LNW- note previous reporting of a low response rate was a reporting error that has been
rectified. Response rate now broadly in line with sector partners. The service has developed a patient
experience action plan as a wider response to the CQC national maternity survey. At ICHT, user feedback is
showing the pressure that current high activity levels is having on experience, a plan for improvement is
being developed. THH is working to improve experience of our women, birthing people and their families
particularly in times of high activity. CWFT has seen improvements in the CQC survey based on
improvements from last year and the action plan has been further updated.

Improvements: The work to improve maternity care and patient experience within each organisation is
ongoing. All services have a detailed Maternity and Neonatal Voices Partnership (MNVP) workplan in place
to co-produce improvements in their services based on the results of the CQC maternity survey.

Forecast Risks: Maternity staffing and skill mix continues to be a risk for all four Trusts, with mitigating
actions in place in response. This is likely to have an on-going impact on patient experience.

CURRENT PERFORMANCE

12 Month Rolling
Good Experience

Good Experience

91.6% 90.0%
92.1% 88.1%
97.7% 95.6%

93.7%

90.8%

93.9% 90.8%

STRATIFICATION

GOVERNANCE

Senior Responsible Owner:
Committee: Acute provider collaborative executive management board
Data Assurance: Data is supplied by each trust individually and quality assured through their

Pippa Nightingale, CEO, LNW

internal processes. Overall page 1042@28



Patient Access

February 2025, except Cancer service metrics January 2025
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Operations S U m m ary

This is a report on the operational performance of the APC for the period ending February 2025 except for cancer which is January 2025. The key points are:

Performance:

¥ UEC pathways have shown a very small improvement in February despite the ongoing pressure, London Ambulance conveyances have been high.

T Long-waiting patients are reducing in line with the National reductions, the APC is predicting a number of 65ww at the end of March 2025 whilst still
working through all mitigations to the risks.

T Theatre utilisation is high but late starts and early finishes remain a productivity opportunity. PIFU (Patient Initiated follow up) is improving. Follow ups
attendances need to reduce significantly across all Trusts as we move into 25/26, this will be a key area of focus for all Trusts.

¥ Cancer performance reduced in January post the festive season, however this is on a recovery trajectory.

1t Diagnostics performance has stabilised below target, this will now not be met in 24/25.

Key Actions:

¥ To improve UEC (Urgent Emergency Care) targets to 78% by March 2025.

¥ To monitor the impact of unachieved diagnostic target on Cancer services

Escalations:

¥ DMO1 (Definitive Measure 01) will not be achieved in 2024-25 due to numerous issues including the current financial run rate.

Overall, the APC is performing well, with some areas of improvement, but there are still challenges to address, particularly with regards to UEC targets and
diagnostics.

Overall page 106 of 328
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Ambulance Handover Walits

TREND CURRENT PERFORMANCE

15 mins Breach Performance (LAS) LAS Handover Waits within the fifteen minute standard Feb-25
65 % Of which Impacts on
70% 15mins Difference from .
Total Handover 15 min + delays -
Performance target . . LAS time lost
65% A - STANDARD 30min + delays 60 min + delays (hours)
[
)
% r o (] S %y b CWFT 2993 40.2% -24.8% 1791 295 10 286
o » . vee *
5 o L o [ 5] 0
% el - 40.1% ICHT 2816 66.8% 935 141 4 127
50%
’ LNW 3969 22.4% -42.6% 3079 1877 70 2204
45%
1795 37.5% -27.5% 1122 396 5 274
40%
/\\ 11573 40.1% -24.9% 6927 2709 89 2892
35% P ~
” == N‘_-'_~ "n
30% ey, =T Mo
=N _eme o7 il STRATIFICATION
25% N
20%
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[¥] n [ C [ ] = [¥) n [ C [ ] e %) n [ C ] = [¥] 0
g 9 23 2 68 ¢ &3 2 ¢ 8¢ &3 248 8 ¢
Value — \lean Target = = = % London _
NARRATIVE i l_
Performance : NWL continues to have some of the best Ambulance handover times across London. In
February, combined performance of completed handovers within 15 and 30 minutes improved following CWET -_

several months of increased delays.

. L . - . 0 500 1000 1500 2000 2500 3000 3500
Recovery plan : The sector is participating in transformation work to maximise the use of alternatives to ED,

avoid conveyancing, and increase direct referral routes and direct booking. We have also revised the system

escalation process during peak pressure and have agreed on new arrangements to support LAS as part of

their winter plan. Northwick Park Hospital remains an outlier regarding the number of handover delays. To

assist, the other APC Trusts will take 10 - 12 patients between them over two hours each afternoon as a

temporary measure while seeking more sustainable solutions for managing peaks in demand. GOVERNANCE

60mins+ = 30mins+ = 15mins+

Improvements : The acute collaborative was the first in London to pilot and implement the new LAS

standard operating procedure for immediate handover at 45 minutes. The process is embedded as business Senior Responsible Owner:  Claire Hook, Chief Operating Officer, ICHT
as usual. P ap ' . Committee: APC EMB (Chair: Tim Orchard); NWL UEC Board (Chair: Rob Hurd)

' ' , . Data Assurance: These figures are provided by LAS
Forecast risks : Continued increases in the number of conveyances.
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Urgent & Emergency Department Walits

TREND CURRENT PERFORMANCE

Time spend in Emergency Department: 4-Hour Standard Feb-25

A&E 4 hour performance
7 6 % Total Of which (Number and Performance) Impacted by
o 4 hour Difference from 4 hour + delays
100%
attendances (Al S e e target (All Types) Tvoe 1/2 breaches Tyoe 3 breaches Referrals to
95% STANDARD Types) w w SDEC
90% CWFT 23922 74.11% -1.9% 6194 6091 66.6% 103 98.2% 1455
o .8% -1.2% 2% .8%
85% . 0) ICHT 21334 74.8% 29 5382 5021 65.2% 361 94.8% 4571
[ 'Y 9% -2.1% 1% .0%
80% o, o 2 LNW 26414 73.9% 2.19 6895 6764 47.1% 131 99.0% 1973
0 -_ r3
L] (i ‘- 5 x . “ 6% -4.4% .6% 2%
7% e O P (XN === - PEREQRMANCE ., 11608 71.6% 4.4% 3298 3210 43.6% 88 98.5% 2348
- r' e V - -
70% - d " SR 14 14
% o by ===y / \ APC 83278 73.9% 2.1% 21769 21086 58.8% 683 97.9% 10347
65% Semtelta VNS
Yy Ve
o0 Y STRATIFICATION

55%
50%

Value Mean Target == e e % National == == == % London ASSURANCE

NARRATIVE

Performance : In February, 73.9% of A&E patients were admitted, transferred, or discharged
within four hours. Efforts continue to improve performance and meet the national standard of 78%.

Recovery plan : Each Trust has a comprehensive action plan to improve four-hour performance Trust share of APC
and maintain safe levels of care. These plans align with the wider North West London UEC waits longer than
program, which aims to reduce demand and waits across the entire care system. In addition to the standard
measures implemented as part of the winter plan, all Trusts have introduced further actions in
March to meet the four-hour performance standard. As a result, there has been some

improvement, based on data up until mid-March. GOVERNANCE

Improvements : The improvement plans are built on progress made during 2023/24 as well asthe  senjor Responsible Owner:  Claire Hook, Chief Operating Officer, ICHT

NHSE best practice guidance for Urgent and Emergency Care issued earlier this year. Committee: APC EMB (Chair: Tim Orchard); NWL UEC Board (Chair: Rob Hurd)

Forecast risks : Further increases in demand, rising levels of respiratory infection, continued Data Assurance: These figures are validated ahead of a monthly performance return and the

delays with discharge for medically optimized patients. performance data is published by NHSE Overall page 1083@28



Urgent & Emergency Department Long Waits

TREND CURRENT PERFORMANCE
o ﬂf Patients > 12 Hours Unacceptable Waits for Treatment: 12-Hour waits Feb-25
. 2 . O% Total Of which Impacted by
5 [ ALLOWANCE atten_?;;ecse)s Al Pe:ff)r':s:rr]ce lefe;:?gstfrom 12 hour + delays Type 1/2 Type 3 12 hou.r DTA
6% breaches breaches waits
59% 5 8% CWFT 23922 3.6% -1.6% 858 858 0 43
- ICHT 21334 5.1% -3.1% 1088 1088 0 364
4% ¢ o ¢ ® @ 2 LNW 26283 8.1% -6.1% 2127 2127 0 547
3% v PR THH 11608 6.7% -4.7% 776 776 6 94
29 APC 83147 5.8% -3.8% 4849 4849 6 1048
1% STRATIFICATION
0%
R IR I I B I B A
§8s2F53358¢:858¢
NARRATIVE

Performance: In February 2025, there is an improvement in performance for the proportion of
patients waiting 12-hours or more following arrival to the Emergency Department. Flow through
the hospital , increased demand and mental health delays are factors impacting the length of time
spentin ED.

Trust share of APC
: . waits longer than
Recovery plan: Each site, through local protocols, continue to manage flow through a range of standard
actions to recover performance and maintain safe levels of care.
Improvements: Work continues to deliver the NWL UEC work programme, which comprises of
12 work streams with the aim of reducing demand for emergency services where appropriate, GOVERNANCE
reducing the number of admissions and reducing waits at every point in the pathway. Senior Responsible Owner:  Sheena Basnayake, Deputy Chief Operating Officer,
Forecast risks: Increases in demand, continued delays with discharge for medically optimised Committee: APC EMB (Chair: Tim Orchard); NWL UEC Board (Chair: Rob Hurd)
patients and continued delays for patients waiting for admission to mental health beds. Data Assurance: These figures are validated ahead of a monthly performance return and the

performance data is published by NHSE (except 12hr+ waits from arrival) Overall page 1093f]328



Referral to Treatment Walts

TREND

% of Waits > 52 Weeks (RTT)
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Performance: Long waits are being monitored at the patient level. All Trusts are committed to
the operating plan targets and % of waits >52 weeks remains a special cause improvement for
the sector with a 7-month improvement trajectory.

Recovery: Trusts are enhancing productivity whilst some insourcing has been stopped due to
the uncertainty of ERF for the remainder of 24/25. Mutual aid is active across the APC meaning
that some breaches will be reported at the treating organisation. Neuro-surgery (ICHT) is a
challenge nationally and will continue to see long waiting patients into next year.

Improvement: There has been a sustained reduction in long-waiting patients.

Forecast Risks: Risks to RTT reduction include overall capacity shortfalls, anaesthetic staffing
shortages and high volumes of trauma and priority 2 patients.

CURRENT PERFORMANCE

Unacceptable Waits for Treatment: 18-Week Standard Feb-25

Of which Impacted by Impacts on
Total Waiting Waits >52  Difference from 52 + OTDCs not
List weeks target weeks 65+ 78+ 104 + booked < 28 Average wait
Weeks weeks weeks (weeks)
days
CWFT 64944 0.8% 537 19 1 0 7 16.42
88834 2.5% -0.5% 2251 258 65 11 11 18.60
92052 3.7% -L.7% 3389 81 1 0 0 21.05
28476 1.0% 283 6 1 0 0 18.61
274306 2.4% -0.4% 6460 364 68 11 18 18.91

STRATIFICATION
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g
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cwrr [N

0 500 1000 1500 2000 2500 3000 3500 4000
104+ =78+ w65+ Weeks m524+ Trqst share of APC
weeks  weeks weeks waits longer than
standard

GOVERNANCE

Senior Responsible Owner:  Tina Benson, Chief Operating Officer, THH
Committee: NWL Acute Care Board (Chair: Tim Orchard); NWL Elective Care Board (Chair: Roger Chinn);

Data Assurance: These figures are validated ahead of a monthly performance return and the
performance data is published by NHSE Overall page 11031%28



Access to Diagnostics

TREND CURRENT PERFORMANCE
% of Breaches > 6 Weeks (Diagnostics) Waits for Diagnostic Tests: 6-Week Standard Feb-25
0)
5.0/0 Total Waiti N Diff § Of which
35% otal / aiting aits > 6 ifference from 6 + weeks
List weeks target 13 + weeks
(&) ALLOWANCE
\ I\vo-' “y \ ,\ . ~ CWFT 11159 3.5% 396 110
25% \/ LT L N 0
b \ - . ICHT 18267 8.9%¢ -3.99% 1617 327
A, o 15.5% : :
20% ! - 20679 29.7% -24.7% 6138 2888
15% 8448 10.8% -5.8% 910 50
58553 15.5% -10.5% 9061 3375

10%

% STRATIFICATION

0%

ASSURANCE

NARRATIVE

Performance: Overall delivery remains below target. Recovery plans are in place but the APC
will not meet target this financial year due to financial constraints across the sector and data

uality at LNW.
quality Trust share of APC

Recovery Plan: LNW have some external support to correct the data flows driving the poor waits longer than
performance. Winter pressures combined with reduction in operational days saw capacity standard
shortfalls and associated performance deterioration in December and January.

Improvements: $GGLWLRQDO FDSDFLW\ EHLQJ FUHDWHG WKURXJK I QVR
&' &1V ZKHUH SRVVLEOH GOVERNANCE
Forecast Risks: MRI capacity continues to be a risk across the sector. Other challenged Senior Responsible Owner:  Tina Benson, Chief Operating Officer, THH
modalities include Neurophysiology, Echocardiography and Ultrasound which face capacity Committee: NWL Acute Care Board (Chair: Tim Orchard); NWL Elective Care Board (Chair: Roger Chinn);
challenges due to staffing shortages and ageing equipment. Data Assurance: These figures are validated ahead of a monthly performance return and the
performance data is published by NHSE Overall page 111313328



Access to Cancer Care (Faster Diagnosis)

TREND CURRENT PERFORMANCE
% Contacted within FDS Cancer standard Access to Cancer Care (Faster Diagnosis) Jan-25
75%
Faster . Of which
85% Total Contacts Diagnosis Difference from 28 + days
performance target 62 + days
. - STANDARD
80% v A y CWFT 2500 76.9% 577 123
-m oS
I |~ / / Fobatg” 0 ICHT 2694 80.1% 535 0
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NARRATIVE
Performance: NWL overall exceeded the FDS standard again in January, with a whole provider
position being posted of 75.3% against 75% target. LNW and Hillingdon did not meet the standard
for the month. Both Trusts performance dipped due to capacity challenges during the Christmas
holiday period. Trust share of APC
Recovery Plan: Continue collaborating with all Trusts to enhance the delivery of cancer pathways ivaltz Iogger than
in line with the standard.. Both Hillingdon and LNW have added additional capacity in Q4 which standar
will see big improvements to performance in February.
Improvements: Wh|ls; th_e overall FDS performance was negatively affected in January, big GOVERNANCE
improvement to capacity is expected in February.
Forecast Risks: Continued planning of capacity for pinch points in pathways to protect cancer Senlor-Responsmle Owner:  James Waltgrs, _Ch'ef Operating Offlcer,-LNW . _
delivery as much as po.ssible. Winter months_ and h_igher emergency ac_ir_nissions may lead to Committee: NWL Acute Care Board (Chair: Tim Orchard); NWL Elective Care Board (Chair: Roger Chinn);
delays/restricted capacity, RMP to support with resilience funding to mitigate Easter impacts. Data Assurance: These figures are validated ahead of a monthly performance return and the
performance data is published by NHSE Overall page 112%4328



Cancer 31-Day Decision to treatment Combined Standard

TREND CURRENT PERFORMANCE
% Treated within 31 Day Cancer standard Cancer 31-day decision to treatment combined standard Jan-25
96% 31 da Difference from Of which
105% Total Treated Y 31 + days
performance target 62 + days
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NARRATIVE

Performance : 31-day standard met for the seventh month in a row with all Trusts (except CWFT)
individually meeting the standard. RMP and NWL are consistently the best performing against peers
nationally.

Trust share of APC

waits longer than

Recovery Plan: The Trusts are working closely with RM Partners to conduct audits and develop targeted,
tumour-specific action plans, with a particular focus on skin and Head and Neck at LNW. These audits will

provide valuable insights into current performance, enabling the development of targeted, tumour-specific standard

action plans designed to enhance diagnostic efficiency and treatment outcomes.

Improvements: Improvements at Imperial have seen their performance stabilise in the past 6 months. GOVERNANCE

Forecast Risks : As referral rates continue to stay high, there is a continued risk of a significant gap . . ] . . .

between demand and capacity due to workforce challenges. Increased lung treatments (as a result of TLHC) Senior Responsible Owner:  James Walters, Chief Operating Officer, LNW

will also mean surgical capacity is more challenged Committee: NWL Acute Care Board (Chair: Tim Orchard); NWL Elective Care Board (Chair: Roger Chinn);
Data Assurance: These figures are validated ahead of a monthly performance return and the
performance data is published by NHSE Overall page 11331528



Referral to Cancer Treatment Pathways

TREND CURRENT PERFORMANCE
% Treated within 62 Day Cancer standard Unacceptable Waits for the Treatment of Cancer: 62-day Combined Standard Jan-25
100% 85% Of which Impacts on
Total Treated 62 day Difference from 62 + da
performance target yS 104 + days Backlog 104 +
90% . STANDARD days
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80% ] . o 279 71.9% -13.1% 78.5 0 61
oo S o A >
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NARRATIVE
Performance: Performance against the 62-day standard remains challenged against the 85%
standard (70% national expectation). There are system-wide pressures that are contributing to this
including delays in inter-Trust transfers. Imperial and THH have issues in breast and urology and the
whole sector struggles with lung. However, NWL still remains one of the best performing ICBs Trgst share of APC
nationally. waits longer than
Recovery Plan: Efforts continue to enhance inter-trust transfers, with a particular focus on Urology. standard
Demand-reduction pathways 2 including those for breast, pain, and gynaecology 2 are being
implemented. There are plans to address specialist diagnostic capacity for lung through EBUS, CTGB
and Nav Bronc. GOVERNANCE
Improvements : Whilst performance dipped in January, some improvements expected in February with Senior Responsible Owner:  James Walters, Chief Operating Officer, LNW
further |mpr.ovements due.to be s.een in March J_rp-artlcularly at Imperial. o . Committee: NWL Acute Care Board (Chair: Tim Orchard); NWL Elective Care Board:(Chair: Roger Chinn)
Forecast Risks: . Lung diagnostics demand (particularly EBUS and navigational bronchoscopy) is Data Assurance: These figures are validated ahead of a monthly performance return and the
likely to see additional challenges in this pathway. performance data is published by NHSE Overall page 11431@28
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Operating Plan Performance: Elective Inpatient

Elective Inpatients variance from Plan Current Month - Jan-25 Quarter to Date Year to Date
0 Plan Actual Var % Var Plan Actual Var % Var Plan Actual Var % Var
-100 I I I I I I CWFT 724 537 187  258% 724 537 -187  -25.8% 5,603 5803 200 3.6%
200 ICHT 1472 1340 132 90% 1472 1,340 132 -9.0% 13,778 12976 802 -5.8%
1,017 978 -39 38% 1017 978 -39 -3.8% 9,845 7,856 1,989 -20.2%
-300
E 14 207 218 1 5.3% 207 218 1 5.3% 2,003 2,163 160 8.0%
L4
-400 3420 3073 347 -101% 3420 3073 347 -101% 31229 28798 2431 18%
-500
STRATIFICATION
-600
M increase M Decrease M Total Year to date contribution
-700 35,000 to variance against plan
“.:"‘a,ib‘h":'&‘b B ab oAb oAbk A A A A A A Ak A b 40 31,229 200
ok v A S i N S A N S — e—
'y WY & ol 30,000 = I 160 28,798
Lo @‘@ ¥ Q;G.PQ 0 \\o <?ﬁ‘b 5° Q° \‘@ vg‘@{i\ w 3‘} "’g ‘J“Q o \\0 OéJ 5@ 502 -1,989
25,000
NARRATIVE o
15,000
Performance: Elective activity improved following industrial action earlier in the year.
ICHT and LNW are currently under target. 1000
5,000
Recovery Plan: Additional insourcing is happening for Quarter 4 and into the new
financial year providing this is below tariff and elective funding remains available. ’ y
an CWFT ICHT LNW THH Actual

Improvements: CWFT/ THH are over-delivering.

Forecast Risks: None GOVERNANCE

Senior Responsible Owner: Tina Benson, COO, THH

Committee: NWL Acute Care Board (Chair: Tim Orchard); NWL Elective Care Board

(Chair: Roger Chin);

Data Assurance: thc Overall page 11631%28



Operating Plan Performance: Day Case

TREND CURRENT PERFORMANCE

Current Month - Jan-25 Quarter to Date Year to Date

Elective Daycase variance from Plan

5,000 Plan Actual Var % Var Plan Actual Var % Var Plan Actual Var % Var

4,000 CWFT 4,684 6163 1479  316% 4,684 6,163 1479 316% 46,694 60,151 13457 28.8%

3,000 ICHT 10,217 10,680 463 45% 10,217 10,680 463 45% 95,979 98,412 2433 2.5%
2,000
LNW 7,182 8,682 1500 20.9% 7,182 8,682 1,500 20.9% 69,540 76,675 7,135 10.3%
1,000 ‘
= B I I I = THH 2,212 3,048 836 37.8% 2,212 3,048 836 37.8% 21,580 29,710 8,130 37.7%
0 — | — — — — — — — — — — —

- - | 4 | 4
1000 . ' l APC 24,295 28573 4218  176% 24295 28573 4218  17.6% 233,793 264,948 31155 13.3%
-2,000 STRATIFICATION
-3,000 M increase [ Decrease [ Total Year to date contribution to
-4,000 300,000 variance against plan
I T - T - ) LI - ) bAoAk a4 A A A A Al Beoab ah
R I N L S S S - S S . g 7,135 —til30 264,348
?.Q‘ @“3‘ 5\){\ 3‘}\ ?_o"-b ,QGQ 0(} éo" 030 }ia»o Qe. @& 79 \‘@‘.\ §°¢ }\) \)Q %G'Q oo\ 050 Sb 250,000 — 13,457 2,433
200,000
NARRATIVE 150,000
Performance: Day case activity is showing over performance in all Trusts. 100,000
Performance: Day case activity is showing variation across Trusts with all Trusts over 50,000

performing year to date.

0
Plan CWFT ICHT LNW THH Actual

Recovery Plan: Insourcing is supporting delivery

Improvements: LNW are still in a recovery process with weekly oversight meetings

which has improved performance this quarter. GOVERNANCE

Forecast Risks: None forecast Senior Responsible Owner: Tina Benson, COO, THH
Committee: NWL Acute Care Board (Chair: Tim Orchard); NWL Elective Care Board
(Chair: Roger Chin);
Data Assurance: tbc Overall page 11731%28



Operating Plan Performance: Outpatient New

TREND CURRENT PERFORMANCE

Year to Date: Jan-25

Outpatient New variance from Plan

16,000 Plan Actual Var % Var Follow ups FU Rate
CWFT 169,897 201,551 31,654 18.6% 307,680 15
10000 ICHT 232,935 238,011 5,076 2.2% 536,049 2.3
5,000 LNW 247,346 264,208 16,862 6.8% 336,970 13
I I E ThH 88,065 88,272 207 0.2% 154,342 1.7
0 ! ! ! - ! u ! _S B B ! ! ! EEEESE APC 738,243 792,042 53,799 7.3% 1,335,041 1.7
i
!
Wincrease W Decrozse M Towa Year to date contribution to
10,000 900,000 variance against plan

600,000
NARRATIVE .

. . X X X 400,000

Performance: Outpatient New activity across the sector is above plan in-month and is 200,000
on plan at year-end.

200,000

Recovery Plan: THH are investigating a reporting/mapping issue affecting both 100,000
outpatient new and procedures 0

Plan CWFT ICHT LNW THH Actual

Improvements: All other sites have seen significant improvement in-month, bringing
the APC very close to target.
GOVERNANCE

Forecast Risks: None forecast . : :
Senior Responsible Owner: Tina Benson, COO, THH

Committee: NWL Acute Care Board (Chair: Tim Orchard); NWL Elective Care Board
(Chair: Roger Chin);
Data Assurance: tbc Overall page 118%@28



Theatre Utilisation (Uncapped)

TREND CURRENT PERFORMANCE
. . Theatre Utilisation Feb-25
Theatre Utilisation 850 neat
0 Planned . .
gu%l i i Theatre Difference from Unused time
S opegﬁolg:gjs)lme utilisation target (hours)
TANDARD
85%
— : ) CWFT 2724 85.4%%0 399
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ASSURANCE
NARRATIVE

Performance: Theatre utilisation is stable with THH, LNW and CWFT above standard
in February.

Recovery plan: At ICHT right sizing of the theatre schedule and the 6-4-2 process is
being more rigorously followed to help enhance operational efficiency.

Improvement: At ICHT scheduling improvements have been realised through
improved communications and more proactive and frequent flexing of staff. Further GOVERNANCE
implementation of the digital preoperative assessment questionnaire is reducing the
clinical time required to clear the patients as fit for surgery.

Senior Responsible Owner: Tina Benson, Chief Operating Officer, THH

Committee: NWL Acute Care Board (Chair: Tim Orchard); NWL Elective Care Board
(Chair: Roger Chinn)

Future risk: Shortages in critical staffing groups.
J g grotip Data Assurance: tbc Overall page 119%f]328



Outpatient Transformation

TREND CURRENT PERFORMANCE
DiSChErgEd to PIFU Outpatient Transformation Feb-25
5%
Impacts on
6% Total OP Discharged Difference from Di'\sﬂ(?r\::%(/e d
S0, STANDARD contacts (=LA target to PIFU OPFADNAs OPFUDNAs Virtual contacts
CWFT 66707 7.8% 5202 9.6% 7.4% 7424
(1]
4% 3 . 8% ICHT 51321 2.8% 2.2% 1419 11.4% 9.1% 18943
3% T e LNW 70546 1.2% -3.8% 823 9.8% 9.1% 13594
PEREORMANCE
THH 33326 3.2% -1.8% 1075 7.3% 8.1% 4673
2% APC 221900 3.8% -1.2% 8519 10.0% 8.6% 44634
1%
STRATIFICATION
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NARRATIVE
Performance: Pathways discharged to PIFU are under target. A programme of work has ICHT
commenced looking at those services with the greatest opportunity to utilise PIFU using GIRFT 17%
as a guide. PIFU usability on Cerner is to be improved to support clinical decisions. A clinical
audit is being undertaken currently, with variation between specialities being reviewed. Trust share of APC
discharges lower than
Recovery plan: Outpatient improvement lead group is in place to standardise practice and standard
increase PIFU to above the 5% target
Improvement: The APC is above the peer average of 1.8% and is above the national average GOVERNANCE
of 3.1% Senior Responsible Owner: Tina Benson, Chief Operating Officer, THH
. . . . . o Committee: NWL Acute Care Board (Chair: Tim Orchard); NWL Elective Care Board
Future risks: Stability, usability and interoperability of digital infrastructure (Chair: Roger Chinn)

Data Assurance: thc Overall page 120%1%28



Operations C rltl Cal Care

TREND CURRENT PERFORMANCE
. Critical C Feb-25
Critical Care Bed Occupancy 0 hica’ —are e
<85% Available . . .
100% critical care Bed occu Difference fromm Unoccupied critical
pancy
beds target care beds
STANDARD
95% 25 96.4% 11.4% 0.9
90% o4 92.6%0 7.6%0 7.0
b 56 87.6% 2.6% 7.0
85% -
) 79.2% 1.8
80% 183 90.9% 5.9% 16.6
75%
70% CWFT
T < < o < n
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S = > £ = W oo ¥ > o o
m 2 @ 5 2 3 o 5 5 0 § ©
2 < z = < w < B = % ASSURANCE
NARRATIVE

Performance: Critical Care bed occupancy is affected by seasonal variation. ICHT and

CWFT have been flexing extra critical beds above normal capacity due to acuity. ICHT

42%
Recovery Plan: There is a revised mutual aid policy and a surge plan if additional flow

should be required across the APC.

Improvements: Not required at this time.

Forecast Risks: None.

GOVERNANCE

Note: There is a review in progress to ensure alignment of occupancy reporting Senior Responsible Owner: Tina Benson, Chief Operating Officer, THH

Committee: NWL Acute Care Board (Chair: Tim Orchard); NWL Critical Care Board
(Chair: Julian Redhead)

Data Assurance: tbc Overall page 121%1%28




Discharge zxpatients not meeting the criteria to reside

TREND CURRENT PERFORMANCE

Patient not meeting CTR by Trust and Pathway
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NARRATIVE

Performance: There has been an overall sector-level increase in bed occupancy by non-CTR
patients since November 2024. The prolonged increase in NCTR patients reached 14.5%,
making NWL ICB the highest in London. This has been driven by CWFT and LNW which are
particularly showing increased levels of occupancy. P1 and P3 pathway delay days performance
to target varies by borough. THH and LNW data challenges are being worked through for historic
data, but a fix is imminent. Resolution will support baseline setting new targets for 25/26.

Recovery: All sites have additional beds open to manage the overall volume of patients. These
beds are in essence unfunded for M1-6 of this financial year.

Improvement: Ongoing work with each local authority to improve P1 discharges.

Forecast risks: Ongoing pressure on G&A bed occupancy, continued delays for patients waiting
for admission to mental health beds and all escalation beds across the APC remain open.

Local Authority CWFT ICHT LNW THH Total List Size Rate r per 10,000
Brent 0 30 51 1 82 388,755 2.11

Ealing 10 27 69 3 109 433,858 2.51

H&F 20 43 0 0 63 224,022 2.81
Harrow 1 1 59 2 63 256,630 2.45
Hillingdon 0 4 19 55 78 324,843 2.4
Hounslow 68 14 5 2 89 327,779 2.72
Kensington & Chels 22 37 1 0 60 268,576 2.23
Westminister 4 44 1 0 49 253,186 1.94

Out of area 45 29 13 8 95

Total 170 229 218

|

STRATIFICATION

Patient not meeting CTR by Trust and Pathway
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GOVERNANCE

Senior Responsible Owner:  Sheena Basnayake, Deputy Chief Operating Officer
Committee: APC EMB (Chair: Tim Orchard); NWL UEC Board (Chair: Rob Hurd)
Data Assurance: These figures come for the FDP via the ICB

Overall page 122%4328
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Workforce EXGC Utlve S U m m ary

An overview of performance against all indicators, is shown in the balanced scorecard, using statistical process control variation assurance. In summary, there are no workforce metrics
currently performing as special cause concern variation with four meeting the Acute Provider Collaborate agreed targets; vacancy, agency spend, turnover & core skills.

Vacancy rates at collaborative level are consistently hitting target and are special cause improving variation. Since January 2024, the collaborative vacancy level has maintained below the
agreed target of 10.0% and in February 2025 was 6.0% (London position 8.4%). This performance is the result of targeted recruitment campaigns, both at home and abroad, with a continuing
focus to drive further improvement. Collaborative action is focussed on the hard to fill vacancies, which remain a cause for concern for those service areas.

Voluntary turnover continues as a special cause improving variation as, over the past year, there has been a steady reduction from 10.6% to the current position of 8.2% (London position
11.4%) which is below the APC target of 12.0%. All Trusts have active retention projects and / or programmes and are part of a collaborative retention programme, supported by national
resource, across the NWL ICS. The main Collaborative initiative on retention is the creation of a careers hub and a proposal for a common careers platform.

Sickness levels have increased but are within seasonal normal range and for February 2025 are collectively at 4.1% (London 5.0%); which slightly above the agreed 4.0% target and a
common cause variation. All Trusts have plans in place to manage absence, particularly long-term absence. Trusts continue to work locally to re-deploy staff and mitigate safe staffing risks as
required, which can result in a higher reliance on temporary staff with increased numbers of bank and agency shifts being requested and filled to mitigate staffing gaps due to sickness absence.

Agency spend, as a proportion of overall pay bill, is our productivity measure with a collective target set at 2%. Current performance for February 2025 was 1.4% and is a common cause
variation; agency spend has been steadily reducing for the past year. Reliance on agency workers is key for the delivery of some services, particularly where there is a national skills shortage
such as for sonography and cardiac physiology and Trusts are working towards collective solutions in these areas. Continued collaborative work on temporary staffing remains the focus for
reducing agency expenditure overall and eliminating all off-framework shifts (zero in February).

Completion rates for non-medical Performance Development Reviews (PDR), is an area of focus, albeit we have seen an improvement over the past twelve months with the metric continuing
at a special cause improving variation. With the exception of non-medical appraisals at Imperial (which have a set window for completion) all Trusts operate a rolling programme for PDRs and
are working towards the common target of 95% to drive improvement; current APC position is 91.6%.

It has been agreed that for Equality, Diversity and Inclusion  there will be a quarterly update on progress towards the Model Employer Goals. At Acute Collaborative Provider (ACP) Level
BAME employees represent 62% of total workforce. To enable the APC to achieve its 2025 MEG goals, each senior pay band needs to reflect 61% of BAME staff within each pay band.
Included in this report is the latest quarterly update.

Escalations by Theme:

T EDI positive actions to address under-representation at senior levels.
¥ Planning for remaining winter months and associated pressures.

T Triangulated planning for 2025/26 tfinancial / activity / workforce.
Overall page 124%1@28



Vacancies

TREND CURRENT PERFORMANCE

Vacancies
:/< 10% Month 11 Variance to
Target % Vacancy Rate % Target % Vacancy WTE
STANDARD
CWFT 10% 3.1% 6.9% 233
6.0% ICHT 10% 7.2% 2.8% 1,123
LNW 10% 6.4% 3.6% 609
10% 5.8% 4.2% 219
10% 6.0% 4.0% 2,185

STRATIFICATION

Trust proportion of vacant
WTE across the APC
Month 11

ASSURANCE

NARRATIVE

Performance : Vacancy rates at collaborative level are consistently hitting target. Since February 2025, the collaborative
vacancy level has maintained below the agreed target of 10.0% and in February 2025 was 6.0%. This performance is the
result of targeted recruitment campaigns, both at home and abroad, with a continuing focus to maintain levels.
Collaborative action is focussed on the hard to fill vacancies. Our top areas of concern are those hard to recruit roles due
to a national shortage of qualified staff; Operating Department Practitioners, Sonographers, Occupational Therapists,
Middle Grades for Emergency Medicine and Mental Health Nurses. With a continuing reliance on agency staffing and
locums to fill the vacancy gaps and support service delivery and both local and collaborative work continues to improve
this position.

Recovery Plan / Improvements : Hard to recruit roles continue to receive focus with planned international recruitment
campaigns, rolling recruitment and targeted recruitment campaigns to reduce vacancies. GOVERNANCE
We continue to see increasing numbers of internationally appointed nurses, and this continues to have a positive impact
on general nursing vacancies, and we have a strong pipeline to over the coming months. Also of continued focus is the . . . . . .
recruitment of midwives and maternity staff, with appointments to preceptorship roles, new obstetric nurse roles and Senior Responsnble Owner: Plppa nghtmgale

scrub/theatre nurses. Committee: APC People Committee
Forecast Risks: High levels of vacancies puts additional pressure on bank staffing demand at a time of increased .
activity (elective recovery). Data Assurance:  thc Overall page 125%f7328




Voluntary Turnover

CURRENT PERFORMANCE

Voluntary Turnover

:/< 12% Month 11

Voluntary Leavers

Variance to
0
Target % Turnover Rate % Target % : WTE
STANDARD (rolling 12 months)

CWFT 12% 9.2% 2.8% 540

8.2% ICHT 12% 8.0% 4.0% 956
LNW 12% 7.6% 4.4% 584
12% 8.9% 3.1% 227

12% 8.2% 3.8% 2,306

STRATIFICATION

Trust proportion of voluntary
leavers wte (rolling 12
months) across the APC
Month 11

NARRATIVE

Performance : Voluntary turnover continues as a special cause improving variation as, over the past year, there has
been a steady reduction from 10.6% to the current position of 8.2% which is below the APC target of 12.0% and a
special cause improving variation.

All Trusts have active retention projects and are part of a retention programme, supported by national resource, initiated
across the NWL ICS. Acute Collaborative CPOs have shared details of existing retention initiatives to inform planning for
future local or collaborative action.

Exit interviews and Stay Conversations continue with a particular focus on hotspot areas such as ICU, Midwifery and
AHP staff. Feedback and insight is being fed back into Trust retention plans and actions.

Recovery Plan / Improvements : Staff wellbeing is a key enabler in improving retention and each Trust has a well
established package of wellbeing support, which has been shared and improved upon through the Collaborative
platform, for all members of staff. GOVERNANCE
A prominent reason for leaving is cited as pU H O R mvbith lisRn@tflsomething we can directly influence. In terms of

reducing the number of leavers, but hindering analysis and interventions to reduce turnover, is the use of tRWKHU @RmoOr Responsible Owner:  Pippa Nightingale

N QR A leaving reason and we are working to improve the capture and recording of this data to inform retention . .
p.afs, o4 ? 9 P P 9 Committee: APC People Committee

Forecast Risks: The current cost of living issue is one which we are taking seriously and our CEOs have agreed a Data Assurance: tbc I %&
common package of measures to support staff. Overall page 126 28



Sickness Absence

=/<4%

STANDARD

ASSURANCE

NARRATIVE

Performance : Within seasonal normal range and for February 2025 we are collectively at 4.1%; slightly
above the agreed 4.0% target and a common cause variation.

All Trusts have plans in place to manage absence, particularly long-term absence. Trusts continue to work
locally to re-deploy staff and mitigate safe staffing risks as required, which can result in a higher reliance on
temporary staff with increased numbers of bank and agency shifts being requested and filled to mitigate
staffing gaps due to sickness absence.

Recovery Plan / Improvements :. Access to staff psychology and health and wellbeing services are in place
and supported across all Trusts with a wide-range of other staff support services in place with the cost of
living for staff a continued focus for all Trusts.

Forecast Risks: Sickness absence levels which could be impacted by seasonal illness waves.

CURRENT PERFORMANCE

Rolling Sickness Absence

Month 11 In-Month

CWFT 4% 3.9% 0.1% 3.8%
4% 4.1% -0.1% 4.4%
4% 4.3% -0.3% 4.8%
4% 5.1% -1.1% 5.3%
4% 4.1% -0.1% 4.4%

STRATIFICATION

12 Month Rolling
Sickness Absence Rate
% across the ACC
Month 11

GOVERNANCE

Senior Responsible Owner:  Pippa Nightingale
Committee: APC People Committee

Data Assurance: tbc Overall page 1274{%28



Productivity - Agency Spend

CURRENT PERFORMANCE

=/1<2%

STANDARD

1.4%

NCE

ASSURANCE

NARRATIVE

Performance : Agency spend, as a proportion of overall pay bill, is our productivity measure with a collective target set at
2%. Current performance for February 2025 was 1.4% and within target and is a common cause variation.

Reliance on agency workers is key for the delivery of some services, particularly where there is a national skills shortage
such as for sonography, mental health nursing and cardiac physiology and Trusts are working towards collective
solutions in these areas. Continued collaborative work on temporary staffing remains the focus for reducing agency
expenditure overall.

Harmonised and uplifted bank rates for AfC staff are in place across all four Trusts to attract more staff to work on
the bank.

Recovery Plan / Improvements : Increased demand on both agency and bank workers continues in response to
seasonal sickness levels and higher acuity and dependency of patients; requiring the continued focus on recruitment to
minimise the underlying vacancy position and associated temporary staffing fill.

Agency workers, whilst costing more than bank or substantive staffing, are essential for the delivery of some services
where staff vacancies are nationally hard to recruit such as sonography, cardiac physiologists and pathology.

Forecast Risks: High levels of vacancies, puts additional pressure on bank staffing demand at a time of increased
activity and industrial action..

Productivity - Agency Spend

Month 11 Agency

Target % ggfe” odA) Varlance; /(t)o Target Ageiirrl]cl)\//l gﬁg]r;d
CWFT 2% 1.7% 0.3% 823,100
ICHT 2% 1.3% 0.7% 1,215,931
LNW 2% 0.8% 1.2% 466,970
THH 2% 3.0% -1.0% 696,031
APC 2% 1.4% 0.6% 3,202,032

STRATIFICATION

Proportion of agency spend
(£) by Trust across the APC
For Month 11

GOVERNANCE

Senior Responsible Owner:  Pippa Nightingale
Committee: APC People Committee

Data Assurance: thc Overall page 1285Q28



Non-Medical PDR

CURRENT PERFORMANCE

=/<95%

Non Medical PDR

Taraet % Month 11 PDR / Variance to
getve Appraisal Rate % Target %
STANDARD

CWFT 95% 86.7% -8.3%
91 6% ICHT 95% 96.9% 1.9%
LNW 95% 87.6% -7.4%
P NCE 1hy 95% 87.3% 7.7%
APC 95% 91.6% -3.4%

ASSURANCE

NARRATIVE

Performance: Completion rates for non-medical Performance Development Reviews (PDR), is an area
of focus, albeit we have seen an improvement on the performance of this metric over the past ten months.

The APC at Month 11 has a medical PDR rate of 93.5%, which is split as follows CWFT 89.4%; ICHT
96.3%; LNW 94.3% & THH 89.3%.

Recovery Plan / Improvements : Continued Executive monitoring and engagement with line managers
and supervisors is in place to complete all reviews to ensure that all staff have this essential conversation

with their manager.

Forecast Risks: Operational pressures continue to contribute to the challenge of conducting and
completing the appraisal and PDR conversations as we go through a period of heightened elective recovery
activity and potential further industrial action.

STRATIFICATION

Month 11 Non-Medical PDR
Rate % by Trust across the
APC

GOVERNANCE

Senior Responsible Owner:  Pippa Nightingale
Committee: APC People Committee

Data Assurance: tbc
Overall page 1295f]328



Core Skills Compliance

TREND

CURRENT PERFORMANCE

=/<90%

STANDARD

"BEND

ASSURANCE

NARRATIVE

Performance: U&RUH 6NLOOV VWDWXWRU\ PDQGDWRU\ WUDLQLQJ
patient care as well as supporting the safety of staff at work and their ability to carry out their roles and
responsibilities in an informed, competent and safe way.

All Trusts across the collaborative continue to perform well against the target for Core Skills compliance and
it is not an area of concern at collaborative level.

Recovery Plan / Improvements:  Topic level performance monitoring and reporting is key to driving
continual improvement with current areas for focus. The induction programmes for doctors in training
includes time for them to complete the online elements of their core skills training, which is essential during
high rotation activity including February and February.

Where possible, auto-reminders are in place for both employees and their line managers to prompt renewal
of core skills training as are individual online compliance reports as well as previous mandatory training
accredited for new starters and doctors on rotation to support compliance.

Forecast Risks: None

FRP

Core Skills Compliance

Target % Month ;1 Core Skills Variance to

Compliance Rate % Target %
CWFT 90% 90.9% 0.9%
ICHT 90% 92.4% 2.4%
LNW 90% 91.1% 1.1%
THH 90% 93.8% 3.8%
APC 90% 91.9% 1.9%

STRATIFICATION

Month 11 Core Skills 93% 94%
Compliance Rate % by Trust
across the APC

100%
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80%
70%
60%
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90% 90%

30%

20%

10%

0%
CWEFT

GOVERNANCE

Senior Responsible Owner:  Pippa Nightingale
Committee: APC People Committee
Data Assurance: tbc

ICHT LNW

Overall page 13051%28



Workforce Equity

It has been agreed that for Equality, Diversity and Inclusion there will be a quarterly update
progress towards the Model Employer Goals. At Acute Collaborative Provider (ACP) Level
employees represent 62% of total workforce. To enable the ACP to achieve its 2025 MEG
each senior pay band needs to reflect 61% of BAME staff within each pay band. Included i

report is the latest quarterly update.

Overall page 131 of 328



wororce MlOO €l Employer Goals - Overview

¥ Model Employer Goals (MEG) look at the level of

recruitment required to achieve equity and representation
of Black, Asian and minority ethnic people within the
senior workforce (bands 8a to VSM)

Model Employer Goals also assess the trajectory of
recruitment required to reach equity by February 2025.

The calculation which underpins MEG uses the
difference between the proportion of known ethnicities of
an organisation against existing proportion of known
ethnicities within each band.

Additional recruitment of staff from Black, Asian and
minority ethnic groups is required for all bands in order
for equity to be reached by February 2025.

While the increase in numbers required to achieve equity
varies across the AC all Trusts require improvements in
all 8+ grades.

Active analysis of recruitment and career progression to
these grades is necessary to determine potential barriers
and enablers to increase diversity e.g. inclusive
recruitment training, diverse shortlisting and stakeholder
panels and future leader programmes.

There will be some interdependence between efforts to
increase diversity at bands 6 and 7 and band 8 as
workforce diversity begins significant decline at these
grades also.

Increasing diversity at band 9 and VSM grades is more
challenging due to more limited experienced talent pool
and February require focus on external recruitment and
internal progression routes including secondment
opportunities to gain exposure and leadership trials.

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

0%

Band 8a Band 8b Band 8c Band 8d Band 9 VSM

E BME . Unknown Emmm White 2025 Target

Actions being taken and developed to support MEG goals across the ACP at trust level
are as follows (but not limited to);

Inclusive talent management strategies
Succession planning to enable identifying, support and promotion of talent

Inclusive recruitment means panels are gender-diverse and ethnically
inclusive

Diverse recruitment panels for all roles above band 7
Regular monitoring and reporting on MEG targets

Overall page 1325&28




wariorce MOl Employer Goals - Provider
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Four acute NHS trusts working together
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North West London (NWL) has significant health and healthcare

iInequalities which the APC has a role in addressing

4 I
270,000 people

in NWL are part of the most
deprived

populations in the UK
o _/

4 N

Black, Asian and Mixed ethnicity
mothers in NWL are 2.8 times
more likely to experience a still
birth compared to white mothers
(and 1.4 times more likely for a
pre-term birth)

o _/

Sources:
- NWL shared needs assessment

- Annual review of healthcare inequalities in North West London

4 N

In some areas of NWL, life
expectancy is
20 Years
lower compared to others
within the same Borough

o /
4 N

c. 2,000 sickle cell patients

across NWL have historically
faced systemic discrimination
and limited access to required
health information and services

In NWL the more deprived
groups, on average, become
multi -morbid 10 -15 years
earlier than the least deprived

o /

groups

N J
4 R

Patients from our most deprived
communities are over 50%
more likely to miss an
outpatient appointment
compared to the least deprived
due to additional barriers they
face

o _/

INHS
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https://www.nwlondonicb.nhs.uk/application/files/9617/2805/4039/NW_London_ICS_shared_needs_assessment_2023_to_2024.pdf
https://www.nwlondonicb.nhs.uk/application/files/5417/2949/8784/NHS_NW_London_Annual_review_of_healthcare_inequalities_-_Summary_document.pdf

NW London has pockets of deprivation and affluence
often within walking distance of each other

Deprivation is represented by the index of multiple deprivation (IMD); the lower the rank the higher the levels deprivation in
an area.

7KH H&RUH T SRSXODWLRQ OLYH LQ WKH ey catipny T on i G0ch BOFogh I {3 (0 20
T 12.7% of the NW London population live in a Core20 area. N
T Brent has the lowest mean IMD decile suggesting it has the most o
deprivation, but Kensington and Chelsea has the greatest proportion of
their population in the Core20 group (23%).
Relces of muliple cepiivelion ceelics
i : i MO Dl

W Least

Deprived

age, in NW London:
5 all boroughs.
ven boroughs, and especially for

icantly lower in three of our eight

ere a child is involved are higher in

INHS
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CORE20PLUSS is the national NHS approach to reducing healthcare

Inequalities

REDUCING HEALTHCARE INEQUALITIES NHS

CORE20 The Core20PLUS5 approach is designed to support Integrated Care Systems to PLUS
The most deprived 20% of drive targeted action in healthcare inequalities improvement IC-chosen popalgtion groups
the national population as experiencing poorer-than-average
identified by the Index of health access, experience and/or
Multiple Deprivation outcomes, who may not be captured
within the Core20 alone and would
benefit from a tailored healthcare
approach e.g. inclusion health groups

Target population

CORE20 PLUS

Key clinical areas of health inequalities

sscsasssscsscsscascsscnscf@Decccccascnsccscancascasaccncacescasf]ecccccscscasccscccccnccccascocosffidecccccsccccccscccasccsccscsnciffPeccccccccsacaacas SMOKING
CESSATION
sitively impacts
MATERNITY SEVERE MENTAL CHRONIC RESPIRATORY EARLY CANCER t% HATERIE b s
ensuring continuity ILLNESS (SMI) DISEASE DIAGNOSIS "1 e LIRS aeas ¢
of care for women ensure annual Physical a clear focus on Chronic 75% of cases +~ and optimal - seesssscssacacesal
from Black, Asian Health Checks for people Obstructive Pulmonary diagnosed at stage 1 mapagement g U
and minority ethnic with SMI to at least, Disease (COPD), driving up or 2 by 2028 optimal management
communities and nationally set targets uptake of Covid, Flu and
from the most Pneumonia vaccines to
deprived groups reduce infective
exacerbations and emergency
hospital admissions due to
those exacerbations m
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The APC EDI Improvement Group Is committed to advancing health

equity and reducing health inequalities across the NWL population

Our suggested approach includes leading key initiatives, supporting broader efforts, and maintaining oversight
on critical areas of work.

Key focus areas APC Equity Group Role Detail Slides

Access: Improving equity of access to our outpatient services, supported Lead Slides 6-10
through volunteer-led DNA calls

Access: ldentifying and addressing dispatrities in the patient tracking list  Lead Slide 11
(PTL) to improve fairness in care access.

Outcomes: Embedding the shared tool as a core strategic measure for Lead Slide 13
tracking and improving healthcare equity.

National Alignment: Supporting APC-led alignment and support of Lead, support & sighted Slides 15-21
CORE20PLUSS clinical priorities

Maternity & Sickle Cel:. ORQLWRULQJ DQG HYDOXDWLQSightedfV PDWHUQLW\SIlide 22
transformation initiative and Staying informed on regional sickle cell
health priorities

T 17
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Recommendations and ongoing oversight

Recommendations:

1. Focus APC attention on access to acute care (outpatient appointments and wait times for treatment)

2. Formalise support to CORE20PLUSS clinical priority areas across the ICB, including an enhanced prevention offer

3. Remain sighted on existing equity improvement work across sickle cell and maternity

4. Develop a shared tool across all 4 providers to identify and measure healthcare inequalities, embedding this in busines

usual to guide future priority setting
Adopt 4 equity focussed performance metrics across the APC, measuring progress by provider against agreed bench

1.

2.
3.
4

Do-not-attend (DNA) rate ofSloutpatient appointments for patients from the most deprived areas (IMDQ1) brought
down to Trust average DNA rate

Eliminate waits over 40 weeks for patients from the most deprived areas (IMDQ1)

Reduce proportion of bookings made later than 9+6w gestation by mothers of black, mixed and other ethnicity
Analgesia offered within 30 minutes of presentation to all patients with an acute painful sickle cell efidudenetric is

new and may need to be adapted)

I These recommendations are anticipated to remain in place across 25/26 with a stock take through Trust standing committee
as part of 26/27 operational planning.

T The programme for maternity has a well functioning governance and we are recommending this remains. The board will get
site of the work through the recommended metric

T The metrics should be reported to each Trust standing committee, quarterly and twice a year to the Board in common. Metrics
1&2 will be monitored through the APC F&P committee and metric 3&4 measured through the APC quality committee.

Maveriepagmd4d of 328
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When considering the Index of Multiple Deprivation (IMD), it is anticipated that

Individuals from areas of high deprivation would exhibit higher Did Not Attend
(DNA) rates compared to those from lower deprivation areas

Breakdown of DNA rate by Index of Multiple Deprivation (IMD) Breakdown of DNA Rate by Ethnicity

Cancellation  Total OP Cancellation

: : Cancellation Total OP Cancellation Other ethnicgroups I
5/DNAs appts /DNArate 010 E—— 5/DNAs appts /DNA rate Viied
1-2 8,309 85,442 972% White - British 8360 130,353 6.41%
34 15000 178,479 8.41% i — White - Other 7167 99,152 723% e
5-6 10692 146722 7.29% ¥o I Asian or asian british 11,104 153,106 7.25% Asian or asian british - |G
7-8 5,626 53,069 6.32% 3 Black or black british 7,084 66,433 10.66% White- Other I
9-10 2,133 39,298 5.43% 1 —— Mixed 1577 17,026 9.26% White- British -
Other ethnic groups 4,441 48,537 BA7%
Total (exclnotknown) 41762 533010 775% Geo 24k & B R 1 Total (exclnotknown) 39733 515607 771% o o 0% s
B Cancellation/DNA rate W Cancellation/DNA rate
Unknown 1705 1759 263% el 373 40953 811%
Total (incnot known) 43:45? 555:500 781% [ o) Ersi o) 43467 556,500 TEL%

T Patients who live in the leaser deprived areas, (IMD 9 #10) appointments show a lower DNA rate compared to those with who live in the
most deprived areas ( IMD 1 22).
T DNA rates remain high among black and mixed race ethnicities compared to white and Asian patients

INHS |
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The reasons for appointment

Trust

Wider

healthcare
system

Access policy *penalising?

Systems and
processes

Errors from manual handling

non -attendance are complex and wide ranging

Physical

infrastructure

Different hospital sites / services

Growing waitlists / NHS pressure

Multiple systems / ongoing transformation

Travel barriers  xcost, availability, distance, reliability

Referral from primary care  *

Data quality / lack of insights Hospital transport failings

clarity, streamlining

Gaps between Trust and other services

Structural racism / societal biases

Disparities in health literacy

Cost of living crisis

Pressure on other public services

Wider determinants of health

Pathways and decision points e.g. Differing use of digital tech and communications tools
decisions to treat, admit, discharge

Lack of language/translation support

Appointments (see separate slide)

Wayfinding

Problem:

Communication channels (see separate _ o ————
slide Physical accessibility Inequities in first

OPA attendance
rates at Imperial
College
Healthcare Trust

Fear of unknown / testing /

Staff lacking understanding and compassion :
prognosis

Lack of trust / myths / perception of NHS Digital skills and access

Multiple health needs
Utilise A&E instead
Negative prior experience 3DWLHQWYTV UHOLDQFH RQ RWKHUV L H

Patient empowerment / clarity on rights Dependants reliance on patient i.e. childcare

Tone / style of communications

Societal t

environment

Key:
Language and cultural barriers T
Competing priorities other than health T

Instability in personal life

Things we can directly Additional / specialist support required
change

Things we can influence
7KLQJV ZH FDQIW HK D QuESaaR:IE

need to adjust for 10 behavioural NRvey alepegmadi of 328
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Improving equity of access of access to our outpatient services (volunteer

appointment reminders)|

deprived areas, with varying positive impact.

NWL Acutes piloted similar models to reduce DNAS in

Patients
Trust Volunteer Source Services Reached DNA Rate Equity Index Detall
THHT External (via H4All) ¥ Ophthalmology 584 z Better Not Measured Link
(12.8 vs. 10.0%)
LNWH  External (via Brent ¥ Ophthalmology 1,515 z Slightly Better Z Better ink
Carers Centre) T Maxillofacial & Oral (15% vs. 14.1%) (0.36 to 0.29)
Surgery
ICHT Internal (via Imperial f Respiratory (asthma) 1,103 Z Better Not Measured Link
Health Charity) t Therapies (17.6% vs. 10.6%,
T Gastroenterology but inconsistent)
1 Breast Surgery
CWFT  DoctorDr (Text T ENT 13.7% vs 12.3% Not Measured
message service) ¥ Rheum 12.7% vs 11.2%

Initial evaluation shows promise but would benefit from enhanced rigor and control to validate
outcomes. We are scoping options for scale and spread alongside a single robust evaluation

approach agreed and coordinated across all providers




ldentifying, understanding
and addressing inequities In
our Patient Treatment List
(PTL)



Inequities in our PTL: Current State |  Differing approaches & capacity across ICB

teams & acute trusts mean this issue is not currently well defined or understood

Timely: 52wk Waiters i <)
[ e
Equity Index: O 1 5
- Deprivation (AAD= 8.2%; RAAD= 8.83) Age Group (AAD= 1.8%; RAAD= 8.28)
Y-Axis: % of those on waiting list waiting 52 weeks and over Y-Axis: ¥ of those on waiting list waiting 52 weeks and over W Reference Group
Period Department N N
s o B Statistically significant
difference from reference

Site Service
. 6% group
Detai Mon significant difference
i
Detail ax 2
Definition: % of patients on 2n el=ctive waiting izt waiting mors than 5lwesks . - from reference group
Numerator: Totsl number of paople waiting on 2n RTT ingatient/outaatient -
wiziting liet for more than 52weeks
Denominator: Tatzl number of peaple waiting on an RTT inpatiznt/outpatient 2%
waiting ligt e
a%
1 2 3 4 5 6 7 8 9 10 .
fFerencea 1 = most d o o o . o o I R -
o g-4 5-15 16-24 25-34 3b-44  4b-54 55-64 65-74 75-84 85+

Glossary
AAD (& vereg e Absolute Deviation):Avarage
between each data pointinasetand ef'er'e elue

RAAD (Rel Iah\reAADfE ll I dex) The AAD divided by t! oorest quality . .
value to sssess variation relative to & starting point Ethnicity (AAD= 1.8%; RAAD= 8.15)
Y-Axis: ¥ of those on waiting list waiting 52 weeks and over

m eprived ; 18 = least deprived
Note 1. Confidence intervals
calculated via the Wilson Score
Method;
Note 2: Statistically significance via
the X2 test (non significant values

excluded in Average deviation

calculation) with bonferroni
correction
Exclusions: Paediatrics and

Demographic Data Completeness maternity appointments; all
video/phone appointments;

AgeG cancelled appointments
& . o v & ‘\Q:.j\' \‘\:_:\“ “\_\,-:\-‘,"
& Ry o o K & e
- es o e N ad
hnic X e o N & & . 3

Deprivation

To resolve, we have agreed to adopt a shared methodology across the four acute trusts to analyse inequity in
walitlists, following the approach used in the equity index (see above from LNWH data and slide 16 for context).

Early analysis shows several statistically significant differences for some demographics in terms of the proportion
of the waitlist they make up or time spent waiting compared to a reference group which is being further looked at.

Acute Provider Collaborative




Elective Care Reform Paper | The paper highlights key initiatives, practical improvements, and

expected outcomes to drive equity which we will also aim to implement as individual providers
following steer from the ICB

H\ $FWLRQV IRU (TXLW\ .UDFWLFDO PSURYHPHQWYV
N HGXFH +HDOWK ,QHTXDOLWLHYV TXLW\ 7TRROV 7UDLQLQJ

, &%V GHYHORS SODQV IRU XQGHUVHUYHG J VBVH WRROV OLNH H +HDOWK (TXLW\ DQG
t $FXWH ERDWHOD HTXLW\ SHUIRUPDQFH UHYLHZV SULRULWLVH YXOQHUDEOH JURXSYV
RFXV 5HVRXUFHV $ 7UDLQ VWDIIIRPXNHGLYDWLHQW HQJDJHF
t ([SDQG GLDJQRVWLFVY DQG VXUJLFDO KXEV @H:SHBL(BLH\{H/CKL@JWDR/RXQWDELOLW\

+  PSURYH SDWLHQW WUDQVSRUW VHUYLFHV IRU IGBVN GY® QWILIHG WRRIXIRU HTXLW\ DQG SC
'PSURYH (TXLW\ 5GHODWHG 'DWD

(QVXUH DFFXUDWH UHFRUGLQJ RI HWKQLFLW\ KROPEHS HH HSWRWKIMILFY LQ WUXVW SHUI

GHPRJUDSKLFV
ﬂ{v[% G EWRE LI R R AR EAY

¥f 5SHIXODUO\ UHYLHZ ZDLWLQJ OLVW GD

;tqQFOXVLYH &RPPXQLFDWLRQ HHWWHU $SEEHVYV

8VH DFFHVVLEOH IRUPDWV DQG DOWHUQDWL {ODQIXPHHM LWLQJ WLPH JDSV EHWZHHO |
f 7DLORU PHVVDJLQJ DQG RXWUHDFK LQ XQGHUVH WRHG RARFAFOFERIVEL HYR X S V

+ LJILWDO $FFHVYV +  PSURYH SDWLHQW DFFHVV WR GLDJQRYV
¥ ([SDQG 1+6 $SS IXQFWLRQDOLW\ WR PDQDJH; SIRAWRHHR YWDAW LH QW ([SHULHQFH

f BURYLGIBIQR® DO DOWHUQDWLYHV IRU WKRYV FQVHIB GITIUWMDEDH LQFOXVLYH FDUH S
QHHGV
f (QKDQFH WUDQVSDUHQF\ DQG SDWLHQW

Source: NHS England; Reforming elective care for patients; January 2025 (https://www. enqland nhs.uk/wp-content/uploads/2023/04/reforming-elective-care-for- %m&&% of 328
patients.pdf Acute Provider Collaborative



https://www.england.nhs.uk/wp-content/uploads/2023/04/reforming-elective-care-for-patients.pdf
https://www.england.nhs.uk/wp-content/uploads/2023/04/reforming-elective-care-for-patients.pdf

Four acute NHS trusts working together

NHS

North West London 7 =1
Acute P rnvld E r En'l I a hn’ratlve Chelsea and Westminster The Hillingdon Hospitals NHS Imperial College Healthcare London North West University

Hospital NHS Foundation Trust Foundation Trust NHS Trust Healthcare NHS Trust
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What is the Equity index? | The Equity Index measures clinical equity, comparing

outcomes across demographics, time, and organisations, aligned with Core20Plus5

T A composite measure of clinical equity (O = more equity, 1 = more Vore | o
|neqU|ty) ore neqUIty 1 Y-Axis: Clinical Indicator Peformance

T Accounts for key factors such as deprivation, race, and other l

personal characteristics.
Ref Group Group Group

T Co-designed with staff, patients, and partners Group 2 3 4

T Enables comparative insights across: Y-Axis: Clinical Indicator Peformance

fOutcomes +33:KLFK FOLQLFDO SHUIRUPDQFH LQGLF(P&WFl ] . —
PRVW LQHTXLW\", | Ref Group Group Group

I Demographics within an outcome =3,V LQHTXLW\ GULYHQ E\ orowp 2.2
UDFH GHSULYDWLRQ RU ERWK"’
Y-Axis: Clinical Indicator Peformance

FTime t3+DYH RXU LOQOWHUYHQWLRQV LPSURYHG HTXUW l l l l

T Organisations or geographies  x 3Which organisation leads in
HTXLW\ DQG ZKDW FDQ ZH OHDUQ™

T Aligned with Core20Plus5, the national equity framework.

Ref  Group Group Group
Group 2

More Equity O-

NHS|
16 NDver allepegmadss of 328
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Equity Index: Progress Update | Work is progressing to advance from Beta

Version to a Final Implementation version

Progress Update:

T Beta Test Version: Currently in use at LNWH, shaping local equity
priorities. i

T Expert Review: Reviewed by a statistics professor with positive
feedback positive (see next slide).

T Publication Plan: Targeted for submission to a peer-reviewed
journal following the review.

T Final LNWH Release: Development of the stable Equity Index
version for LNWH is planned for Q1/2 25/26

INHS

Maveriepagmd&é of 328

Acute Provider Collaborative



Expert Review Outcomes | A robust, transparent tool for tracking organisation-wide

Inequity 2 with recognised limitations and mitigations

Expert Review by:

Strengths
9 Statistically rigorous:  Built on robust, evidence-based statistical methods.
PROFESSOR 9 Simplifies complexity: Offers a single, benchmarkable outcome metric to track equity.
Alex Bottle 9 Actionable insights: Breaks down into components to highlight key disparities.

Challenges of Composite Measures like the Equity Index

Professor of Medical Statistics I Masks detail: Aggregation can obscure specific issues, making root cause diagnosis more difficult.
School of Public Health - | Subjective indicator choice & weightings  : Indicator choices and weightings may bias results.
FEEl7 el el Bl | Hides trade -offs: Strong performance in one area can offset weaker areas.

I Lacks transparency : Drivers of the score may be unclear.

Mitigations Built into the Index
T Inclusive development: Co-designed with staff, patients, and partners.
T Component -level visibility: Users can access sub-scores and raw data.
¥ Enhanced data governance: Helps identify and address gaps in data collection.

Professional Experience:

BMJ Quality & Safety: Editorial Board
NIHR: Risk Adjustment & Machine
Learning

A i AUl Limitations & Future Enhancements

NICE: Guideline Compliance in Heart 1 Data Quality * Relies on consistent, high-quality inputs.

Falil
alulfe | . + Descriptiveonly #*6KRZV ZKHUH LQHTXLWLHV H[LVW EXW GRHVQYW
BHF: Mortality Prediction possible influences

T Statistical uncertainty  £Future versions will quantify sensitivity and confidence.

id Overall page 157 of 328



Equity Index in Action |
gaps

Informing priorities, measuring progress, closing data

(TXLW\  QGH[ 8VH &DVHV DQG (PHUJLQJ %Y HQHILWYV 5

©

Local Equity Focus Prioritisation

Approach:

¥ Mapped all clinical metrics using the Equity
Index

Insight:

T Priority areas identified due to low Equity
Index scores:

1 Access & Did Not Attends (DNAS)

t Bowel Cancer Screening

T Patient Experience Representation
Next Steps:

¥ LNWH Equity Group progressing targeted
actions

¥ Ongoing tracking of the Equity Index in
priority areas

v

Outcomes and Equity Benefit
Realisation
Approach:

¥ Equity Index used as a KPI for volunteer-
led pre-appointment calls

Insight:
+ DNArate UHGXFHG
1t Specialty Equity Index:
¥ Smaller-than-expected improvement

T Triggered scale-up and review of
equity levers

T Trust Equity Index: No change
T Signals need for larger scale action
Next Steps:
t Pilotimpact review
¥ Reassess drivers and consider expansion

19

Q

Identifying Data Gaps

Approach:

¥ Meadow House Hospice: Strategic Equity
Index KPI on representation of access to
services

Insight:

T 0% ethnicity data in SystemOne

T Cerner data linkage raised this to 60%

T Ledto a change in how ethnicity data is
captured across services

Next Steps:

T Review barriers to Specialist Palliative
Care access

¥ Continue to improve capture of
demographic data locally

INHS
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North West London
Acute Provider Collaborative

Aligning with the
Core20Plus5

National Clinical Priority Areas



CORE20PLUSS is the national NHS approach to reducing healthcare

Inequalities

CORE20

The most deprived 20% of
the national population as
identified by the Index of
Multiple Deprivation

REDUCING HEALTHCARE INEQUALITIES NHS

The Core20PLUS5 approach is designed to support Integrated Care Systems to PLUS

1CS-chosen population groups
experiencing poorer-than-average
health access, experience and/or
outcomes, who may not be captured
within the Core20 alone and would

drive targeted action in healthcare inequalities improvement

MATERNITY
ensuring continuity
of care for women
from Black, Asian
and minority ethnic
communities and
from the most
deprived groups

SEVERE MENTAL
ILLNESS (SMI)

ensure annual Physical
Health Checks for people
with SMI to at least,
nationally set targets

CORE20 PLUS

esssveasevesssssnsensssscencenasssofE]ererccscocscnsscossnscccnccccasfliiesceccsccscsccesassvonsecesceffesceccncescscanes

Target population

benefit from a tailored healthcare
approach e.g. inclusion health groups

Key clinical areas of health inequalities

SMOKING
CESSATION
positively impacts
all 5 key clinical
areas

CHRONIC RESPIRATORY EARLY CANCER t% HATERIE
DISEASE DIAGNOSIS 1. MuEHNUEG

a clear focus on Chronic 75% of cases +~ and optimal -
Obstructive Pulmonary diagnosed at stage 1 mapagement g U
Disease (COPD), driving up or 2 by 2028 optimal management
uptake of Covid, Flu and

Pneumonia vaccines to

reduce infective

exacerbations and emergency

hospital admissions due to

those exacerbations m
Maveriepagmd&d of 328

Acute Provider Collaborative




National Equity Priority Areas: Our Role |  Each clinical area has been assigned

arole 2 Lead, Support or Stay Sighted 2 based on our ability to drive change

Role Definitions

APC Role Description What might this look like?

| Lead Own equity delivery T Targeted programmes, governance, APC coordination
Support Collaborate locally/regionally T Co-design, align, prevent
Stay Sighted Monitor & stay ready T Track trends, maintain alignment

Assignment of Roles to Clinical Focus Areas
National Focus Area National Definitions Proposed Role

Maternity Ensuring continuity of care for women from Black, Asian and minority ethnic communitiesand ~ Support
from the most deprived groups

Severe Mental lliness Ensure annual physical health checks for people with SMI Sighted

Chronic Respiratory Disease Driving up uptake of COVID, flu and pneumonia vaccines to reduce infective exacerbations and Support
emergency hospital admissions due to those exacerbations.

Early Cancer Diagnosis 75% of cases diagnosed at stage 1 or 2 by 2028. Support
Hypertension Allow for interventions to optimise BP and minimise the risk of myocardial infarction and stroke ~ Support
Smoking Cessation Positively Affects the above Support | page 161 of 328
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Five Clinical priorities: Proposed Next Steps | Follow a structured approach to

embedding high-impact equity initiatives into APC-wide service improvement efforts

1. Mapping & Alignment (Complete)
T Map existing initiatives across APC Trusts .

T Identify gaps and opportunities for scaling high -impact equity
interventions .

T Ensure alignment with national and local equity priorities

2. Prioritisation & Proposal Development

T Ask relevant working groups & Clinical Reference Groups to review
for any additional opportunities

T Evaluate proposals under each clinical priority based on equity
impact and feasibility for APC-wide implementation.

T Leverage Transformation teams to scope initiatives and resource.

3. Delivery & Oversight

T Assign ownership for implementation within APC working groups /
CRGs.

T Establish a structured oversight framework via the APC
Governance Group .

T Track progress through data-driven insights and real -time
reporting .

INHS |
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Four acute NHS trusts working together

NHS

North West London 7
Acute P rnvld E r En'l I a hn’ratlve Chelsea and Westminster The Hillingdon Hospitals NHS Imperial College Healthcare London North West University

Hospital NHS Foundation Trust Foundation Trust NHS Trust Healthcare NHS Trust
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Maternity & Sickle Cell: Maternity | A Key Equity Priority for NWL with an

existing programme of work and governance oversight

Maternity: A Key APC Equity Priority

T High Inequity Area: High proportion of still births attributed to Black, mixed and other ethnicity women (2.8 times more likely than
white mothers) along with increased likelihood of pre-term births (1.4 times more likely)

T Historical Failures: Comprehensive NWL Maternity Equity and Equality report outlines systemic issues and resulting action plans
NW_London_Maternity Equity Equality report.pdf

Governance Considerations

T Current Oversight: All 4 acute trusts feed up into the Acute Quality Board in Common and the ICB performance committee via the
Local Maternity and Neonatal System (see appendix H)

T Maternity inequalities dashboard : Already in use across acutes and ICB tracking monthly progress (appendix I)
Prevention opportunity

T Poor health of mother pre -conception : A key driver of still birth and preterm disparities, increased role for acute trusts to proactively
feedback on health status and health promotion opportunities to primary care for future expectant mothers

Recommendation for Equity Oversight

T Track roll out of Regional Care Bundles  (fetal movements, translation, improving access and vitamin D uptake) by each trust once
available to support improved equity of maternal outcomes (still birth and pre-term birth)

T Proposed improvement metric to be measured across APC by provider given late booking poses delays to putting appropriate care
plans in place Proportion of bookings made later than 9+6w gestation by mothers of black, mixed and other ethnicity and

from IMDQL1 . INHS |
25 Navet allepaignd&dt of 328
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https://www.nwlondonicb.nhs.uk/application/files/7216/7299/9407/NW_London_Maternity_Equity__Equality_report.pdf

Maternity & Sickle Cell: Sickle Cell | A Key Equity Priority for NWL with an

Emerging Dedicated Governance Approach for Oversight and Delivery

Sickle Cell: A Key APC Equity Priority

T High Inequity Area: Sickle cell care disproportionately impacts Global Majority communities, with persistent disparities in
access, experience, and outcomes.

T Historical Failures: National reports highlight systemic issues, reinforcing the need for sustained equity oversight.

T Standardisation & Trust: Embedding equity in governance ensures consistent care and builds trust with affected
communities.
Governance Considerations

T Current Oversight: Sickle cell care has a joint clinical and operational lead, but governance remains split between LNWH
& ICHT.

T Planned Change: The Sickle Cell Strategy proposes a joint North West London Specialist Haemoglobinopathy Service
(NWL SHT) with unified governance.

Recommendation for Equity Oversight

T Equity considerations will be embedded within the new NWL SHT governance, ensuring aligned oversight without
duplication

INHS |
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North West London Acute Provider Collaborative (NWL APC)

Quality Committee &KDLUYfV +LJKOLJKWNWHARIBdar*?VR W KH
in Common (BIiC) zfor discussion

March 2025

Highlight Report
1. Purpose and Introduction

The role of the NWL APC Quality Committee in Common (CiC)
IS: -

x To oversee and receive assurance relating to the implementation of
collaborative-wide interventions for short and medium term
improvements.

x To identify, prioritise, oversee, and assure strategic change programmes
to drive collaborative-wide and Integrated Care System (ICS)
improvements.

x To draw to the NWL APC Board in & RP P R Q %o\L &dttention matters
they need to agree, or note.

2. Key highlights

2.1. Deep Dive =Clinical Pathways Review

21.1. The Committee commenced a deep dive into the Clinical Pathways
programme which was a key component of the Acute Provider Collaborative
Strategy, with each of 28 specialties across the Acute Provider Collaborative
choosing one pathway to align to best practice. Committee members noted
that all pathways had been approved and work had commenced with metrics
and implementation plans being established to align best practices across
clinical teams to improve quality and relationships. Committee members noted
the importance of focusing on quality & efficiency gains through
standardisation and the potential costs for saving. Progress updates for each
pathway was reported through the Acute Provider Collaborative Executive
Management Board.

2.2. Acute Collaborative Quality Performance Report

2.1.2. The Committee received the collaborative quality performance reports.
Performance at acute provider collaborative level was similar to previous
months with standards being met for the majority of metrics. Committee
members noted that three of the four Trusts were within target however the
IRXUWK 7UXVWIV GDWD Kdi&allhkeradge) ab BriRlysis waK H
underway to identify the cause of this. The Committee were assured that all
areas of variance were being managed through action plans to support
improvement.

2.2 Work Stream Project Initiation Documents (  PIDs) and Project updates
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2.2.1 Deteriorating patients

Committee members received an update on the deteriorating patients work
stream noting that there was a continued focus on the implementation of
0D UW K D { With5adl Godr Trusts now live within the adult and paediatric
services, though at different stages of implementation. Committee members
noted the development of a standardised guideline for responding to
deteriorating patients, which had been agreed across the four Trusts;
Committee members noted that the workstream had agreed changes to
improve and clarify wording for the Cerner Sepsis alert.

2.2.2 Mental Health in Acute Trusts

The Committee received an update from the work stream noting that the group
had continued to meet and refine the work stream. Committee members noted
that all four Trusts were expecting a rise in patients attending the emergency
departments with mental ill health. Committee members noted that there was
a rise in clinical incidents associated with mental health patients as feedback
from staff outlined that they felt ill equipped to manage challenging behaviours.
Committee members noted that the mental health strategy was near
completion and the group were reviewing restraint policies and procedures.

2.2.3. National Safety Standards for Invasive Procedures version 2 ( NatSSIPs2)
Committee members received a progress update against the priority work
stream to implement the recently revised national safety standards for invasive
procedures. Committee members noted that whilst good progress had been
made on the initial priorities, significant work was required. Committee
members noted that an induction training package reflecting the NatSSIPs2
had been agreed and work to design the e-module was underway.

2.2.4. National Patient Safety Strategy + The Joint Procurement and
Implementation of a Joint reporting and Learning System
The Committee received an update on the progress of the implementation of
a new Incident and Risk Management System. The Committee noted the
business case for a single data platform for all quality data, which was
expected to go live in December 2025.

2.3 Collaborative Quality Priorities 2025/26

2.3.1. The Committee noted the three main quality priorities for the APC:
implementing the new quality system, completing the work on deteriorating
patients, and focusing on clinical pathways.

2.4. Maternity Incentive Scheme Year 6 Final Position

2.4.1. The Committee received the report which summarised the changes and
reporting timescales for the Maternity Incentive Scheme Year 6, and the
position of each Trust against 10 of the safety actions. Committee members
noted that three out of the four Trusts within the collaborative had finalised full
compliance against the 10 safety actions. Action plans are in place to address
the non-compliance at THHFT, monitored through nursing and midwifery
improvement group.
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2.5. Quality & Equality Impact Assessments across the NWL APC

2.5.1. The Committee received the report which informed the Committee of the
progress made across the four Trusts to establish a common approach to
Quality & Equality Impact Assessments across the Acute Provider
Collaborative. Committee members noted the standardisation of quality impact
assessments across the system and the importance of monitoring high-risk
changes.

2.6. Combined Risk Escalation Report from Local Trust Quality Committees

2.6.1. Committee members received the report which highlighted key points to note
or DUHDV RI ULVN LGHQWLILH GsRudttpCoknitieddy Whierd R X U 7 U X
collaborative-wide interventions would speed up and improve the response.

2.6.2. Chelsea & Westminster Hospital NHS Foundation Trust highlighted that the
Committee had received a copy of the Regulation 28 (Prevention of Future
Deaths) Report issued to the Trust from the Senior Coroner in December 2024.

2.6.3. The Hilingdon Hospitals NHS Foundation Trust highlighted that the
Committee had discussed the progress in the Emergency Department (ED)
and noted the improvements made, but also highlighted the need for continued
focus and monitoring. Risks around Maternity, Infection Prevention & Control,
Duty of Candour and staffing levels in the financial plan were highlighted.

2.6.4. The Imperial College Healthcare NHS Trust Quality Committee highlighted the
on-going operational pressures in the EDs resulting in an increase in long
lengths of stay for patients with mental health needs, and having a negative
impact on patient experience. The Trust's executive team had agreed a
temporary suspension of its neuro-oncology surgical service (initially 2 weeks)
due to concerns raised internally and following an invited review by the Royal
College of Surgeons (RCS) and Society of British neurosurgeons
(SBNS). Continuing pressures across the maternity services were also
highlighted.

2.6.5.  London North West University Healthcare NHS Trust highlighted risks across
the maternity department, infection prevention & control and acutely unwell
complex patients in the emergency departments.

2.6.6. The Committee noted that there were no issues escalated through this round
of meetings however, noted that themes identified within the report were
common across all four Trusts.

2.7. Acute Provider Collaborative Learning from Deaths Quarter 3 summary
report

2.7.1. The Committee reviewed the combined NWL APC Q3 report incorporating all
four Trusts which outlined the key themes and outcomes from the learning
from deaths process.

2.8