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North West London Acute Provider
- Public

Board in Common

NHS

North West London
Acute Provider Group

Group

Tuesday 28 July 2026, 11:15-14:00
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 Inwh-tr.trustsecretary@nhs.net but 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
Group website.

Time

Item
No.

AGENDA

Title of Agenda Item

11.15 | 1.0 Welcome and Apologies for Absence Chair in Common Verbal
Bob Alexander
1.1 Declarations of Interest Bob Alexander Verbal
1.2 Minutes of the previous NWL Acute Bob Alexander 1.2
Provider Group Board Meeting held on 28
April 2026
1.3 Matters Arising and Action Log Bob Alexander 1.3
1.4 Patient Story: Sickle Cell Pathway Ralph Brown Verbal
2. Report from the Chair in Common
1140 |21 Report from the Chair in Common Bob Alexander 2.1
To note the report
3. Decision Making and Approvals
3.1 Mortuary Board Assurance Statements Janice Sigworth 3.1
To approve the Board Assurance Statements
4. Integrated Quality and Performance Report
- 4.0 Integrated Quality, Workforce, 4.0
Performance and Finance Report
To note the revised integrated performance
report
11.50 | 4.1.1 | Quality xIntegrated Quality and Janice Sigworth 4.1.1
Performance Report (anything by Roger Chinn
exception)
4.1.2 | National Maternity Reviews Rob Bleasdale 4.1.2
Tonotethe report
4.1.3 | Learning from Deaths Quarter 4 Report Roger Chinn 4.1.3
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12.25

4.3 Fin
12.35

12.55

13.00

13.05

13.15

To note the 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

4.1.4

Seven Day Services Annual Report
2025/26
To note the report

Alan McGlennan

4.1.4

4.1.5

4.2 People

42.1

Group Quality Committee Chair Report
To note the report

People zxIntegrated Quality and
Performance Report (anything by
exception)

To receive the report

Patricia Gallan

Kevin Croft

4.1.5

421

4.2.2

ance an
43.1

Group People Committee Chair Report
To note the report
d Performance
Finance and Performance zIntegrated
Quality and Performance Report
(anything by exception)

X Emergency

x Elective

x Cancer

x Diagnostics

Sim Scavazza

Lesley Watts

4.2.2

4.3.1

4.3.2

Financial Performance Report
To receive the financial performance report

Bimal Patel

4.3.2

4.3.3

5.1

6. Estates and

6.1

Group Finance and Performance
Committee Chair Report
To note the report

5. Data and Digital

Group Data and Digital Committee Report
To note the report
Sustainability

Group Strategic Estates, Infrastructure
and Sustainability Committee Report

7. Strategy

7.1

To note the report

Group Strategy Committee Report
To note the report

8.1

8. Chief Executive Officers

Report from the Group Chief Executive

Officer

Bob Alexander

Bob Alexander

Carolyn Downs

David Moss

Tim Orchard

4.3.3

5.1

6.1

7.1

8.1
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To note the report and APG EMB Business

8.2

Reports from the Trust Standing
Committees

To note the reports

X London North West University
Healthcare NHS Trust

x The Hillingdon Hospitals NHS
Foundation Trust

X Chelsea and Westminster Hospital
NHS Foundation Trust

x Imperial College Healthcare NHS
Trust

9. Any Other Business

David Moss
Mark Titcomb

Carolyn Downs
Lesley Watts
Patricia Gallan
Julian Redhead
Sim Scavazza

8.2

I T T e S B

10. Questions from Members of the Public

13.40 | 10.1

The Chair will initially take one question
per person and come back to people who
have more than one question when
everyone has had a chance, if time
allows.

Bob Alexander

Verbal

Close of the Meeting £14.00
Date and Time of the Next Meeting

20 October 2026, timing tbc
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

Meeting in Public
Tuesday 28 April 2026, 11:00-13:30

The Oak Suite, W12 Conferences Centre, Hammersmith Hospital

Members Present

Mr Robert Alexander OBE
Ms Carolyn Downs CB

Mr David Moss

Ms Patricia Gallan

Ms Sim Scavazza

Ms Vineeta Manchanda
Dr Syed Mohinuddin

Mr Nick Gash

OU OLNH 29'RQQHOO

Mr Loy Lobo

Ms Catherine Williamson
Mr Rupert Bondy

Ms Tanaka Chiimba
Professor Tim Orchard

Ms Pippa Nightingale MBE
Ms Lesley Watts CBE
Professor Julian Redhead
Dr Roger Chinn

Dr Jon Baker

Mr Raymond Anakwe
Professor Janice Sigsworth
Mr Bimal Patel

Mr James Walters

Members present via Teams
Mr Robert Bleasdale

Dr Alan McGlennan

Mr Simon Crawford

Ms Virginia Massaro

Ms Jazz Thind

Mr Jason Seez

Mr lan Bateman

In Attendance
Ms Tracey Connage
Mr Peter Jenkinson

Mr Bob Klaber
Ms Sue Grange

Ms Michelle Dixon
Ms Alexia Pipe
Mrs Nikki Walcott

Interim Chair in Common

Vice Chair (THHFT) and Non-Executive Director (LNWH)

Vice Chair (LNWH) & Non-Executive Director (THHFT)
Vice Chair (CWFT).& Non-Executive Director (THHFT)
Vice Chair (ICHT) & Non-Executive Director (LNWH)
Non-Executive Director (CWFT & THHFT)
Non-Executive Director (LNWH & CWFT)
Non-Executive Director (ICHT & THHFT)
Non-Executive Director (CWFT & THHFT)
Non-Executive Director (LNWH & ICHT)
Non-Executive Director (ICHT & CWFT)
Non-Executive Director (THHFT & ICHT)
Non-Executive Director (THHFT & CWFT)

Group Chief Executive Officer

Chief Executive Officer (LNWH)

Chief Executive Officer (CWFT & THHFT)

Chief Executive Officer (ICHT)

Chief Medical Officer (CWFT)

Chief Medical Officer (LNWH)

Medical Director (ICHT)

Chief Nursing Officer (ICHT)

Chief Financial Officer (LNWH)

Chief Operating Officer (LNWH)

Chief Nursing Officer (CWFT & THHFT)

Managing Director / Chief Medical Officer (THHFT)
Deputy Chief Executive (LNWH)

Chief Financial Officer (CWFT & THHFT)

Chief Financial Officer (ICHT)

Chief Infrastructure & Redevelopment Officer (THHFT &
CWFT)

Chief Operating Officer (ICHT)

Chief People Officer (LNWH)

Director of Corporate Affairs (ICHT, CWFT &

THHFT)

Director of Strategy, Research & Innovation (ICHT)
Director of OD, Health and Wellbeing (ICHT, CWFT,
THHFT)

Director of Engagement and Experience (ICHT)

Chief of Staff to the Chair (APG)

Head of Corporate Governance/Assistant Trust Secretary
(LNWH)

Page 1 of 7
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Present via Teams

Ms Helen Hardy Deputy Chief Nursing Officer (LNWH)

Mr Mark Titcomb Managing Director (NWL EOC, CMH, EH & LNWH)
Mr Osian Powell Executive Director of Transformation (CWFT)

Ms Emer Delaney Director of Communications (CWFT)

Ms Laura Bewick Managing Director (CWFT)

Ms Tracey Beck Director of Communications (LNWH)

Apologies for Absence

Mr Martin Lupton Non-Executive Director (LNWH & THHFT)
Ms Baljit Ubhey Non-Executive Director (CWFT & LNWH)

Ms Lisa Knight Chief Nursing Officer (LNWH)

Mr Kevin Croft Chief People Officer ICHT, CWFT & THHFT)
Mrs Dawn Clift Director of Corporate Affairs (LNWH)

Minute Action

Ref

1.0 Welcome and Apologies for Absence

1.0.1 Bob Alexander (BA) welcomed everyone to the inaugural meeting of the North West
London Acute Provider Group (NWL APG) Board held in public.

1.0.2 The Chair noted the apologies as above.

1.1 Acute Provider Group Annual Register of Interests

1.1.1 Peter Jenkinson (PJ) introduced the register of interests, noting that it is updated
throughout the year and presented publicly once a year. The register will be
published on the Group website as a single point of access, rather than on individual
Trust websites. Board members were reminded of their personal responsibility to
keep declarations up to date.

1.1.2 It was agreed that following recent changes in Board membership, a further
verification exercise would be undertaken to.ensure completeness and accuracy PJ
before publication on the website.. Action: PJ.

1.1.3 The Board .in Common noted the register of interests.

1.2 Minutes of the previous meeting

1.2.1 The minutes from the meeting held on 20 January 2026 were approved as an
accurate record subject to corrections to the attendee list and board member titles.

1.3 Matters Arising and Action Log

1.3.1 The Board reviewed the action log, noting one outstanding action relating to the
Clinical Pathways Programme. PJ confirmed that progress had been reported to the
Group Quality Committee and the proposals for Phase 2 of the programme and
future specialty boards will go through agreed governance routes. The methodology
and approach will be returned to the Board for approval once developed.

2.0 Report from the Chair in Common

2.1 Report from the Chair in Common

211 BA presented the report and welcomed the new non-executive directors: Tanaka
Chiimba and Rupert Bondy. He thanked past-chair Matthew Swindells for his
enormous contribution and leadership and also thanked Sarah Burton who has
moved into a new role at Surrey and Sussex Healthcare NHS Trust. Congratulations

Page 2 of 7
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were extended to Julian Redhead following his appointment to the Trust-level Chief
2.1.2 Executive role for ICHT.

BA expressed appreciation to all staff for maintaining services during recent
industrial action and recognisedtKH *URXS{V VWUR QJ ti&hhdivigdualP D Q
2.1.3 7 U X \n§ltidndl oversight assessments.

The Board in Common noted the report.

3.0 Strategy
3.1 Developing our 2026/27 priorities
3.1.1 Tim Orchard (TO) provided an update on the progress with the NWL APG priorities

for 2026/27. Consideration was given to what should be done once at Group level,
the areas that should be standardised, and the areas that should remain local. This
approach has enabled the identification of five priorities for 2026/27 and created a
strong base to help co-design a longer term Group strategy. This work will be
overseen by the Group Strategy Committee.

3.1.2 Board members discussed the need for clear, measurable outcomes to define
success by year end; alignment of priorities to the Board Assurance Framework,
including ownership and accountability; the importance of partnership working,
patient voice, and community engagement, and ensuring priorities were overseen
through the appropriate committees.
Action s:
x Develop clear, measurable outcomes and implementation plans for each TO
priority.
x Align priorities with the Board Assurance Framework, including TO/PJ
identification of senior responsible owners.
x Confirm committee oversight arrangements for each priority area. TO

3.13 The Board gave its support to the five strategic priorities in principle, subject to the
development of measurable outcomes and delivery plans.

3.14 The Board in Common noted the report.

3.2 Staff Story: Group Staff Commitment

3.2.1 Sue Grange (SG) presented the staff story about Carlsen Japsay (Clinical Nurse
Specialist, CWET) and his career progression. The story illustrates the impact of
mentorship and access to development opportunities.

3.2.2 The Board discussed the importance of measuring the impact of staff progression
and the need for improved assurance through formal committee oversight. The
Board also discussed the opportunities to strengthen academic and clinical career
pathways beyond medicine, and to further align and scale initiatives across the

Group.
Actions:
x Strengthen Group -level assurance on staff progression and inclusion
through the Group People Committee . KC/TC
X Explore opportunities to enhance academic pathways for non -medical

professions across the Group

3.2.3 The Board in Common noted the staff story.
3.3 APG Health Equity Update
3.3.1 Pippa Nightingale (PN) presented an update on the 2025/26 health equity priorities.

A task and finish group was established to look at workforce and patient equity, and
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four metrics were developed and tracked: Did Not Attend rates, waiting times, early
maternity booking and sickle cell care. Analysis showed clear links between
deprivation, ethnicity and outcomes and improvement work was underway, with
metrics embedded into regular performance reporting.

3.3.2 The Board noted that health equity considerations would be embedded within
specialty boards and pathway redesign work, and biannual reporting on the
improvement actions would continue through the year.

3.3.3 The Board in Common noted the report.
3.4 Variation of the Scheme of Delegated Authority for THHFT
3.4.1 PJ presented a proposal to vary the Scheme of Delegation for THHFT to support

timely decision-making for the new Hillingdon Hospital Redevelopment Programme.
The Board noted that the variation related specifically to redevelopment activity and
appropriate audit and assurance arrangements would remain in place; oversight will
be delegated to the local Trust Standing and Audit Committees.

3.4.2 The THHFT Board approved the proposed variation to the Scheme of
Delegation for THHFT, subject to the addition'of an upper cap to the delegated
limit for the THHFT Trust Standing Committee

4.0 Discussion Items
4.1 APG Financial, Operational and Workforce Plans 2026/27
4.1.1 Bimal Patel (BP) presented the *URXSYV. ILQDQFLDO RSHUDWLfBXQ

2026/27 to 2028/29, which received approval at the extraordinary Board in Common
meeting and submitted to NHS England in February 2026.

4.1.2 The Board noted that all Trusts plan to break even in 2026/27, and significant
efficiency and workforce productivity requirements have been identified equating to
£193m across the Group.. The operational plan is ambitious but achievable, and
delivery will be monitored through Trust Standing Committees, with exception
reporting.to the Board as required.

41.3 The Board in Common noted the plans and the  associated risks.
5.0 Integrated Quality and Performance Report
5.0.1 Integrated Quality, Workforce, Performance and Finance Report

Lesley Watts (LW) introduced the IQPR, noting that its focus is on the Group 1V \H [
end performance position.

5.1 Quality

51.1 Quality *Integrated Quality and Performance Report (anything by exception)

PN presented the quality section, noting that performance was strong, with no
material areas of concern. Key positives include mortality rates, strong patient
experience response rates, good compliance with VTE risk assessments and
stillbirth rates. Areas of ongoing focus include maternity experience improvements
and continued work on healthcare-acquired infections and infection control.

The Board in Common noted the updates and that no new quality risks
requiring escalation were identified.

5.1.2 Learning from Deaths Quarter 3 Report
Roger Chinn (RC) presented the Learning from Deaths report and noted that
mortality indicators, including SHMI and HSMR, remained at or were better than
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Overall page 11 of 235



expected levels across the Group. Robust processes are in place, alongside strong
assurance and learning systems.

The Board in Common noted the report.

5.1.3 Group Quality Committee Chair Report
Patricia Gallan (PG) presented the summary report from the Group Quality
Committee and noted the discussion around the Group level Quality priorities.

The Board in Common noted the report.

5.2 People

521 People zIntegrated Quality and Performance Report (anything by exception)

PN presented the People section noting that workforce indicators were positive and
improving. Vacancy and turnover rates were lower than expected and sickness
absence rates were reducing. The Board noted data on.the Model Employer Goals
where improvement is evident but further work is required, particularly at more senior
grades.

The Board in Common noted the update.

5.2.2 Group People Committee Chair Report
The Board noted the summary report from the APG People Committee. Discussions
were noted about the workforce risks associated with moving to a Group model.

The Board in Common noted the report.

5.3 Finance and Performance

5.3.1 Finance and Performance z*Integrated Quality and Perfermance Report
(anything by exception)
The Board noted the finance and performance section of the report.

5.3.2 Financial Performance Report

BP presented the finance report and noted that the Group achieved a break-even
position with a small surplus for 2025/26, supported by national performance funding.
It was noted that this reflects delivery of a very challenging financial plan.

The Board recognised the Executives and their teams for the outstanding
performance, especially in view of the targets that were set at the start of the
financial year.

James Walters (JW) presented the performance report noting that urgent and
emergency care has seen a significant improvement with all trusts achieving above
78% by year-end. RTT performance ranged from 64 to 68% achievement, with all
organisations meeting expected trajectories. Diagnostics performance is more
variable across the Group, with known challenges being addressed. All Trusts
achieved the faster diagnostic standard in cancer performance with more the 75%
against the national perspective. The 62-day standard remains a challenge, but
improvement is expected. The equity indicators are now incorporated into the report,
helping guide more accessible and equitable service delivery.

The Board in Common noted the report.

5.3.3 Group Finance and Performance Committee Chair Report

BA presented the summary report from the Group Finance and Performance
Committee highlighting the work done to focus on the medium term and on the
productivity potential of the Trusts within the Group.

Page 5 of 7
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The Board in Common noted the report.

6. Data and Digital
6.1 Group Digital and Data Committee Report
6.1.1 Nick Gash (NG) presented the Group Digital and Data Committee report, noting that

there is not yet sufficient collective understanding at Board level of digital
opportunities and capabilities. It was proposed that a future Board development

session should be arranged with a focus on digital and data. Action: PJ. PJ
6.1.2 The Board in Common noted the report.
7. Estates and Sustainability
7.1 Group Strategic Estates, Infrastructure and Sustainability Committee Report
7.11 The Board noted the Group Strategic Estates, Infrastructure and Sustainability

Committee report.

8. Chief Executive Officers
8.1 Report from the Group C hief Executive Officer
8.1.1 TO presented his report, noting that infection prevention and control has been

identified as a key priority across all four trusts. A group-wide approach is being
developed, drawing on national guidance and a structured improvement plan is
being produced to ensure consistency of practice and shared learning.

8.1.2 The Board in Common noted the report.
8.2 Reports from the Trust Standing Committees
8.2.1 London North West University Healthcare NHS Trust (L NWH)

PN reported that the Trust reported a highly positive end to the year, achieving most
improved trust in London fand seventh nationally, reflecting strong collective effort
across the organisation. Performance targets were exceeded, with 84.2% of patients
seen within four hours.in ED (against an 80% target) and RTT performance reaching
64.2% (above the 60% target). There was also recognition of staff achievements
and organisational culture, including additional funding for the commercial research
centre, and national recognition for ldris Mohamed, who won Porter of the Year
2026.

David Moss (DM) highlighted discussions on how the Group can better address
violence and aggression towards staff. TO confirmed that a sub-group of the Board
is being formed to take thisforward.

8.2.2 The Hillingdon Hospitals NHS Foundation Trust (THHFT)

LW highlighted that the Trust has demonstrated outstanding performance in urgent
and emergency care, consistently leading on ambulance handover times despite
challenging conditions. Financially, achieving a breakeven position is particularly
notable, reflecting effective resource management. While performance has
improved and confidence is growing, further work is needed on cultural change,
particularly in relation to staff experience. Staff survey results have improved, but this
remains a key development area.

Carolyn Downs (CD) congratulated LW and the Executive team for a significant
organisational turnaround. Positive progress was also noted in the new hospital
programme, which is advancing well. An additional report on the incinerator facility

Page 6 of 7

Overall page 13 of 235



project was highlighted, which has led to strengthened governance, reporting
processes, and organisational learning.

8.2.3 Chelsea and Westminster Hospital NHS Foundation Trust (CWFT)

LW highlighted a successful clinician-led initiative to reduce unnecessary pathology
testing for patients ready for discharge, resulting in significant cost savings and
strong clinical engagement. Recognition was given to the mortuary team for
achieving gold accreditation, a highly challenging standard, with praise for their
professionalism and compassionate care. Wider organisational strengths were noted
in performance, research and innovation, and equality and diversity.

8.2.4 Imperial College Healthcare NHS Trust (ICHT)

Julian Redhead (JR) outlined three immediate organisational priorities: improving
patient flow, outpatient transformation, and strengthening infection control. A
significant achievement highlighted was the significant reduction in 52-week waits,
falling from a projected 2,511 to just 96 by year-end, with further reductions since,
representing a substantial improvement in access to care. Key challenges remain,
particularly relating to ongoing estates issues, which'continue to require mitigation.

SS highlighted the significant senior staff changes, with an emphasis on maintaining
organisational performance during this period of transition. Despite pressures, staff
survey results show continued improvement.

9. Reports for Information Only

9.1 Use of the Trust Seal

9.1.1 The Board noted the annual report detailing the use of the Trust Seal across the four
Trusts in the Acute Provider Group for FY 2025/26, in accardance with standing
orders.

10. Any Other Business

10.1 No other business noted.

11. Questions from Members of the Public

111 Question Summary

Question from Armelle Thomas:

Armelle Thomas emphasised the importance of listening to patients and working
more collaboratively with partners. Drawing on personal experience of end-of-life
care, she highlighted concerns about limited patient choice within NHS care,
particularly regarding access to alternative or complementary therapies. She urged
the APG and wider system to take patient choice more seriously and to better
recognise different care preferences.

Response from LW: The Board expressed sympathy and concern for the Armelle
7 K R P Biwi§tion. It was confirmed that the matter would be followed up outside the
meeting, with further discussion involving the ICB and a direct conversation
regarding her care and treatment.

The Chair drew the meeting to a close and thanked the Board in Common and
members of public for joining.
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Chelsea and Westminster Hospital The Hillingdon Hospitals  |mperial College Healthcare London North West

4 NHS Foundation Trust NHS Trust 5 &
NHS Foundation Trust University Healthcare
NHS Trust

North West London Acute Provider  Collaborative

Board in Common (public) Action Log

Matters Arising and Action Log Status: For noting

Last Meeting Date: 28 April 2026 Lead Responsibility and Paper Author:  Bob Alexander,
Chair

Purpose

1. This paper provides the North West London Acute Provider Group Board in Common (public) with the progress

made on actions from the last meeting along with any other actions which are outstanding from previous meetings.
This paper also identifies those actions which have been completed and closed since we last met.

Part 1: Actions from Previous Meetings Remaining Open

Subject Matter Action Lead Progress Updates, Notes Expected
Completion
Date
1.1.2 Acute Provider A further verification exercise to be Peter Action complete. April 2026
(28/04/26) Group Annual undertaken to ensure completeness and | Jenkinson
Register of accuracy before publication of the register
Interests on the website.
3.1.2 Developing our Develop clear, measurable outcomes and | Tim Orchard | PIDs developed for each Complete
(28/04/26) 2026/27 priorities | implementation plans for each priority. priority programme and
executive routines agreed to
Align priorities with the Board Assurance oversee delivery.
Framework, including identification of October
senior responsible owners. 2026
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Subject Matter Action Lead Progress Updates, Notes Expected
Completion
Date
Tim Orchard/ | Ongoing work to develop the
Confirm committee oversight Peter Trust-level and Group-level
arrangements for each priority area Jenkinson BAF, which will include SROs
and assurance mechanisms. | Complete
Tim Orchard Each priority is mapped to
Group or Trust-level
committee, or Board in
Common.
3.2.2 Staff Story: Strengthen Group-level assurance on Kevin Croft/ | People Committee reviewed October
(28/04/26) Group Staff staff progression and inclusion through Tracey the current Group project on 2026
Commitment the Group People Committee. Connage career progression, which is

Explore opportunities to enhance
academic pathways for non-medical
professions across the Group.

underway, as well as the
actions to improve diversity of
leadership. This would be
reviewed again in October as
part of a deep dive into the
annual equality report and
proposals for going further
faster on equity and

inclusion.

An initial meeting on Nursing,
Midwifery, AHPs and
Pharmacy academic careers
has been undertaken with
Imperial College, initially with
the barriers to staff
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Subject Matter Action Lead Progress Updates, Notes Expected
Completion
Date
developing an academic
career as well as what can be
included in the imminent
British Research Council bid
in this area. This will then
provide a foundation for a
wider Group discussion.
6.1.1 Group Digital and | Future Board development session to be | Peter Board development session Complete
(28/04/26) Data Committee | arranged with a focus on digital and data. | Jenkinson in May included a focus on
Report digital and data.
Part 2: Actions previously outstanding but now completed
Subject Matter Action Lead Progress Updates, Notes Date of
Completion
4.1.3.4 Clinical Pathways | To present the terms of reference for Peter The methodology for Phase 2 | May 2026
(15/07/25) Programme Phase 2 of the Clinical Pathways Jenkinson of the clinical pathways
Update Programme to the Board in Common programme was approved by

meeting in October 2025 for approval.

the APC(G) EMB in March,
building on Phase 1 learning
to enable larger-scale change
while maintaining
collaborative working.
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Subject Matter

Action

Lead

Progress Updates, Notes

Date of
Completion

A shortlist of pathways has
been developed with senior
clinical and operational
leaders, covering new,
cross-cutting, existing and
externally led programmes.

This phase of the programme
will be absorbed into the
proposals for the
establishment of cross-trust
specialty boards, which are
being developed and will be
agreed by APG EMB.
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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 Group Board in Common (Public)
28/07/2026

Item number: 2.1

This report is: Public

NWL Acute Group Chairs Report

Author: Bob Alexander
Job title: Interim Chair in Common

Accountable director: Bob Alexander
Job title: Interim 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

Committee name Committee name Committee name

Click or tap to enter a date. Click or tap to enter a date. Click or tap to enter a date.
What was the outcome? What was the outcome? What was the outcome?

Executive summary and key messages

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

Strategic priorities
Tick all that apply

. Achieve recovery of our elective care, emergency care, and diagnostic capacity
6XSSRUW WKH ,&6TV PLVVLRQ WR DGGUHVV KHDOWK LQHT
Attract, retain, develop the best staff in the NHS

&KDLUYV 5HSRUW

Overall page 23 of 235



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

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

&KDLUYV 5HSRUW
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The Acute Provider Group (APG)

The formal establishment of the North West London Acute Provider Group continues to
progress at pace. Since our last Board meeting, further Group leadership arrangements
have been confirmed (as set out in the Group Chief Executive Report), providing greater
clarity on the operating model and strengthening the foundations for collective leadership
across the four Trusts. The Board will continue to oversee the implementation of these
arrangements whilst ensuring that each Trust retains a strong local identity and focus on the
needs of its communities.

Pippa Nightingale, Chief Executive at London North West University Healthcare is leaving
after four years to take up a new role as Chief Executive of Bedfordshire Hospitals NHS
Foundation Trust later this summer. Pippa has driven many improvements across the Trust,
including LNWH being ranked the most improved Trust in London and the seventh most
improved across the country in 2025/26 NHS England league tables. On behalf of the Board,
| want to thank Pippa for the major contribution she has made to LNWH and the wider APG.

| am delighted that Mark Titcomb has been appointed interim Chief Executive of LNWH, he
will start in post when Pippa leaves for her new role. Mark is currently the Managing Director
of Ealing and Central Middlesex hospitals and the North West London Elective Orthopaedic
Centre (EOC).

National Oversight Framework (NOF)  £North West London Acutes

The National Oversight Framework (NOF) looks at how NHS organisations are performing
across areas such as finances, waiting times and staff experience. The 2025/26 quarter 4
NOF results demonstrate the continued strong performance of the North West London Acute
Provider Group (NWL APG). All four Trusts in the APG are now in the top tier.

It is fantastic the organisations have maintained and improved throughout last year. The
Hillingdon Hospitals NHS Foundation Trust moved from segment 4 to 1 over the course of
2025/26, which is testimony to the hard work of staff across the Trust.

King's Birthday Honours

| would like to record the Board's congratulations to Professor Tim Orchard on receiving a

CBE (Commander of the Order of the British Empire) in the 2026 King's Birthday Honours

"for services to the NHS, healthcare research and innovation". This award recognises 7L P V
longstanding contribution to the NHS and his leadership within North West London. Itis a

fitting acknowledgement of his commitment to improving services for patients and supporting
collaboration across organisations.

His recognition reflects positively on ICHT and the wider APG and the outstanding work
undertaken by colleagues across our organisations.

%0% UHVLGHQW GRFWRUVY DFFHSW *RYHUQPHQW SD\ DQG MR
The British Medical Association (BMA) earlier this month announced that resident doctors in

England have voted to accept the Government's latest offer on pay and jobs. No further

strike action is planned.

The recent agreement reached through these discussions is a positive development and is

&KDLUYV 5HSRUW
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welcomed as an important step towards greater workforce stability across the NHS. Thanks
to our staff whose continued priority remained the delivery of safe, high-quality care whilst
supporting constructive dialogue and long-term workforce sustainability.

The BMA earlier this month announced Consultants had voted in favour of a strike action
mandate. The mandate is in place for the next twelve months. No strike action has been
announced. The Trusts will review our planning approach to ensure patient safety is
maintained if consultant colleagues choose to take strike action.

Annual Members Meetings/Annual General Meetings

All four Trusts this month held their AMMs/AGMSs, they provide a valuable opportunity to
engage with members, patients, staff and the wider public on the performance and priorities
of our Trusts. At each of the events we welcomed patients, carers, families, the public and
staff to the event to hear about our work and performance in 2025/26 and our plans for the
future.

The feedback and questions raised reflected a strong interest in service quality, access to
care, workforce wellbeing and future plans, and will help inform our ongoing discussions and
priorities as we continue to develop services across North West London.

&KDLUYV 5HSRUW
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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 Group Board in Common (Public)
28/07/2026

[tem number: 3.1

This report is: Public

Mortuary Board Assurance Statement Review

Author: Robert Bleasdale
Job title: Chief Nursing Officer £Chelsea and Westminster Hospital NHS FT and

The Hillingdon Hospitals NHS FT

Accountable director: Robert Bleasdale , Lisa Knight and Janice Sigsworth
Job title: Chief Nurse CWFT and THH, Chief Nurse LNWUH, Chief Nurse ICHT

Purpose of report (for decision, discussion or noting)
Purpose: Assurance

Report history

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

APG Executive Committee name Committee name
Management Board Click or tap to enter a date. Click or tap to enter a date.
20/07/2026 What was the outcome? What was the outcome?

What was the outcome?

Executive summary and key messages

The NHS England letter issued on 26 June 2026 requires all provider organisations that operate
mortuaries, body storage areas or routinely care for deceased patients to undertake a
comprehensive review of local arrangements and provide formal Board assurance by 31 July
2026.

The requirement follows publication of the David Fuller Inquiry Phase 2 report together with
concerns identified in relation to post-death care during the Nottingham University Hospitals
maternity review. NHS England has emphasised that board assurance must extend beyond
compliance and should include consideration of culture, leadership, governance, safeguarding,
security and dignity following death.

All four Trusts have completed an assessment of their position against the Board Assurance
Statement and have confirmed compliance with action plans in place to meet the deadlines for

NWL Acute Provider Group Executive and Board Report
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delivery. This and the assessment against the phase 2 Fuller report recommendations, have
been through their internal governance and discussed with the individual Quality NED. This
report provides the assurance position for all 4 Trusts in the Acute Provider Group and current
compliance against the actions from phase 2 of the Fuller report. Where Trusts are partially
compliant against recommendations, clear actions are in place with owners and executive
oversight to achieve compliance in line with expectations.

Each Trust has clear governance processes in place for the management and oversight of the
mortuary, reporting to executive and board level committees. The safeguarding responsibilities
have been reviewed and strengthened inline with the Safeguarding Assurance Framework, with
the Chief Nurse holding the responsibility for Safeguarding and the Mortuaries, with updated
policies for reporting including safeguarding arrangements.

Individual Trusts are completing the Premises Assurance Model, and will report individual Trust
positions to Standing Committees in September, and will ensure submission within the required
timescale.

The Board is asked to approve the aligned Board Assurance Statement for each Trust.

Impact assessment
Tick all that apply

Equity

Quality

People (workforce, patients, families or careers)
Operational performance

Finance

Communications and engagement

Council of governors

[Describe the impact HERE.]

Strategic priorities
Tick all that apply

Achieve recovery of our elective care, emergency care, and diagnostic capacity (APC)

6 XSSRUW WKH ,&6TV PLVVLRQ WR DGGUHVYV KHDOWK LQH"

Attract, retain, develop the best staff in the NHS (APC)

Continuous improvement in quality, efficiency and outcomes including proactively
addressing unwarranted variation (APC)

Achieve a more rapid spread of innovation, research, and transformation (APC)

NWL Acute Provider Group Executive and Board Report
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Main Report

1. Background

The independent public inquiry into the crimes committed by David Fuller was established
following his conviction in 2021 for the murder of two young women and the subsequent
discovery that he had abused the bodies of at least 101 deceased women and girls whilst
employed within the mortuaries of Maidstone and Tunbridge Wells NHS Trust. The inquiry
examined how these offences were able to occur over a prolonged period, why they remained
undetected and what actions were required nationally to strengthen the protection, dignity and
security of deceased persons.

Following the publication of the Phase 1 Fuller Inquiry recommendations in 2025, all Trusts
completed a review of local mortuary arrangements, security controls, staffing, training,
governance and performance indicators.

In July 2025, Phase 2 of the Fuller Inquiry led by Sir Jonathan Michael was published. Unlike
Phase 1, which focused on the circumstances within Maidstone and Tunbridge Wells NHS
Trust, Phase 2 considered the wider national arrangements governing care of the deceased
across healthcare settings. The inquiry conducted an extensive review of NHS and independent
hospitals, medical schools, hospices, ambulance services, mortuaries, care homes, the funeral
sector, and faith-based organisations. The key findings highlighted National safeguards are
insufficient, which leaves gaps in regulation and oversight and increased risks.

The inquiry recommends treating protection of the deceased as a core safeguarding duty,
establishing consistent national regulation, strengthening leadership and accountability, and
Improving security across all relevant organisations.

The report made 75 recommendations, with 29 recommendations identified as immediately
relevant to the NHS. These recommendations focus upon security, access controls, CCTV,
governance, safeguarding, leadership accountability and board oversight arrangements.

All Trusts have completed a review against these recommendations and developed associated
plans for full compliance.

The importance of this work was further reinforced by findings arising from the Independent
Review of Maternity Services at Nottingham University Hospitals NHS Trust, which identified
serious concerns regarding aspects of post-death care.

In response, NHS England issued a national letter on 26 June 2026 (appendix 1) requiring
Boards to undertake a comprehensive review of local mortuary arrangements and provide
formal assurance regarding compliance with national expectations by 315t July 2026.

NWL Acute Provider Group Executive and Board Report
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This report presents the outcome of the individual Trust's review against the Fuller Inquiry
recommendations relevant to NHS acute hospitals and seeks approval of Board Assurance
Statement to NHS England

2. Review of HTA reportable incidents and licensing requirements

Additionally, Trusts must review all incidents between 2015-2026 to ensure that that any
incident that meets the criteria for a Human Tissue Authority (HTA) reportable incident, is
reported. This must be completed by the 18" September, alongside any outstanding actions
associated with the Fuller inquiry.

The HTA issued a regulatory update on the 7t July 2026 (number 004/2026). It states that
following a recent Post Mortem sector inspection which identified critical failures in the reporting
of HTA reportable incidents (HTARIs) at Nottingham University Hospitals NHS Trust (HTA
Licence number 12258), the HTA will be conducting a sector-wide Evidential Compliance
Assessment (ECA).

This follows the regulatory update published on 27 April (002/2026) confirming the HTA position
on retrospective reporting of incidents relevant to all licensed establishments operating within
the Post Mortem sector.

As part of a sector-wide ECA, all licensed Post Mortem establishments must complete a
mandatory declaration.

The declaration will be issued on 10 August 2026 and must be completed by 18 September
2026.

The declaration will require Designated Individuals (DIs) to review incident records covering the
period 1 April 2015 to 30 June 2026 and confirm in writing whether all HTARIs have been
reported to the HTA. Any previously unreported incidents, including near-miss incidents, must
be declared and subsequently reported through the HTA portal.

Chelsea and Westminster Hospitals NHS FT and Imperial College Healthcare NHS Trust hold
valid HTA licences for the sites where mortuaries are located. The Hillingdon Hospital NHS FT
hold a licence for The Hillingdon Hospital only. Whilst Mount Vernon has a mortuary which
reports under the governance of The Hillingdon and follows the same principles, it does not
require a licence due to the time the deceased patients spend there. London North West
University Healthcare NHS Trust, has also had confirmation from the HTA that they do not
require a licence, due to any deceased patient needing to be cared for longer than 7 days, is
transferred to a collocated public mortuary which holds the licence.

Providers will undertake the required process as stipulated by the HTA, and report through
individual executive management boards and standing committees prior to the submission date.

NWL Acute Provider Group Executive and Board Report
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3. Review against Fuller Inquiry recommendations

All providers have completed a self-assessment against the recommendations of the phase 2
Fuller inquiry as part of the Board Assurance process. The assessment and associated action
plans have been presented through internal governance systems and discussed with provider
Quality link Non-Executive Directors.

X Chelsea and Westminster Hospital NHS FT

The Trust are fully compliant with all but one recommendation, where they have assessed
themselves as partial compliance. This relates to recommendation 69: "The parties to the
contracts or service level agreements should ensure that the contracts or agreements are
managed effectively."

The outstanding action relates to arrangements with the Trust's Contracted Site Funeral Directors.
Considerable work has been undertaken to establish the contractual position, which confirmed
that CWFT does not hold formal contracts with the current providers. Consequently, preparations
commenced in early 2025 to undertake a formal procurement and tender process to ensure future
arrangements align with the Fuller recommendations and good governance requirements. The
Trust is working with NWL Procurement to complete this process by September 2026.

In the meantime, operational oversight and performance monitoring arrangements remain in
place, providing assurance that services continue to be delivered safely and effectively while the
procurement process is completed.

X The Hillingdon Hospital NHS FT

The Trust has assessed themselves as partially compliant with two recommendations, and
compliant with all other relevant standards. The two recommendations that are partial complaint
are:

Recommendation one  All NHS trusts with mortuaries and/or body stores should commission
a specialist strategic review of the systems in place to protect deceased people, which should
include a detailed risk assessment of the potential breaches of security that could occur.

The review should include an assessment of:

X The systems in place to identify any unauthorised access to the facility;

X The strength and effectiveness of barriers to prevent unauthorised access to the
facilities;

X The systems in place to identify any access to deceased people for unauthorised
purposes; and

x How CCTV is used, including its monitoring and any audits undertaken.

NWL Acute Provider Group Executive and Board Report
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Current governance and security review processes are managed through HTA governance,
regular security audits, CCTV monitoring and risk assessments, reporting through the division
and as part of the mortuary reporting process, with mortuary access is controlled through
Security.

In line with the action for recommendation four, a full review of staff access will be completed
again for both sites, including support staff such as cleaning staff and estates and facilities. An
access control policy will be developed which will also cover clinical site practitioners and
NHSBT staff. Staff on the approved list will be mapped to the educational framework for care of
the deceased. This will be completed by September 2026.

Recommendation Four  Tihe practice of using shared electronic swipe cards for specific staff
groups should cease immediately.

Currently individual swipe card access is issued only to Mortuary and Security staff. Porters do
not have individual swipe cards; instead, a single swipe card is attached to an authorised room
key. Access is granted when the key and associated swipe card are signed out through
Security. Security holds an up-to-date list of authorised mortuary staff, which is regularly
reviewed and updated when staffing changes occur.

The Trust is reviewing its processes to establish individual access swipe cards for all staff on
the approved list to allow more specific monitoring of the activity within the mortuary. This will be
completed by 31 August 2026

x London North West University Healthcare NHS Trust

The Trust has assessed themselves as partially compliant with three recommendations, and
compliant with all other relevant standards. The three recommendations that are partial
complaint are:

Recommendation five : All NHS trusts should consider putting in place systemic operational
barriers that prevent the security and dignity of deceased people being compromised. An
example of this would be implementation of a rule that prevents electronic devices such as
phones or cameras being taken into a mortuary, other than for approved reasons.

The Trust is reviewing the pathway for deceased from all areas to the mortuary, and
opportunities to strengthen expectations and safeguards outside the mortuary space.

Recommendation eleven : NHS trusts should ensure that senior managers, including the Chief
Executive, have a clear understanding of the role of the Designated Individual, their lines of
accountability, and the individual legal responsibility associated with being a Designated
Individual.

NWL Acute Provider Group Executive and Board Report
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The Trust has a clear governance and reporting structure in place to the executive management
board. Training requirements for the on call and senior team are being reviewed to ensure they
are up to date.

Recommendation fourteen : NHS trusts should assure themselves that the Mortuary Manager
has adequate resources and support to perform their role effectively, including meeting any
reporting requirements.

A review of the staffing has been completed, and a business case is being developed for
additional support. In the interim temporary staffing is being provided. In addition, a review of
the equipment provision is taking place.

x Imperial College Healthcare NHS Trust

The Trust has assessed themselves as partially compliant in 10 recommendations with a
detailed action plan that will provide evidence and so assurance of delivery by 18th September
2026. This plan is being monitored through the weekly executive meeting.

Recommendation One, Two, Three and Eight : all relate to security within the Mortuary
setting, whilst the Trust has CCTV and systems in place as part of this assessment, a security
expert review will be untaken to provide ongoing assurance.

Recommendation Five : All NHS trusts should consider putting in place systemic operational
barriers that prevent the security and dignity of deceased people being compromised. An
example of this would be implementation of a rule that prevents electronic devices such as
phones or cameras being taken into a mortuary, other than for approved reasons.

The rule is in place with clear signage, this is being updated and a refined SOP has been
produced and is going through the Trust Ratification Process.

Recommendation Six : All NHS trusts should take every breach of security in a mortuary or
body store extremely seriously. Each security incident should be reviewed by a security expert
who is able to identify any systemic security issues associated with the incident. A detailed
action plan should be developed for each security breach, no matter how minor trusts regard
such breaches to be. All security breaches occurring in mortuaries should be incorporated into
security reports provided to trust boards or relevant subcommittees, in line with security
breaches in other vulnerable areas.

Whilst the Trust is assured appropriate measures are in place, full compliance cannot be
declared until all legacy cases (since 2015) have been reviewed against HTARI standards. This
is underway with approximately 1200 incidents to review.

Recommendation Seven : The NHS should ensure that the security standards required for
body stores are the same as those required for facilities licensed by the Human Tissue
Authority.

NWL Acute Provider Group Executive and Board Report
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Whilst the Trust has an SLA with an external provider to provide full assurance the process is
being reviewed.

Recommendation Nine : All NHS trusts should monitor the number of staff with access to the
mortuary or body store and keep this under routine review.

Whilst the Trust has processes in place to assure full compliance the SOP is being updated,
and security are now providing the DI with access lists monthly.

Recommendation Ten and Fourteen : Both these recommendations relate to the senior
leadership in the Mortuary. Currently the DI role and Mortuary role is undertaken by the same
individual.

The recruitment for the DI has closed and the interviews are set for the 29™ July 2026, this
action will be closed on the confirmation of the start date for the new DI.

4. Review of responsibilities

The Board assurance statement requests that the roles and responsibilities between the
relevant teams responsible for mortuary care, including estates, safeguarding, pathology,
bereavement, mortuary and corporate services, are clear, understood and are tested on a
regular basis.

All four Trusts have completed this review and have clear governance arrangements in place for
the operational oversight and reporting of mortuary services.

The Board can assure itself that the roles, responsibilities and accountabilities of teams involved
in the care of deceased people are clearly defined through established governance
arrangements, policies, standard operating procedures and designated leadership
responsibilities. These arrangements include mortuary services, pathology, safeguarding,
estates and facilities, patient affairs/bereavement services and corporate governance functions,
with clear routes for escalation and executive oversight.

These arrangements are routinely tested through regulatory inspections, internal audits,
Mortuary meetings, End of Life Care governance processes, HTA compliance reviews and
routine reporting to EMBQ, EMB and the Board. Where opportunities for further clarification or
strengthening of responsibilities have been identified, including through the Fuller Inquiry,
Ockenden Review and HTA action plans, these have been incorporated into individual Trust
plans, with clear ownership, timescales and oversight arrangements.

5. Review of Safeguarding responsibilities

Safeguarding responsibilities, as set out in the NHS England SAAF 2026, explicitly extend to
deceased individuals. In response to national learning from the David Fuller Inquiry, the Trus W V
have strengthened mortuary governance under the executive safeguarding portfolio, through

NWL Acute Provider Group Executive and Board Report
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the Chief Nurse. This ensures robust oversight of security, access, audit, incident reporting and
partnership working with key statutory partner agencies, including coronial and police services.

Mortuary risks are monitored through safeguarding governance structures in addition to
separate reporting to the EMB, providing assurance that the dignity, safety and protection of
deceased people remain integral to our safeguarding responsibilities.

6. Assurance of mortuary oversight and storage areas

The Board can assure itself that appropriate governance arrangements are in place to oversee
mortuary services, body storage facilities and the care of deceased people. All providers have
established governance structures in place for the regular reporting to the Executive
Management Board and Safeguarding functions. This reporting includes the actions associated
with any improvement plan to address requirements arising from the HTA, Fuller Inquiry,
Ockenden Report, NHS Safeguarding Accountability and Assurance Framework and NHS
Premises Assurance Model, with clear executive accountability, named leads, defined
timescales and routine reporting EMB.

7. Premises Assurance Model (PAM)

Individual Trust estates teams are in the process of completing the annual PAM assessment.
Individual Trust boards will review and approve the self-assessment against the latest version of
the NHS Premises Assurance Model via the Trust Standing Committees. This will then be
submitted by the 8 September 2026 deadline.

A summary of the submissions at Group level will then be reviewed at the Group Executive
Management Board and Group Estates and Sustainability Committee.

7. Recommendation

Each Trust has completed an assessment against the assurance statements as detailed in the
NHS England letter in Appendix one, which has been approved through Trust executive
arrangements and discussed with Quality NEDs.

Where actions remain outstanding, Trusts have detailed plans in place to complete these and
monitor within the existing governance arrangements ahead of the September requirement, with
a summary position for the Premises Assurance Model being presented to Trust Standing
Committees in September.

The Board is asked to approve the signing and submission of the Board Assurance Statement
for each Trust. Table one provides a summary position based on the assurances from each
Trust.

NWL Acute Provider Group Executive and Board Report
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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

Assurance Statement Confirmed Additional comments or qualifications (optional)
(Yes/No)

The Board can assure itself that the roles, responsibilities
and accountabilities of teams involved in the care of
deceased people are clearly defined through established
governance arrangements, policies, standard operating
procedures and designated leadership responsibilities.
These arrangements include mortuary services,
pathology, safeguarding, estates and facilities, patient
affairs/bereavement services and corporate governance
functions, with clear routes for escalation and executive
oversight.

The roles and responsibilities between the relevant teams responsible for Yes
mortuary care, including estates, safeguarding, pathology, bereavement,
mortuary and corporate services, are clear, understood and are tested on a
regular basis.

The Board is assured that these arrangements are
routinely tested through regulatory inspections, internal
audits, Mortuary meetings, End of Life Care governance
processes, HTA compliance reviews (where appropriate)
and routine reporting to Executive level committees and
the Board. Where opportunities for further clarification or
strengthening of responsibilities have been identified,
including through the Fuller Inquiry, Ockenden Review
and HTA action plans, these have been incorporated into
individual Trust improvement plans with clear ownership,
timescales and oversight arrangements.

The Board is assured that responsibilities across the
relevant services are understood and subject to ongoing

NWL Acute Provider Group Executive and Board Report
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review, testing and assurance, with actions in place to
address any areas requiring further development.
The Board has undertaken a review of progress against
the recommendations relevant to NHS organisations
arising from the Fuller Inquiry and is assured that where
required an improvement programme is in place.

The Board has undertaken a review of progress against the 29 Yes
recommendations immediately relevant to the NHS as made by the Fuller
Inquiry. Where the Trust is not fully meeting a specific recommendation, a time-
limited action plan is in place to close any gaps.

The Board recognises that while a significant number of
recommendations are already assessed as providing full
assurance, a number remain partially complete or in
progress. Where full compliance has not yet been
achieved, time-limited action plans are in place with
identified owners, target completion dates and routine
oversight through executive reporting arrangements.

The Board is assured that, in line with the April 2026
updates to the NHS Safeguarding Accountability and
Assurance Framework, executive leadership
arrangements have been reviewed and now explicitly
include oversight of arrangements for safeguarding the
security and dignity of people after they die. It confirms
that the Chief Nursing Officer holds executive leadership
for safeguarding and mortuary arrangements; that
safeguarding policy now recognises deceased patients as
being afforded the same rights to safeguarding and
dignity as those who are living; and that any safeguarding
concerns arising within the mortuary setting must be
reported through incident reporting and escalated to the
appropriate safeguarding team.

In line with updates to the NHS Safeguarding Accountability and Assurance Yes
Framework, executive leadership has been reviewed with clear oversight of
arrangements for the safeguarding of people after they die.

Ongoing assurance is provided through mortuary
reporting executive and board level meetings, with

NWL Acute Provider Group Executive and Board Report
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continued oversight of policy, training, incidents, HTA-
related actions, security arrangements and delivery of any
improvements.

The Board can assure itself that appropriate governance
arrangements are in place to oversee mortuary services,
body storage facilities and the care of deceased people.
Improvement plans are in place to address requirements
arising from the HTA, Fuller Inquiry, Ockenden Report,
NHS Safeguarding Accountability and Assurance
Framework and NHS Premises Assurance Model, with
clear executive accountability, named leads, defined
timescales and routine reporting to executive committees
and the Board.

The Board can assure itself the organisation has a plan in place to ensure the Yes
effective oversight of matters relating to mortuaries, related storage areas (or
wider facilities) where the deceased are cared for, including the correct
information and governance arrangements. If it cannot, it has identified the
actions necessary to address this and a plan is in place to implement them as
a matter of urgency.

The Board recognises that a small number of actions
remain in progress. These have been identified through
inspection and assurance processes and are being
managed through a formal programme of work with
defined milestones, executive oversight and regular
monitoring. The Board is therefore assured that effective
arrangements are in place and that any remaining gaps
have been identified, risk assessed and are being

addressed as a matter of priority.
Our Trust Board will review and approve our self-

For all issues related to estates, there is an agreed timeline in Yes assessment against the latest version of the NHS
place to undertake a self-assessment against the latest version Premises Assurance Model via our Trust Standing
of the NHS Premises Assurance Model and submit data within Committees.  This will then be submitted by the 8

. . . September 2026 deadline.
the current window (closing 8 September 2026), ensuring that eptembuer eadine

your plan includes PAM sign-off from your Board prior to

submission. A summary of the submissions at Group level will then

be reviewed at the Group Executive Management

NWL Acute Provider Group Executive and Board Report
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Board and Group Estates and Sustainability
Committee.
Trust Name Trust CEO/AO Name Date Trust Chair Name Date
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Classification: Official

To: NHS trusts and integrated care
boards:
x chief executives
x chief operating officers
x chief nursing officers

NHS England
Wellington House
133-155 Waterloo Road

. London
x chairs

_ ) SE1 8UG
x medical directors
x clinical directors 26 June 2026

X estates and facilities leads

cc. NHSE regional teams:
x regional directors
x chief nursing officers
x medical directors
x estates and facilities leads
X communications leads

Dear colleagues,

Nottingham maternity review findings on post -death care and
key actions required following the Fuller inquiry

The NHS holds a special responsibility for the care of patients from birth, throughout
their lives and in death. At every stage, we must deliver care with dignity, respect
and compassion.

When dignity after death is not preserved, the NHS betrays the trust that is placed in
it and not only fails those that have died, but also their loved ones, adding to their
grief and harm. As leaders, we must ensure this never happens by putting in place
the right support and oversight, so that all staff working in the NHS consistently
uphold dignity and care.

The further instances of unacceptable care of the deceased, amongst the many
GLVWUHVVLQJ ILQGLQJV RdefRQYENDRAEN Bif QI&drQSErvices
at Nottingham University Hospitals NHS Trust (NUH), are shocking. We must

Publication reference: PRN02500 I
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remember that this is not the first time that unacceptable care and poor oversight of

mortuaries have been uncovered, and there is already a clear set of actions to
VWUHQIJWKHQ DQG LPSURYH WKLY DUHD RI FDUH 7KH ILQGL
should be considered alongside the Phase 2 report of the independent inquiry into

the heinous crimes of David Fuller, published in July 2025. The report made 75

recommendations to strengthen the protection, security and dignity of people after

death, including 29 that are immediately relevant to the NHS.

,Q UHVSRQVH WR 'RQQD 2FNHQGHQYV UHYLHZ DQG WKH +XP
recent report on NUH, the Government has announced that the HTA is taking

immediate action with a new requirement for mortuaries to review HTA reportable

incident (HTARI) internal records from 2015-2026. This audit will ensure that all

reportable incidents during this period have been logged with the HTA, and that any

missing incidents are reported retrospectively. A Regulatory update will be issued by

the HTA in July setting out the parameters, timeframe, process and deadlines for the

evidential compliance audit. The HTA will report findings to the Secretary of State in

October.

We know that the NHS has been working hard to meet the recommendations

following the independent inquiry into the actions of David Fuller. However, in light of

these further terrible findings, we are asking you not only to ensure compliance, but

that you are rigorously reviewing your mortuary departments on a regular basis. To

GR WKLV DVN \RXUVHOYHV WKH TXHVWLRQ pZKDW GR \RX U
\RXU VHUYLFHVY DQG WKH YDOXHYVY DQG EHKDYLRXUV RI \RX

No system or process can totally mitigate malign or malicious intent. However, every
Board member and senior leader involved in the care of the deceased should read
these reports and ask themselves if this could be happening in their organisation.
They should explore this by visiting services, listening to staff, encouraging concerns
to be raised and acted on, and asking themselves whether the care provided would
be good enough for their own loved ones. Boards are responsible for maintaining
clear oversight of mortuaries, related storage areas and any other areas where
people who have died are cared for, and for ensuring dignity, security and post-death
care are central to local planning, governance and delivery.

To support this oversight, Annex 1 summarises the guidance and support NHS
boards should consider, and Annex 2 maps the NHS-focused Fuller Inquiry
recommendations to this guidance.

Copyright © NHS England 2025 2
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Trusts are asked to cascade this letter to relevant teams, including estates,
safeguarding, pathology, bereavement, mortuary, corporate services, and your
Freedom to Speak Up Guardians. Issues requiring support or escalation should be
raised through regional teams.

Every Board should continue to review its local position and assure itself that all
deceased people cared for in NHS settings are treated with the respect, dignity,
security and compassion they deserve. This goes beyond compliance; it is
fundamental to compassionate care.

On the basis that all NHS providers may be involved in caring for people after they
die, we need assurance that each Board has robustly tested its position. All NHS
Provider Trusts that have a mortuary, related storage area for the deceased, or
routinely care for people after death, are asked to complete and return the

Board Assurance Statement provided at Annex 3 by 31 July 2026.

For NHS trust chief executives, medical directors and chief nurses, there will be a
chance to discuss this and broader issues in maternity and neonatal care when we
come together in London on Tuesday 30 June.

Thank you for all you have already done in response to the Fuller recommendations
to date. However, there is still more work to do. We owe it to those who have died,
and to their families and loved ones to ensure the findings of the Donna Ockenden
review, the HTA report on NUH, and the Fuller Inquiry recommendations lead to
meaningful and lasting change.

Yours sincerely,

Duncan Burton Sarah-Jane Marsh
Chief Nursing Officer for England NHS England Chief Operating Officer
Copyright © NHS England 2025 3
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Annex 1 - Summary of national updates made or planned in response to the
Fuller Inquiry

1. NHS Premises Assurance Model (PAM) (15 April 2026)

The NHS Premises Assurance Model (PAM) supports boards, directors of finance

and estates and clinical leaders to make more informed decisions about the
development of their estates and facilities services and provides assurances that the
estate is safe, efficient, effective and of high quality. The NHS Standard Contract
requires providers to comply with the PAM. A new set of high-level self-assessment
guestions reflecting relevant recommendations made by the Fuller Inquiry has now
been incorporated into the latest version of the PAM. The submission window for the
NHS runs from 8 May 2026 to 8 September 2026.

For assurance by trust boards:  Trusts should assure themselves against the latest
version of the PAM self-assessment questions.

2. Health Building Note 16 -01: Facilities for mortuaries, including body stores
and post -mortem services (May 2023)

Health building notes (HBNS) give best practice guidance on the design and planning
of new healthcare buildings and on the adaptation or extension of existing facilities.
Health Building Note 16-01: Facilities for mortuaries, including body stores and post-
mortem services was updated in 2023, to enhance levels of security, access and
CCTV, however we will be providing further update during 2026 to provide additional
guidance to NHS trusts on recommendations raised by the Fuller Inquiry.

For assurance by trust boards:  Trusts should consider best practice guidance set
out in the HBN for ongoing planning.

3. Insightful provider board guide  (November 2024)

Trusts are reminded that the insightful provider board guide is intended to help
boards to identify the information they need and the cultures, behaviours and
governance required to ensure that information is used effectively. This guidance
already references mortuary practices but will be updated later in 2026 and will
incorporate relevant content to reflect Fuller findings and recommendations. It should
be read alongside the Code of governance for NHS provider trusts (March 2026) and
Guidance on good governance and collaboration (April 2023).

Copyright © NHS England 2025 4
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For assurance by trust boards:  Trust boards should use the guidance provided to
reflect and consider whether the leadership, culture, systems and processes they
have in place are using information in the best way to lead their organisations
effectively in respect of matters relating to mortuaries and body stores.

4. Assessing provider capability: guidance for NHS Trust Boards (August
2025)

Assessing provider capability: guidance for NHS trust boards provides a self-
DVVHVVPHQW IUDPHZRUN WR VWUHQJWKHQ ERDUGVY JRYHU
self-assessments are used by regional oversight teams along with their own views

and information held by 3rd-party bodies (including the Human Tissue Authority) to

take a view of management, governance and grip. This guidance is also due to be

updated later in 2026.

For assurance by trust boards:  As per Insightful provider board guide (see entry
3).

5. Advanced Foundation Trust Programme (12 November 2025)

For existing NHS foundation trusts and NHS trusts who wish to become advanced
foundation trusts, the Advanced Foundation Trust Programme requires evidence that

trusts applying for advanced foundation trust status have considered relevant
insights and learning from inquiry recommendations and have implemented them or
are in the process of implementing them (question 2, advanced foundation trust
criteria tquality governance arrangements are effective in practice).

For assurance by trust boards:  As per Insightful provider board guide (see entry
3).

6. NHS Safeguarding accountability and assurance framework (April 2026)

The NHS Safeguarding Accountability and Assurance Framework (SAAF) sets out
the safeguarding roles and responsibilities of all individuals working in providers of

NHS-funded care settings and NHS commissioning organisations. This includes
requirements for an executive lead for safeguarding. In April 2026, the SAAF was
updated to include reference to the deceased. Trusts should also note this addition
will require a supporting reference to be made in the annual report about

Copyright © NHS England 2025 5
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safeguarding children, adults and children in care. This must be submitted to the
trust board.

NHS England is also updating related training to include reference to the deceased.
These updates will be made during 2026.

For assurance by trust boards:  Providers must demonstrate that these updates to
safeguarding are embedded at every level in their organisation, with effective
governance processes evident. Providers must assure themselves, the regulators,
and their commissioners that safeguarding arrangements are robust and are
working.

In line with updates to the SAAF, executive leadership should now include oversight
of arrangements for the deceased. Trust boards are encouraged to consider their
local arrangements accordingly. Executive leadership for safeguarding, estates and
related security matters may vary according to local arrangements (for example,
operating via a dual accountability between the executive lead for statutory
safeguarding and the executive lead for estates) and trust boards should ensure this
is clearly articulated.

Local take-up of safeguarding training and resources requires ongoing assurance by
trusts.

7. Related Third Party Guidance
HTA Guidance

The Human Tissue Authority (HTA) Codes of Practice provide practical guidance to
professionals carrying out activities within the scope of the HTA's remit, which
includes licensed mortuary facilities in the NHS estate. This includes detail on the
required appointment of a Designated Individual. The Human Tissue Authority have
additionally published good practice guidance for those responsible for the dignity
and care of the deceased. This is voluntary guidance and applicable to all settings,
including unlicensed body stores.

Hospice UK Guidance

Hospice UK have several resources to support clinical and non-clinical staff in a
hospice role. Their Care After Death guidance provides a comprehensive guide for
all staff who are responsible for the care of a deceased adult.

Copyright © NHS England 2025 6
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Annex 2 +NHS specific Fuller Inquiry report recommendations and supporting
guidance. Please refer to annex 1 for additional context on supporting guidance.

Recommendations 1 to 9 (relevant to security, CCTV, access and audit)

The full text of these recommendations can be found in the Phase 2 Report (pp.264-
265).

Supporting guidance

NHS Premises Assurance Model (see entry 1 in Annex 1).

Health Building Note 16-01: Facilities for mortuaries, including body stores and post-
mortem services (see entry 2 in Annex 1).

Other third-party guidance: Human Tissue Authority code of practice and Human
Tissue Authority voluntary guidance (see entry 7 in Annex 1).

Recommendations 10, 11, and 12 (relevant to the role of the Designated

Individual)

The full text of these recommendations can be found in the Phase 2 Report (p.265).
Supporting guidance

Third party guidance: Human Tissue Authority guidance, including the role of the

Designated Individual (see entry 7 in Annex 1).

Recommendations 13 and 14 (relevant to the role of the Mortuary Manager)

The full text of these recommendations can be found in the Phase 2 Report (pp.265-
266).

Supporting guidance

Local HR policies and resource allocations.

Recommendations 15, 16, 17 and 18 (relevant to the board assurance and
reporting)

The full text of these recommendations can be found in the Phase 2 Report (pp.265-
266).

Supporting quidance

The Insightful provider board guide (see entry 3 in Annex 1).

Assessing provider capability: guidance for NHS trust boards and third-
party information (see entry 4 in Annex 1).
Advanced Foundation Trust Programme (see entry 5 in Annex 1).

Copyright © NHS England 2025 7
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Recommendations 19, 20 and 21 (relevant to safeguarding)

The full text of these recommendations can be found in the Phase 2 Report (pp.266-
267).

Supporting guidance

NHS Safeguarding Accountability and Assurance Framework (see entry 6 in Annex
1).

Recommendations 24 and 25 (relevant to medical education settings)

The full text of these recommendations can be found in the Phase 2 Report (pp.267-
268).

Supporting guidance

Where relevant to the NHS, these actions have been reflected in the NHS Premises
Assurance Model (see entry 1 in Annex 1)

Recommendation 27 (relevant to hospice settings)

The full text of this recommendation can be found in the Phase 2 Report (p.268).
Supporting guidance

NHS trusts directly providing a hospice service that includes provision for either a
mortuary or body store should be aware of wider updates, as set out in annex 1.
Other related third-party guidance has also been updated in line with inquiry
findings: Hospice UK guidance (Care After Death) and Best practice guidance from
the Human Tissue Authority (see entry 7 in Annex 1).

Recommendations 30 to 33 (relevant to ambulance policies and data)

The full text of these recommendations can be found in the Phase 2 Report (p.269).
Supporting guidance

The JRY H U Q Rrite@riiupdate sets out what action should be taken. A further

update is expected in summer 2026.

,Q DGGLWLRQ WR WKH *RYHUQPHQWYV LQWHULP XSGDWH
responsible for introducing operational policies as described in the recommendation,

and for ongoing monitoring of their use. Boards should assess compliance against

these recommendations.

Copyright © NHS England 2025 8
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Annex 3 +Board Assurance Statement for NHS Provider Trusts. Please return this assurance statement to the NHS England
Inquiry Team by 31 July 2026 to: england.nhsinquiryteam@nhs.net

Assurance statement Confirmed  Additional comments or qualifications
(yes/no) (optional)

The roles and responsibilities between the relevant teams
responsible for mortuary care, including estates, safeguarding,
pathology, bereavement, mortuary and corporate services, are
clear, understood and are tested on a regular basis.

The Board has undertaken a review of progress against the 29
recommendations immediately relevant to the NHS as made by
the Fuller Inquiry. Where the Trust is not fully meeting a specific
recommendation, a time-limited action plan is in place to close any

gaps.

In line with updates to the NHS Safeguarding Accountability and
Assurance Framework, executive leadership has been reviewed
with clear oversight of arrangements for the safeguarding of
people after they die.

© NHS England 2026 9
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Assurance statement Confirmed
(yes/no)

The Board can assure itself the organisation has a plan in place to
ensure the effective oversight of matters relating to mortuaries,
related storage areas (or wider facilities) where the deceased are
cared for, including the correct information and governance
arrangements. If it cannot, it has identified the actions necessary to
address this and a plan is in place to implement them as a matter
of urgency.

For all issues related to estates, there is an agreed timeline in
place to undertake a self-assessment against the latest version of
the NHS Premises Assurance Model and submit data within the
current window (closing 8 September 2026), ensuring that your
plan includes PAM sign-off from your Board prior to submission.

Trust Name Trust CEO/AO name Date

Additional comments or qualifications

(optional)

Trust Chair name

Date

© NHS England 2026

10

Overall page 52 of 235



,17(*5$7(" 48$/,7< :25.)25&( 3(5)250$1&( $1' ),1$1&(

5(3257

|5()(5(1&(6 2QO0\ 3')V DUH DWWDF

. %,& 3HUIRUPDQFH 5HSRUW 0D\ SGI

Overall page 53 of 235




Integrated Performance
Report

May 2026
(Cancer and Maternity April 2026)
received by EMB July 2026



Statistically significant  improvement or deterioration in monitored trend

Statistically likely or very unlikely  to meets the desired level of performance

Section 1a: Performance - Elective Care Section 2b: Productivity and Flow
- Referral to treatment waits < 18 weeks *65% 66.7% | 9 - Ambulance handover waits < 15 minutes *65% 45.6% !
- Referral to treatment waits > 52 weeks </=1% 0.7% ! 9 - Emergency Readmission Rate TBC TBC
~ Inequity in Longest Waits for Treatment 95-105 110 — Inequity in DNA Rates 95-105 142
- Access to diagnostics > 6 Weeks </=5% 19.5% ! - Patient Initiated Follow Up 5% ‘:'%3' !
- Access to Cancer Care (Faster Diagnosis) < 28 days e % 79.3% 9 - Theatre Utilisation (Hrs) «85% 87.3% I
~ Decision to Cancer Treatment < 31 days e % 96.5% ! 9 - Long Length of Stay for Emergency Patients <78.4% 78.8%

- Referral to Cancer Treatment Pathways < 62 days *85% 79.2% I ! - Discharge Performance (no Criteria to Reside) n/a 14.8%

Section 1b: Performance - Emergency Care Section 3: Workforce
- Waits in urgent and emergency care < 4 hours *80% 78.0% ! . Sickness Absence Rate "4% 4.7% + |
- Waits in urgent and emergency care > 12 hours </=2.0% 4.6% + ! . Voluntary Turnover Rate "129% 7.4% [ 9
- Good experience reported for emergency depts. * 4% 77.7% + 9 . Vacancy Rate "10% 8.4% + 9
- ED Patients with Mental Health conditions > 12 hou  <24% 30.4% ! . Non-medical appraisals «95%

Section 1c: Performance - Maternity and Neonatal Care . Core skills compliance «90% 92.0% 9
- Neonatal Crude Deaths (per 1,000 births) <0.94 25 - Model Employer Goals c % 42.4% !
- Crude still birth rate (per 1,000 birtns) <3.3 15 Section 4: Statutory and Safety Reports
~ Pre-Term births (er 1,000 births) <8 7.9 - Healthcare associated c. Diff Infections (per 100,000 bed days) n/a 15.8
- Rate of suspected neonatal intrapartum brain injuries <1.8 0.99 . Healthcare associated E. coli BSIS (per 100,000 bed days) n/a 52.3
- Inequalities in Late Maternity Bookings <4% 6.1% . Healthcare associated MRSA BSI 0 5
- Good experience reported for maternity services *90% 89.6% . Pressure UICErs (per 1000 bed cays) 0.05

Section 2a: Finance - Inpatient falls (per 1,000 bed days) 0.04

Financial Performance -£11.7M £-19.5M - VTE Risk Assessments Completed *95% 96.7% 9
Temporary Staffing Expenditure <£16.9M £23.5M - SHMI (as expected or better) <100 4/4
Implied Productivity Growth 2.7% 2.6% - Good experience reported by inpatients *94% 94.7%
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National Oversight Framework Summary

. n ) ) NOF Assessment Segmentation
National Oversight Framework Direction . .
period override

Access to Services | Elective Care

Referral to treatment waits <18 weeks

Higheris better Localanalysis

Latest monthinperiod

Latest Performance | Assumed Quartile

67.20%

Inferred improvement needed to next quartile

70.1% 63.70% 64.0%

1.54% 2.2% *

7 2 :

e HEETH -

Variance from 18 week performance plan Higheris better Model Hospital Latest monthinperiod Onplanorbetter

Referral to treatment waits > 52 weeks Lower isbetter Localanalysis Latest monthinperiod <1%

Referral to treatment waits > 52 weeks (community) Lower isbetter Model Hospital Latest monthinperiod
Access to Services | Cancer Care

Accessto Cancer Care (Faster Diagnosis) < 28 days Higherisbetter Localanalysis Quarterly aggregate >80%

Referral to Cancer Treatment Pathways < 62 days Higheris better Localanalysis Quarterly aggregate >75%
Access to Services | Urgent and Emergency Care

Waits in urgent and emergencycare <4 hours Higherisbetter localanalysis Quarterly aggregate >78%

Waitsinurgent and emergencycare > 12hours Lower isbetter Localanalysis Quarterly aggregate
Effectiveness and experience of care | Patient Experience

CQC inpatient survey satisfaction rate score Higheris better Annualsurvey Annual

SHMI Lower is better NHSDigital

Twelve-month rolling

Effectiveness and experience of care | Effective flow and discharge

Discharge Performance (average days) Lower is better Model Hospital

Latest monthin period

Patient Safety

NHS Staff survey - raising concerns sub-score Higheris better Annualsurvey

Annual

Healthcare associated c. Diff Infections v thre shold Lower is better Model Hospital

Twelve-month rolling

Healthcare associated E. coli BSIs v threshold Lower is better Model Hospital

Twelve-month rolling

Healthcare associated MRSA BSI Zerotolerance Model Hospital

Twelve-month rolling

People and workforce | Retention and Culture

SicknessAbsence Rate Lower isbetter Localanalysis Quarterly aggregate 5.5% 0.4% *
NHS Staff Survey engagement Higherisbetter Annualsurvey Annual -
Finance and productivity | Finance
Planned surplus/deficit Higheris better Model Hospital Annual plan mm
Variance to YTD plan Higherisbetter Model Hospital Year-to-date 047 - 042 0.73
Finance and productivity | Productivity
Implied productivity level Higheris better Model Hospital Latest monthinperiod 5.3% 1.4% 0.2% 3.8% *

| Quartile Ranki

This summary includes:

Latest perfomance: The most
recent actual performance
figure as per the IPR

National quartile position
Colourcoded boxes indicate
the latest performance position
within national quartile ranges.
The top quartile, shaded dark
green, is the begterforming
25% s and the bottom quartile,
shaded red, is the worst
performing 25%.

Improvement to next quartite
Shows the improvement score,
where needed, to move to the
next best performing quartile.
The table illustrates the colour
Te 61 eiX 6e TWjiXe

Segmentation override
(provided for information):
Some metrics are adjusted in
the NOF. Within the Access to
Services domain, hitting a
national target will place the
Trust into the top segment.

* Updated tdvi2 2026/27 Scope
andthresholdsbasedoncurrent

Overalpiigatsmtsy 26



Section l1a: Performance
Elective Care

May 2026, except Cancer service metrics April 2026




Referral to Treatment Walits

TREND CURRENT PERFORMANCE
Wait for Treatment: 18 Week standard May-26
Ekgnﬁlt for treatment: % < 18 week standard 65% et for
o Total Waiting Waits < 18 Difference from Waits < 18 first PWFA <18
Y List weeks target weeks Appointme weeks
66% [ ] ® STANDARD nts Total
CWFT 75533 67.2% 50794 50915 65.4%
0,
64% 66 . 7% ICHT 83513 70.1% 58508 53635 76.1%
0 LNW 82280 63.7% 52442 48320 67.1%
62% P CE
THH 33233 64.0% 21284 21026 69.0%
0,
60% APC 274559 66.7% 183028 173896 69.6%
0,
8% STRATIFICATION
TREND
56%
6 o o o o o o = |
P W L
%{:‘l Q’Qf \;b{'. {(éf:' ®rb ?__Q' @@ .-._‘_______'_,-
assurance o [
Performance : RTT year-end performance remains strong across the sector. In 2026/27, Trusts
are expected to build a minimum 7% improvement into their trajectories for March 2027 to
contribute to the national performance target of 70%. CWET _

Recovery plan : Each Trust has a comprehensive action plan to improve RTT performance and Numbers of patients
5000 10000 15000 20000 25000 30000 35000 longer than the 18

maintain safe levels of care.
' _ Week standard
Improvements : There has been a gradual improvement in performance.

Forecast risks :. Risks to RTT reduction include overall capacity shortfalls, reduction in ERF,
reduction in investment of additional activity, industrial action GOVERNANCE
Senior Responsible Owner:  Laura Bewick, Managing Director, Chelsea and Westminster
Committee: APC Executive Management Board (Chair: Tim Orchard)
Data Assurance: Delivery through Planned Care Board. These figures are validated ahead of a monthly

performance return before publication by NHSE. Overall page 58 of 235
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Referral to Treatment Long Walits

TREND CURRENT PERFORMANCE

Unacceptable Waits for Treatment: 18-Week Standard May-26

its >
% of Waits > 52 Weeks 1.0% Of which Impacted by Impacts on
2.5% TotaIWaiting Waits >52  Difference from 52+ OTDCs not
List weeks target weeks 65+ 78+ 104 + booked <28 T~ WFA<18
ALLOWANCE Weeks weeks weeks days Weeks
2.0% ®
¢ [ ] CWFT 75533 1.3% -0.3% 1002 2 0 0 0 65.4%
L
1 5% | ICHT 83513 0.0% 38 1 0 0 12 76.1%
L ] ° LNW 82280 0.7% 605 1 0 0 0 67.1%
1.0% - THH 33233 0.4% 143 8 0 0 0 69.0%
L ] 9 & APC 274559 0.7% 1788 12 0 0 12 69.6%
0.5%
TREND STRATIFICATION
0.0%
B B W o W Y o w oo WO
T I N I ST |
A= = C = W o + > o c D ] A= =
< s = < »w 0O z20 =~ w3 <= —
ASSURANCE

it ]
Performance: 52-week performance has been maintained for the sector, with 0.7% of the

waiting list waiting over 52 weeks. Only CWFT have more than 1% of their list over 52 weeks. 0 200 400 600 200

Recovery: Trusts are focusing on improving productivity and efficiency as most of the additional
clinical activity (insourcing and waiting list initiatives) have ceased. Improvements in validation
through the NHSE Validation Sprints are also supporting RTT.

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

Forecast Risks: Risks to RTT reduction include overall capacity shortfalls, anaesthetic staffing

shortages, reduction in ERF, high volumes of trauma and priority 2 patients. GOVERNANCE

Senior Responsible Owner: Laura Bewick, Managing Director, Chelsea and Westminster

Committee: APC Executive Management Board (Chair: Tim Orchard)

Data Assurance: Delivery through Planned Care Board. These figures are validated ahead of a monthly
performance return before publication by NHSE.

NARRATIVE

1000 1200

104+ =78+ m65+Weeks m52+ Trust share of APC
weeks  weeks weeks waits longer than
standard
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Inequity iIn Longest Waits for Treatment

TREND CURRENT PERFORMANCE

Inequity in Longest Waits for Treatment: May-26

Total Waiting ~ Standardised % of Longest Waits Waits > 40 Weeks Total Waiting
List Performance IMDQ1 IMDQ2-5 IMDQ1 IMDQ2-5 IMDQ1 IMDQ2-5
ALLOWANCE = oo 74,046 101 6.5% 6.5% 553 4,272 8,443 65,603
ICHT 83,072 114 3.8% 3.4% 296 2,534 7,750 75,322
LNW 82,064 105 7.0% 6.6% 719 4,769 10,306 71,758
32,885 119 6.0% 5.0% 122 1,550 2,048 30,837

THH
PERFORMANCE
APC 272,067 110 5.9% 5.4% 1,690 13,125 28,547 243,520

TREND

ASSURANCE

NARRATIVE

Performance: This analysis highlights that at ICH and THH, the most deprived people are more
likely to be waiting longer for treatment.

Recovery: Longer-waits in the most deprived quintile are often the result of later referral, poorer Trust longest waits IMDQ1
baseline health, and faster deterioration while waiting but Trust processes for admin removals cohort against standard
DQG UHVHW puFORFNVY UHVXOWLQJ IURP REVHUYHG KLJK '1$ UDWHVY GLVSURSRUWLRQDOO\ DIIHFWV WKH PRVW

deprived groups. In addition to the recovery actions needed to reduce inequity in DNAs, Trusts

are examining the approach to adopt deprivation-informed waiting list management at specialty

level. GOVERNANCE

Improvements: Improvement plans to be monitored through Trust Outpatient Transformation
Senior Responsible Owner:  Pippa Nightingale, CEO, LNW

Boards and the APC Outpatient Group _ ; » LN
. . . . e . . . . Committee: APC Executive Management Board (Chair: Tim Orchard)
Risks: Failure to introduce risk-stratified interventions alongside digital initiatives will lead to Data Assurance: This analysis compares the waiting experience of the most deprived 20% of society (IMDQ1) with the
continued levels of potential inequity in access to healthcare in the APC experience of the other 80%. A number greater than 100 means they are waiting longer for treatment for the same
condition. Analysis displayed for proportion of waiting list with available IMD data. Overall page 60 of 235



Access to Diagnostics

TREND

% of Breaches > 6 Weeks (Diagnostics)
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CURRENT PERFORMANCE

Waits for Diagnhostic Tests: 6-Week Standard May-26

5.0%

Of which

Total Waiting Waits > 6 Difference
. 6 + weeks
List weeks from target 13 + weeks
ALLOWANCE
CWFT 17065 20.6% -15.6% 3521 988
19 . 5% ICHT 17826 8.0% -3.0% 1421 77
LNW 25613 28.5% -23.5% 7306 2920
A
MENCE THH 5731 11.4% -6.4% 652 121
APC 66235 19.5% -14.5% 12900 4106

STRATIFICATION

EEE RIS E IR I AR EE R SRS R AR RS
Value ucL LCL Target e e e % National == e= e % ondon CWFT
ASSURANCE 27%
NARRATIVE

Performance: Overall delivery is currently below the new improvement trajectory to ensure fewer
than 20% of patients are waiting over 6 weeks for a diagnosis test by March 2027. Performance

remains in line with both London and National performance.

Recovery Plan: Recovery plans in place. Additional capacity offered by CDCs has not delivered.

Alternatives to be explored.
Improvements: Demand review required to ensure limited capacity is being used to best effect.

Forecast Risks:

MRI capacity continues to be a risk across the sector. Other challenged
modalities include Endoscopy, Audiology, Neurophysiology, Echocardiography and Ultrasound
which face capacity challenges due to staffing shortages and ageing equipment.

Trust share of APC
waits longer than
standard

GOVERNANCE

Senior Responsible Owner: lan Bateman, Chief Operating Officer ICHT

Committee: APC Executive Management Board (Chair: Tim Orchard)

Data Assurance: Delivery through Planned Care Board. These figures are validated ahead of a monthly
performance return before publication by NHSE. Overall page 61 of 235



TREND

% Contacted within FDS Cancer standard

80%

STANDARD

90%

85%

80%

75%
70%
65%

60%

ASSURANCE

NARRATIVE

Performance: All providers except ICHT were minorly noncompliant with the Faster Diagnosis Standard
(FDS) in April 2026 which is linked to Easter holiday, urology and pathology TAT.

Recovery Plan: With aggregate FDS compliance across NWL, focus is on sustaining delivery and
addressing challenges in high-impact tumor sites, particularly Urology and Breast, where FDS performance
for patients with a confirmed diagnosis remains challenging. Weekly meetings with providers continue to
review risks, agree mitigations and identify required alliance support. A Breast pathway redesign away day,
hosted by RM Partners, was undertaken in May with outputs aimed at improving the diagnostic pathway.

Improvements: Priority remains maintaining sector-level FDS compliance and improving performance for
patients with a cancer diagnosis, particularly in Urology and Breast. Additional breast capacity continues at
LNWH, THHT and ICHT and will remain a priority in 2026/27, including delivery of a maximum 10-day wait
to first appointment. Front-end Urology pathway improvements remain a key focus zparticularly at CWFT.

Forecast Risks: Capacity pinch points, workforce constraints (including ability to run WLIs), and diagnostic
delays in radiology and pathology turnaround times remain key risks to delivery.

CURRENT PERFORMANCE

Access to Cancer Care (Faster Diagnosis) Apr-26

Total Contacts Di';z]itggis fli)oifr:?:zrn;; 28 + days ofwhich
performance 62 + days
2619 79.2% -0.8% 546 79
2880 80.0% 577 (o]
3147 78.8% -1.2% 666 81
1246 79.1% -0.9% 260 22
9892 79.3% -0.7% 2049 182

Trust share of APC
waits longer than
standard

GOVERNANCE

Senior Responsible Owner:  James Walters, Chief Operating Officer, LNW
Committee: APC Executive Management Board (Chair: Tim Orchard)

Data Assurance: Delivery through Cancer Clinical Operational Board. These figures are validated ahead
of a monthly performance return before publication by NHSE Overall page 62 of 235



Decision to Cancer Treatment Wait

TREND CURRENT PERFORMANCE

Cancer 31-day decision to treatment combined standard Apr-26

% Treated within 31 Day Cancer standard

0 : Of which
Lo 96 A) Total Treated 31 day Difference from 31 + days
0 performance target 62 + days
STANDARD
100% CWFT 192 99.0% 2 0]
L o .
P oo Ny g T % ICHT 712 95.5% -0.5% 32 o]
0 et e e, 96.5%
A S P, NI AL, h A YT VAN LNW 185 98.4% 3 0
\Ne - INA -
~ \ \e s o ) . A_A
RNV R AN S N NI IR T YA Y A PERFORMANCE 1, 95 94.7% -1.3% 5 0
90% " = ol WV v v
v APC 1184 96.5% 42 (0]
85%
—— STRATIFICATION
| REND)
50 MmEOMOMONMMMNMOTITTSIIIITTTITOVNDNVNBNINDINGY OO Y THH CWFT
Afafaafinagatigaafiagaaagaanaaaaafiaotionionad
cotL>cowmag2casts>csmagercors>cywageydcaosy
B E335378058898555373088520828537985880882
LNW
Value Mean Target == == % National == == = % [ondon ~—
ASSURANCE %

NARRATIVE

Performance: 31-day standard performance across NWL and RM Partners remains strong, with
NWL continuing to rank among the best performing systems nationally. For April, ICHT and
Hillingdon narrowly missed out on compliance.

Recovery Plan: Trusts continue to work closely with RM Partners on audits and targeted,
tumor-specific action plans. Engagement with Hillingdon is ongoing to identify further actions to
support consistent delivery of the standard. Imperial are continuing to focus on improvements
against urology treatments tespecially for renal. .

Improvements: Delivery of the 31-day standard has remained broadly consistent across trusts, GOVERNANCE
with limited exceptions.

Forecast Risks: Sustained high referral volumes continue to present a risk of demand
outstripping capacity, particularly due to workforce constraints across providers.

Trust share of APC
waits longer than
standard

Senior Responsible Owner:  James Walters, Chief Operating Officer, LNW
Committee: APC Executive Management Board (Chair: Tim Orchard)

Data Assurance: Delivery through Cancer Clinical Operational Board. These figures are validated ahead
of a monthly performance return before publication by NHSE Overall page 63 of 235



Referral to Cancer Treatment Pathways

TREND

% Treated within 62 Day Cancer standard

100% 85%

0% STANDARD
80% .
° L '
oo \? 0%y
X | B ——— —
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Value Mean Target ~ e»emam % National == == == % london ASSURANCE

NARRATIVE

Performance : Performance against the 62-day standard remains challenged against the 85% standard. There are
system-wide pressures that are contributing to this including delays in inter-Trust transfers. Breast, Urology and Lung are
the main challenged tumour sites. However, NWL still remains one of the best performing ICBs nationally.

Recovery Plan : There are plans to address specialist diagnostic capacity for lung (EBUS, RAB & CTGB). Solutions such
as navigational bronchoscopy for lung has now gone live via a soft launch at ICHT and improvements in performance will
start to be seen in Q2. Front end improvement plans for Urology at CWFT and THHT, and reduced ITR delays are on-
going. Additional capacity in place at THHT along with new appointments at ICHT for Breast. Breast will also remain a
priority improvement pathway for RM Partners in 26/27 with reintroduction of the 14-day standard to allow more treatment
time at the back end of the pathway.

Improvements : Performance slightly improved in Apr-26 but remains below the end of year national ask of 80%. However,
this is broadly in line with previous years and expected to recover further in May-26. Focus now on all trusts consistently
achieving performance of 80% in 26/27. Urology performance still requires further improvement, but improvements are
starting to materialise at CWFT.

Forecast Risks : Lung diagnostics demand (particularly EBUS and navigational bronchoscopy) remain a risk. However
planned mitigations in Q2 of 26/27 should support with addressing these risks. NWL Pathology TATs remain a risk.

CURRENT PERFORMANCE

Unacceptable Waits for the Treatment of Cancer: 62-day Combined Standard Apr-26

g - Of which Impacts on
62 day Difference
Total Treated performance from target 62 + days 104 + days Backlog 104 +
days
CWFT 185 88.4% 215 13 0
214 68.7% -16.3% 67 0 63
184.5 85.6% 26.5 11 47
103 72.8% -12.2% 28 3 3
686.5 79.2% -5.8% 143 27 113
STRATIFICATION

GOVERNANCE

Senior Responsible Owner:

James Walters, Chief Operating Officer, LNW

Committee: APC Executive Management Board (Chair: Tim Orchard)
Data Assurance: Delivery through Cancer Clinical Operational Board. These figures are validated ahead of
Overall page 64 of 235

a monthly performance return before publication by NHSE

Trust share of APC
waits longer than
standard




Section 1b: Performance
Emergency Care

May 2026




Urgent & Emergency Department Walits

TREND CURRENT PERFORMANCE
Time spend in Emergency Department: 4-Hour Standard May-26
4 Hour Performance 78% Total ) Of which (Number and Performance) Impacted by
GD% attendances (Al o I—tflhour Difference from 4 rzzlljlr _Ijr delz;ys P
1 Types) eriormance target ypes Type 1/2 breaches Type 3 breaches
. STANDARD SDEC
90% CWFT 28580 77.56% -2.4% 6413 6027 72.0% 386 94.6% 1277
20% 7 8 ) O% ICHT 24779 78.1% -1.9% 5432 4993 69.9% 439 94.7% 5553
LNW 31775 77.3% 2.7% 7216 6907 52.1% 309 98.2% 3160
0
?D/E' PERFORMANCE THH 13034 80.4% 2554 2491 57.1% 63 99.1% 4520
L4 L4
EIO% APC 98168 78.0% -2.0% 21615 20418 65.0% 1197 97.0% 14510
0
50% STRATIFICATION
40%
L L L L L Ll L o o 0o W o
U I B B B B B B
= = ol o 9= 2 o e | = = -
s 2 5 o 8 C @ ®w w & o m
= < v 2 o = « =2 < = ASSURANCE
NARRATIVE

Performance: Performance is 78.0% of patients were admitted, transferred, or discharged within
4 hours, a reduction month on month (from 79.6%) reported at all four APG sites. Type 1
breaches are the primary driver. Total A&E attendances were 4% higher than the same month

last year. Trust share of APC
Recovery plan: All four APG trusts have submitted complaint trajectories to meet the 82% by waits longer than
March 2027. Each Trust has a comprehensive action plan to improve four-hour performance and standard

maintain safe levels of care. These plans align with the wider North West London UEC program,

which aims to reduce demand and waits across the entire care system.

Improvements: Focused UEC recovery plans have been agreed with NHSE to meet the four- GOVERNANCE

hour performance standard and there is continued collaboration across system to reduce demand

and waiting times. Senior Responsible Owner:  Sheena Basnayake, Managing Director, Chelsea and Westminster

Forecast risks: Further increases in demand and continued delays with discharge for medically Committee: APC Executive Management Board (Chair: Tim Orchard) _ _
optimised patients. Data Assurance: Delivery through Urgent and Emergency Care Board. These figures are validated ahead of

a monthly performance return before publication by NHSE. Overall page 66 of 235



TREND

% of Patients > 12 Hours

2.0%

CURRENT PERFORMANCE

Unacceptable Waits for Treatment: 12-Hour waits May-26

Total Impacted by
7% 12 hour Difference
ttendances (All 12 hour + delays
a T Performance from target Type1/2 Type 3 12 hour DTA
6% A ALLOWANCE ypes) breaches breaches waits
3 ) CWFT 28580 2.6% -0.6% 738 738 0 53
5% 4.6%
; : . 0
a% ICHT 24779 5.1% -3.1% 1257 1257 0 618
0 ;A -
: PERFORMANCE LNW 31775 6.5% -4.5% 2059 2059 0 553
]
3% THH 13034 3.5% -1.5% 454 454 0 9
2% APC 98168 4.6% -2.6% 4508 4508 0 1233
1]
1% STRATIFICATION
0%
wn v W wmwywy w WL W W W W W WO
Ao o g g o 8 o6 g o o a &
A = = L [¥] 0 e e =
8 9§ 5 2 ¥ & 2 230 5§90 &8 8 @
eI E —_ g o = O = E = E —
ASSURANCE
NARRATIVE
Performance: 4.6% of all Types A&E attendances waited over 12 hours from time of arrival (4,508
patients). Mental health delays, which represent a subset of this cohort, remain a challenge for the sector
with an overall impact flow and the length of time spent in ED +with potential for significant impacts on
patient experience and care quality. Ongoing pressures across community and MH services exacerbate the Trust share of APC
challenge. waits longer than

Recovery plan: All Trusts are focused on reducing extended waits in ED and maintaining safe levels of
care. Main actions include: improving patient flow from ED to wards and decision-making; strengthening
system escalation and discharge coordination; NHSE Model ED standards; and joint work with mental health
partners to reduce waits for specialist beds and pathways.

Improvements: Ongoing implementation and enhancement of Trust specific UEC improvement plans and
patient flow initiatives.

Forecast risks: Increases in demand, continued delays with discharge for medically optimised patients and
continued delays for patients waiting for admission to mental health beds.

GOVERNANCE

Senior Responsible Owner:

Committee: APC Executive Management Board (Chair: Tim Orchard)

standard

Sheena Basnayake, Managing Director Chelsea and Westminster.

Data Assurance: Delivery through Urgent and Emergency Care Board. These figures are validated ahead
of a monthly performance return before publication (except 12hr+ waits from arrival) W\)@Fé‘ﬁ%age 67 of 235



ED Patients with Mental Health conditions

CURRENT PERFORMANCE

Unacceptable Waits for Mental Health patients in ED: 12-Hour waits May-26

0 ,
24 A) ED Type 1 Referr§|s to Demand for 12 hour D|fferen(_:e 12 hour +
Pyschiatric Mental Health from Provider
Attendances Liaison Performance ) delays
ALLOWANCE Care Median
CWFT 21,488 436 2.0% 30.7% -10.7% 134
30 . 4% ICHT 16,565 504 3.0% 33.9% -13.9% 171
LNW 14,429 652 4.5% 28.7% -8.7% 187
MANCE
THH 5,812 282 4.9% 27.3% -7.3% 77
APC 58,294 1,874 3.2% 30.4% -10.4% 569

STRATIFICATION

ASSURANCE

NARRATIVE

Performance : Mental health delays remain a challenge for the sector with an overall impact on flow and the
length of time spent in ED. This metric shows the proportion of patients in ED referred to psychiatric liaison
services for a consultation and potentially a bed waiting 12 hours or more.

Recovery plan: The APC work hand in hand with our Mental Health provider colleagues, and all
organisations have both regular operational meetings and the provision of liaison psychiatry in our
Emergency Departments. The long waits are raised at the System Urgent & Emergency Care Board and are
regularly escalated to the Integrated Care System meeting, which includes the Integrated Care Board (ICB),

who are responsible for monitoring demand and commissioning Mental Health capacity.

The APC has done extensive work in ensuring that whilst these patients are waiting for a bed, they are in the GOVERNANCE

best possible environment, and our staff have the correct skills to attend to their needs. . . . . . .
Senior Responsible Owner: Laura Bewick, Managing Director, Chelsea and Westminster

Improvements: The Chief Nurse from LNW is clinically co-ordinating an improvement programme, working Committee: APC Executive Management Board (Chair: Tim Orchard)

jointly with our Mental Health partners. Data A Deli h hU tand E C Board
. . . " . ata Assurance: Delivery throu rgent and Emergency Care Board.
Forecast risks: Continued delays for patients waiting for admission to mental health beds. y 9 9 gency

Current Trust waits
shown against the
national provider
median

Overall page 68 of 235



Emergency Dept Friends & Family Test

TREND

% good experience - ED
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714%

STANDARD

17.7%

PERFORMANCE

ASSURANCE

NARRATIVE

Performance: At APG level, the percentage of patients accessing our emergency
departments who report a good experience has been consistently above standard since
January 2023, although there has been a downward trend since March 2025. This is being
monitored and is likely linked to ongoing operational and capacity issues. All trusts were
above the standard in May.

Recovery Plan: Not applicable.
Improvements: N/A

Forecast Risks : Continued operational pressures resulting in longer waits in ED may have
a detrimental impact on patient experience.

CURRENT PERFORMANCE

12 Month

Good Experience Rolling Good

Experience
77.4% 79.0%
84.9% 84.7%
75.3% 78.8%
75.6% 76.3%
77.7% 79.7%

GOVERNANCE

Senior Responsible Owner:  Pippa Nightingale, CEO, LNW

Committee: Acute provider collaborative executive management board
Data Assurance: 'DWD LV VXSSOLHG E\ HDFK WUXVW LQGLYLGXDOO\ DQG °
internal processes. Overall page 69 of 235



Section 1c: Performance

Maternity and Neonatal Care
May 2026

Overall page 70 of 235



Neonatal Crude Deaths (per 1000 births)

0.94

STANDARD

2.5

NARRATIVE

Performance: The crude neonatal death rate at APG level is above the standard across the last
12 months. At ICHT the rate has reduced below the national rate following an increase in Q4 *no
concerns identified on initial review, many linked to extreme prematurity and congenital
abnormalities. There were 5 cases in April at CWFT, primarily attributable to congenital
abnormalities. All cases are being reviewed through the PMRT.

Recovery Plan: The Perinatal Mortality Review Tool (PMRT) is used for all cases to identify local
learning & actions. The Neonatal CRG and the Trust teams will continue to monitor any new
cases.

Improvements: Following a review at the maternity and neonatal safety group, the following
areas of improvement are being prioritised: reducing the number of birthing people who book late;
care of birthing people who do not speak or understand English; standardising and improving
PRMT practice through creation of a NWL SOP; and a review of bereavement support.

Forecast Risks: None identified.

CURRENT PERFORMANCE

Crude
neonatal
death rate
(per 1000
birth rate)

STRATIFICATION

GOVERNANCE

Senior Responsible Owner:  Pippa Nightingale, CEO, LNW
Committee: APC Executive Management Board (Chair: Tim Orchard)
Data Assurance: 'DWD LV VXSSOLHG E\ HDFK WUXVW LQGLYLGXDOO\ DQG °

internal processes. Overall page 71 of 235



CFUde St”l Bll’th Rate (per 1000 births)

CURRENT PERFORMANCE

Difference

3 3 Crude Sitill from
S Standard

STANDARD

1.5

STRATIFICATION

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 APG stillbirth rate is below the
standard in month and across the last 12 months.

Recovery Plan: The Perinatal Mortality Review Tool (PMRT) is used for all cases to identify local learning
& actions. ICHT have noted a small increase in stillbirths in 2025/26 *there have been no signals
received via MOSS (maternity outcomes signal system) however an MDT review is underway of recent
cases to identify any themes and learning to inform ongoing improvement work. LNW are undertaking a
review of all stillbirths across 25-26 which will also include Q1 26-27. No immediate concerns to escalate.

Improvements : Improvement work continues in response to key themes including review of the fetal GOVERNANCE

medicine foundation tools for additional screening, review of translation tools, reviewing the dose of

Aspirin to ensure consistency across providers (guidance has recently been updated). CW is a regional Senior Responsible Owner:  Pippa Nightingale, CEO, LNW

pilot site for to implement the Maternal reducing inequalities care bundle (MRICB). All trusts declared full Committee: APC Executive Management Board (Chair: Tim Orchard)

FRPSOLDQFH ZLWK 6DYLQJ %DELHVY /LYHV &DUH %XQGOH Y IRU 0, @Datd Pdsurance: 'DWD LV VXSSOLHG E\ HDFK WUXVW LQGLYLGXDOO\ DQG °
Forecast Risks: No risks identified. internal processes. Overall page 72 of 235



Preterm Births (per 1000 births)

CURRENT PERFORMANCE

8 . O Pre-term

Birth Rate

STANDARD

7.9

STRATIFICATION

NARRATIVE

Performance: The rate of pre-term births was below the standard at APG level and across
the last 12 months. ICHT have the highest rate of the four trusts. They are a net importer of
all categories of pre-term In-utero transfers (IUT) and Ex-utero transfers (EUT) due to their
status as a medical level 3 NICU.

Recovery Plan: The ICHT rate has reduced following an increase in Q3 +this has been
reviewed with no concerns to escalate at this stage. They are focusing on improving MDT
involvement in IUT acceptance to ensure effective decision making, particularly during

periods of high capacity, prioritising those that require delivery. T —
Improvements: An education programme has been rolled out at LNW with particular

emphasis on personalised assessment to ensure correct maternity care pathway and Senior Responsible Owner:  Pippa Nightingale, CEO, LNW
referrals at booking. They are developing a digital referral to Pre-birth clinic to improve early Committee: APC Executive Management Board (Chair: Tim Orchard)
assessment and intervention rates. Data Assurance: 'DWD LV VXSSOLHG E\ HDFK WUXVW LQGLYLGXDOO\ DQG °

Forecast Risks: No risks identified. internal processes. Overall page 73 of 235



Suspected neonatal Intrapartum brain injuries er 1000 births)

TREND CURRENT PERFORMANCE

Rate of neonatal intrapartum brain injuries as escalated to HSIB Rate of
4.0 18 suspected brain
3.5 injuries

STANDARD
3.0 1.34
25 O 99 0.00
2.0 0.00
1.5 3.95
1.0 0.99
0.5 »®
STRATIFICATION
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ASSURANCE

NARRATIVE

Performance: We are below the standard in-month and over the last 12 months. There
were 2 cases reported at THH which are under review.

Recovery Plan: N/A

Improvements: Improvements are focused the following key themes: clinical care and
decision making, escalation / situational awareness and fetal heart monitoring and
escalation. The Fetal monitoring practices are being streamlined across the APG and an
escalation toolkit based on the one in place in CWFT is being reviewed in each Trust with a
view to rolling it out across the APC in due course. GOVERNANCE

Forecast Risks: No risks identified.

Senior Responsible Owner:  Pippa Nightingale, CEO, LNW
Committee: APC Executive Management Board (Chair: Tim Orchard)
Data Assurance: 'DWD LV VXSSOLHG E\ HDFK WUXVW LQGLYLGXDOO\ DQG T

internal processes. Overall page 74 of 235



TREND CURRENT PERFORMANCE

% late booking difference Black & Mixed Groups vs. Non-Black 6-month Inequity in Late Bookings, _Rolling -6 months to Mar -26
Rolling Black vs. Non-Black Black & Black Mixed Groups Non-Black
15%
Trusts |Difference Lower 95% ClI Upper 95% All Bookings Lat.e % Late AI,I Lat.e % late
Cl Bookings Bookings Bookings
10% .
‘B APC 6.1% 3.5% 8.8% 40% 34%
6.1% Note: 95% Confidence intervals for the difference between two proportions (Newdtitsom Hybrid Method)
5%
STRATIFICATION
Detection Limit = 4%
% Difference in Late Bookings of Black and Black  -mixed vs All other Groups by Trust
0%
Jan-24 Jul-24 Jan-25 Jul-25 Jan-26

NARRATIVE

Performance: The data is provided on a rolling 6-month basis to ensure statistical robustness. Data up to
March 2026 demonstrates pregnant people from black and mixed ethnic groups with black heritage are
6.1% more likely to be booked at over 9+6 months gestation than pregnant people from other ethnicities.
The percentage has reduced, but remains higher than we would like, in line with national data. Overall, the
percentage of late bookers remains high regardless of ethnicity.

Recovery Plan: N/A

Improvements : The directors of midwifery are working to develop an improvement plan in response to this
data. This will include working with MNVPs from a community engagement perspective, reviewing

accessibility and booking processes and understanding areas of late referral/booking. The plan will be
reported to the APG quality meeting once ready. In the meantime, local improvement work continues in all

trusts. THH have reduced their booking timeframe from 9+6 to 8+6 to allow additional capacity to book. Senior Responsible Owner:  Pippa Nightingale, CEO, LNW

Work is underway to review the areas where late booking is most common to support targeted Committee: Acute provider collaborative executive management board

improvements (due to commence in September 26). Data assurance: The data is provided on a rolling 6-month basis to ensure statistical robustness. Data is normally
Forecast Risks: N/A VXSSOLHG E\ HDFK WUXVW LQGLYLGXDOO\ DQG TXDOLW\ DVVXUHG WKURXJ
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Maternity Friends & Family Test

TREND CURRENT PERFORMANCE

% good experience - Maternity

100% 90%

95%

Good Experience

STANDARD 85.3%
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NARRATIVE

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

Recovery Plan: Focused work across all trusts to improve response rates and the percentage of
service users reporting a good experience. At THH the Maternity and Neonatal Voices
Partnership (MNVP) and Director of Midwifery have held a collaborative session on maternity
mandatory training during May 2026 on patient experience. LNW reverted to paper collection due

to issues with the automated survey which are being resolved, which is impacting performance. GOVERNANCE

Improvements: The work to improve maternity care and patient experience within each _ _ _ e
organisation is ongoing. All services have a detailed MNVP workplan in place to co-produce Senior Responsible Owner:  Pippa Nightingale, CEO, LNW

improvements in their services based on the results of the CQC maternity survey. Committee: APC Executive Management Board (Chair: Tim Orchard) _
Forecast Risks: Maternity capacity constraints is a risk for all four Trusts, with mitigating actions Data Assurance: 'DWD LV VXSSOLHG E\ HDFK WUXVW LQGLYLGXDOOY DQG

in place in response. This is likely to have an on-going impact on patient experience. internal processes. Overall page 76 of 235




Section 2a: Finance

May 2026, except Model Hospital productivity comparisons February 2026
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Financial Performance

TREND CURRENT PERFORMANCE

Financial Performance YTD Variance to Plan May-26

'£ 11 . 7 M Annual Income I&E YTD Plan Difference from Forecast Outturn
Plan £M £M IS N AETEY A YTD Plan £M
STANDARD  cwrr 1,064 258 2,62 -0.04 0.0
ICHT 1,923 0.00 -5.92 -5.92 0.0
£-19 5M LNW 1,130 -8.65 -10.19 -1.54 0.0
THH 431 -0.47 -0.77 -0.30 0.0
PERFORMANCE APC 4,548 -11.70 -19.50 -7.80 0.0
= Plan
Deficit
M Surplus

NARRATIVE

Performance: The APG reported a shortall of £7.4M in April against a deficit plan of £12.6M
plan. All Trusts reported shortfalls against their month 1 plans.

Recovery Plan / Improvements: A financial performance escalation process has been in place
in the previous two financial years.

Forecast Risks: Potential under-delivery of efficiency programmes

GOVERNANCE

STRATIFICATION

Senior Responsible Owner:  Bimal Patel, Chief Financial Officer, LNWH
Committee: APC Finance and Performance
Data Assurance: 'DWD LV VXSSOLHG E\ HDFK WUXVW LQGLYLGXDOO\ DQG °

internal processes. Overall page 78 of 235



Temporary Staffing Expenditure

TREND CURRENT PERFORMANCE

Cost of Temporary Staffing May-26

£ 1 6 . 9 M T Temporary Temporary Difference Agency Spend Bank Spend Substantive Staff Spend
otal Pay . .
Bill EM Staffing Staffing from
ALLOWANCE Threshold  Costs  Threshold £EM % £M % £M %
CWFT 52.6 4.0 5.0 -1.0 0.1 0.2% 4.9 9.2% 47.7 90.6%
£23.5M cHr 103.7 5.9 9.6 -3.7 0.4 0.4% 9.3 8.9% 941  90.7%
LNW 61.0 4.8 6.0 -1.3 0.3 0.5% 5.8 9.4% 55.0 90.1%

PERFORMANCE 11 24.2 2.2 2.9 -0.7 02  08% 27 111% 213  88.1%

APC 241.6 16.9 23.5 -6.6 0.9 0.4% 22.6 9.3% 218.0 90.3%

n/a

TREND

n/a

ASSURANCE

NARRATIVE

Performance: For 2026/27, agency spend is capped at 0.4% and bank 6.9% for the APG as a
proportion of overall pay bill. Spending on temporary staff declined from April but against the new
threshold ceiling of £16.9M shows a negative variance in May of £6.6M

Recovery Plan / Improvements:  Grip and control measures are in place across all Trusts for
temporary staffing. 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.

Forecast Risks: Reliance on agency workers is key for the delivery of some services, particularly GOVERNANCE
where there is a national skills shortage such as for sonography, mental health nursing and
cardiac physiologists and Trusts are working towards collective solutions in these areas. High
levels of vacancies may create additional pressure on temporary staffing demand

Senior Responsible Owner:  Bimal Patel, Chief Financial Officer, LNWH
Committee: APC Finance and Performance
Data Assurance: 'DWD LV VXSSOLHG E\ HDFK WUXVW LQGLYLGXDOO\ DQG °

internal processes. Overall page 79 of 235



Implied Productivity Growth

TREND CURRENT PERFORMANCE

Implied Productivity Growth YTD Variance to Previous Year: Feb-26

Implied Productivity Growth
2 . 7% YTD Productivity Variance from Cost-w eighted Real-terms Resource
o ational —===|ondon APC Growth National Rate Activity Growth YTD Growth YTD Change
7.00% NATIONAL CWFT 5.3% 2.6% 2.8% -3.0%
ICHT 1.4% -1.3% 1.4% 0.1%
2.6%
. LNW 0.2% -2.5% -0.4% -2.5%
>00% THH 3.8% 1.1% 1.5% -2.5%
APGMEDIAN E -
400% e National 2.7% 2.6% 0.1%
3.00% _— London 3.2% 2.2% -1.0%

2.00%

1.00%

0.00%
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NARRATIVE

Performance: The median APC and median London Implied Productivity Growth have been
displayed in relation to the national picture.

All NWL APC Trusts are reporting positive productivity growth with CW, and LNW significantly
ahead of the national provider median. A key driver are falling Real-term costs across all Trusts.

Recovery Plan / Improvements:  See separate Productivity Reporting Programme Update

Forecast Risks: Productivity gains may not be maintained due to reduction in the rate of growth
in cost weighted activity
GOVERNANCE

STRATIFICATION

Senior Responsible Owner:  Bimal Patel, CFO, LNWH

Committee: APC Finance and Performance

Data Assurance: Implied Productivity Growth is calculated by comparing the YTD growth in cost-weighted activity to growth on
operating expenditure against compared to the same period in the previous year. Data is supplied to the Model Hospital System by each
trust individually and quality assured through internal processes. There is a greater reporting lag than othéPvefials prgen.of 235



Section 2b: Productivity and Flow

May 2026
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Ambulance Handover Waits

TREND CURRENT PERFORMANCE

LAS Handover Waits within the fifteen minute standard May-26

65% Of which Impacts on

15mins Difference

15 mins Breach Performance (LAS)

70% Total Handover 15 min + delays :
Performance from target 30min + delays 60 min + delays LAS time lost
65% a- STANDARD (hours)
[
60% e % CWFT 4194 53.9% -11.1% 1933 175 2 220
)

55% » 45 . 6% ICHT 2553 54.1% -10.9% 1173 212 10 180
50% . LNW 4419 20.8% -44.2% 3500 1944 34 2024
a5% 2010 71.9% 564 57 1 91
40%

’ 13176 45.6% -19.4% 7170 2388 47 2516

35%

30 STRATIFICATION

v |
ASSURANCE
NARRATIVE o [
Performance: LAS 15-minute handover performance is 45.6% vs 65% standard and is currently CWET l_
0

25%
20%

tracking just above the lower control limit based on the long-term performance trend. This reflects
sustained operational pressure. Total LAS handovers were up 4.4% on the same month last year.

Recovery plan: The priority for 2026/27 is the reduction of the overall average ambulance
handover and ensuring all handovers are completed within 45 minutes as a core operational
standard. Main actions include: Daily focus on clearing ambulance queues and reducing handover
delays; Improved cohorting and offload processes; Strengthening flow through ED; Joint working
to maximise the use of alternatives to ED and direct referral; Targeted support to LNW.
Improvements: Local process changes at Hillingdon Hospital have shown positive impact. NWL

maintains some of the best Ambulance handover times across London with CWFT, ICHT and Senior Responsible Owner:  Sheena Basnayake, Managing Director, Chelsea and Westminster
THH consistently in the top 5 rankings. Committee: APC Executive Management Board (Chair: Tim Orchard)

Forecast risks: Continued increases in the number of conveyances. Data Assurance: Delivery through Urgent and Emergency Care Board. These figures are provided by LAS
Overall page 82 of 235
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Inequity in DNA Rates

TREND CURRENT PERFORMANCE

Inequity in Outpatient DNA Rates: May-26

Outpatient  Standardised DNA Rate DNAs Confirmed Appointments
Bookings Performance
IMDQ1 IMDQ2-5 IMDQ1 IMDQ2-5 IMDQ1 IMDQ2-5
ALLOWANCE
26,815 130 12.0% 9.3% 367 2,201 3,047 23,768
ICHT 24,052 138 15.9% 11.5% 352 2,505 2,218 21,834
LNW 35,503 149 13.2% 8.9% 481 2,833 3,640 31,863
0, 0,
PERFORMANCE THH 12,701 157 11.0% 7.0% 79 836 721 11,980
APC 99,071 142 13.3% 9.4% 1,279 8,375 9,626 89,445

TREND

ASSURANCE

NARRATIVE

Performance: The long-term trend shows that at all Trusts the most deprived people are more
likely to miss their appointment.

Recovery: Socio-economic factors such as unpredictable work patterns, high transport costs, Trust longest waits IMDQ1
unstable housing, caring responsibilities, and digital exclusion contribute to higher DNA rates in cohort against standard
the most deprived quintile. Trusts plan to reducing DNA rates in this group through focusing

digital initiatives on the most deprived quintile through two-way appointment reminders, co-

produced appointment booking and protecting rescheduling options for this group; and

\(ji(;ngﬂgir?s with the digital-first approach, introducing risk-stratified (based on IMD data) outreach GOVERNANCE

Improvements: Improvement plans to be monitored through Trust Outpatient Transformation Senior Responsible Owner:  Pippa Nightingale, CEO, LNW
Boards and the APC Outpatient Group Committee: APC Ex_ecutlve Management Board (Ch_alr: Tim Orchard) _ _

. . . ) o ) ) S ) Data Assurance: This analysis compares the outpatient non-attendance rates of the most deprived 20% of society
Risks: Failure to introduce risk-stratified interventions alongside digital initiatives will lead to (IMDQ1) with the rates of the other 80%. A number greater than 100 means they are more Iikelg to miss their booked
continued levels of potential inequity in access to healthcare in the APC. appointment. verall page 83 of 235



Patient Initiated Follow Up

TREND CURRENT PERFORMANCE

Outpatient Transformation May-26

Discharged to PIFU 0
5 A) Moved / Impacts on
6% Total OP Discharged Difference . ove
? contacts to PIFU from target Discharged
; STANDARD to PIFU OPFA DNAs OPFU DNAs Virtual contacts
5%
0 CWFT 69469 9.1% 6348 9.9% 7.7% 8394
0
4% 4 1 /0 ICHT 96553 2.1% -2.9% 1989 11.3% 9.5% 18792
3% NCE LNW 71182 2.3% -2.7% 1658 9.9% 10.1% 14386
THH 33495 3.5% -1.5% 1122 6.9% 7.8% 5053
2%
APC 270699 4.1% -0.9% 11117 9.9% 9.1% 46625
1%
STRATIFICATION
0%
Ty] Tp] Tp] Tp] o [Tp] o {(s] 0o {(s] (s]
q Qg o A o o o o a § «o
c = to o > o c DO = b= =
5 2 3 o 6 6 0 @ ©w ®B o m
- g Z 0 - uw =2 9 5
ASSURANCE
NARRATIVE

Performance: Pathways discharged to PIFU remains under the 5% target, but performance
remains consistent. ICHT

18%
Recovery plan: Outpatient improvement lead group is in place to standardise practice and Trust share of APC
increase PIFU to above the 5% target. discharges to PIFU

Improvement: The APC is above the peer average of 1.8% and is above the national average lower than standard
of 3.1%, however LNW remains an outlier.

Forecast risks: Stability, usability and interoperability of digital infrastructure.

GOVERNANCE

Senior Responsible Owner:  Laura Bewick, Managing Director, Chelsea and Westminster

Committee: APC Executive Management Board (Chair: Tim Orchard)

Data Assurance: Delivery through Planned Care Board. Data is supplied by each trust individually and
TXDOLW\ DVVXUHG WKURXJK HDFK RUJDQLVDWLRQﬂMVéTéM%E%LéQa%S‘SUF



Theatre Utilisation (Uncapped)

TREND CURRENT PERFORMANCE
Theatre Utilisation May-26

Theatre Utilisation 0
95% 85 A) o eﬁlai;’lnnegme Theatre Difference from Unused time
S o P (hou?s) utilisation target (hours)
90% STANDARD
CWFT 2786 89.2%0 300
85%
4840 88.6%0 550
80%' 3028 81.6%06 -3.4%0 559
75% 1090 92.6% 81
70% 11744 87.3% 1489
65%
STRATIFICATION
60%
[Tp] [Tp] " " Ty Ty LM O {Ts] L&) {Ts] [a)
N 8 o 8 & o a4 6 § q§ o
cC = w o = = o cC O = e =
3 —31 3 [T] iy (=] 1] m ] m o o
=  w 0O =2 o = u S5 <« S
NARRATIVE

Performance: NWL Theatre utilisation remained stable in M2 and above the 85% benchmark.
Recovery plan: No recovery required. Operational delivery is above standard.

Improvement: As part of the Productivity & Efficiency planning submissions, Trusts are looking
at day case rates, cases per list and elective length of stay (LOS). Work continues on the
implementation of the digital preoperative assessment questionnaire.

Forecast risks: Shortages in critical staffing groups.

GOVERNANCE

Senior Responsible Owner:  Alan McGlennan, Managing Director, THH

Committee: APC Executive Management Board (Chair: Tim Orchard)

Data Assurance: Delivery through Planned Care Board. Data is supplied by each trust individually and
TXDOLW\ DVVXUHG WKURXJK HDFK RUJDQLVDWLRQﬂgVéTé?lWaEGUSQS}%E)SUF



TREND

Delayed bed day performance - NCTR
20.0%

10.0%

5.0%

0.0%

Jun-25
Jul-25
Aug-25
Sep-25
Oct-25
Nov-25
Dec-25
Jan-26
Feb-26
Mar-26
Apr-26
May-26

CURRENT PERFORMANCE

Delayed Bed Days for Patients discharged in month and those that remain in hospital May-26

% Delayed  Number of patients Number of patients not meeting the Criteria to Resi  TBC - Average

Total Bed days Days Delayed bed days not meeting CTR DA 14+ D PDas tljja|§3 tz]t\éveDeS
CWFT 19935 2424 12.2% 258 38 14 29 0.817
ICHT 30912 6046 19.6% 200 170 147 127 1.090
LNW 28602 4177 14.6% 301 186 137 99 1.099
- THH 10754 748 7.0% 1364 1002 694 451 0.563
APC 90203 13,395 f 14.8% 2123 1396 992 706 0.89

STRATIFICATION

THH

NARRATIVE leHT

Performance: System flow remain challenged across the APG.

Recovery: Performance across the trusts shows significant variation in delayed bed days, with
delays ranging from 7% to 19.6%. ICHT stands out as the most challenged trust, recording both
the highest proportion of delayed bed days (19.6%) and a substantial volume of delayed days
overall. In contrast, THH demonstrates strong performance with the lowest delay rate (7%).

Continued to focus of long waiters by teams and escalation meetings in place locally for each site.

P1 delays seen in some boroughs vary but also being managed through weekly escalation
meeting at senior level.
Improvement :. Optica rollout to LAS continues and will help boroughs with achieving targets

proposed. Transfer of care hub gaps workshop completed with Hub leads and senior
representation from all partner with next steps and actions being drafted.

Forecast risks : Continued delays for patients waiting for admission to mental health beds. NCTR
occupancy remains challenged and overall attendances remain high.

CWFET

GOVERNANCE

200 400 600 800 1000 1200

21+Davys m 14+ Days m 7+ Days

Senior Responsible Owner:  Sheena Basnayake, Managing Director Chelsea and Westminster.
Committee: APC Executive Management Board (Chair: Tim Orchard)
Data Assurance: Delivery through Urgent and Emergency Care Board. These figures come for the FDP via

the ICB
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TREND

% Bed Days Emergency Patients > 6 days

78.4%

CURRENT PERFORMANCE

Bed days attributed to long-stay patients: May-26

8% Total Long LOS leferen(.:e Long LOS
Emergency fromProvider  Emegency
Performance .
81% ALLOWANCE Bed Days Median Bed Days
805 20,842 78.3% 16,313
7 8 . 8% ICHT 27,193 81.8% -3.4% 22,242
79% —— -
' LNW 27,972 77.4% 21,643
, IVIA
78% BNCE 10,322 75.6% 7,807
APC 86,329 78.8% -0.4% 68,005

77%
76%
75%

74%
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NARRATIVE

ASSURANCE

Performance : Group performance has been trending over the last few months above the
national provider median. However, THH demonstrates better performance than the group

position.

Recovery plan/ Improvements: Long LOS patients are routinely reviewed at all Trusts.
LNW have implemented an improvement programme to improve length of stay and patient

flow through the hospital.
Forecast risks: Continued high levels of stranded patients

STRATIFICATION

Current Trust waits
shown against the
national provider
median

GOVERNANCE

Senior Responsible Owner:  Sheena Basnayake, Managing Director Chelsea and Westminster.

Committee: APC Executive Management Board (Chair: Tim Orchard)

Data Assurance: This metric shows the proportion of bed days for emergency patients that have been attributed to
emergency patients staying beyond 6 days. A high rate suggests that an organisation has a problem with stranded

patients. 'DWD LV VXSSOLHG E\ HDFK WUXVW LQGLYLGXD0O\ B6@!IPags 81 9235 v v:



Section 3: Workforce

May 2026, except Model Employer Goals March 2026 (quarter 4 position)
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Sickness Absence

=/<4%

STANDARD

ASSURANCE

NARRATIVE

Performance: We have seen an increase in sickness across the Trusts since May 2025 with
current 12 month-rolling levels (4.7%) above the collective target of 4.0% and all Trusts are
actively monitoring this. This metric is flagging as a special cause for concern and is slightly
above the London position of 4.6% but lower than National position of 5.1%. Since COVID, we
have seen the proportion of long-term iliness increase.

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
and increase reliance on bank cover.

CURRENT PERFORMANCE

Rolling Sickness Absence

Month 02 In-Month

CWFT 4% 4.2% -0.2% 4.2%
ICHT 4% 4.7% -0.7% 4.3%
LNW 4% 4.7% -0.7% 4.2%
THH 4% 5.5% -1.5% 5.0%
APG 4% 4.7% -0.7% 4.3%

STRATIFICATION

12 Month Rolling
Sickness Absence Rate
% across the APC
Month 2

GOVERNANCE

Senior Responsible Owner:  Pippa Nightingale, CEO, LNW

Committee: APC People Committee

Data Assurance: Data is supplied by each trust individually and quality assured through each
RUJDQLVDWLRQYV LQWHUQDO SURFHVVHYV Overall page 89 of 235



Voluntary Turnover

=/<12%

STANDARD

NARRATIVE

Performance: Voluntary turnover continues as a special cause improving variation with low
voluntary turnover across all four Trusts. As APG voluntary turnover rate is lower than
London position (9.1%) and national position of 8.7%.

Recovery Plan / Improvements:  Trusts are sharing retention initiatives to inform

coordinated local and collaborative action, with continued focus on exit interviews and Stay
Conversations in hotspot areas (ICU, midwifery and AHPS). Insight is informing updated
retention plans, supported by an established and increasingly aligned wellbeing offer across
the Collaborative. Relocation remains a key reason for leaving *with limited opportunity for
7TUXVWY WR LQIOXHQFH +RZHYHU GDWD TXDOLW\ LVVXH
are limiting analysis, and work is underway to improve data capture to better target
interventions.

Forecast Risks: The current cost of living issue is one which we are taking seriously, and
our CEOs have agreed a common package of measures to support staff.

CURRENT PERFORMANCE

Voluntary Turnover

Voluntary Leavers

Target % Tur'r\:lc?\?ezrr1 I('\’):lte % V'al'g?;:te"/too . WTE
(rolling 12 months)
CWFT 10% 7.6% 4.4% 467
ICHT 10% 7.2% 4.8% 833
LNW 10% 7.1% 4.9% 560
THH 10% 8.5% 3.5% 236
APG 10% 7.4% 4.6% 2,096

STRATIFICATION

Trust proportion of voluntary
leavers wte (rolling 12
months) across the APC
Month 2

GOVERNANCE

Pippa Nightingale, CEO, LNW
Committee: APC People Committee
Data Assurance: Data is supplied by each trust individually and quality assured through each

vV LJ

Senior Responsible Owner:

RUJDQLVDWLRQfV LQWHUQDO SURFHVVHV Overall page 90 of 235



Vacancies

=/<10%

STANDARD

8.4%

NARRATIVE

Performance : Since January 2024, the collaborative vacancy level has maintained below the
agreed target of 10.0% and in May 2026 was 8.4% (London position 6.9% and National position
6.4%).

At collaborative level, we have seen a slow rise in vacancies over the past year which has been
influenced by agreed strategies for non-recurrent cost savings as well as enabling newly qualified
nurses and midwives to be accommodated with permanent appointments.

Collaborative action remains focussed on hard to fill vacancies with our top areas of concern as:
Operating Department Practitioners, Sonographers, Occupational Therapists and Mental Health
Nurses.

Recovery Plan / Improvements : Hard to recruit roles continue to receive focus to reduce
vacancies and reduced reliance on agency resource to fill the roles. Robust governance and
review of requests to recruit are managed at Trust level along with temporary staffing controls.

Forecast Risks: High levels of vacancies puts additional pressure on bank staffing demand.

CURRENT PERFORMANCE

PERFORMANCE 14

Vacancies
Month 02 Variance to
0,
Target % Vacancy Rate % Target % Vacancy WTE

CWFT 10% 6.8% 3.2% 530
ICHT 10% 9.1% 0.9% 1,459
LNW 10% 7.8% 2.2% 744

10% 9.8% 0.2% 383
APG 10% 8.4% 1.6% 3,115

STRATIFICATION

Trust proportion of vacant
WTE across the APC
Month 2

GOVERNANCE

Senior Responsible Owner:  Pippa Nightingale, CEO, LNW

Committee: APC People Committee

Data Assurance: Data is supplied by each trust individually and quality assured through each
RUJDQLVDWLRQYV LQWHUQDO SURFHVVHYV Overall page 91 of 235



Non-Medical PDR

TREND

CURRENT PERFORMANCE

% PDR rate
30 June 2026

1;2: 93% 94% 96% 9204
85%
75%
65%
55%
45%
35%
25%
15%

5%

CWwW ICHT LNW THH

CE

T T X7 TV

NARRATIVE

All 4 Trusts now operate a PDR window 1 April +30 June for PDRs for all A4C staff

Data represents the position at each Trust as at Tuesday 30th June. Managers have an additional

7-day window to finish recording PDRs and a final compliance will be reported on 13/14 July.
Follow up action is in place with any managers who have not been able to achieve 95% of their
PDRs.

GOVERNANCE

STRATIFICATION

Senior Responsible Owner:  Pippa Nightingale, CEO, LNW

Committee: APC People Committee

Data Assurance: Data is supplied by each trust individually and quality assured through each
RUJDQLVDWLRQTVY LQWHUQDO SURFHVVHYV Overall page 92 of 235



Mandatory Training Compliance

=/<90%

STANDARD

92.0%

PEREORMANCE

NARRATIVE

Performance : Mandatory training compliance is essential in the delivery of safe 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 APC continue to
perform well against the target for Mandatory Training 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
Resident Doctors includes time for them to complete the online elements of their mandatory
training, which is essential during high rotation activity including December and April. 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

CURRENT PERFORMANCE

Mandatory Training Compliance

Target % Month 02 Mandatory Training Variance to

Compliance Rate % Target %
CWFT 90% 91.9% 1.9%
ICHT 90% 93.2% 3.2%
LNW 90% 89.8% -0.2%
THH 90% 93.3% 3.3%
APG 90% 92.0% 2.0%

STRATIFICATION

Month 2 Mandatory Training
Compliance Rate % by Trust
across the APC

GOVERNANCE

Senior Responsible Owner:  Pippa Nightingale, CEO, LNW

Committee: APC People Committee

Data Assurance: Data is supplied by each trust individually and quality assured through each
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Model Employer Goals

TREND CURRENT PERFORMANCE

Model Employer Goals

Acute Collaborative - Model Employer Goals —
—/<61% Target % Month 1 Model Employer Variance to
get~o Goals % Target %
70 STANDARD
o CWEFT 56% 34.1% -21.4%
50 42 400 ICHT 64% 39.1% -24.9%
A0 LNW 72% 57.1% -15.2%
30 61% 40.8% -20.0%
20 63% 42.4% -20.7%
10 STRATIFICATION
0
'-"'N’J '-"'N’l ﬁN’J '-"'N’J E E E E F\J"" f_‘\lﬂj 53 F:" Month 12 Model Employer
o o o o o o o o o o o o Goals % by Trust across the
i~ [ ™~ i~ [ ™~ i~ [ ™~ (] [ ™~
— [ (st = — o~ [t = — o~ M = APC
) ) ) ) ) o) ) ) ) ) o )
ASSURANCE
NARRATIVE

Performance: Since April 2023(Q1), the collaborative MEG level has increased by 5
percentage points to 42.4% as at April 2026 (Q4).

Recovery Plan / Improvements:  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; EQIA of planned workforce
reductions to identify and minimise adverse impact on BME progression.

Forecast Risks: None GOVERNANCE

Senior Responsible Owner:  Pippa Nightingale, CEO, LNW

Committee: APC People Committee

Data Assurance: 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). MEG uses the difference between the

proportion of known ethnicities of an organisation against existing proportion of known ethnicities within each band Data is supplied by
HDFK WUXVW LQGLYLGXDOO\ DQG TXDOLW\ DVVXUHG WKURXJK Puerall pagesd oV B3FLR Q
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Healthcare Associated C.Difficile Infections

TREND CURRENT PERFORMANCE

Rate of c.
Trust Difficile
Specific Infections
35.00 ber
STANDARD 100,000
bed days

\ .
25.00 P YR ’ 15 . 78 in month

Healthcare Associated c. Difficile Infections
40.00

30.00

“ =, *
15.00 NCE

10.00

5.00
0.00 STRATIFICATION

— Combined Trust Mean
= = = | ondon Rate

ASSURANCE

NARRATIVE

Performance : All trusts except LNW exceeded their annual threshold set by NHSE for 2025-26. Thresholds
have not yet been confirmed for 2026-27. There has been a recent decrease at LNW and CWFT, with
increases at ICHT and THH.

Recovery plan : Actions at ICHT are focused on reinforcing early recognition and sampling, improving
documentation, and strengthening isolation and cohorting practices. Trust-wide commode audits and practice
checks continue to support improvements in environmental decontamination. THH has identified learning
related to appropriate antimicrobial stewardship with targeted education sessions arranged.

Improvements : To support improvement across the APG IPC practice is a quality priority for 2026-27, a

steering group is in place with five workstreams. For Cdiff we are working on standardising reporting and GOVERNANCE
testing processes and a review of MDT input.

Forecast Risks : National rates are beginning to decrease. Each Trust is set a different threshold not Senior Responsible Owner:  Pippa Nightingale, CEO, LNW
necessarily reflective of the increased admissions or patient complexity of their organisation and are working Committee: APC Executive Management Board (Chair: Tim Orchard)
on reducing numbers. Data Assurance: 'DWD LV VXSSOLHG E\ HDFK WUXVW LQGLYLGXDOO\ DQG

internal processes. Overall page 96 of 235




Healthcare Associated E. coli Infections

TREND CURRENT PERFORMANCE
Rate of E.
Trust Coli

Specific Infections
70.00 ser
STANDARD 100,000

bed days

Rate of Healthcare Associated E. Coli Infections
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60.00

P \
\
50.00 AR 4 ~ 52 . 3

40.00

20.00

10.00 STRATIFICATION

0.00

NARRATIVE — — gv%& f ,:.\M

Performance: All trusts except CWFT exceeded their annual threshold for 2025-26. Thresholds have not
been set for 2026-27. Following a reduction between June and December 2025, there was a small increase
in cases across the APG in Q1, with a significant increase in May 2026.The in-month rise is driven by an
increase across most Trusts, but especially within LNW.

Recovery Plan: . Catheter care and device care remain challenges in all organisations, with all trusts
focusing on actions around device management, early recognition and timely treatment. At LNW, the primary
source continues to be urinary tract infections (UTIs), with a prevention bundle in place, focused on catheter
necessity, insertion, and ongoing maintenance.. CWFT have noted a shift towards more Gl and hepatobiliary

sources for BSI, which they are reviewing.

Improvements : Improving IPC practice is an APG quality priority for 2026-27, a steering group is in place GOVERNANCE

with five workstreams including Gram negative blood stream infections & catheter-associated urinary tract . ) ) ) o

infection reduction, now being developed into a programme of work which will be delivered over the next 24 Senior Responsible Owner:  Pippa Nightingale, CEO, LNW

months. This is being presented separately to APG QC. Committee: APC Executive Management Board (Chair: Tim Orchard)

Forecast Risks : National rates are beginning to decline; however, Trust thresholds are set nationally and do Data Assurance: 'DWD LV VXSSOLHG E\ HDFK WUXVW LQGLYLGXDOO\ DQG

not fully reflect rising admissions and patient complexity internal processes. Overall page 97 of 235




Healthcare Associated MRSA Infections

TREND CURRENT PERFORMANCE
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NARRATIVE

Performance: There were five MRSA BSI reported in month, two of which were at ICHT.

Recovery Plan: At ICHT, a bacteraemia reduction plan is in place with weekly line care and screening
data now reported to Exec to increase oversight. The May case and a line related never event

identified issues with the use of the insertion LocSSIP, an MDT review is underway with immediate
DFWLRQV LQ WKH ,78V $00 WUXVWV KDYH DQ LPSURYHPHQW S
Improvements: Improving clinical standards for infection prevention and control and reducing hospital
acquired infection is an APG quality priority for 2026-27. To support this, a new APG IPC Collaborative
Improvement Group has been established, with five workstreams, including MRSA and bacteraemia
reduction, now being developed into a programme of work which will be delivered over the next 24
months. This is being presented separately to APG QC. Senior Responsible Owner:  Pippa Nightingale, CEO, LNW

Forecast Risks : The threshold for 2026/27 will remain 0 all trusts will continue to work on MRSA Committee: APC Executive Management Board (Chair: Tim Orchard)

reduction. Data Assurance: 'DWD LV VXSSOLHG E\ HDFK WUXVW LQGLYLGXDOO\ DQG

internal processes. Overall page 98 of 235
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Pressure Ulcers (per 1000 bed days)

12 month rolling
rate of HA cat
3+ pressure
ulcers per 1000

HA cat 3+ pressure
ulcers per 1000 bed
days (in month)

STANDARD bed days
0.05 0.12 0.05
- 0.03 0.03
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0.00 0.02
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STRATIFICATION

ASSURANCE

NARRATIVE

Performance : This metric shows the rate of hospital acquired pressure ulcers graded as
FDWHJRU\ DQG 7KH ILJXUHV DUH EDVHG RQ GDWD UHS
systems and is not risk adjusted.

Recovery Plan : Cases are being reviewed by each organisation to identify learning which

will feed into local safety improvement programmes. There has been a small increase over
the last 2 months at CWFT. Targeted support and training has been implemented including
an increased visibility of the tissue viability team on the wards and delivering of regular bite

T T RO oK

Improvements: All Trusts have improvement plans in place focused on pressure ulcer . . _ _ L
prevention. Senior Responsible Owner: Pippa Nightingale, CEO, LNW

Committee: APC Executive Management Board (Chair: Tim Orchard)
Data Assurance: Data is supplied by each trust individually and quality assured through each
RUJDQLVDWLRQYV LQWHUQDO SURFHVVHYV Overall page 99 of 235

Forecast Risks: No risks identified.



Inpatient falls (per 1000 bed days)

CURRENT PERFORMANCE

12 month rolling
rate of inpatient
falls with
moderate or
above harm per
1000 bed days

Inpatient falls with
moderate or above
harm per 1000 bed
days (in month)

STANDARD

0_04 0.00 0.11
0.03 0.08
0.03 0.11
0.18 0.11

0.04 0.10

STRATIFICATION

ASSURANCE

NARRATIVE

Performance :12 month rolling rates show only small variations between trusts.

Recovery Plan : 7KH FDVHVY DUH UHYLHZHG YLD HDFK RUJDQLVD
which feeds into local safety improvement programmes. ICHT declared 2 PSIRF MDT

reviews in April following small increases in ED and renal. At LNW & CWFT reductions are
noted with targeted falls prevention initiatives and a new falls strategy at CWFT. At THH
targeted support and quality improvement initiatives are underway in areas with higher
numbers. The trust-wide falls action plan has been reviewed to ensure it aligns with actions

and learning from PSIRF learning responses. GOVERNANCE

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

. . . . o . . . Senior Responsible Owner:  Pippa Nightingale, CEO, LNW
prevention of falls with harm, including specific projects with high falls frequency areas, Committee: APC Executive Management Board (Chair: Tim Orchard)

thematic reviews and improvements to risk assessments. Data Assurance: This metric shows the rate of falls reported as causing moderate or above harm to patients per 1000
; . ; ; e bed days. Data is not risk adjusted. Data is supplied by each trust individually and quality assured through each
Forecast Risks: No risks identified. RUJDOLVDWLRQYV LOWHUQDO SURFHVVHV Overall page 100 of 235



VTE RiIsk Assessments

TREND

CURRENT PERFORMANCE
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NARRATIVE

Performance: We continue to perform considerably better than the London and national
rates. We are above the standard in-month and across the last 12 months in all Trusts.

Recovery Plan: Not applicable.
Improvements: Not applicable.
Forecast Risks: No risks identified.

GOVERNANCE

Senior Responsible Owner:  Pippa Nightingale, CEO, LNW
Committee: APC Executive Management Board (Chair: Tim Orchard)
Data Assurance: 'DWD LV VXSSOLHG E\ HDFK WUXVW LQGLYLGXDOO\ DQG T

internal processes. Overall page 101 of 235



Summary Hospital-level Mortality Index
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Performance: For three of the four trusts (CWFT, LNW and ICHT), the rolling 12-month - \\‘eoo %?O % o ° °° o o . -
SHMI remains lower than expected with the most recent data available (Dec 2024 to Nov S S N A N I e
7++fV UDWH LV FRQVLVWHQWO\ pDV H[SHFWHGYT $00 °°s ChelWest | po o
benchmark of 100. o7 ot——| Imperial
Recovery Plan: Not appllcable_ 1.000 2,000 3.000 4,000 5,000 & 000 7.000 8,000

Expected number of deaths

Improvements: All Trusts investigate variations between observed and expected deaths by

diagnostic group. Reviews for quarter four will be summarised in the learning from deaths
report presented to APG Quality Committee and the Board in Common. GOVERNANCE
Forecast Risks: No risks identified. Senior Responsible Owner:  Pippa Nightingale, CEO, LNW

Committee: APC Executive Management Board (Chair: Tim Orchard)
Data Assurance: Data is supplied and quality assured by Telstra Health
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Inpatient Friends & Family Test

TREND CURRENT PERFORMANCE
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Performance: percentage of inpatients reporting a good experience remains consistently
above target at APG level. There was a reduction in LNW in month, driven by lower scores
given in Clinical Decisions and Emergency Care Units prior to admission.

Recovery Plan: Not applicable.

Improvements: The 2025 CQC national inpatient survey will be published in August 2026.
An analysis of performance will be presented to APGQC once the results have been

reviewed locally. GOVERNANCE

Forecast Risks: Continued workforce and operational pressures may have a detrimental
impact on patient experience.

Senior Responsible Owner:  Pippa Nightingale, CEO, LNW
Committee: APC Executive Management Board (Chair: Tim Orchard)
Data Assurance: 'DWD LV VXSSOLHG E\ HDFK WUXVW LQGLYLGXDOO\ DQG °

internal processes. Overall page 103 of 235
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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 Group Board in Common (Public)
28/07/2026

I[tem number: 4.1.2

This report is: Public

Response to the Amos Investigation, Ockenden
Review and Associated National Requirements

Author: Robert Bleasdale
Job title: Chief Nursing Officer (CWFT)

Accountable director:  Janice Sigworth
Job title: Lead Chief Nursing Officer (APG)

Purpose of report (for decision, discussion or noting)
Purpose: Information or for noting only

Report history

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

APG Quality Committee APG Executive Committee name
07/07/2026 Management Board Click or tap to enter a date.
What was the outcome? 20/07/2026 What was the outcome?

What was the outcome?

Executive summary and key messages

In June 2026, NHS England published the findings of both the Baroness Amos Independent
Investigation into Maternity and Neonatal Services in England and the Donna Ockenden Review
of Maternity Services at Nottingham University Hospitals NHS Trust, alongside a national
system letter on post-death care and mortuary oversight following the David Fuller Inquiry.
These publications collectively identify ongoing national concerns regarding maternity safety,
leadership, culture, governance, listening to women and families, workforce pressures,
inequalities in outcomes, learning from incidents and organisational accountability.

NHS England National Maternity Panel will consider the findings of these reports and produce a
national Action plan. However, in the interim a 10-point plan with immediate actions has been

produced. This requires providers to implement a series of immediate actions including the
UROORXW RI ODUWKDYY 5XOH VWUHQJWKHQHG %RDUG RYHUVL
dual executive accountability for maternity and neonatal services, workforce reviews, action on
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inequalities, maternity triage assurance and improvements in how incidents and complaints are
managed. These actions will be supported in the coming weeks with further national guidance,
such as the expansion of Martha Rule and national Maternity Triage standards.

The associated NHS England requirements regarding post-death care and mortuary oversight
require Trusts to review compliance with relevant recommendations from the Fuller Inquiry,
strengthen Board oversight of mortuary services, review safeguarding arrangements for
deceased patients and complete a Board Assurance statement by the end of July- 2026.

The Board in Common is asked to note the findings of the national reviews, endorse the
proposed programme of assurance activity, to ensure compliance with national requirements
and identification of any further improvement actions.

Impact assessment
Tick all that apply

Equity

Quality

People (workforce, patients, families or careers)
Operational performance

Finance

Communications and engagement

Council of governors

Strategic priorities
Tick all that apply

Deliver high quality patient centred care (CWFT)
Be the employer of Choice (CWFT)
Deliver better care at lower cost (CWFT)

Achieve recovery of our elective care, emergency care, and diagnostic capacity (APC)
6XSSRUW WKH ,&6V PLVVLRQ WR DGGUHVV KHDOWK LQH"
Attract, retain, develop the best staff in the NHS (APC)

Continuous improvement in quality, efficiency and outcomes including proactively

addressing unwarranted variation (APC)

Achieve a more rapid spread of innovation, research, and transformation (APC)

Key risks arising from report

There is a risk that multiple assurance workstreams and improvement workstreams my lead to
duplication of reporting, insufficient capacity within teams to respond and in the absence of
pending national guidance for some sections may result in multiple changes to practice.
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2.1.2

2.1.3

Introduction

In June 2026 NHS England published two significant reviews concerning the safety,

quality and culture of maternity and neonatal services in England:

X Baroness Amos' Independent Investigation into Maternity and Neonatal Services in
England.

x Donna Ockenden's Independent Review of Maternity Services at Nottingham
University Hospitals NHS Trust (NUH).

The reviews build upon previous maternity inquiries and highlight persistent concerns
regarding safety, culture, governance, leadership, listening to women and families,
workforce pressures, inequality and learning from incidents.

Alongside these publications, NHS England issued a national system letter (appendix 1)
regarding post-death care and mortuary oversight, linking the findings of the Ockenden
Review with the recommendations arising from the David Fuller Inquiry.

In response to these publications NHS England issued a letter to providers on 30 June
2026 (appendix 2) setting out a 10-point plan for maternity and neonatal service, taking
key elements from the two reports.

The National Maternity and Neonatal Taskforce will be considering the two reports and
producing a national action plan in December 2026. However, in the interim providers are
asked to work to implement the 10-point actions.

This paper provides details of the 10 actions, the current position and approach for the
Trusts within the Acute Provider Group.

Background

Baroness Amos Independent Investigation

The Baroness Amos Report refers to the Independent National Maternity and Neonatal
Investigation, commissioned by the Government and led by Baroness Valerie Amos to
review the safety and quality of maternity and neonatal services across England. The
investigation examined:

The experiences of women, families and babies receiving maternity and neonatal care
across England.

Safety, quality, staffing, leadership, organisational culture and accountability within
maternity and neonatal services.

Evidence from previous maternity reviews and inquiries to determine why similar failings
have continued to occur.

Feedback from over 10,500 responses to a public call for evidence, more than 450
families, and over 9,000 NHS staff.

The investigation undertook detailed reviews of maternity and neonatal services in 12
NHS Trusts that had concerns regarding safety and quality of care. The findings from
these reviews were used to identify national themes and recommendations for maternity
services across England.

The Amos Investigation concludes that despite significant national efforts to improve
maternity and neonatal services, many of the same themes identified in previous reviews
remain evident:

Women and families not always being listened to.

Inconsistent governance and leadership.
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Variable board oversight.

Workforce shortages.

Persistent inequalities in outcomes.

Poor organisational cultures.

Failures to act on patient experience, complaints and concerns.

The report has informed the establishment of a National Maternity and Neonatal
Taskforce and a forthcoming National Action Plan.

In the immediate term NHS England has issued a national 10 Point Plan requiring all
providers and systems to take urgent action, which are detailed in a letter to Trusts 30
June 2026 (appendix 2).

Ockenden Report into Nottingham University Hospital

The Ockenden Review was commissioned following concerns raised by families about
safety and quality of maternity services at Nottingham University Hospitals NHS Trust.
The independent review was launched in 2022 and examined maternity and neonatal

care provided by Nottingham University Hospitals NHS Trust between 2012 and 2025.

The review became the largest maternity investigation in NHS history, involving:
More than 2,500 family cases.

Meetings with over 500 families.

Engagement from more than 830 current and former staff.

A review undertaken by a multidisciplinary team of over 160 clinical reviewers.

The review identified repeated themes affecting:
Leadership and governance

Failures in Safety and clinical care

Workforce

Organisational culture

Learning from incidents

Inequalities in care

Listening to women and families

Post-death care

The review concluded that many issues were known for years but were not adequately
addressed through governance structures, resulting in avoidable harm. A key message
of the report is that safe maternity care depends on:

effective leadership

robust governance

compassionate culture

early escalation

family involvement

organisational transparency

The report includes national Immediate and Essential Actions (IEAs) intended for
adoption across maternity services in England. These will be considered by the National
Maternity Panel, alongside the Amos report in the production of a National Action Plan in
December 2026.

Overall page 110 of 235



2.3
231

X X X X X

2.3.2

2.3.3

234

2.3.5

X
X

Fuller Inquiry and Post-Death Care

Following the publication of the David Fuller Inquiry and concerns raised within the
Ockenden Review regarding post-death care, NHS England has emphasised that all
organisations caring for deceased patients must strengthen oversight of:

dignity after death

mortuary security

governance arrangements

safeguarding responsibilities

board assurance

The Fuller Inquiry identified significant weaknesses nationally in mortuary governance
and concluded that stronger organisational oversight is required to ensure the dignity and
security of deceased patients.

NHS England has written to Trusts on 26 June 2026 (appendix 1) asking that the findings
detailed within the Ockenden Report be considered alongside the phase two findings and
recommendations of the Fuller inquiry. It asks that all mortuaries review HTA reportable
incidents (HTARI) between 2015-2026, to ensure that all reportable incidents have been
logged appropriately with the HTA, and any missing incidents be reported retrospectively.
The HTA will issues a regulatory update in July setting out the parameters, timeframe,
process and deadline for the evidential compliance audit.

Additionally, providers are asked to assure themselves that the actions from the Fuller
inquiry have been completed and are asked to complete the Board Assurance Statement
by 31 July 2026. All four Trusts have completed a detailed assessment against the
recommendations and assurance statements. The individual positions have been
through Trust governance, and discussed with Quality Non-executive Directors, prior to
presentation of the position at the Board in Common on 28 July 2026.

All four Trusts are recommending to Board that the assurance statements are approved,
with action plans in place for any area of partial compliance.

National Requirements Arising from the Reviews +10 Point Plan

NHS England has instructed trusts to prioritise delivery of the following urgent actions:
1. Implement Martha's Rule in Maternity and Neonatal Services

Rollout across inpatient maternity and neonatal services during 2026/27.

Covering antenatal, intrapartum and postnatal settings.

Including maternity triage services.

All four Trusts within the group have already implemented Martha Rule within Maternity

services ahead of the national pilot. Work is underway to review and embed the

principles across services. This will be supported with the expansion of the national role

out, with webinars commencing week beginning 6™ July 2026. Neonatal services have

not yet formally adopted the process, and there is an opportunity to provide a networked
approach across the level 3 units, mirroring the work completed for F K L O Gsérkic@dl V

This improvement plan for this work will be completed working with the 4 services as part

Rl WKH ODWHUQLW\ DQG 1HRQDWDO 6SHFLDOW\ %YRDUG DC
group who haveled RQ WKH LPSOHPHQWDWLRQ RI ODUWKDYV 5XOH

2. Strengthen Family Voice and Board Oversight
Monthly board review of:

patient experience

outcomes data
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x Friends and Family Test
X MNVP intelligence
x clinical audit findings

All four Trusts have embedded processes for the Friend and Family Tests. However, it is
recognised this has limited value. CWFT and Imperial ask supplementary questions in
keeping with themes from the national survey, which provides greater detail of
experience of care. The questions will be shared with Directors of Midwifery, Executive
leads for patient experience and a review completed with experience teams to consider
standardising this approach, and an options paper discussed in August 2026.

All Trusts have embedded MNVPs who complete quarterly 15 steps visits within services,
hold engagement events with women and birthing people and produce quarterly and
annual reports.

The service leads in each Trust will review the approach to reporting in line with the
Perinatal Quality Framework and findings of these reports. This will be completed as a
priority through the establishment of the specialty boards and will include a review of the
metrics through to Board in Common. The proposed approach will be completed for
approval at the APG Quality Committee in September.

3. Establish Dual Board-Level Accountability
Joint accountability for Maternity and Neonatal services between the Chief Nurse and
Chief Medical Officer.

The CNO and CMO have shared executive responsibility for patient safety and quality in
all Trusts on the board. As part of these actions Trusts will review reporting and
governance.

4. Participate in the National "Amos into Action" Staff Listening Programme

Following publication of the reports each of the Director of Midwifery has supported staff
within services, through discussions and listening events. There will be a national
approach to engagement with events for staff and leaders within services, which will be
collated nationally. Leadership teams will be supported to attend these events once
publicised.

5. Address Maternity Inequalities
x Participation in the Perinatal Equity and Anti-Discrimination Programme.
Board oversight of maternity inequalities data.
X Action plans addressing disparities in outcomes.

x

The Perinatal Equity and Anti-discrimination programme will be available to all Trusts
nationally by the end of 2026, and we will ensure Trusts participate in this. All four Trusts
have established maternity cultural safety teams and have achieved bronze award or
working towards this of the Capital Midwife Anti-Racism framework. There is a combined
APG quality priority for the booking of black and brown women at 9+6, which is
monitored through Trusts and APG quality committee. Alongside this and the other
recommendations services will review the reporting that is in place to ensure we capture
and report outcomes by ethnicity, alongside use of the national equalities dashboard.
The implementation of Ideagen across the APG should help improve data accuracy and
support with triangulation of data.
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6. Implement Maternal Care Bundle

Full implementation of the care bundle is required by March 2027. Each of the four Trusts
has an improvement plan in place to support the implementation. The Specialty Board
will provide an opportunity to share practice and support implementation. Trusts will
provide a report to EMBs in September, and a combined escalation report will be
provided to the APG Quality Committee alongside the position for the Maternity Incentive
Scheme in September.

7. Review Workforce Resilience
Including:

24/7 staffing arrangements
deployment models

specialist roles

skill mix

Trusts complete a bi-annual safe staffing review using professional judgement, acuity
and dependency scoring and incident data for maternity and nursing. This is supported
daily through the use of red flags to highlight skill mix of quality concerns. Staff are
redeployed across pathways as required. The individual Trust Director of Midwifery will
undertake a review of specialist posts within the services to align principles of clinical
commitments and support the wider development of the workforce. The review will also
include members of the obstetric and anaesthetic workforce.

8. Home Birth Review
Board assurance that previous national review requirements have been completed
following a letter from the Chief Midwifery Officer in November 2025.

All Trusts completed a review of their homebirth services during quarter 3 2025/26.
Directors of Midwifery have been asked to review this assessment and present the

updated position, DQG LPSURYHPHQW S O D Qavd Wdmphedpdsitia@ wilK O \

be included in the report to the APG Quality Committee in September. This will be
reviewed again once national standards are published for homebirth services, which is
anticipated later in the year.

9. Improve Complaints and Incident Response
Ensure maternity incidents are managed with:
candour

compassion

trauma-informed approaches

Whilst waiting for the national guidance/blue print from the task force, all four Trusts
continue to strengthen the role of the MNVP and support for compassionate
engagement. All formal complaints are reviewed and signed by a member of the
executive team. The MNVP are active members of the PMRT and PSIRF learning
response process to ensure the voice of the women is heard and understood. In addition,
an annual audit of complaints is completed with the MNVPs to provide feedback and
useful insights into how the complaints have been managed.

10. Maternity Triage Review

New national standards for Triage were published week beginning 6 July 2026. It asks
providers to complete a board level audit within three months. To support consistency a
national audit tool should be used. This has not yet been published and is anticipated in
the coming weeks. The audit and assessment should include a review of the appropriate
staffing and skill mix across the 24 hours and the week. Following the audit providers
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4.2

5.2

5.3

should have a plan in place to implement the triage standards within 12 months, with
regular oversight and reporting of clinical standards.

Currently all Trusts have a maternity triage service, however there is variation in the
models and use of standards such as BSOTS and recording and auditing of calls to the
telephone line. Following publication of the standards a working group will be established
to complete the audit and develop an improvement plan for the individual Trusts, offering
an opportunity to share practice.

Fuller Inquiry and Mortuary Requirements

NHS England has requested all providers review compliance with the 29 NHS-relevant
Fuller recommendations, in addition to the board assurance statement by 31 July and to
the HTA requirement to review and assure completeness of incident records over the
past 10 years.

Trusts have completed a review of their processes having previously reported assurance
positions against the Fuller recommendations. Individual positions have been presented
through Trust governance committees, with a combined paper presented at the Board in
Common on 28 July 2026, prior to submission.

Conclusion

The majority of requirements identified within the Amos Investigation, Ockenden Review
and Fuller Inquiry align with existing Trust programmes of work relating to maternity
safety, patient experience, Freedom to Speak Up, workforce, quality governance,
safeguarding and mortuary oversight.

The APG will be establishing a Maternity and Neonatal Specialty Board which will
provide the forum to bring service clinical and managerial leaders together to implement
the standards, providing a space for collaboration and shared learning.

Whilst the formal National Action Plan in December an initial gap analysis will be
completed, which will inform the improvement plan and review of the reporting
requirements.
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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 Group Board in Common
28/07/2026

[tem number: 4.1.3

This report is: Public

Acute Provider Group Learning from Deaths
Report, Quarter 4 2025/26

Author: Laila Gregory
Job title: Clinical Effectiveness Lead, LNWH

Accountable director:  Jon Baker, Alan McGlennan, Roger Chinn, Raymond Anakwe & David
21&DOODJKDQ
Job title: Chief Medical Officers

Purpose of report (for decision, discussion or noting)
Purpose: Assurance

Trusts are required to report information to their public board regarding their learning from
deaths process. This has been achieved through a detailed quarterly report to individual Trust
standing committees with this overarching summary paper drawing out key themes and learning
from the four acute provider group (APG) Trusts. This report is presented to the APG quality
committee and the Board-in-common with individual reports in the reading room.

Report history

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

Trust Executive Groups APG Quality Committee Committee name
and Standing 07/07/2026 Click or tap to enter a date.
Committees The committee noted the What was the outcome?

combined report, and the
Trust level reports in the
reading room with no new
issues for escalation.

Various dates

Individual Trust reports
were reviewed at each
standing committee and
approved for onward
submission.

NWL Acute Provider Collaborative Executive and Board Report
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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

Executive summary and key messages

The Acute Provider Group (APG) Trusts use the Summary Hospital-level Mortality Indicator
(SHMI) and Hospital Standardised Mortality Ratio (HSMR) to monitor relative risk of mortality. At
the time of reporting (Q4 reports were initially considered by Trusts in June 2026) all
organisations continue to operate at lower than, or as expected, relative risk when compared
nationally. All Trusts investigate variations between observed and expected deaths at diagnostic
group level; no clinical concerns were identified through review this quarter (Q4).

Each Trust has well embedded mortality review processes which ensure in-hospital deaths are
systematically reviewed to understand the quality of care provided, identify any potential learning
factors, and determine whether there are opportunities for improvement. During this quarter a
small number of clinical concerns were identified via this process; 7 cases of sub-optimal care
where different care might have made a difference to outcome (CESDI 2). No common themes
were identified across these cases and further learning, and improvement opportunities are being
sought via the incident management process.

Impact assessment

Equity

Quality

People (workforce, patients, families or careers)
Operational performance

Finance

Communications and engagement

Council of governors

Strategic priorities

Achieve recovery of our elective care, emergency care, and diagnostic capacity (APG)
Support the , & 6 frission to address health inequalities (APG)

Attract, retain, develop the best staff in the NHS (APG)

Continuous improvement in quality, efficiency and outcomes including proactively
addressing unwarranted variation (APG)

Achieve a more rapid spread of innovation, research, and transformation (APG)

Key risks arising from report
No key risks for escalation this reporting cycle.

NWL Acute Provider Collaborative Executive and Board Report
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Main Report

1. Introduction

The APG Trusts fmortality surveillance programmes offer assurance to patients, stakeholders, and
the Board that high standards of care are being provided and that gaps in service delivery are being
effectively identified, escalated, and addressed. This report provides an APG level review of mortality
learning for Q4 2025/26.

2. Relative Risk of mortality

The APG Trusts use the Summary Hospital-level Mortality Indicator (SHMI) and Hospital
Standardised Mortality Ratio (HSMR) to monitor the relative risk of mortality. These tools determine
the relative risk of mortality for each patient and then compare the number of observed deaths to the
number of expected deaths to provides a relative risk of mortality ratio (where 100 is the expected
national benchmark).

2.1. Summary Hospital -level Mortality Indicator (SHMI)
At the time of reporting (April 2026) three Trust  Were operating below the expected level, with The
Hillingdon Hospital NHS Foundation Trust operating within the expected range for this metric.

North West London Acute Collaborative SHMI indicators
Trust  Provider spells | Observed deaths | Expected deaths  SHMI LCL 95%CI UCL 95%ClI

LNWH 106,425 2,595 3,105 83.54 85.06 117.56
ICHT 116,795 2,155 2,995 71.94 85.05 117.58
CWFT 84,835 1,695 2,255 75.26 84.94 117.73
THH 45,595 870 980 88.53 84.38 118.51

SHMI by APC provider, December 2024 to November 2025, Source: NHS Digital, published 9th April
2026
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2.2. Hospital Standardised Mortality Ratio (HSMR)
The HSRM demonstrates that each Trust { ¥ontinues to have a rolling 12-month HSMR below the
national benchmark (100) between January 2025 and December 2025.

North West London Acute Collaborative HSMR indicators

Trust Provider Observed Expected

spells deaths deaths
LNWH 53,600 1,359 1,577 86.2 81.6 90.9
ICHT 49,445 1,200 1,604 74.8 70.6 79.1
CWFT 35,135 970 1,252 77.44 72.6 82.5
THH 18,300 460 511 89.85 81.8 98.4

HSMR (41 diagnostic groups) by Trust, January 2025 #December 2025, Source: Telstra, exported 20t
April 2026

2.2.1. Relative risk by diagnostic group

HSMR and SHMI diagnostic group data is reviewed by the APC mortality surveillance group, with
variation noted. Providers regularly review HSMR and / or SHMI diagnostic groups with a score above
100, or where risk is increasing, to understand the differences. Reviews undertaken this quarter
include:

x LNWH: As in the previous repot cDVHVY OLQNHG WR pFDUGLDF DUUHVW DC
MRWKHU SV\FKRVHVY ZHUH SUHYLRXVO\ UHYLHZHG IROORZLQ
benchmark; learning from these clinical reviews did not identify any elements of sub-optimal care.

The Trust continues to review cases classified within the HSMR tool as p5HYV L Gode&sO
X Q F O DV ik tlaski@Bcthtion indicates that the primary diagnostic group has not been identified
correctly in the tool. Initial review did not identify any internal coding gaps; further review is taking
place to identify factors leading to these HSMR analysis gaps.

x THH: During this reporting period a clinical review of diagnostic group p2 W K UH F (BIc&SEsV 1
REVHUYHG DJDLQVW HISHFWHG KDV EHHQ FRPPLV\WIR®HG
WUDFW G L \¢taksBs\Vodserved against 5.7 expected) is underway to look at the care and
coding of these patients.

x ICHT: There were no new alerts for Q4 but the trust continues to review alerts from previous
quarters, outcomes will be shared once completed.

x CWEFT: there were no diagnostic groups requiring further review identified during this reporting
period.

3. Adult and Child Mortality Review

In-hospital adult and child deaths are screened to identify cases requiring more in-depth (level 2)
mortality review. The following level 2 review triggers were implemented across the APC in Q4
2024/25.

Potential learning identified at Medical Examiner scrutiny.

Significant concerns raised by the bereaved.

Deaths of patients with learning disability

Deaths of patients under a mental health section

Unexpected deaths

Maternal deaths

Deaths of infants, children, young people, and still births

Deaths within a specialty or diagnosis / treatment group where an pu D O Dds$ Bden raised (e.g.

P X X X X X X X
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via the

Summary Hospital-level Mortality Indicator or other elevated mortality alert, the CQC or another
regulator)

CWFT and LNWH also retain local referral triggers for deaths post elective surgery and deaths
accepted by the Coroner for inquest; these additional local trigger result in higher referral rates within
these Trust. ICHT uses the incident investigation framework to consider deaths that are accepted
by the coroner for inquest rather than the level 2 mortality case note review process. During this
guarter the percentage of deaths referred for level 2 review were; ICHT 12%, THH 9%, CWFT 41%,
and LNWH 17%.

Q1 25/26

Q2 25/26

Q3 25/26

Q4 25/26

Total

54 (12%) 67 (16%) 42 (10%) 50 (12%) 213 (12%)
11 (8%) 18 (13%) 13 (8%) 14 (8%) 56 (9%)
128 (43%) 126 (42%) 151 (43%) 130 (36%) 535 (41%)
104 (19%) 97 (20%) 117 (20%) 107 (17%) 425 (19%)

Number and percentage of cases referred for level 2 review

Mortality review provides clinical teams with the opportunity to review expectations, outcomes and
potential improvements following in-hospital deaths. During this quarter the percentage of triggered
level 2 reviews completed were; ICHT 100%, THH 29%, CWFT 100%, and LNWH 88%. Note this

position was correct at time of reporting (April 2026).

Q1 25/26

Q2 25/26

Q3 25/26

Q4 25/26

Total

54 (100%) 67 (100%) 42 (100%) 50 (100%) | 213 (100%)
11 (100%) 18 (100%) 11 (85%) 4 (29%) 44 (79%)

128 (100%) | 126 (100%) | 151 (100%) | 130 (100%) | 535 (100%)
104 (100%) | 97 (100%) 105 (90%) 94 (88%) 400 (94%)

Number and percentage of tiggered level 2 reviews completed

3.1. CESDI Grading of Care

Mortality review provides clinical teams with the opportunity to review expectations, outcomes and

potential improvements following in-hospital deaths. Outcome and / or suboptimal care provision is

defined using the Confidential Enquiry into Stillbirths and Deaths in Infancy (CESDI) categories that

have been adopted by the Trust for use when assessing deaths:

x Grade 0: No suboptimal care or failings identified, & the death was unavoidable.

x Grade 1. A level of suboptimal care identified during hospital admission, but different care or
management would NOT have made a difference to the outcome & death was unavoidable.

x Grade 2: Suboptimal care identified, & different care MIGHT have made a difference to the
outcome, i.e. the death was possibly avoidable.

x Grade 3: Suboptimal care identified, & different care WOULD REASONABLY BE EXPECTED to
have made a difference to the outcome, i.e. the death was probably avoidable.

Seven cases where sub-optimal care would reasonably be expected to (CESDI 3) have or might
have (CESDI 2) contributed to the S D W L @& Were identified from completed reviews for
deaths in this quarter, which is fewer than in the previous quarter.

. Q125/26 Q2 25/26 Q32526 | Q4 25/26 Total
ICHT \ 6 6 7 6 25 (1.44% of total deaths)
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0 1 1 0 2 (0.31% of total deaths)
0 1 1 0 2 (0.15% of total deaths)
3 5 2 1 11 (0.49% of total deaths)
Number of CESDI grade 2 & 3 cases by Trust and financial quarter

The Patient Safety Incident Response Framework (PSIRF) requires deaths assessed to be, more
likely than not, due to problems in care to undergo an enhanced learning response. Therefore level
2 mortality reviews identified as CESDI 2 and 3 are subject to additional scrutiny via the incident
investigation framework. These additional learning responses examine each case in more detalil,
within LNWH, THH and CWFT CESDI grades are amended post investigation to take into account
the results of these more in-depth reviews.

ICHT do not retrospectively amend CESDI grading following incident investigation. For the 25 CESDI
2 or 3 cases initially reported within ICHT in the last 12 months the full investigation process has
been completed for four; of these completed cases only one was confirmed as CESDI 2 / 3.

A review of the process by which harm levels identified via the incident investigation framework are
triangulated with the CESDI grade reported by the mortality review process is being undertaken by
the APG mortality surveillance group to further standardise the processes across the APG.

3.2. Learning from adult and child mortality review

Key themes / issues / improvements identified via adult & child mortality review this quarter:

x ICHT: learning from review identified area for improvement within a very small number of cases
around documentation and effective communication with patients and their families / next of kin.

x THH: mortality review highlighted areas for improvement around Treatment Escalation Planning,
End-of-Life Care, transfers of care, the recognition of deteriorating patients and use of NEWS, awareness
of the role of the Learning Disability Specialist Nurse.

x CWFT: highlighted areas for improvement related to; escalation & patient flow, Treatment
Escalation Planning & End-of-Life Care, the quality of documentation, communication with
patients & families, medication safety, recognition of the deterioration of patients, risk
assessment of skin integrity & falls, procedural safety and operational / system factors.

x LNWH: review highlighted areas for improvement regarding Advanced Care Planning and
Treatment Escalation Planning, the need for timely recognition, review & escalation of clinical
deterioration using both ECGs and NEWS Scores and the documentation of communication with
patients and families.

4. Other mortality reviews

A number of other national processes are in place for the review of deaths for specific cohorts of
patients. These include the Perinatal mortality review tool (PMRT), Learning disability mortality
review (LeDeR) and Child death overview panels (CDOP), which are described in the glossary
below. Oversight of these processes is considered within Trusts and reported up to the APC Mortality
Surveillance Group. There were no LeDeR or CDOP reviews completed in quarter which identified
significant concerns regarding the clinical care provided.

5. Prevention of future deaths (PFD)

There was one Prevention of Future Deaths (PFD) notice received during Q4 2025/26 by CWFT,

6
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following an inquest into a neonatal death, where a medication error and failures in the recognition
and escalation of deterioration contributed to the outcome. The Trust has implemented a
comprehensive improvement programme focused on prescribing safety, multidisciplinary
communication, clinical pathways, specialist referral processes and governance oversight. Delivery
of these actions continues to be monitored through established governance arrangements to ensure
learning is embedded and patient safety strengthened.

6. Conclusion

The individual reports provide assurance regarding each 7 U X \phc®3ases to ensure scrutiny of, and
learning from, deaths in line with national guidance, with actions in place where the need to improve
these further has been identified.

There continue to be low numbers of cases where clinical concerns are identified through Level 2
reviews. This aligns with mortality rates which are consistently good and small numbers of incidents
reported overall where the harm to patients is confirmed as severe or extreme/death.

Local reviews into HSMR and SHMI diagnostic groups are overseen through trust governance
process with themes shared at the APG mortality surveillance group and will continue to be

summarised in this report going forward.

Further standardisation will be led by the APG mortality surveillance group to consider local referral
triggers and links between the mortality review process and incident investigation framework.
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Appendix A: Glossary

LNWH zLondon North West University Healthcare NHS Trust

THH £The Hillingdon Hospital NHS Foundation Trust

ICHT +Imperial College Healthcare NHS Trust

CWFT zChelsea and Westminster NHS Foundation Trust

Medical Examiners are responsible for reviewing every inpatient death before the medical certificate

cause of death (MCCD) is issued, or before referral to the coroner in the event that the cause of death is

not known or the criteria for referral has been met. The Medical Examiner will request a Structured

Judgement Review if required or if necessary refer a case for further review and possible investigation

through our incident reporting process via the quality and safety team. The ME will also discuss the

proposed cause of death including any concerns about the care delivered with bereaved relatives.

x Level 2reviews are additional clinical judgement reviews carried out on cases that meet standard criteria
and which provide a score on the quality of care received by the patient during their admission.

X Child Death Overview Panel (CDOP) is an independent review process managed by Local integrated
care boards (ICBs) aimed at preventing further child deaths. All child deaths are reported to and reviewed
through Child Death Overview Panel (CDOP) process.

x Perinatal Mortality Review Tool (PMRT) is a review of all stillbirths and neonatal deaths. Neonatal
deaths are also reviewed through the Child Death Overview Panel (CDOP) process. Maternal deaths
(during pregnancy and up to 12 month post-delivery unless suicide) are reviewed by Healthcare Safety
Investigation Branch and action plans to address issues identified are developed and implemented
through the maternity governance processes.

X Learning Disabilities Mortality Review (LeDeR) is a review of all deaths of patients with a learning

disability. The Trust reports these deaths to NHSE who are responsible for carrying out LeDeR reviews.

SJRs for patients with learning disabilities are undertaken within the Trust and will be reported through

the Trust governance processes.

X X X X X
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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 Group Board in Common
28/07/2026

I[tem number: 4.1.4

This report is: Public

APG Seven day services standards annual
summary report

Author: Dr Alan McGlennan
Job title: Chief Medical Officer, THH

Accountable director: 'U 5RJHU &KLQQ 3URIHVVRU 5D\PRQG $QDNZH
Dr Jon Baker, Dr Alan McGlennan
Job title: Chief Medical Officers / Medical Directors

Purpose of report (for decision, discussion or noting)
Purpose: Assurance

[Trusts are required by NHS England to report compliance with the four priority seven day
services standards at least once a year to their Board. This is achieved through a detailed
annual report to individual Trust standing committees, with this overarching paper providing a
summary of compliance across the four acute provider group (APG) trusts. This report is
presented to the APG quality committee and the Board-in-common.

Report history

Standing Committee APG Executive Team APG Quality Committee
Various Meeting 07/07/2026
Individual trust reports 29/06/2026 The committee discussed
were discussed at local The draft APG level report the report, noting
standing committees, with was noted and agreed for differences in how each
compliance confirmed to onward submission. trust defines compliance
be reflective of service and plans to standardise
provision. for the next annual report
cycle.

Executive summary and key messages

1.1 The Seven Day Services Clinical Standards (7DS Clinical Standards) were agreed and
published by NHS England to achieve the aim that patients should expect a consistent
standard of access to treatment, diagnostics and care regardless of the day of admission.

1.2. W VHWV RXW VWDQGDUGY DQG LGHQWhesedg: IRXU NH\ u:

NWL Acute Provider Collaborative Executive and Board Report
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consultant-directed assessment (standard 2)
diagnostics (standard 5)

interventions (standard 6)
ongoing review every day of the week (standard 8)

HDFK 7UXVWTV Da3 hyvih@n tbhetsbrR baldw.

This report provides a summary of compliance declared with these four standards as per

CWFT

ICHT

LNW

THH

Standard 2

Full compliance

Partial compliance

Partial compliance

Full compliance

Standard 5

Partial compliance

Full compliance

Partial compliance

Partial compliance

Standard 6

Full compliance

Full compliance

Partial compliance

Partial compliance

Standard 8

Full compliance

Partial compliance

Full compliance

Full compliance

1.4.

1.5.

1.6.

In line with the NHSE guidance, each trust uses a variety of methods to confirm and monitor
compliance, however there are differences in methodologyandin KRZ pnFRPSOLDQF
For example, CWFT has declared full compliance with standard 6 although some
interventions are provided via networked services rather than on site, with LNW and THH in
the same position but declaring partial compliance. The report templates and methodology
used will be reviewed and aligned prior to the 2026 reports being submitted so that
comparison is more robust.

There are difficulties recognised in all trusts around providing the same level of care at
weekends and out of hours, with all reporting some variation between length of stay and
discharge data on weekends compared to weekdays. There are internal and external factors
that contribute, including workforce and resource issues. No trusts are reporting a significant
impact on patient safety or mortality as a result, however the impact on patient flow is
recognised, particularly at LNW who have introduced a new quality priority for 2026/27
focused on addressing variation in weekend clinical activity.

Although none of the Trusts are reporting full compliance with all four priorities, mitigations
are in place and improvements underway in response to HD FK 7 Undwidu§l\areas of
challenge, these are summarised in the main report.

Impact assessment

Equity

Quality

People (workforce, patients, families or careers)
Finance

Access to the full range of services and expertise supports the delivery of high-quality patient
services and equitable provision of care. Regular and timely consultant review supports high

quality care and patient flow including patient safety,

multi-disciplinary working and

communication. The barriers to full implementation include workforce and resource. Each Trust
has processes in place to assess and monitor the gap and any areas of particular risk. These are
summarised in this report.

Strategic priorities

Achieve recovery of our elective care, emergency care, and diagnostic capacity (APG)

HT 1

6 XSSRUW WKH ,&6TV PLVVLRQ WR DGGUHVYV KHDOWK LQH"

Continuous improvement in quality, efficiency and outcomes including proactively
addressing unwarranted variation (APG)

NWL Acute Provider Collaborative Executive and Board Report
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Key risks arising from report
No key risks to escalate.

Main Report

2. Introduction

2.1. In 2017, NHS England published the Seven Day Services Clinical Standards, setting out 10
standards that NHS providers are required to achieve to promote equity of care and access
regardless of geographical location or the day of admission. The document was updated in
February 2022 and sets the expected standard while acknowledging that there will be
challenges to full compliance.

2.2. The NHS England document identifies 10 standards with IRXU NH\ pSULRUIFW\Y V
details of the standards are available at: https://www.england.nhs.uk/publication/seven-day-
services-clinical-standards/.

2.3. Providers have been working to achieve all these standards, with a focus on the four priority
standards with the support of the Academy of Medical Royal Colleges. The priority standards
are to ensure that patients have access to:

X consultant-directed assessment (Clinical Standard 2)

x diagnostics (Clinical Standard 5)
X interventions (Clinical Standard 6)
x ongoing review (Clinical Standard 8) every day of the week.

2.4. Previously, providers were required to submit data on the four priority standards to NHSE
twice a year, this changed in 2022 to an annual report to the Board. A suggested framework
was developed, which is used in all four trusts.

2.5. Each trust uses a variety of methods to confirm and monitor compliance including audit, job
planning information, policies and guidelines, patient safety incidents, complaints, discharge,
length of stay and data related to ward and board rounds.

2.6. The methodology, report format and the period covered has not been standardised and the
reporting cycles not yet aligned. Therefore, the individual reports were reported to trust
committees at different times, some many months ago.

2.7. A new reporting cycle has been agreed for this current year which is set out in the table below,
pending confirmation of meeting dates. A standardised report template will now be confirmed
and will cover the calendar year 2026.

Period Local Standing APG EMB | APG QC | APG BIiC
covered reporting committee

Calendar Feb 2027 Mar 2027 Apr 2027 | Apr 2027 | May 2027
year 2026

2.8. A summary of compliance with the four priority standards across all trusts based on the
information provided in the latest annual reports is provided below.

3. STANDARD 2 Early consultant review and STANDARD 8 Ongoing review

3.1. Standard 2 is that all emergency admissions must be seen and have a thorough clinical
assessment by a suitable consultant as soon as possible but at the latest within 14 hours from
the time of admission to hospital.

3.2. Standard 8 is that all patients with high dependency needs should be seen and reviewed by
a consultant twice daily until a clear pathway of care has been established when review can
be daily.
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3.3.

3.4.

3.5.

3.6.

4.2

4.3

4.4

4.5

4.6

Trusts have declared compliance as follows:

CWFT ICHT LNW THH
Standard 2 | Full compliance | Partial compliance | Partial compliance | Full compliance
Standard 8 | Full compliance | Partial compliance | Full compliance Full compliance

LNW has identified that across divisions, consultant job planning shows strong commitment
to emergency and high-dependence services, but variable weekend coverage for routine
inpatient care. Several specialties lack scheduled weekend ward rounds, leaving medically
active patients without timely consultant review and delaying key decisions until Monday.
While services like Stroke, Infectious Diseases, Critical Care and Emergency Medicine
demonstrate more consistent seven-day consultant presence, variation elsewhere contributes
directly to prolonged length of stay.

ICHT has recognised that although the consultant review standards are the expected standard
of care, there are barriers to full compliance due to workforce and resource implications.

,PSURYHPHQWY KDYH EHHQ PDGH VLQFH ODVW \HDUYfV UHSR

including increased cover in paediatrics which now meets the standards, in cardiac and on
the ante/postnatal wards, although there remain challenges to achieving full compliance. Work
is progressing to improve consultant presence on the neurosurgical ward at CXH; however
this continues to be an area of concern with actions to improve being monitored through the
neurosurgery quality review meeting (QRM).

Aside from these areas, compliance levels remain the same as reported and approved last
year with acute and high dependency areas prioritised. The divisions have confirmed they are
assured of the safety of the current mitigations and do not have plans to change given current
resource. No significant risks to patient safety have been identified due to the existing
arrangements in these areas however the sustained operational pressures are having an
impact on delivery of timely care. Additional actions and mitigations to improve flow are being
managed through the integrated patient flow programme (IPFP).

STANDARD 5 Access to diagnostic services

The standard is hospital inpatients must have scheduled seven-day access to diagnostic
services, typically ultrasound, computerised tomography (CT), magnetic resonance imaging
(MRI), echocardiography, endoscopy, and microbiology. Consultant-directed diagnostic tests
and completed reporting will be available seven days a week within 1 hour for critical patients,
12 hours for urgent patients and 24 hours for non-urgent patients.

Trusts have declared compliance as follows:

CWFT ICHT LNW THH
Standard 5 | Partial compliance| Full compliance | Partial compliance | Partial compliance

CWFT: MRI is only available between 8am-8pm on weekdays, with no on-site provision on
weekends. Patients needing urgent MRI require transfer to ICHT (CXH or SMH).

ICHT: there is access to diagnostic services 24/7 if necessary (in some instances this may
involve transfer to another ICHT site).

LNW: USS, CT and echocardiography is not available on all sites out of hours, with transfer
required to NWP. Patients needing urgent MRI out of hours require transfer to ICHT (CXH or
SMH).

THH: Mount Vernon Hospital uses THH diagnostics out of hours with no provision on site. On
weekends, echocardiography is available via the network arrangements with Harefield
Hospital. Patients needing urgent MRI out of hours require transfer to ICHT (CXH or SMH).

STANDARD 6 Access to interventions
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5.1

5.2

5.3

5.4

5.5
5.6

6.1

H +H

The standard is that hospital inpatients must have timely 24-hour access, seven days a week,
to key consultant-directed interventions that meet the relevant specialty guidelines, either on-
site or through formally agreed networked arrangements with clear written protocols. These
interventions would typically be critical care, interventional radiology, interventional
endoscopy, emergency general surgery, emergency renal replacement therapy, urgent
radiotherapy, stroke thrombolysis and thrombectomy, percutaneous coronary intervention
(PCI) and cardiac pacing.

Trusts have declared compliance as follows. To note, there are differences in how

MFRPSOLDQFHY LV GHILQHG IRU H[DPSOH &:)7 KDV GHFOD

although some interventions are provided via networked services rather than on site, with
LNW and THH in the same position but declaring partial compliance. The methodology will be
standardised for the next reporting period.

CWFT ICHT LNW THH
Standard 6 | Full compliance Full compliance | Partial compliance | Partial compliance

CWFT: Haemodialysis provision available at both sites but in ITU only, NWL capacity at CXH
and HH is limited, plans for inpatient dialysis slots following the opening of DTEC (Diagnostic,
Treatment and Education Centre) next year will support cross-site. Some services provided
via networked arrangements (e.g. stroke thrombolysis at CXH, PCI and cardiac pacing at HH
or Royal Brompton Hospital out of hours and at weekends).

ICHT: Transfer may be required to another ICHT site, for example urgent radiotherapy which
is provided at CXH and HH, the regional Hyper-Acute Stroke Unit at CXH and the regional
Heart Attack Centre at HH which means patients are transferred for specialist care. These
services are supported by 7-day rotas to provide a continuous service.

LNW: Radiotherapy is not available on site at weekends *networked arrangements in place.
THH: Radiotherapy, stroke thrombolysis, PCI and cardiac pacing are not available on site at
weekends xnetworked arrangements in place.

Improvements underway/planned
There are difficulties recognised in all trusts around providing the same level of care at
weekends and out of hours, with none reporting full compliance with all four standards, and
all identifying some variation between length of stay and discharge data on weekends
compared to weekdays. There are internal and external factors that contribute to this,
including workforce and resource issues. No trusts are reporting a significant impact on patient
safety or mortality as a result, although neurosurgery is an area of concern at ICHT with
actions to improve being monitored through the neurosurgery QRM.
Mitigations are in place and improvements underway within each trust in response to their
individual areas of challenge. These include:
CWEFT: plans underway to introduce inpatient dialysis slots post-DTEC.
ICHT: improvements in consultant cover as set out in section 3, with further work underway
in key areas e.g. neurosurgery. Guides under development setting out what investigations
are available and how and when to access this following feedback from staff and evidence
from incidents which show that the pathways are not always clear.
LNW: work commenced to strengthen and formalise the existing flow governance
arrangements through a refreshed, high-priority LOS and Flow Board, chaired by the Chief
Medical Officer and supported by the Deputy Director of Transformation. Improving seven-
day services and patient flow, addressing variation in weekend clinical activity that
contributes to delays in patient progression and length of stay, has been chosen as a quality
priority for the Trust for 2026/27.
THH: improvements seen in key areas including reduced variation in LOS, particularly in
maternity, and establishment of weekend working in key areas e.g. pharmacy. Work
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6.2

6.2

7.1.

7.2.

ongoing to implement an improvement programme to focus on surgical non-elective length
of stay, to embed daily multi-disciplinary board rounds, and a review of SDEC (Same Day
Emergency Care) models across all disciplines to standardise opening times and clinical
offering across all days of the week.
At APG level, the focus is on ensuring the safe and timely transfer of patients between our
hospital sites, which is a new joint quality priority for 2026/27. Given that several of the key
diagnostics and interventions set out in this report currently require transfer to other sites or
trusts out of hours and at weekends, the work undertaken should increase the timeliness and
safety of access, with an anticipated improvement in patient experience and outcomes. A
summary of the programme plan for this priority is being presented separately to this meeting.

Conclusion and next steps

All trusts have good processes in place to assess their compliance with the four priority
standards, although there are differences in the methodology. This will be reviewed, alongside
work to align reporting cycles, templates and data periods so that comparison is more robust
for the 2026 reports.

Overall, the review demonstrates partial compliance, with no trusts reporting that they fully
meet all four standards. Mitigations and improvement work is underway across all Trusts in
response to their specific areas of challenge, with an APG-level focus on improving timeliness
and safety of patient transfers.

The impact on flow is recognised, particularly at LNW where a new quality priority has been
stood up for 2026/27 focused on addressing variation in weekend clinical activity.

There are no significant concerns raised about patient safety or mortality in the annual reports,
although neurosurgery is an area of concern at ICHT with actions to improve being monitored
through the neurosurgery QRM.

NWL Acute Provider Collaborative Executive and Board Report

Overall page 130 of 235



*5283 48$/,7< &200,77(( &+$,5 5(3257

. 'LVEXVVLRQ ,WH. 3DWULFLD *DOODQ

|5()(5(1&(6 2QO0\ 3')V DUH DWWDF

. 1:/ $3* 4XDOLW\ &RPPLWWHH &KDLU V 5HSRUW -XO\ SGI

Overall page 131 of 235




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 Group Board in Common (Public)
28/07/2026

[tem number: 4.1.5

This report is: Public

NWL Acute Provider Group Quality Committee
&KDLUYVY KLIJKOLJKW UHSRUW WR

Common
Author: Amrit Panesar
Job title: Trust Secretariat Officer

Accountable director:  Janice Sigsworth & Roger Chinn

Job title: Chief Nursing Officer & Chief Medical Officer
Committee Chair: Patricia Gallan
Job title: Non-Executive Director

Purpose of report
Purpose: Information or for noting only

7R RYHUVHH DQG UHFHLYH DVVXUDQFH UHOBWE QJ WR WKH
interventions for short- and medium-term improvements.

7R LGHQWLI\ SULRULWLVH RYHUVHH DQG DVVXUH VWUDW
wide and Integrated Care System (ICS) improvements.

7R GUDZ WR WKH 1:/ $3* %9RDUG LQ &RPPRQYTV %L&YV DWW
or note.

Report history
N/A |

Executive summary and key messages

Group Level Quality Priorities

The Committee received the report which set out the priorities for the acute provider group for
2026/27 which were agreed by the chief medical and nursing officers and approved at APG
Executive Management Board. The proposed priorities had been previously presented to the
Committee in April when further clarity was requested regarding how they were chosen, their
alignment with trust level priorities, and the outcome measures.
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The group priorities are either to deliver nationally driven pieces of work that we all must do,
or in response to issues impacting all Trusts identified through their quality insights including
incident investigations.

The priorities agreed are:
X Improve the clinical standards for infection prevention & control and reduce hospital
acquired infections
x Complete the implementation of the joint reporting and the risk management system
X Improve the safety and timeliness of inter-hospital transfers

Committee members noted that key workstreams from previous years would continue and
would be monitored via the APG quality meeting, with escalation to EMB and this Committee
as required:

X deteriorating patient V ffathways

X implementation of NatSSIPs2

X maternity improvement

X mental health in acute hospitals

The group-level priorities are aligned with local Trust priorities, with reporting through Trust
Standing Committees to support clarity and consistency. The Committee highlighted the need
for clear outcome metrics and success measures for each priority and agreed that these would
be defined and benchmarked against national progress. Plans were included in more detail in
the reports from the individual priorities as separate agenda items.

Committee members endorsed the Group Quality Priorities for 2026/27.

Acute Provider Group Quality Performance Report

The Committee received the Acute Provider Group quality performance report. Performance
at group level was similar to previous months with standards being met for most metrics.
Committee members noted that improvement actions are in place in individual trusts where
there are areas requiring improvement including falls and pressure ulcers, with all trusts
having individual priorities to improve infection prevention and control practices as well as this
being an overarching APG priority. Committee members noted that patient experience in
emergency departments was being reviewed locally, and improvement work underway. There
were no new concerns escalated to the committee.

Update on Quality Priorities 2025/26

Improv ing the clinical standards for IPC and reduce hospital acquired infection

Committee members received the report, which outlined a planned programme of work to
improve infection prevention & control and clinical standards for 2026-2028. The purpose of
the programme is to achieve sustained reductions in avoidable infection-related harm by
improving the reliability of the clinical standards, professional behaviours and everyday
practices that determine infection risk.

Committee members noted that the programme would respond to common challenges across
the APG including Clostridium difficile infections, MRSA bacteraemia and gram-negative
bloodstream infection focusing on shared challenges and opportunities for improvement across
the group.

Committee members noted that implementing surveillance tracking systems would strengthen
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collective improvement intelligence by enabling real-time monitoring of high-risk patients and
supporting more consistent data across Trusts. The programme will use regular metrics and
dashboards to monitor progress, with reporting to the Group Quality Committee every three
months.

Complete the implementation of the joint reporting and risk management system
Committee members received an update on implementation of the new joint reporting and risk
management system across the group, noting the complexity and challenges of standardising
processes across four Trusts. Committee members noted that key challenges included system
configuration, speed, legacy data integration, and standardisation of incident reporting forms
and categories.

Committee members noted that go-live will be phased but must be achieved by the end of
August. Awareness and training sessions were underway, alongside ongoing escalation
meetings to ensure progress to meet the deadlines.

Committee members noted that the system was expected to provide real-time data visibility,
benchmarking and Al-enabled insights across all quality domains, supporting improvement
workstreams and linking with Cerner to auto-populate incident information. The project had also
supported standardisation of reporting categories and processes across the group, with
ongoing evaluation and iterative improvement planned following go live.

Improv ing the safety and timeliness of inter  -hospital transfers

Committee members received the report which set out the plan for the new quality priority to
improve safety, quality and timeliness of inter-hospital transfers by establishing a consistent,
standardised approach to transfer decision-making, handover, escalation and governance. Six
workstreams with key deliverables had been identified which included, learning from Patient
Safety Incident Investigations (PSIIs) and incident review; escalation of delays; handover and
documentation; alignment of standards and high-risk clinical pathways.

Committee members noted that inter-hospital transfers were necessary to access specialist
skills, services and capacity, while recognising the associated risks relating to handover, delays
and patient deterioration. Transfers were grouped into three categories: time-critical, clinical
and repatriation, each with distinct risks and operational challenges. The Committee also
acknowledged incidents and inefficiencies linked to transfer delays and unclear accountability,
particularly outside critical care pathways.

Committee members discussed the need for regional and national collaboration, particularly for
specialist centres and transfers outside of the catchment areas however, agreed that the
immediate focus would be on standardising internal processes. Al was identified as a potential
future tool to support the identification of suitable patients for transfer, although this was not
currently within scope. Mental health transfers were not included in this workstream however
may be considered separately.

Acute Provider Group Clinical Pathways

Committee members received an update on the clinical pathways programme and noted that
28 pathway groups were continuing to progress. Most pathways had either been completed or
were in the embedding phase and all are moving into business-as-usual management. Some
pathways had been delayed due to data or digital enabler issues, and these will continue to be
monitored.

Committee members noted that specialty boards were being established across 30 specialties,
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including emergency and acute medicine. These boards will support delivery of constitutional
standards, reduce unwarranted variation and enable transformation, including the development
of a single point of access for ophthalmology and tracking lists for pain services. Committee
members noted that key learnings from phase one included the importance of clinical and
operational collaboration, programme management structure, and data alignment. These
specialty boards would be monitored through the APG executive management board.

National Maternity Reviews

Committee members received the report which provided an update in response to the Baroness
Amos Independent Investigation into Maternity in England and the Donna Ockenden Review
of maternity services at Nottingham University Hospitals NHS Trust , alongside a national
system letter on post death care and mortuary oversight following the David Fuller inquiry.

Committee members noted that recommendations were pending formal acceptance, and a
national action plan was expected later this year. Committee members noted that immediate
actions were required as per two national letters which included a 10-point plan and the
expansion of MarWKDJV UXOH WR PDWHUQLW\ DQG QHRQDWDO VHUYL

Committee members agreed to review national guidance, ensuring compliance with immediate
requirements while maintaining focus on local maternity transformation and improvement.

AllNHS Provider Trusts that have a mortuary, related storage area for the deceased or routinely
care for people after death are required to complete and return a board assurance statement
by 31 July 2026. The four board assurance statements will be presented to the board in
common for approval ahead of submission to NHS England.

Quality Governance Arrangements

Committee members received the report which outlined the group-level quality governance

structure, which included strategic oversight committees, Trust-level statutory responsibilities,

DQG WKH *URXS 4XDOLW\ &RPPLWWHHYV URCkpdiehcH, ldndliskZ LQJ S|
across the four trusts.

The report detailed the non-executive directors fassurance framework, including touchpoint
meetings and complementary sources of assurance, aiming to clarify governance processes
and promote shared learning. Committee members noted that the arrangements were
maturing, with ongoing development of the non-executive role with the suggestion of non-
executive directors reviewing key papers prior to presentation at the board in common.

Combined Risk Escalation Report from  Chief Medical & Nursing Directors/Officers
Committee members received the report which highlighted key points to note, or areas of risk
LGHQWLILHG E\ HDFK RtandirgHCohitittdes/witX & fctis/on where group-wide
interventions would speed up and improve the response.

Chelsea and Westminster Hospital NHS Foundation Trust reported a never event, emergency
department pressures and pressure ulcer incidents with improvement plans in place, alongside
the need to finalise incident investigations, review risks and improve learning response
timeliness in preparation for the new system implementation. The focus on infection prevention
and control was highlighted.

The Hillingdon Hospitals NHS Foundation Trust highlighted that maternity services remained
an area of focus, with strengthened oversight to support improvement. A head and neck
radiology backlog was identified, with harm reviews underway and additional capacity being
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1.

added. Overdue patient safety investigations and learning responses were being addressed
through enhanced oversight, recruitment, training and governance reviews

Imperial College Healthcare NHS Trust escalated two incidents highlighting concerns regarding
invasive line care and insertion (a never event and a MRSA bloodstream infection) with actions
underway to reinforce infection prevention and control standards and use of the central line
insertion checklist. A review into incidents relating to delayed cancer care was shared with
additional actions agreed as part of the on-going cancer transformation programme, and a
planned quality review process following a patient-on-patient assault. The Committee noted
the significant work underway in response to the ongoing risk related to the estate and
environment. They also noted positive progress with the HTA recommendations following their
re-inspection of the mortuary and that the hand hygiene and patient safety partner work had
been shortlisted for two Health Service Journal (HSJ) patient safety awards.

London North West University Healthcare NHS Trust highlighted an increase in stillbirths which
is under review though not expected to be materially significant, infection prevention and control
challenges, and a water-associated organism outbreak, with mitigation underway. Complaints
remained highest in medicine and emergency care, with improvement focused on
communication, outpatient services and access.

Acute Provider Collaborative Learning from Deaths Quarter 4 summary report
The Committee reviewed the combined NWL APC Q4 report incorporating all four Trusts
which outlined the key themes and outcomes from the learning from deaths processes.

Acute Provider Group 7 -day services annual summary report

Committee members reviewed and noted the 7-day services report incorporating all four Trusts
which outlined that all had good processes in place to assess their compliance with the four
priority standards, although these differ. The report templates and methodology used will be
reviewed and aligned prior to the 2026 reports being submitted so that comparison is more
robust.

Overall, the review