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Chelsea and Westminster Hospital '€ Hillingdon Hospitals  jmperial College Healthcare London North West

A NHS Trust . .
NHS Foundation Trust = University Healthcare
NHS Trust

North West London Acute Provider  Group
Board in Common - Public
Tuesday 28 April 2026,11:00 +£13:30
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.

AGENDA

Time | Item  Title of Agenda Iltem

11.00 | 1.0 Welcome and Apologies for Absence Chair in Common Verbal
Bob Alexander
1.1 Acute Provider Group Register of Bob Alexander 11

Interests / Declarations of Interest
Annual Register of Interest

To approve the Register

1.2 Minutes of the previous NWL Acute Bob Alexander 1.2
Provider Collaborative Board Meeting
held on 20 January 2026

1.3 Matters Arising and Action Log Bob Alexander 1.3

2. Report from the Chair in Common

11.20 |21 Report from the Chair in Common Bob Alexander 2.1
To note the report

3. Strategy
11.25 |31 Developing our 2026/27 priorities Tim Orchard 3.1
To note the report
3.2 Staff Story: Group staff commitment Tim Orchard 3.2
3.3 APG Health Equity Update Pippa Nightingale 3.3
To note the report
3.4 Variation of the Scheme of Delegation of | Jason Seez 3.4
Authority for THHFT

To approve a change in delegation for the Boal
4. Discussion Items

1145 |41 APG Financial, Operational and Bimal Patel 4.1
Workforce Business Plans 2026/27
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mailto:lnwh-tr.trustsecretary@nhs.net

5. Integrated Q
- 5.0

6.1 Quality
1155 | 6.1.1

To note the plans that were approved and
submitted to NHS England

uality and Performance Report
Integrated Quality, Workforce,
Performance and Finance Report

To note the revised integrated performance
report - Quality, People, Finance and
Performance will be discussed by exception
in the items below.

Quality Integrated Quality and
Performance Report (anything by
exception)

Janice Sigworth
Roger Chinn

5.0

5.0

6.1.2

Learning from Deaths Quarter 3 Report
To note the report

For BiC members, individual Trust reports
can be found in the TeamEngine Reading
Room.

Roger Chinn

6.1.2

6.1.3

7.2 People

Group Quality Committee Chair Report
To note the report

Pat Gallan

6.1.3

To note the report

12.10 | 7.2.1 | People ziIntegrated Quality and Tracey Connage 5.0
Performance Report (anything by Kevin Croft
exception)
To receive the report
7.2.2 | Group People Committee Chair Report Sim Scavazza 7.2.2
To note the report
8.3 Finance and Performance
12.20 | 8.3.1 | Finance and Performance zIntegrated Lesley Watts 5.0
Quality and Performance Report
(anything by exception)
X Emergency
x Elective
x Cancer
x Diagnostics
8.3.2 | Financial Performance Report Bimal Patel 8.3.2
To receive the financial performance report
8.3.3 | Group Finance and Performance Carolyn Downs 8.3.3
Committee Chair Report
To note the report
9. Data and Digital
12.35 | 9.1 Group Data and Digital Committee Report | Nick Gash 9.1

10. Estates and Sustainability
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12.40 | 10.1 | Group Strategic Estates, Infrastructure Bob Alexander 10.1
and Sustainability Committee Report
To note the report

11. Chief Executive Officers

12.45 | 11.1 | Report from the Group Chief Executive Tim Orchard 11.1
Officer
To note the report and APG EMB Business
11.2 | Reports from the Trust Standing Pippa Nightingale
Committees David Moss

To note the reports
x London North West University
Healthcare NHS Trust

Lesley Watts 11.2a
Carolyn Downs

x The Hillingdon Hospitals NHS Patricia Gallan 11.2b
Foundation Trust Julian Redhead

x Chelsea and Westminster Hospital Sim Scavazza 11.2c
NHS Foundation Trust

T Imperial College Healthcare NHS 11.2d
Trust

12. Reports for Information Only

13.05 Use of Trust Seal Peter Jenkinson

13. Any Other Business

I N L ) S N

14. Questions from Members of the Public
13.10 | 14.1 | The Chair will initially take one question Bob Alexander Verbal
per person and come back to people who
have more than one question when
everyone has had a chance, if time
allows.

Close of the Meeting
Date and Time of the Next Meeting
28 July 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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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)
28/04/2026

I[tem number: 1.1

This report is: Public

NWL Acute Provider Group Board in Common
Register of Interests

Author: Peter Jenkinson
Job title: Director of Corporate Governance

Accountable director:  Peter Jenkinson
Job title: Director of Corporate Governance

Purpose of report
Purpose: Information or for noting only

The NWL Acute Provider Group Board in Common Register of Interests is provided on an
annual basis for noting.

Report history

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

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 is the annual presentation of the Board in Common Register of Interests. Following
presentation to the NWL Acute Provider Group Board in Common, the Register of Interests will
be published on the microsite and individual Board Register of Interests will be published on
respective Trust websites.

At the commencement of each Board in Common, group and local committee, members are
required to declare any revisions to their declared interests and any interests relating to agenda
items.

Board in Common Register of Interests

Overall page 7 of 256



Impact assessment
Tick all that apply

Equity

Quiality

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

Finance

Communications and engagement

Council of governors

N/A

Reason for private submission (For Board in Common papers only)
Tick all that apply [delete section if not applicable]

Commercial confidence

Patient confidentiality

Staff confidentiality

Other exceptional circumstances

N/A

Strategic priorities
Tick all that apply

Achieve recovery of our elective care, emergency care, and diagnostic capacity (APC)
6XSSRUW WKH ,&6TV PLVVLRQ WR BA8QUHVYV 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)

Help create a high quality integrated care system with the population of north west

London (ICHT)

Develop a sustainable portfolio of outstanding services (ICHT)

. Build learning, improvement and innovation into everything we do (ICHT)

N/A

Board in Common Register of Interests
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NORTH WEST LONDON ACUTE PROVIDER GROUP
BOARD IN COMMON - REGISTER OF INTERESTS 2026/27

A RO ») RIPTION O R DA DA
OP D OSED
0 e e Directo
Bob Alexander Chair in Common (interim) Non-Executive Director: London Ambulanc|Aug-21 Ongoing
Service NHS Trust
Advisor: CHKS Ltd Nov-18 Ongoing
Trustee: Imperial Health Charity Dec-23 Ongoing
Trustee: London Ambulance Charity Aug-21 Ongoing
Associate Non-Executive Director: South |Nov-24 Ongoing
West London ICB
Strategic Advisor: Health Spaces Ltd Mar-25 Ongoing
Rupert Bondy Non-Executive Director Partner: Wilmer Cutler Pickering Hale and |01/01/2026 Ongoing
(awaiting details of interests) Dorr LLP
Independent member of Board Committee|01/12/2025 Ongoing
reviewing preparedness for and response |
cyber attach on car manufacturer
Governor and Chair of the Audit Committe|04/09/2025 Ongoing
at Fulham Cross Academcy Trust, West
London
Tanaka Chiimba Non-Executive Director Shares: A T Kearney. Shares to be fully {2023 Jun-26
redeemed by July 2026, wherein all intereq
will end
Owner: Mamox Healthcare Holdings and T/2025 Ongoing
Healing Sanctuary Limited (subsidiary of
Mamox Healthcare Holdings)
Owner: Mamox Advisory (use to conduct fi| 2026 Ongoing
lance advisory work)
EPOC Board Fellow: NHS Supply Chain Liriee26 Apr-27

and Junior School. Member of Drapers

Academy Trust (Trustee)

Trustee: The Harpur Trust Mar-24 Ongoing to 2027
Trustee: WorldSkills Uk Feb-24 Ongoing to 2028
Trustee: The Listening Place Mar-23 Mar-26
Carolyn Downs Vice Chair - The Hillingdon Senior Advisor: Newton Europe Sep-23 Ongoing
Hospitals NHS FT
Non-Executive Director: States of Jersey |Sep-23 Ongoing
Health and Care Advisory Board
Non-Executive Advisor / Member: London |Sep-23 Ongoing
Policing Board
Advisory: Tower Hamlets Council Feb-25 Ongoing
Patricia Gallan Vice Chair - Chelsea and Non-Executive Director: HMRC Jul-19 Ongoing
Westminster Hospital NHS FT
Vice Chair: Drapers Multi-Academy Apr-22 Ongoing
Chair of Governors: Drapers' Brookside InflAug-21 Ongoing

Date last updated: 23 April 2026 (PH)

BOARD
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A RO D RIPTION O R DA DA
OP D OSED

Vice Chair: Trade Remedies Authority Mar-25 Ongoing
General Pharmaceutical Council Sep-25 Ongoing
Council of Queen Mary University of Londgdan-23 Ongoing

Nick Gash Non-Executive Director Self-employed: Public Affairs Consultant |Sep-04 Ongoing
Associate: Westbrook Strategy Ltd Feb-20 Ongoing
Trustee: CW+ Charity Nov-17 Ongoing
Chair Audit and Risk Committee: Royal ~ |Nov-21 Ongoing
Society of Medicine
Independent member: Risk and Audit Feb-24 Ongoing
Committee of Office for Students
Spouse: Member of Parliament for Brent a|May-15 Ongoing
Isleworth

Loy Lobo Non-Executive Director Owner: Wegyanik Ltd Apr-14 Ongoing
Non-Executive Director: Essex PartnershigMar-21 Ongoing
University Trust (EPUT)
Visiting Lecturer: Imperial College Busines|Sep-14 Ongoing
School
Advisor: Dama Health Ltd (includes an eq|Apr-23 Ongoing
option)
Advisor: Juul Labs Inc Nov-23 30/11/2025
Chief Growth Officer (equity interest): Akeq01/12/2025 Current
Health Inc
Wegyanik - consulting partner to Jun-24 Ongoing
Salesforce.com
Gamil de Chadarevian - global social impa|Feb-26 Ongoing
investor

Martin Lupton Non-Executive Director Fellowship and Aid: Christians in the East {2000 Ongoing

(Academic)

Vineeta Manchanda Non-Executive Director NEM and Audit Chair: NHS Bedfordshire, |Jul-23 Ongoing
Luton and Milton Keynes ICB Board
NED & Audit Chair: Essex Cares Limited (BO¢t}20 Ongoing
Independent Adviser: London Borough of [Mar-19 Ongoing
Brent Audit Committee
Director: IBDMS Ltd Dec-11 Ongoing
Independent Audit Committee Member:  |Sep-22 Ongoing
Worcester College, Oxford University

Dr Syed Mohinuddin Non-Executive Director Director: NeoMate Ltd Jan-23 Ongoing
Director: Evolve Coaching Solutions Ltd  [Jan-23 Ongoing

David Moss Vice Chair of London North Wi Non-Executive Director: Breathe Pure Limitdiv-25 Ongoing

University Healthcare NHS Tr

Daughter employed by IT consultancy Jan-23 Ongoing
company: Understanding Recruitment

Mike O'Donnell Non-Executive Director Non-Executive Director/Senior Advisor:  |Apr-24 Ongoing

Westbrook Partners
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TYPE OF INTEREST

INTEREST
OPENED

BOARD MEMBER
INTEREST
CLOSED

LNWH THHFT

Non-Executive Director/Independent Finan May-24 Ongoing
Advisor: City of Stoke On Trent Council
Non-Executive Director: Local Pensions  |Apr-24 Ongoing
Partnership Administration Ltd
Non-Executive Director/Senior Advisor: XT|Apr-24 Ongoing
UK Ltd
Non-Executive Director: Public Sector Aud|Apr-24 Ongoing
Appointments Ltd
Founder/Director: Mike OD Consulting Ltd [Apr-24 Ongoing

Sim Scavazza Vice Chair - Imperial College Deputy Chair: Buckinghamshire, OxfordshjApr-23 31-Mar-26

Healthcare NHS Trust and Berkshire West Integrated Care Boarg

Chair: The Seacole Group; BAME NHS CH Apr-24 Ongoing
and NEDs
Trustee: Royal Female School of Art Londg®ct-25 Ongoing
Fellow: Royal Society for Arts, Manufactur{2018 Ongoing
and Commerce
Trustee: Smartworks May-22 Ongoing
Trustee: National Saturday Club Sep-22 Ongoing
Chair: Office of the Independent Adjudicat¢Oct-23 Ongoing
Daughter: graduate scheme in sustainabili{ Jun-25 Ongoing
and compliance divisoin of RED MED (me(
device company which supplies NHS)

Baljit Ubhey Non-Executive Director Nothing to declare

Catherine Williamson Non-Executive Director Consultant to Ipsen Global Oct-24 Ongoing

(Academic) - — .

Honorary consultant Obstetric Physician aif Aug-23 Ongoing
Thomas' Hospital
Director: Obstetric Medicine Company Jul-20 Ongoing
Council member: Academy of Medical Feb-25 Ongoing
Sciences
Panel member: MRC Rare Disease Grant f24121 Ongoing
Maternal Medicine Representative: RCOG|2024 Ongoing
Genomic Medicine Committee
Patron: ICP Support (charity) 2012 Ongoing
Patron: Lauren Page Trust (charity) 2008 Ongoing
Medical researcher 1994 Ongoing
Member: Labour party (no donations nor |1997 Ongoing
roles)

Executive Directors

Tim Orchard NWL Acute Provider Group Cl Professor: Imperial College London N/A Ongoing

Executive Officer
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A RO D RIPTION O R DA DA
OP OSED
Member of the Board of the Office for Jan-24 Jan-27
Strategic Co-ordination of Health ResearcH
Representing NHS Trusts
Director: Imperial College Health Partners [Nov-18 Ongoing
Lesley Watts Chief Executive - Chelsea and| Trustee: CW+ Charity Apr-18 Ongoing
Westminster Hospital NHS FT
and The Hillingdon Hospitals Director: Imperial College Health Partners |Sep-15 Ongoing
NHS FT Daughter: member of staff at Chelsea and|Apr-18 Ongoing
Westminster NHS FT
Son: Director of Travill construction Apr-18 Ongoing
Honorary member: Chelsea Arts Club Aug-23 Mar-26
Robert Bleasdale Chief Nursing Officer - Chelse| Trustee: CW+ Charity Apr-22 Ongoing
and Westminster Hospital NH
FT and The Hillingdon Hospital €QC Inspector Apr-26 Ongoing
NHS Foundation Trust Member: Chief Nursing Officer (England) |Jun-25 Ongoing
Strategic Advisory Group
Member: FDP Clinical Advisory Group Apr-25 Ongoing
(Executive Director of Nursing and Quality
Roger Chinn Chief Medical Officer - Chelse: Private consultant radiology practice is 1996 Ongoing
and Westminster Hospital NHY conducted in partnership with spouse.
FT Diagnostic Radiology service provided to
CWFT and independent sector hospitals in
London (HCA, The London Clinic, BUPA
Cromwell)
Provide support to The Hillingdon Hospital{ Aug-20 Ongoing
NHS FT Executive Team
Trustee of CW+ Charity Mar-21 Ongoing
Virginia Massaro Chief Financial Officer - Chels Director: Cafton Lodge Limited Mar-14 Ongoing
and Westminster Hospital NH
FT and The Hillingdon Hospita| Member: Healthcare Financial Managemel|Jun-18 Ongoing
NHS FT Association London Branch Committee
Finance Director of CW Medicines Limited|Sep-21 Ongoing
Alan McGlennan Managing Director and Chief Nothing to declare
Medical Officer - The Hillingdc
Hospitals NHS FT
Jason Seez Chief Infrastructure and Spouse: Works in NHSE Feb-19 Ongoing
Redevelopment Officer - Chelg
and Westminster Hospital NH¢
FT and The Hillingdon Hospita|
NHS FT
Julian Redhead Interim Chief Executive Officer| Club Doctor: Chelsea Football Club 2000 Ongoing
Imperial College Healthcare N
Trust Medical Director: Fortius Clinic 2005 Ongoing
Private Clinic: Imperial College Private 2004 Ongoing
Healthcare
Secretary: British Association Immediate c|2003 Ongoing
(London)
Trustee to Chelsea Football Club Players Ta04 Ongoing
National Clinical Director: Urgent and 2020 Ongoing

Emergency Care
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TYPE OF INTEREST DESCRIPTION OF INTEREST

BOARD MEMBER

INTEREST
OPENED

INTEREST
CLOSED

Raymond Anakwe

Medical Director - Imperial

Financial

Non-Financial
Professional

Non-Financial
Personal

Indirect

Self Employed: Imperial Private Healthcarg

Jan-13

Ongoing

CWFT ICHT LNWH THHFT

College Healthcare NHS Trust| Self Employed: Hospital of St John and St [Jan-13 Ongoing
Elizabeth Hospital
X Self Employed: Cromwell Hospital Jan-13 Ongoing
lan Bateman Chief Operating Officer (Interir| X Trustee and Board member: The Sandcas|Jun-16 Ongoing
- Imperial College Healthcare Trust
NHS Trust
Janice Sigsworth Chief of Nursing - Imperial X JJVIE EC WER( *]}v 0 % %{Jan-13 Ongoing
College Healthcare NHS Trust| College London
X Honorary Professional Appointment: BuckgJan-13 Ongoing
New University
X Honorary Professional Appointment: Jan-00 Ongoing
Middlesex University
X Member: Shelford Chief Nursing Officer's |Nov-23 Ongoing
Group
X National Professional Lead: Nursing and [Jan-19 Ongoing
Midwifery Genomics
X Co-Chair Job Evaluation Steering Group - |Nov-25 Ongon
London
Jazz Thind Chief Financial Officer - Imperi X Non-Trustee Member: Cancer Research U|Jan-23 31/12/2028
College Healthcare NHS Trust| Audit Committee
X Trustee: Medway Towns Gurdwara Sabha|Bgr-24 Apr-27
Pippa Nightingale Chief Executive Officer - Londy X Board Advisor: Birth Rate+ Midwifery safe [Jun-21 Ongoing
North West University staffing
Healthcare NHS Trust
Jon Baker Chief Medical Officer - London X Freelance screenwriter 2019 Ongoing
North West University
Healthcare NHS Trust
Simon Crawford Deputy Chief Executive - Lond X Member of the Audti Committee: Imperial {2018 Ongoing
North West University College Health Partners
Healthcare NHS Trust
Lisa Knight Chief Nursing Officer - London Nothing to declare
North West University
Healthcare NHS Trust
Bimal Patel Chief Financial Officer - Londo| X Director: Greenside Court Management LtgNov-19 Ongoing
North West University
Healthcare NHS Trust X Independent Governor: Board of Kingston [Mar-22 Ongoing
University
James Walters Chief Operating Officer - Lond X Trustee of LNWH Healthcare Charity 2022 Ongoing
North West University
Healthcare NHS Trust
Peter Jenkinson Director of Corporate Affairs X Company secretary to CW Medicines - wh|Apr-23 Ongoing
owned subsidary of CWFT
Laura Bewick Managing Director of Chelsea Nothing to declare
Sheena Basnayake Managing Director of West Nothing to declare
Middlesex
Emer Delaney Director of Communications Nothing to declare
Osian Powell Director of Transformation X Shareholder in ASML Holdings
Kevin Croft Chief People Officer Nothing to declare
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TYPE OF INTEREST DESCRIPTION OF INTEREST BOARD MEMBER
INTEREST INTEREST

OPENED CLOSED

Financial Non-Financial ~ Non-Financial Indirect CWFT ICHT LNWH THHFT
Professional Personal

Michelle Dixon Director of Engagement and Spouse is CEO of Xantura (owned by / shq Sep-24 Ongoing
Experience in Newton Consulting)
Bob Klaber Director of Strategy, Research X Trustee of Imperial Health Charity Apr-26 Ongoing
and Innovation
X Trustee of Nuffield Trust Jan-25 Ongoing
X Partner works in West and North London IG&or-26
Jeremy Butler Director of Transformation Nothing to declare
James Biggin-Lamming Director of Strategy and Nothing to declare
Transformation
Tracey Connage Chief People Officer - London Nothing to declare
North West University
Healthcare NHS Trust
Dawn Clift Director of Corporate Affairs - Nothing to declare
London North West University
Healthcare NHS Trust

* All Board members of LNWH automatically serve as Trustees of the LNWH Charity
* All Board members of THHFT automatically serve as Trustees of the Hillingdon Hospitals Charity
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North West London Acute Provider Collaborative Board in Common

Meeting in Public
Tuesday 20 January 2026 , 11:00-13:30

The Oak Suite, W12 Conferences Centre, Hammersmith Hospital

Members Present

Mr Matthew Swindells
Mrs Carolyn Downs CB
Mr David Moss

Mr Robert Alexander
Mr Aman Dalvi

Ms Vineeta Manchanda
Dr Syed Mohinuddin
Mr Simon Morris

Mr Nick Gash

Ms Sim Scavazza

OU OLNH 29'RQQHOO

Dame Helen Stephenson
Mr Loy Lobo

Mr Martin Lupton

Ms Linda Burke
Professor Tim Orchard
Ms Pippa Nightingale

Ms Lesley Watts CBE

Dr Roger Chinn
Professor Janice Sigsworth
Mr Bimal Patel

Mr James Walters

Members p resent via Teams
Ms Patricia Gallan

Mr Ajay Mehta

Ms Baljit Ubhey

Ms Sarah Burton

Mr Robert Bleasdale

Ms Lisa Knight

Professor Julian Redhead
Mr Raymond Anakwe

Dr Alan McGlennan

Dr Jon Baker

Mr Simon Crawford

Ms Virginia Massaro

Ms Jazz Thind

Mr Jason Seez

Mr lan Bateman
In Attendance
Mr Kevin Croft

Mr Peter Jenkinson

Ms Michelle Dixon

Chair in Common

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

Chief Executive Officer (ICHT)

Chief Executive Officer (LNWH)

Chief Executive Officer (CWFT & THHFT)

Chief Medical Officer (CWFT)

Chief Nursing Officer (ICHT)

Chief Financial Officer (LNWH)

Chief Operating Officer (LNWH)

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

Chief Nursing Officer (THHFT)

Chief Nursing Officer (CWFT)

Chief Nursing Officer (LNWH)

Chief Medical Officer (ICHT)

Medical Director (ICHT)

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

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 (ICHT, CWFT & THHFT)

Director of Corporate Governance (ICHT, CWFT and
THHFT)

Director of Engagement and Experience (ICHT)
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Ms Alexia Pipe
Ms Jessica Hargreaves
Ms Tracey Beck

Present via Teams
Ms Tracey Connage
Mrs Dawn Clift

Mr Mark Titcomb

Mr Osian Powell
Ms Emer Delaney
Ms Laura Bewick
Ms Lorraine Brown

Apologies for Absence

Chief of Staff to the Chair (APC)
Deputy Director of Corporate Governance (ICHT)
Director of Communications (LNWH)

Chief People Officer (LNWH)

Director of Corporate Affairs (LNWH)

Managing Director NWL EOC, CMH, EH & LNWH
Executive lead for Estates & Facilities

Executive Director of Transformation (CWFT)

Director of Communications (CWFT)

Managing Director (CWFT)

Interpreting improvement programme manager and Head of
PALS (ICHT)

Ms Catherine Williamson

Non-Executive Director (ICHT & CWFT)

Minute Action
Ref
1.0 Welcome and Apologies for Absence
Matthew Swindells (MS) welcomed everyone to the meeting and advised the
meeting was being recorded and would be published online.
The Chair noted the apologies as above.
1.1 Declarations of Interest
Bob Alexander (BA) reminded the Board of his role at London Ambulance Service in
relation to the Staff Story. No other declarations were made.
1.2 Minutes of the previous meeting including actions and matters arising
The minutes from the meeting held on 21 October 2025 were approved as an
accurate record subject to adding Catherine Williamson as being present.
1.3 Staff story

Barbara Cleaver (BC), Emergency Medicine Consultant (ICHT), presented the staff
story focusing on the operation of the London Ambulance Service Clinical Hub based
in Pinner. The Hub provided senior clinical decision-making for 999 and 111 calls,
with the aim of managing patients safely in the community and reducing unnecessary
conveyance to emergency departments.

BC noted that the Hub brought together emergency medicine consultants, advanced
paramedics and LAS clinicians, supported by access to digital systems including
Cerner and the London Care Record. Examples were shared demonstrating
avoidance of emergency department attendance through video consultation,
scheduled same-day emergency care and community-based management,
particularly for frail patients, care-home residents and high-intensity service users.

The Board discussed the benefits of collaborative working with primary care, the
importance of senior clinical decision-making and effective risk management. Noting
the benefits to patients, the Board acknowledged the potential to scale the model,
subject to workforce capacity, governance and robust evaluation, and highlighted the
need for alignment with virtual wards and community services. It was agreed that
governance and evaluation of the model would continue and opportunities to
strengthen links with same-day emergency care and virtual wards would continue to
be explored.
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The Board thanked BC for presenting the staff story.

2. Report from the Chair in Common

2.1 Report from the Chair in Common

06 SUHVHQWHG WKH &KDLUfV UHSRUW LQFOXGLQJ
meeting. It was recorded that this was the final Board in Common meeting ahead of
the transition to Group arrangements, and thanks were extended to Non-Executive
Directors completing their terms.

The Board in Common noted the report.

2.2 Board in Common Cabinet Summary

MS presented the Board in Common Cabinet summary, noting that the Cabinet
supported timely decision-making and effective escalation, particularly ahead of the
transition to new Group governance arrangements.

The Board in Common noted the report.

Decision Making and Approvals

3.1 Developing the governance arrangements for the NWL Acute Provider Group

PJ presented the report setting out the proposed governance arrangements for the
NWL Acute Provider Group from 1 April. The proposals built on previous Board
discussions and included the Board composition, Scheme of Delegated Authority,
Terms of Reference for Group and local committees, and a Memorandum of
Understanding between the Trusts.

It was noted that minor amendments were required to.committee Terms of
Reference and the intention to further develop and standardise audit and strategy
arrangements. TheBoard acknowledged the complexity of the changes and the
need for ongoing review as the Group matured.

The Board approved the Scheme of Delegated Authority, Terms of Reference
(subject to amendments) and the Memorandum of Understanding.

4, Integrated Quality, Workforce, Performance and Finance Report

4.0 Integrated Quality, Workforce, Performance and Finance Report

MS introduced the updated IQPR report, highlighting the addition of the National
Oversight Framework (NOF), which showed organisational positioning and required
changes for improvement.

4.1.1 Quality

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

The Board considered the quality section of the Integrated Performance Report and
noted stable performance across key quality indicators, including mortality and
patient experience. Members discussed infection prevention and control pressures
and corridor care, and received assurance that risks were being managed through
established Trust and Collaborative governance arrangements.

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

4.1.2 NWL Elective Orthopaedic Centre (EOC) Year 2 update and future
developments
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The Board received an update on the Elective Orthopaedic Centre, noting that it was
now in its second year of operation and delivering sustained reductions in
orthopaedic waiting lists across the Collaborative. It was reported that clinical
outcomes remained strong, including consistently short lengths of stay, and that
external review had provided positive assurance.

The Board discussed the current imbalance in activity between partner trusts and
noted plans to address this through improved pre-operative assessment, patient
pooling and increased consultant participation. Members acknowledged the cultural
shift towards collaborative working and supported further development of shared
elective pathways.

The Board in Common noted the report.

41.3 Learning from deaths quarter 2  report

Jon Baker (JB) presented the Learning from Deaths report and noted that mortality
indicators, including SHMI and HSMR, remained at or-better than expected levels
across the Collaborative. It was reported that secondary reviews were undertaken
where required and that the proportion of deaths-associated with potential
sub-optimal care remained low.

The Board in Common noted the report, in particular that mortality remained stable,
learning continued to be embedded within Trust quality governance arrangements
and work was ongoing to align review methodologies and triggers across
organisations to further improve consistency and comparability.

414 Safeguarding Annual Report 2024/25

Janice Sigworth (JS) presented the Safeguarding Annual Report.2024/25

highlightng LQFUHDVHG VDIHIXDUGLQJ DFWLYLW\ DFttRIV
four trusts, reflecting improved identification and.reporting.

Board members noted ongoing work to address training requirements, including the
implementation of Oliver McGowan training and anticipated national guidance to
rationalise safeguarding training. It was reported that training compliance remained a
challenge, particularly for adult Level 3 safeguarding, and board members noted the
assurance provided that staff demonstrated awareness of safeguarding processes
despite training gaps.

The Board acknowledged opportunities to share good practice across organisations
and supported further collaborative working to strengthen safeguarding
arrangements across the system.

The Board in Common noted the report.

4.1.5 Infection prevention & control annual report 24 25

The Board considered the Infection Prevention and Control report and noted that
performance against national thresholds for healthcare-associated infections
remained challenging and reflected a wider national position. It was reported that
actions were focused on hand hygiene, screening, isolation and antimicrobial
stewardship, with examples of improving practice shared across organisations.

The Board acknowledged the need for joined-up working across the system,
particularly with community partners and it was recognised that risks remained but
these were being tracked and managed through existing governance and oversight
processes across the four trusts.

The Board in Common noted the report.
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4.1.6 Maternity Incentive Scheme

The Board received an update on the Maternity Incentive Scheme and noted that all
four trusts were forecasting full compliance with the ten safety actions for Year 7,
subject to final peer review and Chief Executive sign-off. It was reported that no risks
or concerns had been escalated through Collaborative quality governance
arrangements. Members noted that a separate improvement programme was in
place through the three-year delivery plan, with progress continuing across all
organisations. Board members were assured that evidence would be validated
through the peer review process prior to submission and that confirmed positions
would be reported through the appropriate governance routes.

The Board in Common noted the report.

4.1.7 APC Health and Safety Annual Report242 5

The Board received the Annual Health and Safety Report and noted that it provided
an overview of health and safety systems and arrangements across the four trusts. It
was reported that the report had been considered through local Trust health and
safety governance. Members noted the opportunity to strengthen collaborative
working and share good practice across organisations as the Group arrangements
developed.

The Board in Common noted the report.

4.1.8 Collaborative Quality Committee Chair Report

The Board in Common noted the report from.the Collaborative Quality Committee
and received assurance on system-wide quality oversight. It was reported that key
risks continued to be monitored through established governance arrangements and
that no additional issues requiring escalation to the Board.in Common had been
identified.

The Board in Common noted the report.

4.2 People

4.2.1 People® £integrated Quality and Performance Report (anything by exception)
Members discussed ongoing challenges relating to sickness absence, appraisal
compliance and workforce diversity, and noted actions underway through People
Committee oversight to address these issues.

The Board in Common noted the update.

4.2.2 Collaborative People Committee Chair Report

The Board noted the summary report from the APC People Committee. It was
reported that progress had been made across workforce priorities, with continued
focus on leadership diversity, recruitment, sickness absence and staff engagement.
Members acknowledged ongoing challenges and confirmed that these were being
overseen through established People Committee governance.

The Board in Common noted the report.

4.3 Finance and Performance

4.3.1 Finance and Performance zIntegrated Quality and Performance Report
(anything by exception)

The Board considered the finance and performance section of the report and noted
the financial position and delivery against key performance standards. Members
acknowledged ongoing system pressures and financial risks, while receiving
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assurance that mitigation actions and performance recovery plans were in place and
subject to continued oversight

The Board in Common noted the report and that operational improvements were
occurring despite the challenges discussed.

4.3.2 Financial Performance Report

Bimal Patel (BP) presented the finance report and noted the year-to-date financial
position, including a reported deficit against plan, largely attributed to the impact of
industrial action. Additional funding had been received to support elective recovery,
alongside the associated delivery risks and cost pressures.

The Board discussed progress on cost improvement programmes, including
reductions in agency spend and workforce numbers, and acknowledged improved
cash performance across the Collaborative. It was reported that capital expenditure
was underspent, primarily due to national programme slippage.

Overall assurance was provided that financial controls remained in place, with
continued focus on delivering efficiency, maintaining financial balance and managing
emerging risks into the final quarter.

The Board in Common noted the report.

4.3.3 APC Planning 26 2 7

The Board discussed the APC planning position for 2026/27, noting alignment with
national guidance and triangulation of activity, workforce and finance assumptions.
Members acknowledged delivery risks, particularly around urgent and emergency
care, diagnostics and capital constraints, and noted that plans would continue to be
refined through governance processes.

The Board in Common noted the report.

434 Collaborative Finance and Performance Committee Chair Report

BA presented the summary report from the Collaborative Finance and Performance
Committee highlighting that the Committee had reviewed delivery against key
standards and financial risks. Members noted ongoing system pressures but
confirmed that no matters requiring further escalation to the Board had been
identified.

The Board in Common noted the report.

Data and Digital

5.1 Collaborative Digital and Data Committee Report

The Board noted the Digital and Data Committee report and progress in aligning
digital and data leadership across the Collaborative. It was reported that work was
underway to establish single digital and data teams and board members emphasised
the strategic importance of digital capability and acknowledged the complexity of
delivery alongside other priorities.

The Board in Common noted the report.

6. Estates and Sustainability
6.1 Collaborative Strategic Estates, Infrastructure and Sustainability Committee
Report

BA presented the report from the Collaborative Strategic Estates, Infrastructure and
Sustainability Committee noting the focus on backlog maintenance and constrained
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capital funding. Board members noted the associated risk that investment in digital
and medical equipment could be displaced by estates priorities, with potential
implications for diagnostics and service delivery. The importance of continued
oversight of access, wayfinding and equality considerations was emphasised, with
assurance that risks were being monitored through local governance.

The Board in Common noted the report.

7. Chief Executive Officers

7.1 Acute Provider Collaborative Executive Management Board (EMB) Summary
The Board in Common noted the report.

7.2 Reports from the Chief Executive Officers and Trust Standing Committees

London North West University Healthcare NHS Trust (LNWH)

Pippa Nightingale (PN) highlighted improvements in diagnostic performance and
continued focus on reducing temporary escalation spaces and corridor care. The
Board acknowledged strong leadership and workforce engagement, alongside
ongoing challenges relating to urgent and emergency care pressures.

The Hillingdon Hospitals NHS Foundation Trust (THH _ FT)

Lesley Watts (LW) highlighted improvements in urgent and emergency care
performance, including ambulance handovers, alongside sustained focus on
reducing temporary escalation spaces. The Board recognised workforce
engagement and leadership stability as key. contributors to.improvement, while
acknowledging ongoing system pressures.

Chelsea and Westminster H._ospital NHS Foundation Trust (CWFT)

LW highlighted that the Trust had continued to make progress against its
improvement priorities, with stable quality and performance indicators. Members
noted ongoing work to address elective recovery and urgent and emergency care
pressures, alongside continued focus on patient safety and experience. The Board
acknowledged-leadership actions taken in response to clinical governance issues
and noted that learning had been appropriately reviewed and shared through
governance processes.

Imperial College Healthcare NHS Trust (ICHT)

Tim Orchard (TO) highlighted that recent CQC activity had resulted in a positive
outcome for Charing Cross Haospital, with services rated as good following the recent
inspection. Progress in elective recovery and improvements in diagnostic
performance were noted as well as strong performance in research and innovation,
including national recognition and grant funding. Senior leadership changes were

also noted.
8. Reports for Information Only
8.1 None.
9. Any Other Business
9.1 No other business noted.
10. Questions from Members of the Public
10.1 Question Summary

Asked by: Robin Sharp (on behalf of the Brent Save Our Hospitals campaign),
What are the practical benefits to patients of the enhanced collaboration model,
including having a single Group Chief Executive? How should this be explained to
patients and the public?
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Tim Orchard answered: Improved clinical quality and reduced waiting times through
shared services (e.g. the Elective Orthopaedic Centre). More consistent care across
NWL through standardised clinical pathways. Also, better use of resources, with
savings reinvested directly into patient care. Examples included orthopaedics and
cancer pathway improvements (e.g. prostate cancer and bowel cancer diagnostics).
Reduced variation and inequity between sites and strengthened back-office functions
(digital, people, OD) to support frontline care.

Asked by: James Grealy, Has moving lower @sk orthopaedic cases to the Elective
Orthopaedic Centre improved waiting times and outcomes for more complex patients
treated at local hospitals?

Mark Titcomb answered:

While detailed sub apecialty data was not available, the overall orthopaedic patient
treatment list had reduced. Treating lower s&sk cases centrally-freed up capacity for
complex cases at host trusts. As at January 2026, there were no orthopaedic
patients in NWL waiting over 65 weeks, the Elective Orthopaedic Centre was cited
as a key contributor to this outcome.

Asked by: Robin Sharp, Concerns that Cerner and the FDP platform are failing to
ensure patients receive timely follow &g information after consultations, referencing
external criticism of the FDP.

Tim Orchard answered: The FDP is not the system used for discharge summaries,
FDP is primarily used for operational oversight (e.g. waiting lists, theatre utilisation).
Specific issues raised by patients should be shared so they can be investigated
directly. Acknowledgement that all digital systems have limitations and require
continuous improvement which NWL is committed too. Assurance was provided that
digital platforms are being monitored and reviewed regularly.

The Chair confirmed that all submitted public questions would be answered in writing
where they could not be fully addressed during the meeting.

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: 21 January 2026 Lead Responsibility and Paper Author:  Bob Alexander,
Chair

Purpose

1. This paper provides the North West London Acute Provider Collaborative 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
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 James programme was approved by
meeting in October 2025 for approval. Biggin- the APC(G) EMB in March,
Lamming building on Phase 1 learning
to enable larger-scale change
while maintaining
collaborative working.
A shortlist of pathways has
been developed with senior
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Subject Matter

Action

Lead

Progress Updates, Notes

Expected
Completion
Date

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.

Part 2: Actions previously outstanding but now completed

Subject Matter

Action

Lead

Progress Updates, Notes

Date of
Completion

8.2.2
(21/10/25)

THHFT Standing

Committee
update

Future board-level discussion on
performance data and investment impact
and the need for cross-APC strategic
alignment.

Peter
Jenkinson

To be included in the Board in
Common development
programme for 2026/27.

Closed
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Subject Matter Action Lead Progress Updates, Notes Date of
Completion
5.2.3 Collaborative To standardise the safeguarding reports Janice Annual reports have been Closed
(21/01/25) Safeguarding across all four Trusts. Sigworth aligned in the summary report
Annual Report to the Board in Common.
2023/24

The ICB outcome has yet to
report and this will feedback
into the APC Quality
Committee.

The outcome of the national
training board review of
safeguarding training is
awaited. In the meantime we
are reviewing how we align
our training approach starting
with adult safeguarding.

Overall page 27 of 256



5(3257 )520 7+( &+$,5 ,1 &20021

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

. &KDLUV 5SHSRUW WR WKH %RDUG LQ &RPPRQ $SULO ILQDO SGI

Overall page 28 of 256




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)
28/04/2026

Item number: 2.0

This report is: Public

NWL Acute Collaborative 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 Collaborative (APC).

Strategic priorities
Tick all that apply

. Achieve recovery of our elective care, emergency care, and diagnostic capacity
6XSSRUW WKH ,&69V PLVVLRQ WR DGGUHVV KHDOWK LQHT
Attract, retain, develop the best staff in the NHS

&KDLUYV 5HSRUW
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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)

This is my first report to the Board as interim Chair, | take on the role at a very significant
point in the development of the Acute Trusts in North West London (NWL). We need to
further harness on the strength of collaboration across the system, the clarity of shared
ambition, and the evident commitment of staff and leaders to improving outcomes for our
communities. This report highlights the transition to a formal Group structure from 1 April
2026, the recent National Oversight Framework results, key national priorities for 2026/27,
and the wider context in which the Board is operating, including industrial action and public
confidence in the NHS.

From 1 April 2026, the four Acute Trusts formally became a Group, building on the work of
the Acute Provider Collaborative since 2022. This change provides a clearer governance
framework to support joint decision making, shared accountability and scale delivery across
the system. The Group model is intended to:

enable simpler and faster decision making;

support consistent clinical and operational standards;

strengthen collective leadership and talent development;

focus resources on the needs of the 2.4 million people served across NWL.

+H +H +H +H

As part of this change, Professor Tim Orchard has taken on the role of Group Chief
Executive and Accountable Officer across all four Trusts and has identified key executive
roles that will operate at group level. However, each organisation will importantly continue to
have its own Chief Executive and leadership team, responsible for the day-to-day running of
services.

The Board will play a critical role in ensuring that the benefits of the Group model are
realised while preserving the distinct identities, strengths and local relationships of each
Trust.

Changes to the Board in Common

As you may be aware, Matthew Swindells stood down in March at the end of his term as

Chair. 1 would like to thank Matthew for his excellent service as Chair. His strategic

leadership and deep experience in system leadership have been central to shaping

collaborative working across our hospitals, establishing an approach that now underpins how

our organisations work together to improve services for patients and communities in North

West London. We are sincerely grateful for his commitment and insight during this formative

period. 7KH SURJUHVV PDGH XQGHU ODWWKHZTV FKDLUPDQVKLS
Group as the partnership continues to evolve and focus on delivering high gality, integrated

care across North West London.

| am delighted to welcome two new NEDs who have joined the Board in Common this
month, Tanaka Chiimba and Rupert Bondy. Tanaka is a NED at The Hillingdon Hospitals
NHS Foundation Trust (THHFT) and Chelsea and Westminster Hospital NHS Foundation
Trust (CWFT), she is lead NED for People at THHFT working closely with the Chief People
Officer and Chair of the THHFT Audit Committee. Rupert Bondy is at THHFT and Imperial
College Healthcare NHS Trust (ICHT), he is the lead NED for Finance and Performance at
THHFT, working closely with the Chief Financial Officer and Chief Operating Office.

Professor Julian Redhead has been appointed Trust-level Chief Executive for ICHT from 1

&KDLUYV 5HSRUW
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April. This follows the appointment of Tim, as Group Chief Executive, Julian was appointed
on an interim basis while the Group becomes established. Julian was previously Medical
Director at ICHT.

Sarah Burton, Chief Nurse at THHFT left at the start of this month, moving to Surrey and
Sussex Healthcare NHS Trust (SASH). | would like to record our thanks for the tremendous
work Sarah did at THHFT and the Collaborative in the past three years. As part of our
commitment to strong partnership across CWFT and THHFT, | am pleased to report that
Rob Bleasdale has taken on the Chief Nurse role across the two Trusts.

NWL APG Business Planning 2026/27

The North West London Acute Provider Group has made strong progress in collective
business planning for 2026/27, with the four trusts working together to agree financially
balanced, break a&ven positions for the year ahead. This reflects a continued shared
commitment to sustainability, realistic planning assumptions and collective grip across
operational, clinical and financial priorities.

7KLV EXLOGYVY RQ WKH $3&YV GHOLYHU\ GXULQJ ZKHUH
delivered their agreed business plans, coming in on plan overall and meeting the majority of
their key performance and financial targets. The Board notes the strength of delivery
demonstrated across the Collaborative in a challenging national context, and | would like to
formally congratulate executive teams and staff across the APG for the collaboration,
consistency and discipline that have underpinned this performance. This provides a strong
platform as we move into 2026/27, with a clear focus on maintaining quality, improving
productivity and delivering against national priorities within sustainable financial envelopes.

National Oversight Framework (NOF)  +North West London Acutes

The most recent National Oversight Framework (NOF) results demonstrate strong
performance across the four Acute Trusts in the North West London Acute Provider Group.
Three trusts are currently placed in Segment 1, CWFT, London North West University
Healthcare NHS Trust (LNWH) and ICHT the highest performing category, THHFT is in
Segment 2.

Within the national context, North West London stands out. Of the 118 non specialist Acute
Trusts in England, only five in London are in Segment 1, and three of them are in North West
London. ICHT is ranked as the joint highest performing non specialist acute trust in the
country, with CWFT fourth and LNWH sixth. THHFT has shown the largest in year
improvement of any Acute Trust nationally, progressing from Segment 4 to Segment 2 within
the year. These results reflect sustained operational, clinical and financial improvement and
provide strong external validation of the collaborative approach that has been developed
across the APG.

On behalf of the Board, | give thanks to all the staff in our organisations for their efforts in
achieving this outstanding position.

NHS England Priorities for 2026/27
On 1 April 2026, NHS England published a letter setting out next steps on planning and

priorities for 2026/27, covering the first year of the multi-year planning framework.
Key themes relevant to the Group include:

&KDLUYV 5HSRUW
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X continued focus on elective recovery and urgent and emergency care performance;

x further development of neighbourhood-based care and proactive models for high-risk
cohorts;

X outpatient transformation, including expansion of Advice and Guidance and reduction
in unnecessary follow-ups;

X greater use of technology-enabled productivity, including digital tools and the NHS
App;

X renewed emphasis on quality, leadership and workforce capability.

These priorities align closely with the direction of travel already underway across the APG
and reinforce the importance of the TrustfV FROOHFWLYH DSSURDFK WR SODC(

Industrial Action

Resident doctors across England recently took part in nationally organised industrial action
linked to ongoing discussions about pay, terms and working conditions. During this period,
the four Trust implemented established contingency arrangements to prioritise patient safety
and maintain essential services. Emergency and urgent care continued throughout, with the
majority of planned activity also going ahead.

The APG respects the legal right of staff to take industrial action and remains focused on its
responsibility to provide safe and effective care for patients. | want to record my sincere
thanks to all staff who worked during this period, including those who covered additional
shifts or took on extended roles. Their professionalism and commitment were vital in keeping
services safe and operational.

Public Confidence and Patient Experience

7KH .LQJYV )XQG UHFHQWO\ SXEOLVKHG WKHLU DQDO\VLV RQ
Survey, which shows a modest but significant improvement in public confidence:

X In 2025, 26% of adults reported being satisfied with how the NHS runs, a 6
percentage point increase from 2024 and the first rise since 2019.

x Dissatisfaction fell to 51%, representing the largest fall in dissatisfaction in over 25
years.

While satisfaction remains historically low, this shift suggests that improvements in
performance and access are beginning to be felt by the public, underlining the importance of
sustaining progress in the year ahead. | regard this as a time of significant opportunity for the
Group as it begins its formal existence with strong performance, a clear national framework
for the coming year, and a shared commitment to improvement across North West London
for patients and staff.

| look forward to working with the Board, executive teams and partners over the coming
months to build on this foundation and to ensure focus on the continued delivery of high

quality, equitable care for our communities whilst supporting the implementation of our
Group model.

&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)
28/04/2026

Item number: 3.1

This report is: Public

Developing our 2026/27 priorities  xupdate

Author: Prof Bob Klaber +on behalf of Trust Directors of Strategy
Job title: Director of Strategy, Research and Innovation (ICHT)

Accountable director: Prof Tim Orchard
Job title: Group Chief Executive

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 Executive Committee name Committee name
Leadership Forum Click or tap to enter a date. Click or tap to enter a date.

What was the outcome? What was the outcome?
21/04/2026

Executive summary and key messages

This paper describes the progress we have made in developing our Group priorities for 2026/27,
following on from the Board Development Session we held on 17" February 2026.

Since that session we have brought together three key areas of work:

(1) Our progress towards our 2025 Acute Provider Collaborative strategy *and everything we
have achieved and learned from working together

(2) The insights and outputs from our engagement with staff across our four Trusts over the
last 6 weeks

(3) Longlisting and prioritisation work we have undertaken with Executive and Board
colleagues, including through the work each Board Committee has undertaken

This approach allows us to build on everything we have achieved as a collaborative to date, and
the learning from it, to develop clear prioritised plans on what we aim to achieve by the end of
March 2027. These five priorities are articulated in the main body of the paper.

Developing our 2026/27 priorities update
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Impact assessment
Tick all that apply

Equity

Quiality

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

Finance

Communications and engagement

Council of governors

Priorities support quality improvement, operational performance, financial sustainability and
people plan

Reason for private submission (For Board in Common papers only)
Tick all that apply [delete section if not applicable]

Commercial confidence

Patient confidentiality

Staff confidentiality

Other exceptional circumstances

Strategic priorities
Tick all that apply

Achieve recovery of our elective care, emergency care, and diagnostic capacity (APC)
6XSSRUW WKH ,&6TV PLVVLRQ WR N8GQUHVV 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)

Help create a high quality integrated care system with the population of north west

London (ICHT)
Develop a sustainable portfolio of outstanding services (ICHT)

. Build learning, improvement and innovation into everything we do (ICHT)

Key risks arising from report
These priorities for 2026/27 will help us to mitigate some of the key Group-level risks identified
by Board committees, and managed through the Board Assurance Framework.

Developing our 2026/27 priorities update
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Main report

This paper describes the progress we have made in developing our Group priorities for 2026/27,
following on from the Board Development Session we held on 17 February 2026.

Since that session we have brought together three key areas of work:

(1) Our Acute Provider Collaborative strategy +and everything we have achieved and learned
from working together so far

(2) The insights and outputs from our engagement with staff across our four Trusts over the
last 6 weeks

(3) Prioritisation sessions with Executive and Board colleagues, also drawing on Board
Committee discussions and insights

This approach has enabled us to develop a set of clear Group priority developments for 2026/27
and gives us a strong base to help us co-design a longer term Group strategy. This work will be
overseen by the new Group Strategy Committee which is due to first meet in the second week of
May.

Guiding both our Group priorities for 2026/27, and the future development of our Group strategy,
we have articulated a set of updated Group goals, set out below. These goals build from the work
we have undertaken as a collaborative, and bring in the feedback, insights and voice of staff,
gained through the engagement process we have undertaken.

Our goals

We make best use of our collective resources, expertise and networks to:

¥ continuously improve quality and efficiency, helping us deliver our operational and
financial plans

T be great places to work, enabling all our staff to fulfil their potential

T offer healthier, fairer and more joined-up services, actively tackling inequalities

T be a global hub for research and innovation, accelerating new treatments, diagnostics,
and ways of working

¥ make our full contribution to improving the health, wellbeing and economic growth of our
local communities.

Our delivery of these goals is underpinned by our organisational values along with how we work
as a Group and the commitments we make to our staff. These are described here:

How we work

x Do it once - Group-wide developments where they add value
x Do it the same - sharing and aligning to best policy and practice
x Do it locally - supporting local responses to local needs

Our commitment to staff

Each trust draws on its own set of values, co-designed locally. In addition, we are collectively
committed to:

Developing our 2026/27 priorities update
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x fairness in all that we do, recognising that different trusts, hospitals, services and staff
groups have different but equally important roles to play

X openness and honesty in what we are doing, how well we are doing and the decisions
we make

X promoting diversity and inclusion and addressing poor behaviours

x seeking, listening and responding to views, needs and feedback.

For our staff, we will ensure these principles are reflected in their ability to:

x VKDSH WKH *URXSYV JRDOV SULRULWLHV DQG DFWLRQV
X have safe, happy and productive working lives

x develop their skills and progress their careers

X be part of improvement, research and innovation.

Our priorities for 2026/27

We have developed a set of five Group priority developments for 2026/27. They complement
existing developments underway across the Group, including ongoing optimisation of our
shared Cerner electronic patient records system, improvements to referral and appointment
processes and the implementation of a common incident reporting and management system.

We have aimed to link the priority developments more clearly to our goals, responding to
feedback from our staff engagement programme.

The five priority developments for 2026/27 are:

(1) Establish new ways of working to enable clinical and operational staff to drive
service developments across the Group that reflect best practice, research
advances and patient views and needs.

x Launch tand make measurable improvements through - a set of multi-disciplinary
specialty boards to enable clinical and operational staff to identify and drive
collaborative improvement plans.

x Drawing on patient needs and views, the improvement plans should help us
achieve the standards set out in our operational and financial plans

X The improvement plans should also help us identify and align to best practice
across care pathways, using a data-driven, continuous improvement approach

X Research and innovation expertise should be embedded in the speciality boards.

(2) Develop a high quality and sustainable corporate services model that best
supports the delivery of Group goals and priorities
x Co-design and implement a standardised target operating model for corporate
functions

(3) Establish a joined -up, person -centred approach to engagement, communications

and customer care for and with our patients, carers and families

Developing our 2026/27 priorities update
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x Drawing on existing improvement work, especially in outpatient services, establish
a shared understanding of the pH-®@GH Q G F D U H nSdas\aKdAvizivs of
patients and care teams against our current baseline.

x Develop an approach to creating and delivering a Group-wide improvement plan.

(4) Establish transparent, reliable and standardised business intelligence to support
clinical service developments and wider Group goals
X Assess our current business intelligence architecture, including baselining how we
count, code and measure
X Audit our external reporting
x Design an approach to creating and delivering a Group improvement plan

(5) Progress the delivery of our Group commitment to staff as part of a Group -wide
people plan
X Improve opportunities for staff to develop their skills and progress their careers,
with a particular focus on inclusivity and fairness.
Reduce the incidence and impact of negative behaviours in the workplace
X Widen access to quality work through local recruitment, career progression and
inclusive employment.

Next steps

Formal launch of the Group on 28™ April, including sharing of our commitment to staff
Finalise the projects plans (PIDs), measures and timelines for each of these priorities
Mobilise change resource from across our four Trusts in order to support the delivery of
these priorities
First meeting of the new Acute Provider Group Strategy Committee on 13™" May 2026
Link the work into the planning of the Board in Common Development Session on 191"
May 2026

x Commence recruitment of Group Director of Strategy and Transformation *the lead
Executive who, once in post, will have overall responsibility for the oversight of this work

Developing our 2026/27 priorities update
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Chelsea and Westminster Hospital NHS Foundation Trust
The Hillingdon Hospitals NHS Foundation Trust

Imperial College Healthcare NHS Trust

London North West University Healthcare NHS Trust

NWL Acute Provider Collaborative Board in Common (Public)
28/04/2026

[tem number: 3.2

This report is: Confidential

Staff Story - Group staff commitment

Author: Sue Grange

Job title: Director of OD, Health and Wellbeing
Accountable director: Kevin Croft

Job title: Chief People Officer

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

To provide a staff story

Report history

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

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

Executive summary and key messages

1. This paper shares a staff story that helps to illustrate the needs and opportunities relating
to our new Group staff commitment, specifically our commitment to fair and inclusive skills
development and career progression.

2. The staff story will be presented by Carlsen Japsay, Clinical Nurse Specialist, Pain
management Chelsea & Westminster Hospital NHS Foundation Trust and his career
progression through the Trust from band 5 to band 7.

3. The ability for staff to progress their careers and develop skills is an important driver for staff
engagement and retention. and ultimately for high quality care.

4. As the story illustrates, our trusts have developed a range of initiatives and offers to help
staff develop their careers. Alongside this, we are all working to improve diversity and
inclusion, particularly to increase the proportion of staff from Black, Asian and other minority
ethnic backgrounds in more senior roles. The staff survey helps us to understand what

NWL Acute Provider Collaborative Executive and Board Report
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matters most and what works in terms of delivering improvements *currently staff feedback
via the survey across the Group showsthat VWDII LQ 3R W K H U(nenW¥h@elBFitiSh) R X S
feel less positive about career progression compared with White staff.

6. The focus in this story is on nurses and midwives, our largest staff group where initiatives
across the different trusts include:
o Apprenticeship programmes (ie Advanced Clinical Practice)
Mentorship and supervision and our Professional Nurse Advocates programme
Internal transfer scheme, allowing band 5 nurses to move between 5 roles
Nursing career pathway tools and resources
Healthcare Leaders Fellowship programme (a Leadership programme targeted at
staff from Black, Asian and other minority ethnic groups in band 6 and above)
0 Bespoke Trust leadership programmes.

O O oo

7. The move to a Group gives us the opportunity to develop initiatives at scale, to provide
greater opportunity for our staff, and to align around what works best to make it easier for
staff to take up effective opportunities. As an initial development, we will be creating an
integrated internal transfer scheme for band 5 nurses and midwives across the whole Group,
to be launched as soon as possible. We will also be rolling out an inclusive recruitment policy
and creating a Group-wide jobs feed to all trust intranets.

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

Achieve recovery of our elective care, emergency care, and diagnostic capacity (APC)
6XSSRUW WKH ,&6TV PLVVLRQ WR P8QUHVYV 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)

Help create a high-quality integrated care system with the population of north west

London (ICHT)

Develop a sustainable portfolio of outstanding services (ICHT)

Build learning, improvement and innovation into everything we do (ICHT)

Key risks arising from report

None

NWL Acute Provider Collaborative Executive and Board Report
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NWL Acute Provider Group (APG)
28/04/2026
Item number: 3.3

This report is: Public

Acute Provider Group (APG) Health Equity Update

Authors: Patrick Reyburn, Kishan Karia, Sheriece Bracey, Ben Holden and
Bob Klaber
Job title: Strategy leads for Health Equity across NWL APG and Executive

Director of Strategy Research & Innovation, ICHT

Accountable director:  Pippa Nightingale
Job title: CEO, London North West University Healthcare

Purpose of report
Purpose: Information or for noting only.

To update on implementation of the APG Health Equity priorities.

Executive summary and key messages

North West London continues to experience significant and persistent inequalities in
access, experience and outcomes, particularly in higher-need neighbourhoods and among
marginalised communities. These inequities, which are closely linked to operational
performance and the delivery of timely, high-quality care.

This update summarises progress against the 2025/26 Acute Provider Collaborative health
HTXLW\ SULRULWLHY DFURVV IRXU VKD U-HdbEattént Fatesy/ xeferratH WU L F'
to treatment waits over 40 weeks, late maternity booking, and timely pain relief for people

presenting with acute sickle cell pain. Intended next steps for 2026/27 are also described.

Strategic priorities
Achieve recovery of our elective care, emergency care, and diagnostic capacity
6XSSRUW WKH ,&69V PLVVLRQ WR DGGUHVYV KHDOWK LQF
Attract, retain, develop the best staff in the NHS
Continuous improvement in quality, efficiency and outcomes including proactively

addressing unwarranted variation
Achieve a more rapid spread of innovation, research, and transformation

Impact assessment
Quality
People (workforce, patients, families or careers)
Operational performance
Finance
Communications and engagement
Council of governors
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Acute Provider Group ( APG) Health Equity Update +Main report

Background:

There are significant and persistent inequalities across North West London (NWL), especially in
higher need neighbourhoods with some populations experiencing barriers in access to services,
worse experiences of care and poorer health outcomes. These inequities are closely linked to
the operational performance of our Trusts and directly affect our ability to deliver high-quality,
timely and effective care. As an Acute Provider Group (APG), we have a clear responsibility to
respond proactively to the needs of our population, both to identify and reduce inequalities and
to ensure alignment with evolving national policy and system expectations.

Strategic alignment :

Equity is a fundamental domain of high-quality care, alongside patient-centred and safe
services, and is recognised as a core marker of organisational performance. The four Trusts
within the APG each have a duty to improve equity in health and healthcare. In response to
1+6 (QJO Cstaerfignt on Information on Health Inequalities (updated in November 2025),
Trusts are required to identify key data and information on health inequalities and outline how
they have responded to this information within their annual reports. In addition, the CQC
Well-Led framework requires evidence of how leaders implement recognised standards and
best practice to improve equity of experience and outcomes, and to tackle known inequalities.
These requirements are reinforced by the national shift towards a neighbourhood-based,
place-led, whole-population approach, as set out in the NHS 10 Year Health Plan and the
recently published Neighbourhood Health Framework.

Population health need

NWL has a diverse population of around 2.4 million people with more than 200 ethnicities
represented across eight boroughs. There is significant inequity in health and wellbeing within
these populations. Inequities are directly related to wider social, economic and environmental
factors that influence how different communities live. On average, for marginalised people living
NWL, they experience high levels of deprivation, spend more years living with ill health and die
earlier than people living in more affluent areas. For example, life expectancy for males born in
the most deprived area of Brent is 18 years lower than for those born in the least deprived area
of Westminster. These inequities affect Trust operational performance where we can see a
higher p'Lr®t- $ W W HDRAG fate for example.

Acute Provider Collaborative  (APC) commitment s 2025/26:

In April 2025, APC Board-in-Common approved a series of recommended inequalities/equity
SULRULWLHVY WR EH ZRUNHG RQ E\ DOO 7UXVWV URRWHG LQ QH
focus areas and metrics (Did-not-Attend, Referral to Treatment >40wks, Maternity Booking and

Sickle Cell) alongside a commitment to develop ways to collaborate and learn together.
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2 X U Fogus area fupdates :

Outpatient D id-not -attend (D NA) rate
Aim: Did-not-attend (DNA) rate of 1% outpatient appointments for patients from the most
deprived areas (IMDQ1) brought down to Trust average DNA rate

The aim was to bring first-appointment DNA rates for IMDQ1 patients in line with Trust
averages. The data shows that socio-economic factors contribute to higher non-attendance
among the most deprived (Core20) population. In response, Trusts are implementing targeted
recovery actions alongside a digital-first outpatient model, including two-way appointment
reminders, co-designed booking approaches, and flexible rescheduling for patients at higher
risk of non-attendance. To avoid digital exclusion, volunteer-led telephone contact is used for
Core20 patients where appropriate, supported by deprivation-informed (IMD) risk-stratified
outreach. With each Trust at varying stages of maturity of the in the early stages of 25/26, the
key area was to ensure that there was a consistent way of reporting and that the Trust was able
to stand programmes up e.g. using volunteers to call patients from this cohort. The next stage is
to take the interaction further and in understanding why patients are either cancelling or not
attending their appointments (eg people of working age on zero hour contracts), and to use
these patient insights in making service improvements and developing new models of care.

Referral to treatment (RTT) longer than 40 weeks
Aim: Eliminate waits over 40 weeks for patients from the most deprived areas (IMDQ1)

Longer waiting times among the most deprived populations are influenced by a combination of
later referral, poorer baseline health, and a higher risk of clinical deterioration while waiting,
alongside higher rates of non-attendance which can result in administrative clock resets. In
response, our four Trusts are strengthening waiting list management arrangements to support
the equitable delivery of elective recovery, alongside targeted action to reduce DNA rates. This
includes the introduction of deprivation-informed approaches to prioritisation, validation and
follow-up at specialty level, ensuring that clinical urgency and patient vulnerability are
consistently reflected in decision-making.

Late maternity booking
Aim: Reduce proportion of bookings made later than 9+6w gestation by mothers of black, mixed
and other ethnicity

7KH REMHFWLYH LV WR UHGXFH WKH SURSRUWLRQ RI ERRNLQJV
among women from Black, Mixed, and Other ethnic backgrounds. During the development of

the KPI and review of the underlying measures, it was identified that the most significant

inequity exists within specific ethnicity sub-groups, particularly Black and Mixed +White and

Black women. Challenges have raised due to relatively small cohort sizes; progress will be

monitored using rolling six-month data to ensure sufficient statistical significance therefore

recognisable change will take some time.

In response, Directors of Midwifery are developing a targeted improvement plan to reduce late
booking and address the disproportionate impact on Black and Mixed ethnic groups. This will
focus on improving early access through strengthened community engagement, including
collaboration with Maternity and Neonatal Voices Partnerships, alongside a review of booking
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pathways, service accessibility and communication. Patterns of late referral will be analysed to
enable earlier identification and removal of barriers to timely booking.

Pain relief for patients living with s ickle cell disease
Aim: Analgesia offered within 30 minutes of presentation to all patients with an acute painful
sickle cell episode

The sickle cell measure focuses on time to analgesia with patients offered analgesia within 30
minutes of presentation for acute painful sickle cell episodes. Implementation of this measure
has identified early challenges, particularly in establishing timely and reliable automated data
collection for time to analgesia. Engagement with the West London Haemoglobinopathy
Coordinating Centre has informed a phased approach to delivery.

Phase 1 focused on establishing quarterly reporting from London North West University
Healthcare NHS Trust and Imperial College Healthcare NHS Trust using existing data sources.
This has been successfully implemented, with adult performance confirmed at 92% and 93%
respectively. Adjustments have been made to account for patients who received analgesia
within 30 minutes via the London Ambulance Service, ensuring the dataset more accurately
reflects patient experience.

Phase 2 will support Chelsea and Westminster Hospital NHS Foundation Trust and The
Hillingdon Hospitals NHS Foundation Trust to develop sustainable, automated reporting
solutions. This phased approach enables early system-level oversight while addressing
technical and data quality challenges in advance of full rollout.

Summary and n ext steps :

The collaborative work set out in this paper has created a strong platform for meaningful
improvement. It has brought colleagues together to share learning from a range of equity
programmes already underway across the four Trusts, helping us to spread practical ideas that
improve access, experience and outcomes for the patients we serve.

With the formation of our new Group, we are committed to continuing to learn from one another
and to accelerate delivery so that the impact of this work is felt sooner and more consistently
across north west London communities.

Delivering and sustaining improvement will require ongoing engagement across all clinical
services, with collective ownership and active participation from teams across the four Trusts.
We are managing this through the establishment of a NWL Health Equity Working Group, which
will also bring in expertise and alignment with health equity work within our ICB, local boroughs,
Imperial College Health Partners and Imperial (in particular the School of Public Health). This
working group will report progress to the Acute Provider Group Executive Management Board
(EMB) and then Board in Common every 6 months.

Building on the ambitions and metrics summarised in Appendix A, we intend to deliver the plan
described in the table below (see Table 1).
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Table 1: Plan for APG Health Equity focus areas

outpatient DNA
rates for IMDQ1
patients in line

Digital-first approaches introduced
(reminders, flexible booking).

Focus Area By end of Q2 (6 months) By end of Q4 (12 months)
Outpatient Did - | Standardised reporting established Deeper understanding of reasons for
Not-Attend across all Trusts. non-attendance/cancellation through
(DNA) Rate patient insights.

Initial programmes implemented (e.g.
Ambition: volunteer-led calls, risk stratified Service improvements informed by
Bring first outreach). patient feedback.

More refined, inclusive outpatient
models (digital + non-digital)

Eliminate waits
over 40 weeks
for IMDQ1
patients

programmes.

Early focus on reducing DNAs
contributing to delays.

with Trust

average Measurable reduction in DNA gap
between IMDQ1 and Trust average
across the APG.

Referral to Strengthened waiting list Sustained elimination of 40+ week

Treatment management processes introduced. waits for IMDQL1 patients.

(RTT) >40

Weeks Targeted actions focused on patients | Improved consistency in how Trusts

living in the most deprived quartiles incorporate clinical urgency and
Ambition: aligned with elective recovery vulnerability into waiting lists across

the APG.

Reduced inequity in waiting times
across deprivation groups.

Late Maternity
Booking

Ambition:
Reduce late
bookings (>9+6
weeks) among
Black, Mixed,
and Other
ethnic groups

Targeted improvement plans
developed by Directors of Midwifery.

Baseline inequities clearly identified
(key subgroups defined).

Community engagement initiatives
initiated (e.g. Maternity Voice
Partnership collaboration).

Initial review of booking pathways and
access barriers.

Demonstrable reduction in late
booking rates (tracked via rolling 6-
month data).

Improved access and earlier
engagement for priority groups.

Barriers to early booking identified
and addressed.

More equitable maternity access
pathways embedded.

Pain Relief for
Sickle Cell
Disease

Ambition:
Ensure
analgesia is
offered within 30
minutes for
acute sickle cell
episodes

Quarterly reporting established for
initial Trusts.

Baseline performance confirmed and
validated (including ambulance
adjustments).

Early system-level oversight in place.

Engagement with specialist centre
embedded.

All Trusts have sustainable,
automated reporting.

Consistent, reliable data across our
system.

Improved compliance with 30-minute
standard across sites.

Data-driven service improvements
implemented to optimise patient
experience.
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APPENDIX A: Inequity in DNA Rates (from Integrated Performance Report zFeb 2026)
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APPENDIX B: Inequity in Longest Waits for Treatment (from Integrated Performance Report £Feb 2026)

Overall page 52 of 256



APPENDIX C: Inequalities in Late Maternity Bookings (from Integrated Performance Report +Feb 2026)
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Chelsea and Westminster Hospital NHS Foundation Trust
The Hillingdon Hospitals NHS Foundation Trust

Imperial College Healthcare NHS Trust

London North West University Healthcare NHS Trust

NWL Acute Provider Collaborative Board in Common (Public)
28/04/2026

Item number: 3.4

This report is: Public

THHFT Redevelopment Programme Delegations

Author: Peter Jenkinson
Job title: Director of Corporate Governance

Accountable director:  Peter Jenkison
Job title: Director of Corporate Governance

Purpose of report (for decision, discussion or noting)

Purpose: To vary the Hillingdon Hospitals NHS Foundation Trust Scheme of Delegation to
reflect appropriate decision-making for the hospital redevelopment programme.

The Board of Hillingdon Hospitals NHS Foundation Trust is asked to approve a revised Trust
Scheme of Delegation, to enable efficient and effective decision-making for the new Hillingdon
Hospital Redevelopment Programme.

Executive summary and key messages

7KH '"HSDUWPHQW IRU +HDOWK DQG 6RFLDO &DUHYV pulHZ +RVSI
(published 20 January 2025) confirmed the new Hillingdon Hospital as a wave 1 scheme.

In order to deliver the expected programme, it is anticipated that the Trust will need to engage in
an estimated 52 contracts in 2026/27, with varying levels of cost. With the current scheme of
delegation this will require 12 of the contracts to be approved by the Redevelopment Committee
over 12 months.

To ensure we have efficient and effective decision-making over the period of the programme, it is
proposed to revise the scheme of delegation for the redevelopment programme and related
contracts, to enable the Trust executive to execute more low-level contracts while ensuring the
Trust Board and the Redevelopment Committee maintain appropriate oversight and decision-
making for major contracts.

The proposed amendments to the Trust Scheme of Delegation, for the specific purpose of the
redevelopment programme, is summarised in the table below:

Hillingdon Hospitals NHS Current delegated limit Proposed delegated limit for
Foundation Trust Governance Board approval
Forum

NWL Acute Provider Group Board in Common *April 2026 +THHT scheme of delegation
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Redevelopment Oversight
Group

Up to £100k

Up to £300k

meeting as the Hillingdon
Hospitals NHS Foundation Trust
Board

Redevelopment Programme £100k - £200k £300k - £1m
Board

Redevelopment Committee £200Kk - £1m £1m - £5m
Trust Standing Committee £1m - £5m Over £56m

In line with programme management methodology, highlight reports to the Redevelopment
Committee and Trust Standing Committee will document key financial decisions.

The attached appendix also sets out key decisions to be taken in the near future zagreeing the
7TUXVWITV FRQVW EdroMngRHe fisaDforkv ¢ théJHospital 2.0 Alliance Agreement for
execution and approval to sign the Call-Off Contract and proposes the approach to executing

those decisions.

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.]

Reason for private submission (For Board in Common papers only)

Tick all that apply

Commercial confidence
Patient confidentiality

Staff confidentiality

Other exceptional circumstances

[If other, explain why HERE.]

Strategic priorities
Tick all that apply

NWL Acute Provider Collaborative Executive and Board Report
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Achieve recovery of our elective care, emergency care, and diagnostic capacity (APG)
6XSSRUW WKH ,&6TV PLVVLRQ WR DGGUHVYVY KHDOWK LQH~
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)

Help create a high quality integrated care system with the population of north west

London

Develop a sustainable portfolio of outstanding services
. Build learning, improvement and innovation into everything we do
Appendix 1

Hillingdon Hospital Redevelopment Programme

Pipeline of business cases and key decisions associated with the Collaborative Allocation
SURFHVV WR DJUHH WKH 7UXVW {NospiRIQY WIANCE MgteBn@EnSdnd) W Q H U
Hospital 2.0 Call -Off Contract
1. Hillingdon Hospital Redevelopment - pipeline of business cases

In reviewing the 2026/27 Programme, it has been estimated that from the "Seed Budget" the Trust
will be required to approve 44 contracts, and in the Integrated Site Clearance Programme
(excluding the current Short Form Business Cases in the system at present) the Trust will be
asked to approve a further 8 projects.

With the current approval limits, this would mean approval for the 44 "Seed Budget" contracts is
estimated at:

x Redevelopment Oversight Group (ROG) (<£100Kk): 15

x Redevelopment Programme Board (RPB) (£100k - £200K): 20

x Redevelopment Committee (RC) (£200k - £1m): 8

x Trust Standing Committee (TSC) /Board in Common (BIC) (£1m - £56m): 1
If the approval limits are changed to the following levels, the approval for the 44 "Seed
Budget" contracts would be:

x ROG (<£300k): 35

x RPB (£300k - £1m): 8

x RC (E1lm - £5m): 1

x TSC/BIC: 0

This would mean that the Redevelopment Oversight Group would be approving the majority of
the lesser value contracts under £300k, with the Redevelopment Programme Board approving

NWL Acute Provider Collaborative Executive and Board Report
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the higher value contracts (i.e. procurement support, contract management support, legal, cost
consultants, surveys and planning application support and fees). It would also mean the
Redevelopment Committee approving the highest value contract(s) (i.e. architects' fees and
supporting multi-disciplinary team).

In reviewing the Integrated Site Clearence Programme (NHP and BAU funded), the current
approval limits would mean approval for the 8 projects as follows:

x ROG (<£100K): 2

x RPB (£100k - £200K): 0

x RC (£200k - £1m): 4

x TSC/BIC (E1m - £5m): 2
If the approval limits are changed to the levels proposed above, it would mean that the approval
for the 8 projects would be:

x ROG (<£300K): 2

x RPB (£300k - £1m): 4

x RC (E1lm - £56m): 2

x TSC/BIC: 0

Again, under the proposed changes, the Redevelopment Committee would only be required to
approve the major investment business cases - the temporary car park and the incoming power

supply.

2. Collaborative Allocation process : Agreeing WKH 7UXVWTV FRQVWUXFWLRQ

The Trust will receive a proposed contractor notification from NHP on 27th April 2026 with a
deadline to respond to acceptability by 11th May 2026.

3URSRVHG DSSURDFK IRU DJUHHLQJ WKH 7UXVWITV FRQVWUXFW

Date Forum
April 2026 The RPB will be asked to endorse moving forward to contract execution with
the proposed contractor.
w/c 4 May 2026 A meeting will be convened with the RC Non-Executive Directors w/c 4 May
2026, who will be asked to confirm acceptability with the proposed
contractor.

3. Approving the final form of the  Hospital 2.0 Alliance Agreement for execution

The Board is required to approve the final form of the Hospital 2.0 Alliance Agreement for
execution by the end of June 2026.

NWL Acute Provider Collaborative Executive and Board Report
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(Note that the Alliance Agreement was signed in October 2025 and this update is not expected
to have any material changes other than the cost overrun assurance previously discussed with
the TSC in January 2026. Other changes are minor updates in line with periodic review).

Proposed approach to approving the final form of the Hospital 2.0 Alliance Agreement for
execution :

Date Forum
28 May 2026 RPB to receive the draft Alliance Agreement for review
June 2026 (date to be | RC to receive the final form of the Alliance Agreement for review and
confirmed) recommendation for execution
22 June 2026 TSC to receive the final form of the Alliance Agreement for execution

4. Approval to sign the Call-Off Contract

The Call-Off Contract must be signed by all Wave 1 trusts on 31 July 2026 in person DW DQ 3$ZDL
'D\’

Proposed approach for approval to sign the Call -Off Contract

Date Forum
28 May 2026 RPB to receive the model Call-Off Contract for review
June 2026 (date TBC) | RC to receive Cdlff Contract engrossment version and recommend to TS
provided by NHP?*)

22 June 2026 TSC to receive G&f Contract engrossment version and agree to sign (if prov
by NHP*)
28 July 2026 BIC to receive Calff Contract engrossment version and agree to sign, if

provided by NHP later thathe TSMn 22 June.

*NHP have suggested that the Call-Off Contract engrossed version may not be available until mid-July. If
the Call-Off Contract engrossment version is not available ahead of the TSC on 22 June 2026, the Call-
Off Contract engrossment version could be submitted directly to the BIC on 28 July 2026 for agreement to
sign.

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

NWL Acute Provider Group zBoard In Common

28/04/2026
Paper 4.1
This report is: Public

2026/27 -2028/29 NWL AP G Plan

Author: Trust CFOs; COOs, CPO, APG Asst DOF, APG Asst Dir People
Accountable director: Bimal Patel (CFO), James Walters (COQ), Kevin Croft (CPO)
Job title: APG Lead Executive Directors on behalf of APG Trust Executive
Teams

Purpose of report : Assurance

Report history

This paper was considered by:

NWL Acute CFOs; COOs,
CPO

15/04/2026

Noted and approved.

Executive summary and key messages

The report presents the APC Trusts financial, operational and workforce final plans for
the financial years 2026/27 to 2028/29, which were approved by an Extraordinary Board
in Common meeting on 10" February 2026 and submitted to NHS England on 12t
February 2026.

There was a further opportunity to resubmit plans on 18" March 2026. Minor changes
have been made to plans which are highlighted in the paper and described in the reading
room accompanying papers.

Amendments have been made to the following:

x Capital plan: CWFT, ICHT
x Cash plan: CWFT, ICHT, LNWH
X Activity & performance plan: ICHT

NWL Acute Collaborative committee cover note
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Sections
The Finance plan:
x Income and Expenditure: breakeven plans for all trusts in 2026/27; a deficit plan of
£33.9m in 2027/28 and a deficit plan of £36.2m in 2028/29.
x Efficiency plans: an efficiency requirement of £193.1m in 2026/27 (4.2%);
£168.1m in 2027/28 (3.7%) and £164.3m in 2028/29 (3.6%).
x Uplifts to funding.
x Cash plans (3 year).
x Capital plans (5 year)

The Operational Plan

X Assumptions used in the build of operations plans.

x Performance targets to be submitted for elective and emergency care for the 3
years; all trusts are submitting complaint plans which meet constitutional
standards.

X Operational activity targets for the three years.

The Workforce Plan
X Assumptions used in the build-up of the plan
X The projected workforce changes z+staff in post and establishment over the three
years.

Risks in the Plan

X A table noting the risks in the plan

Strategic priorities

Achieve recovery of our elective care, emergency care, and diagnostic capacity

6XSSRUW WKH ,&6V PLVVLRQ WR DGGUHVV KHDOWK LQH"
Attract, retain, develop the best staff in the NHS

Continuous improvement in quality, efficiency and outcomes including proactively

addressing unwarranted variation

Achieve a more rapid spread of innovation, research, and transformation

Delivery of our financial plan is driven by +and supports - recovery of our elective, emergency
and diagnostic capacity, and supports our objective of improvement in efficiency.

Impact assessment

Equity

NWL Acute Collaborative committee cover note
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Quality

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

Finance

Communications and engagement

Council of governors

Reason for private submission
N/A

NWL Acute Collaborative committee cover note
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Four acute NHS trusts working together

NHS

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

Hospital NHS Foundation Trust Foundation Trust NHS Trust Healthcare NHS Trust

NWL APG
Plan 2026/27-2028/29

Board In Common Meeting 28t April 2026



Executive summary

tr 7KLV SDSHU SUHVHQWY WKH $FXWH 3URYLGHU *URXS $3#*202820WhicH fveEQUhQitted ® MHS. QD QF
England on 12" February 2026, following draft submissions on the 17t December 2025.

1 Plans were discussed and approved at the APG Extraordinary Finance & Performance Committee on 5" February and the APG
Extraordinary Board in Common Meeting on 10t February.

t There was an opportunity to resubmit the plans on 18" March. There have been minor amendments made to the plan to reflect updated
allocations on capital which also impacts cash. In addition, ICHT updated their activity and performance plan following advice from NHSE.
These are noted in the accompanying papers in the Reading Room.

T Operating plans span three financial years (2026/27 to 2028/29) and comprise:

Finance plans zincome & expenditure (including efficiency) plan, cash plan, and capital plan (5-years).

Operational activity and performance.

Workforce tsubstantive, bank and agency.

Triangulation tool xtriangulates activity, workforce and finance and outputs estimates of productivity for the three years.
Board Assurance statements.

Trust plan narratives

oA WNE

T This paper summarises the key components of the plan submissions : financial, operational and workforce plans.

2 Ndo¥enalkpagri&e of 256
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Plan : Key Highlights

T 3-year Income and Expenditure plan:
o 2026/27 tbreakeven - all trusts

o0 2027/28 +£33.9m deficit plan - CWFT £6.6m, ICHT £9.8m,
LNWH £14m, & THH £3.5m

o0 2028/29 +£36.2m deficit plan - CWFT £4.0m, ICHT £8.9m,

Tt 3-year cash forecast plan:

o £307.1min March 2026 moves to £281.9m in March 2027,
through to £250.4m in March 2029.

+ Workforce plan:
0 279 whole time equivalent (WTE) reduction in staff in

LNWH £13.9m, & THH £9.4m

2026/27 and a further 513 and 646 WTE reductions in
2027/28 and 2028/29 respectively.

0 2027/28 and 2028/29 zrequire further refinement (and
should be treated as such) T Operational plans:

o Costinflation assumptions are modelled against national o Full delivery of constitutional standards (bar 15-minute
guidance uplifts ambulance handover target) with associated funding to

o Impact of Industrial Action is not included in plans. delivery RTT improvements assumed for the three years

o Where contract income allocations have been received, the Comprise projected activity by Point Of Delivery (POD) for
values have been factored into plans the three years.

o Efficiencies - delivery of £193.1m of in 2026/27 (4.2%): + Risks:

£168.1m in 2027/28 (3.7%) and £164.3m in 2028/29 (3.6%).

1t 5-year Capital plan:

0]

Capital Delegated Expenditure Limit for 2026/27 = £288.6m,
funded through internal cash generation, and national cash
backed public dividend capital. This excludes charitable
donations and grant funding.

o The financial plan includes a significant degree of risk. The

APC continues to work on its medium-term plan in tandem
with the national planning process to assure financially
sustainability in the medium to long-term.

The main non-financial risks relate to patient waiting times,
patent experience and the impact of not achieving some
quality standards, with the impact assessed through the
existing Quality Impact Assessment processesl@!@aw

2
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Finance Plan Summary

I&E Plan 26/27
Income Pay Nonpay Nonopexp Totalexp | TotalPlan | Efficiency  Efficiency
£000 £000 £000 £000 £000 £0000 £000 %
CWFT 1064343 (620705)  (420581)  (23,057) | (1,064,343) 0 33,442 3.1%
ICHT 1922,653 (1,169,764) (713,887) = (39,002)  (1,922,653) 0 94,782 4.9%
LNWH 1129926  (699,266)  (402,806)  (27,854)  (1,129,926) 0 50,000 4.4%
THH 430938 (280,150)  (142,061)  (8,727) | (430,938) 0) 14,900 3.5%
APC 4547860 (2,769,885 (1,679,335  (98,640)  (4,547,860) 0 193,124 4.2%
I&E Plan 27/28
Income Pay Nonpay Nonopexp Totalexp | TotalPlan | Efficiency  Efficiency
£000 £000 £000 £000 £0000 £0000 £0000 %
CWFT 1065951  (628986)  (420,303)  (23241) ' (1,072530)| (6579) 34,200 3.2%
ICHT 1925080 (1181,330) (714528)  (39,002) (1,934,860) | (9,780) 85,982 4.5%
LNWH 1,134,939  (708,002)  (415468)  (25492)  (1,148,962) | (14,023) 33,368 3.0%
THH 428578 (281000) (142,072)  (8906) ' (432,067) | (3489) 14,103 3.3%
APC 4554548  (2,799,408) (1,692,371)  (96,641) (4,588,419 | (33,871) 168,153 3.7%
I&E Plan 28/29
Income Pay Nonpay Nonopexp Totalexp | TotalPlan | Efficiency  Efficiency
£000 £000 £000 £000 £0000 £0000 £000 %
CWFT 1072825  (635544)  (418254)  (23014) (1,076,812 | (3,987) 34,338 3.2%
ICHT 1930938 (1,186509) (714,365)  (39,002) ' (1,939.876) | (8,939) 84,086 4.4%
LNWH 1,158,874  (718534)  (426528)  (27,709)  (1,172,772) | (13,898) 32,000 2.8%
THH 422022 (280418) (1430000  (8:898) ' (432,315) | (9,393) 14,019 3.3%
APC 4585559 (2,821,005) (1,702,147)  (98,623)  (4,621,775) | (36,216) 164,443 3.6%
4

The headline Income & Expenditure plan for each Trust and APC:

T 2026/27 financial plan, total APC £0m deficit:
¥ CWFT £0m
T ICHT £0m
¥ LNWH £0m
¥ THH £0m

T 2027/28 financial plan, total APC £33.9m deficit:
¥ CWFT £6.6m deficit
T ICHT £9.7m deficit
T LNWH £14m deficit
¥ THH £3.5m deficit

T 2028/29 financial plan, total APC £36.2m deficit:
T CWFT £4.0m deficit
T ICHT £8.9m deficit
T LNWH £14m deficit
¥ THH £9.3m deficit

¥ The plans for 2027/28 & 2028/29 are draft and need more
refinement, there are several assumptions including that the 2.5%
contract reduction for the deconstructing blocks remains flat from
2026/27. It also assumes a level of non-recurrent CIP but an
improved position compared to 2025/26. INHS
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Finance Plan : Efficiency

2026/27 - 2028/29 CIP

% of % of % of % of
Trust Fc;rse/;agst Ezr/g(;t Tza;rgzt Tzagrggt Income Income Income Income
25/26 26/27 27/28 28129
£m £m £m £m % % % %
CWFT 334 33.4 34.2 34.3 3.3% 3.1% 3.2% 3.2%
ICHT 80.1 94.8 86.0 84.1 4.3% 4.9% 4.5% 4.4%
LNWH 48.5 50.0 33.9 32.0 4.4% 4.4% 3.0% 2.8%
THH 15.7 14.9 14.1 14.0 3.8% 3.5% 3.3% 3.3%
APC 177.7 193.1 168.1 164.3 4.0% 4.2% 3.7% 3.6%

T The APC efficiency plan in 2026/27 is £193.1m; 2027/28, £158.6m and 2028/29,
£156.7m

T Set against the forecast efficiency delivery in 2025/26 of £178m, this is a 9% increase
in efficiency requirement in 2026/27; 5% reduction in 2027/28 and 8% reduction in
2028/29.

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

N domenadb piagl
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Capital Plan Summary

¥ The final five -year capital delegated limit plans are set out on the next slide.

I This reflects

o

o O OO

o

changes made as part of the 18™ march submission for CWFT and ICHT (see Reading
Room accompanying paper).

Confirmed allocations for years 1-4

Includes nationally funded PDC schemes where applicable

Excludes donations and grants

Only includes allocations where Trusts have put in bids that have been confirmed by the
Regional team

Cash affordability remains a key aspect of capital planning.

¥ For 2026/27 the capital allocation £288.6m is made up of:

0]
0]

o

£155.2m of core capital,

£58.8m of indicative critical estates safety risks and constitutional standard (CS)
programmes funding. Note: for the estates safety fund, UEC and diagnostics
programmes, NHSE London have confirmed these values for inclusion in plans.
£74.7m of other national funding for schemes, some in train from prior years

The LNWH UEC allocations for 26/27-28/29 include £18.37m (in total) relating to a pan-
London NHSE ED digital transformation project for which LNWH is the host Trust

t To note:

o

The LNWH plan equates to its core allocation. However, given depreciation is below the
CRL and LNWH has assumed cash to top-up to the level of core allocation., if this is not
forthcoming, the Trust will reduce its capital plan
CWEFT previously held the capital system reserve (E32m) on behalf of the ICB. In the
final submission (18.03) CWFT have included their proportion only (£5.6m). LNWH are
also due £10.5m from the reserve and this will likely be transacted as an addition to the
26/27 capital forecast, not a change to the plan. Confirmation on the treatment is
awaited from NHSE London.

6

Clz[.)gglz.sl;lWL APC Trusts 2026/27
2026/27 Source of Funds CWFT | IoAT HNWH - TR APC
£'000 £'000 £000 | £000 | £'000
Core Trust Cash 25,573 | 64,017 38,120 | 21,210 | 148,920
Freedom & Flexibilities Trust Cash 82 82
Impact IFRS 16 Trust Cash 600 600
System Reserves Trust Cash 5,552 5,552
Core Capital Allocation 31,125 | 64,099 | 38,120 | 21,810 | 155,154
Estates Safety Cash Backed PDC 5,000 7,250 12,250
Constitutional Standards : 0
UEC Cash Backed PDC 5,000 | 14,990 19,990
Diagnostics Cash Backed PDC| 7,250 | 12,080 | 2,681 | 1,500 | 23,511
RAAC Cash Backed PDC 3,000 3,000
National Capital 7,250 | 25,080 | 24,921 | 1,500 | 58,751
New Hospital Programmes Cash Backed PDC 21,955 41,571 | 63,526
S;;r‘;ae‘:)ta' charges (€.9. 1eSid - ot Backed PDC| 2,281 1,032 3,313
Other Cash Backed PDC 7,843 7,843
Other National PDC schemes 2,281 21,955 | 8,875 | 41,571 | 74,682
Total CDEL 40,656 | 111,134 | 71,916 | 64,881 | 288,587
Névenadbpagriad® of 256

Acute Provider Collaborative



Five -year Capital Plan (2027/28 to 2028/29)

Capital : NWL APC Trusts 2027/8
(18.03.26) 2028/29 2029/30 2030/31
— SN CWFT | ICHT | LNWH | THH APC | CWFT | ICHT | LNWH | THH APC cS> CWFT | ICHT | LNWH | THH APC | CWFT| ICHT | LNWH | THH APC
£000 | £000 | £000 | £000 | £000 | £000 | £000 | £000 | £000 | £000 |, £000 | £000 | £000 | £000 | £000 | £000 | £000 | £000 | £000 | £000
Core Trust Cash 26,941 | 66,528 | 39,656 | 18,666 | 151,791| 27,546 | 67,805 | 39,656 | 22,248 | 157,255 28,150 | 69,083 | 40,997 | 22,330 | 160,560| 28,150 | 70,000 | 42,000 | 22,330 | 162,480
Freedom & Flexibilities Trust Cash 0 0 0 0
Impact IFRS 16 Trust Cash 3,800 | 3,800 500 500 700 700 700 700
System Reserves Trust Cash 0 0 0 0
Core Capital Allocation 26,941 | 66,528 | 39,656 | 22,466 | 155591 27,546 | 67,805 | 40,327 | 22,748 | 158,426 28,150 | 69,083 | 40,997 | 23,030 | 161,260| 28,150 | 70,000 | 42,000 | 23,030 | 163,180
Estates Safety Cash Backed PDC 0 0 0 0 0
Constitutional Standards : 0 0 0 0
UEC Cash Backed PDC 30,000 | 18,390 48,390 7,000 | 4,500 11,500 0 0
Diagnostics Cash Backed PDC| 4,400 | 6,481 500 11,381 131 500 631 8,731 500 9,231 0
RAAC Cash Backed PDC 20,000 20,000 0 0 0
National Capital 4,400 | 56,481 | 18,390 | 500 | 79,771 0 7,131 | 4,500 500 | 12,131 0 8,731 0 500 9,231 0 0 0 0 0
New Hospital Programmes  |Cash Backed PDC| 10,830 26,634 | 37,464 5,115 110,000 | 115,115 310,000 310,000 310,000 310,000
PFI capital charges (e.g. residy{
charges) Cash Backed PDC| 2,362 1,032 3,394 | 2,446 1,032 3478 | 2,533 1,032 3565 | 2,623 1,032 3,655
Other Cash Backed PDC 26,850 26,850 62,900 62,900 30,860 30,860 0
Other National PDC schemes 2,362 | 10,830 | 27,882 | 26,634 | 67,708 | 2,446 | 5115 | 63,932 | 110,000 181,493| 2,533 0 31,892 | 310,000| 344,425| 2,623 0 1,032 | 310,000| 313,655
Total CDEL 33,703 | 133,839| 85,928 | 49,600 | 303,070 29,992 | 80,051 | 108,759 | 133,248 | 352,050| 30,683 | 77,814 | 72,889 | 333,530 | 514,916 30,773 | 70,000 | 43,032 | 333,030| 476,835
7
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Operational plan summary

T All Trusts show compliance in 2026/27 through to 2028/29 to meet the trajectory for RTT including the 7% above the target for 2025/26.

T All trusts have submitted compliant trajectories for both financial years for cancer Faster Diagnostic Standard (FDS) as well as the 62-day
performance standard.

T All trusts are showing compliance against the 31-day standard across both years.

T All trusts are showing compliance against the diagnostics standard as per the plan. However, for this to be delivered, there requires a level
of income investment from the commissioners which is still to be worked through. However, it might be that any RTT or UEC funding might
be reallocated.

T All trusts are showing compliance on UEC for 4-hour and 12-hour performance for both financial years against the expectation.
T All trusts are showing as compliant to the 45-minute ambulance handover.
T All trusts are showing as non-compliant to the 15-minute ambulance handover.
T Trusts have modelled UEC growth according to allocations from W&NL ICB:
0 2.6% in A&E activity and NEL in Year 1
0 1.7% in A&E & NEL activity in Year 2
0 1.8% in A&E and 3.1% in NEL in Year 3
T Performance improvements are based on the revenue from Commissioners, and where required, capital funding from the National team.

T Following feedback from NHSE, ICHT were asked to amend their UEC (type 3) plan, this has not impacted on performance targets and is

described in the Reading Room accompanying papers.
8 Ndovenadbpiagridi? of 256
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MTPF : Operational and Financial Targets Summary for Acute Trusts (as per
National guidance)

Priority Area Success Measure 2026/27 Target 2028/29 Target
7% improvement in 18w performance or |Achieve the standard 92% of patients are
Improve 18 week performance a minimum of 65% whichever is greater |waiting <18w

Maintain performance against FDS at the new threshold of 80%

94% performance for 31D and 80% 96% performance for 31D and 85%
performance for 62D performance for 62D

Minimum 3% improvement or Reduce 6-week waits to 1% of patients
performance of 20%
Maintain or improve to 82% by March |National target of 85% as the average for the

constitutional standards

Improve 6WW DMO1 performance

4 hour A&E performance 2027, with no lower than 80% as an year
average across the year.
Higher % of patients admitted, Year on year % increase in patients admitted,
discharged and transferred from ED discharged and transferred from ED within 12
UEC 12 hour A&E performance within 12 hours across 2026/27 hours

compared to 2025/26
Reach and average response time of 25|Further improvement so that the average
Category 2 response times minutes response time is 18 minutes, with 90% of
calls responded to within 40 minutes.

Trusts to reduce agency and bank use in line with individual trust limits, based on a
Workforce Reduce use of bank and agency staffing national target of 30% reduction in 2026/27, and 10% year on year reduction in spend
on bank staffing - working towards zero spend on agency by 29/30.

Minimum 2% annual productivity improvement

Breakeven position without deficit support funding (unless otherwise agreed with
NHSE)

Adherence to other requirements e.g. provider/commissioner funding changes and a
new board risk assessment process.

Finance Balanced or surplus financial position

9 Ndoenadbpagriars of 256
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Operational plan : Performance targets in plan 2026/27

- 2028/29 (CWFT)

Operational Performance : Constitutional Targets Plan submission 12.02.29

CWFT
T o
o Current | Mar 26 Compliant | Compliant | Compliant
0 0 0
Priority Area Success Measure 2026/27 Target 2027/28 target 2028/29 Target % fcast % Mar 27 % (Mar 28 %|Mar 29 % 26277 271287 281297
79 mprovement  in 18w performance Individual organisational level targets
) . 0
Improve 18 week performance  |or a minimum of 65% whichever is to bridge the ask between 20.26./27 Achleve the sta}rjdard 92%of 61.2% | 64.2% | 72.0% | 82.0% | 92.0% Y Y Y
reater targets/plans and 92% constitutional |patients are waiting <18w
g standard to be met by end Mar-29
Maintain performance against FDS at the new threshold of 80% 79.6% | 80.0% | 80.0% | 80.0% | 80.0% Y Y Y
- 0
. 949% performance for 31D Retu o the 31-day standard of 96% gz, o tormance for 31D 98.8% | 96.0% | 96.0% | 96.0% | 9%6.0% | Y Y Y
. . . Improve performance against by March 2028
Elective, Cancer & Diagnostics - . .
cancer constitutional standards Deliver performance against the 62-
80% performance for 62D day standard at 82.5% by March 85% performance for 62D 83.1% | 83.0% | 80.0% | 85.0% | 85.0% Y Y Y
2028
Individual ICB level targets to
inil 0/ | 1 - f 0,
Improve 6WW DMO01 Minimum 3% improvement or bridge the ask betwegn 2026/27 ReQuce 6-week waits to 1% of 708% | 190% | a6% | 20% | 1.0% v v v
performance performance of 20% targets and 1% constitutional patients
standard to be met by end Mar-29
Maintain or improve to 82% by March , . . .
4 hour AGE performance 2027, with no lower than 80%as an | 2u0nA rget of 83% as the National target of 85%as the 783% | 78.0% | 82.0% | 83.0% | 85.0% | Y % %
average for the year average for the year
average across the year.
UEC Higher % of patients admitted, . s Year on year % increase in
discharged and transferred from ED Year-on year % increases in patients atients admitted, discharged
12 hour A&E performance >charg admitted, discharged and transferred P ’ gec 24% | 2.70% | 2.64% | 2.74% | 2.60% Y Y Y
within 12 hours - across 2026/27 from £D within 12 hours and transferred from ED within
compared to 2025/26 12 hours
‘ Ld
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Operational plan : Performance targets in plan 2026/27

+2028/29 (ICHT)

ICHT
| N
- Current | Mar 26 Compliant | Compliant | Compliant
0, 0, 0,
Priority Area Success Measure 2026/27 Target 2027/28 target 2028/29 Target wr | foast % Mar 27 % Mar 28 %|Mar 29 % 261277 271287 281297
Tosimprovement in 18w performance Individual organisational level targets
1 i 0,
Improve 18 week performance  |or a minimum of 65% whichever is (0 bridge the ask between 20.26./27 Ach|eve the sta}pdard 92%of 64.2% | 62.7% | 69.7% | 81.0% | 92.0% Y Y Y
(ealer targets/plans and 92% constitutional |patients are waiting <18w
g standard to be met by end Mar-29
Maintain performance against FDS at the new threshold of 80% 82.1% | 82.0% | 80.0% | 80.0% | 80.0% Y Y Y
- 0,
) 94% performance for 31D Retur o the 31-day standard of 96% 96% performance for 31D 96.7% | 96.0% | 96.0% | 96.0% | 96.0% Y Y Y
. . . Improve performance against by March 2028
Elective, Cancer & Diagnostics - - -
cancer constitutional standards Deliver performance against the 62-
80% performance for 62D day standard at 82.5% by March 85% performance for 62D 71.9% | 75.0% | 80.0% | 825% | 85.0% Y Y Y
2028
Individual ICB level targets to
Ini 0 | 1 " i 0,
Improve 6WW DMO01 Minimum 3% improvement or bridge the ask betwegn 2026/27 Reduce 6-week waits to 1% of 137% | ~10% | 7.8% 5 0% 10% v v v
performance performance of 20% targets and 1% constitutional patients
standard to be met by end Mar-29
Maintain or improve to 82% by March . . . .
4 hour A&E performance 2027, with no lower than 80% as an National target of 83% as the National target of 85% as the 76.2% | 78.0% | 82.0% | 83.0% | 85.0% Y Y Y
average for the year average for the year
average across the year.
UEC Higher % of patients admitted, . N Year on year % increase in
discharged and transferred from ED Year-on-year % increases in patiens atients admitted, discharged
12 hour A&E performance >Charg admitted, discharged and transferred |” » dscharged 59% | 60% | 58% | 56% | 55% % % %
within 12 hours - across 2026/27 from ED within 12 hours and transferred from ED within
compared to 2025/26 12 hours
Névenadbpagriad of 256
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Operational plan : Performance targets in plan 2026/27

+2028/29 (LNWH)

LNWH
N T
L Current | Mar 26 Compliant | Compliant | Compliant
0 0 0
Priority Area Success Measure 2026/27 Target 2027/28 target 2028/29 Target % | feast% Mar 27 %|Mar 28 % Mar 29 % 26277 271287 28297
Tohimprovement in 18w performance Individual organisational level targets
1 i 0
Improve 18 week performance  [or a minimum of 65% whichever is {0 bridge the ask between 20.26./27 Achleve the stgndard 92%of 59.3% | 65.0% | 72.0% | 81.5% | 92.0% Y Y Y
reater targets/plans and 92% constitutional - |patients are waiting <18w
g standard to be met by end Mar-29
Maintain performance against FDS at the new threshold of 80% 81.5% | 80.0% | 80.0% | 80.0% | 80.0% Y Y Y
- 0
~ |94% performance for 31D Return to the 31-day standard of 96% e, o formance for 31D 99.4% | 98.0% | 98.0% | 98.0% | 985% Y Y Y
. . . Improve performance against by March 2028
Elective, Cancer & Diagnostics - . .
cancer constitutional standards Deliver performance against the 62-
80% performance for 62D day standard at 82.5% by March 85% performance for 62D 86.3% | 85.0% | 85.0% | 85.0% | 85.0% Y Y Y
2028
Individual ICB level targets to
- o ) ’ . .
Improve 6WW DMO1 Minimum 3% improvement or bridge the ask betwegn 2026/27 ReQuce 6-week waits to 1% of a50% | 300% | 200% | 130% | 1.0% v v y
performance performance of 20% targets and 1% constitutional patients
standard to be met by end Mar-29
Maintain or improve to 82% by March . . . 0
4 hour ASE performance 2027, with no lower than 80%as an | cLo"al lrget of 83% as the National target of 85% as the 727% | 75.0% | 82.0% | 83.0% | 85.0% % % %
average for the year average for the year
average across the year.
UEC Higher % of patients admitted, . — Year on year % increase in
discharged and transferred from ED Year-omyear % increases in patients atients admitted, discharged 13.9%
12 hour A&E performance o g admitted, discharged and transferred P ’ g. . 14.7% ST 129% | 11.9% | 10.9% Y Y Y
within 12 hours  across 2026/27 from ED within 12 hours and transferred from ED within (avg)
compared to 2025/26 12 hours
Ndorenadbpagria® of 256
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Operational plan : Performance targets in plan 2026/27

+2028/29 (THH)

THH
Curent | Var 26 | Var27 | Var 28 | var 20 | COPI2 | Compla | Compla
Priority Area Success Measure 2026/27 Target 2027/28 target 2028/29 Target % | foast % y Y o nt nt nt
’ " ’ ° | 260272 | 27128 | 281297
79 improvement in 18w performance Individual organisational level targets
) ) .
Improve 18 week performance  [or a minimum of 65% whichever is {0 bridge the ask between 20.26./27 Achleve the stgndard 92% of 59.2% | 60.0% | 67.0% | 81.5% | 92.0% Y Y Y
realer targets/plans and 92% constitutional |patients are waiting <18w
J standard to be met by end Mar-29
Maintain performance against FDS at the new threshold of 80% 76.0% | 80.0% | 80.0% | 80.0% | 80.0% Y Y Y
- 0,
. 94% performance for 31D Returto the 31-day standard of 96%oq,, o ¢ mance for 310 93.2% | 94.0% | 96.0% | 96.1% | 96.1% | Y Y Y
. . , Improve performance against by March 2028
Elective, Cancer & Diagnostics - . .
cancer constitutional standards Deliver performance against the 62-
80% performance for 62D day standard at 82.5% by March 85% performance for 62D 71.1% | 75.0% | 80.6% | 82.3% | 85.0% Y Y Y
2028
Individual ICB level targets to
. o . ] . .
Improve 6WW DMO01 Minimum 3% improvement or bridge the ask betwe_en _2026/27 Re(_juce 6-week waits to 1% of 26.6% | 23.0% | 200% | 10.0% | 1.0% v v y
performance performance of 20% targets and 1% constitutional patients
standard to be met by end Mar-29
Maintain or improve to 82% by March . 0 ) .
4 hour A&E performance 2027, with no lower than 80% as an National target of 83% as the National target of 85% as the 75.2% | 79.0% | 82.0% | 84.0% | 85.1% Y Y Y
average for the year average for the year
average across the year.
UEC Higher % of patients admitted, . o Year on year % increase in
discharged and transferred from ED vear-on year % increases in paents atients admitted, discharged 9%
12 hour A&E performance >charg admitted, discharged and transferred p ' ged 9.5% ° 85% | 80% | 7.5% Y Y Y
within 12 hours  across 2026/27 from ED within 12 hours and transferred from ED within (avg)
compared to 2025/26 12 hours
Ndovenadbpiagridy of 256
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Operational plan : Activity Summary 26/27

APC : Summary Annual Activity Plan 2026/27 (12.02 submission)

[CHT CWFT LNWH THH APC
Measure 2005/% 2026/27 202502 2026/27 2005/% 2026/27 202502 2026/27 2005/% 2026/27
Ann Var % var Ann Var % var Ann Var % var Ann Var % var Ann Var % var
Ann fcast Ann fcast Ann fcast Ann fcast Ann fcast
Plan Plan Plan Plan Plan
Ist OP 271,029 | 298,873 | 27,844 10% 232,669 | 249,955 | 17,286 7% 289,868 | 297,228 | 7,360 2.5% 97,826 | 104,455 | 6,629 7% 891,392 | 950,511 | 59,119 %
FUOP 660,240 | 677,503 | 17,263 3% 357,604 | 363,623 | 6,019 2% 327,398 | 335431 | 8,033 25% | 139,812 | 143,037 | 3,225 2% |1,485,054|1,519,594| 34,540 2%

OP Procedures (ERF definition) | 133,393 | 136,762 | 3,369 3% 62,331 | 66,316 | 3,985 6% | 143,308 | 146,156 | 2,848 2.0% | 58995 | 66,089 | 7,004 12% | 398,027 | 415323 | 17,296 4%

Electives 14,984 | 15,385 401 3% 7,447 7,765 318 4% 8,398 9,032 634 7.5% 2,012 2,178 166 8% 32,841 | 34,360 1,519 5%
Day Cases 122,917 | 124,128 | 1,211 1% 67,247 | 70411 | 3,164 5% 106,447 | 110,968 | 4,521 4.2% 33,857 | 35162 | 1,305 4% 330,468 | 340,669 | 10,201 3%
Total - Elective & Day cases 137,901 | 139,513 | 1,612 1% 74694 | 78,176 | 3,482 5% 114,845 | 120,000 | 5,155 4.5% 35,869 | 37,340 | 1471 4% 363,309 | 375,029 | 11,720 3%
A&E (Type 1,2 & 3) 285,268 | 292,685 | 7,417 2.6% | 318,449 | 326,729 | 8,280 2.6% | 361,667 | 371,175 | 9,508 2.6% | 143,162 | 141,167 | (1,995) | -1.4% |1,108,546|1,131,756| 23,210 2%
Non Electives 0 LOS 20,974 | 21,520 546 2.6% 16,551 | 16,980 429 2.6% 36,872 | 37,831 959 2.6% 5,856 3403 | (2453) | -41.9% | 80,253 | 79,734 (519) -1%
Non Electives >1 day LOS 40,371 | 41,420 1,049 2.6% 38,183 | 39,178 995 2.6% 47464 | 48,699 1,235 2.6% 18,919 | 18492 (427) -2.3% | 144937 | 147,789 | 2,852 2%
Diagnostics 386,155 | 414,225 | 28,070 7% 254,979 | 299,162 | 44,183 17% | 268,807 | 276,852 | 8,045 3.0% | 115,410 | 115,930 520 0% |1,025,351|1,106,169| 80,818 8%
Névenadbpagrid® of 256
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Operational plan : Activity Summary 27/28

APC : Summary Annual Activity Plan 2027/28 (12.02 submission)

ICHT CWFT LNWH THH APC
Measure
2026127 2027/28 2026/27 2027/28 2026127 2027/28 2026127 2027/28 2026127 2027/28
AN plan Ann Var % var AN olan Ann Var % var A olan Ann Var % var Ann olan Ann Var % var AN plan Ann Var % var
P Plan P Plan p Plan P Plan P Plan
Ist OP 298,873 | 315,062 | 16,189 5% 249,955 | 258,599 | 8,644 3% 297,228 | 307,040 | 9,812 3.3% 104,455 | 107,500 | 3,045 3% 950,511 | 988,201 | 37,690 4%
FU OP 677,503 | 712,979 | 35,476 5% 363,623 | 370,690 | 7,067 2% 335,431 | 354,431 | 19,000 5.7% 143,037 | 148,000 | 4,963 3% 1,519,594 | 1,586,100 | 66,506 4%

OP Procedures (ERF definition) | 136,762 | 144,384 | 7,622 6% 66,316 | 67,729 1,413 2% 146,156 | 167,329 | 21,173 | 145% | 66,089 | 68500 | 2411 4% 415,323 | 447,942 | 32,619 8%

Electives 15385 | 15602 | 217 1% | 7765 | 7897 | 132 2% | 9032 | 9656 | 624 | 69% | 2178 | 2250 | 72 3% | 34360 | 35405 | 1045 | 3%
Day Cases 124128 | 125220 | 1092 | 1% | 70411 | 71601 | 1190 | 2% | 110968 | 119308 | 8340 | 75% | 35162 | 38000 | 2838 | 8% | 340669 | 354,129 | 13460 | 4%
Total - Elective & Day cases 139513 | 140822 | 1309 | 1% | 78176 | 79498 | 1322 | 2% | 120000 | 128964 | 8964 | 75% | 37340 | 40250 | 2910 | 8% | 375029 | 389534 | 14505 | 4%
A&E (Type 1,2 & 3) 202685 | 297,661 | 4976 | 17% | 326729 | 332,283 | 5554 | 17% | 371175 | 377483 | 6308 | 17% | 141,167 | 143567 | 2400 | L17% |1,131,756|1,150,994| 19,238 | 2%
Non Electives 0 LOS 21520 | 21886 | 366 | L17% | 16980 | 17935 | 955 | 56% | 37831 | 38475 | 644 | 17% | 3403 | 3461 | 58 | 17% | 79734 | 8L757 | 2023 | 3%
Non Electives >1 day LOS 41420 | 42124 | 704 | 17% | 39178 | 39178 | 0 0% | 48698 | 49527 | 829 | 17% | 18493 | 18808 | 315 | L17% | 147,789 | 149,637 | 1848 | 1%
Diagnostics 414225 | 428782 | 14557 | 4% | 299162 | 300036 | 874 | 03% | 276,852 | 285156 | 8304 | 3.0% | 115930 | 115930 | 0 0.0% |1106,169(1129904| 23735 | 2%

Total CWFT NEL is 1.7%
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Operational plan : Activity Summary 28/29

APC : Summary Annual Activity Plan 2028/29 (12.02 submission)

ICHT CWFT LNWH THH APC
Measure 20§n7r/128 20::;29 Var % var 2027128 20::;29 Var % var 2021128 20:r?r/129 Var % var 2021128 20,5:;29 Var % var 2021128 20:5;29 Var % var
Plan Plan Ann Plan Plan Ann Plan Plan Ann Plan Plan Ann Plan Plan
Ist OP 315,062 | 318,854 | 3,792 1% | 258,599 | 258,599 0 0.0% | 307,040 | 315,520 | 8,480 2.8% | 107,500 | 107,500 0 0% 988,201 | 1,000,473 | 12,272 1%
FUOP 712,979 719,234 | 6,255 1% | 370,690 | 370,690 0 0.0% | 354,431 | 373,431 | 19,000 5.4% | 148,000 | 148,000 0 0% |1,586,100 | 1,611,355 | 25,255 2%
OP Procedures (ERF definition) {144,384 | 146,391 | 2,007 1% | 67,729 | 67,729 0 0.0% | 167,329 | 189,829 | 22,500 | 13.4% | 68,500 | 68,500 0 0% 447942 | 472,449 | 24,507 5%
Electives 15,602 | 15,666 64 0% 7,897 | 7,897 0 0.0% | 9,656 | 10,280 624 6.5% | 2,250 | 2,250 0 0% 35,405 | 36,093 688 2%
Day Cases 125,220 125,447 | 227 0% | 71,601 | 71,601 0 0.0% | 119,308 | 127,648 | 8,340 7.0% | 38,000 | 38,000 0 0% 354,129 | 362,696 8,567 2%
Total - Elective & Day cases 140,822 141,113 | 291 0% | 79,498 | 79,498 0 0% | 128964 | 137,928 | 8,964 7.0% | 40,250 | 40,250 0 0% 389,534 | 398,789 9,255 2%
A&E (Type 1,2 & 3) 297,661 303,019 | 5358 | 1.8% | 332,283 |338,264 | 5,981 1.8% | 377,483 | 384,278 | 6,795 1.8% | 143567 | 146,151 | 2,584 1.8% |1,150,994 | 1,171,712 | 20,718 2%
Non Electives 0 LOS 21,886 | 22,564 | 678 31% | 17,935 | 19,705 | 1,770 10% | 38,475 | 39,668 1,193 31% | 3,461 | 3568 107 3.1% | 81,757 | 85505 3,748 5%
Non Electives >1 day LOS 42,124 | 43430 | 1,306 | 3.1% | 39,178 | 39,178 0 0% | 49,527 | 51,062 1,535 3.1% | 18,808 | 19,391 583 3.1% | 149,637 | 153,061 3,424 2%
Diagnostics 428,782 (431,699 | 2,917 1% | 300,036 | 315,880 | 15,844 5% | 285,156 | 293,460 | 8,304 2.9% | 115,930 | 115,930 0 0.0% |1,129,904 | 1,156,969 | 27,065 2%

Total NEL CWFT is 3.1%
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Workforce Plan - People Plan key points

Approach

T
T
+

Triangulation between Activity, Finance & People plans.
Co-ordinated people approach and leadership across the APC Trusts through weekly planning meetings and support.
Shared framework principles, methodologies and assumptions across the APC.

Specific Planning Guidance Implications

+

+

+

Bank spend reductions have been set by NHSE per provider which takes the forecast outturn and applies a 10% reduction zall trusts are
compliant with the cap.

Agency spend xcaps have been set as above with a 30% reduction in year 1 of plan and zero spend by 2029/30. All trust are compliant with the
cap.

Sickness rate to reduce to National Planning Guidance target of 4.1%

Considerations

- ++ H+ H+ H+ H+ H +H

Current workforce position against 2025/26 plan - acuity/dependency of patients, cost pressures
Implication of planned activity & income changes (+/-).

CIP plans.

Known service changes (service transfer, TUPE, relocation).

Current turnover and vacancy rates and targets.

Hard to recruit roles and associated temporary staffing fill.

Targeted approach to eliminate consistent agency use.

Productivity gains and cost response.
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People Plan WTE

The APC workforce submission is summarised in the table below and highlights:

T Year 1 26/27 - planned overall staffing reduction of -279 WTE (-0.7%)
T Year 2 26/27 - planned staffing reduction -513 WTE (-1.4%)
T Year 3 28/29 - planned staffing reduction of #6646 WTE (-1.7%)

T Plans are aligned with activity and finance and WTE bridges showing the movements from 25/26 to 26/27 are in Appendix 2

APC Year1 2026/27 Year2 2027/28 Year 3 2028/2%
MTP Total Staffing Total Staffing Total Staffing | Total Staffing% | Total Staffing Total Staffing | Total Staffing% | Total Staffing Total Staffing | Total Staffing %

People Plan WTE OQut-turn Mar-26 BR11y ETS7) WTE Change Change WTE Mar-28 WTE Change Change WTE Mar-29 WTE Change Change
Substantive 34,166 34,561 395 1.2% 34,575 14 0.0% 34,440 -135 -0.4%
Bank 3,460 2,841 -619 -17.9% 2,370 -471 -16.6% 1,912 -458 -19.3%
Agency 197 141 -b6 -28.3% 85 -b6 -39.9% 32 -53 -62.2%

37,543 -27% -0.7% 37.030 -513 -1.4% 36,384 -646 -1.7%

18

-1,438

-3.8%
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Generic / APC -wide strategies and actions

. Medium-Term Workforce Plan — four workforce strategies have been identified moving from immediate cost control
and efficiency interventions to longer-term workforce re-design and transformation interventions.

Workforce design and 1 ( Operational efficiency drivers 1 [ Service re-design drivers of new ] Service, organizational or estate
deployment of people productivity ways of working re-configuration drivers of
workforce re-design and
. ) ) ) consolidation
. \ n N [ \
» Safe / optimum staffing * Urgent and emergency access » Patient pathway re-design + Digital transformation
models and designs (e.g. SNCT, (e.g. ambulatory care, SDEC) * Neighbourhood health *New Hospital programme
BR+, GIRFT) * Theatre utilisation (e.g. late « Integrated teams and team- *» Hospital redevelopment
* Demand and capacity analysis starts, early finishes, on the working programmes
and planning day cancellations) _ « Corporate services re-design » Community diagnostics
*Rota design and rostering * Outpatients (e.g. 1°Y/FU ratios, « Elective care centres
effectiveness DNAs, cancellations, virtual » Estates rationalisation
+Vacancy controls cl?nics, PIFU) + Cross-organisation roles and
« Temporary staffing * Discharge management (e.g. working
authorisation and approvals board rounds)
«Sickness and attendance « Activity tracking (e.g. cases per
* Leave management list, lists per year)
+Job planning and management
» Mental health and specialling
« Pay rate controls

immediate cost control and efficiency interventions

2026

longer-term workforce re-design and transformation interventions
all pagri&3 of 256
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Key Risks (1)

Mitigation (where known) Accountable Lead

Impact on quality of care
and quality standards

Ability to achieve operational
requirements/ targets

Impact on staff morale and
staff experience

Failure to deliver financial
plans

Failure to achieve reduction
in WTE

Ongoing industrial action

7KH 7TUXVWVY 4XDOLW\ ,PSDFW $VVHVVPHQW SURFHVVHV ZLOO EH DS S O Chigd MadRaDOffiCers R Vv
developments and transformation plans. & Chief Nurses

Trajectories have been developed to support delivery of the operational and performance commitments in the plan. Chief Operating
Maximise core capacity through improved productivity and measures such as expanding PIFU, reducing DNAs and  Officers/ Managing
remote monitoring. Explore opportunities to reduce demand through community pathways and working with partners  Directors

on neighbourhood hubs in partnership with system partners.

Clear and transparent approach to communications with staff. Recognition that there will be challenging and less Chief Executives and
palatable decisions that will need to be taken through which staff will need to be supported. Chief People Officers
Engagement to ensure senior leaders are aware of the financial pressures and the necessary cost/workforce Chief Executives and
reductions to deliver the plan. A well-developed CIP plan with schemes identified that can deliver early in the year. Chief Financial

Close monitoring of variance to budget to enable immediate mitigation. Officers

Delivery of the workforce plan to be monitored at monthly divisional performance meetings, CIP efficiency Chief People Officers

SURJUDPPH ERDUGY DQG WKURXJK EXGJHWDU\ PDQDJHPHQW *RYHUQDQFH WKURXJK WK

There is no allowance in plan for Industrial action which presents risks to delivery of performance, Executive Teams
quality, workforce and financial plans. Mitigations managed through executive oversight and operational contingency
planning.
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Key Risks (2)

Mitigation (where known) Accountable Lead

Ability to achieve CIP target
/ required run rate reduction

No contingency has been
built into the plan for
unknown items

Inflation

Funding from out of area/
specialised commissioners

Allocations are not contract
offers

Drugs switch from excluded
drugs to in tariff

Non-recurrent savings will help to mitigate the unidentified gap. Grip and control measures, including pay and non-

pay controls to mitigate the CIP gap (eg vacancy control, temporary staffing measures, non-pay controls). Further
productivity opportunities will be identified on an ongoing basis, supported through service deep dives which are
highlighting areas of opportunity. Monitored through CIP/efficiency programmes.

No explicit contingency has been included in the plan. However, each Trust has a small number of reserves to
mitigate required run-rate reductions (eg escalation beds).

The plan includes national inflation assumptions only. Inflation above these levels would result in additional cost
pressures requiring mitigation.

Commissioner funding from out-of-area and lack of contract offers from both in-area and out-of-area
commissioners. Ongoing engagement with out-of-area and specialised commissioners to confirm funding
arrangements. Allocations provided are not contract offers and remain subject to change, which could
materially impact the financial plan.

The allocations provided to the Trusts are not contract offers and are subject to change. This could have material
adverse impacts on the financial plan

Assumption any switches between tariff excluded drugs and in-tariff drugs is cost neutral.

21

Directors of
Transformation / Chief
Financial Officers

Chief Financial
Officers

Chief Financial
Officers

Chief Financial
Officers

Chief Financial
Officers

Chief Financial
Officers
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Integrated Performance Report

Author: Mathew Towers
Job title: Deputy CIO zBusiness Intelligence, LNWH and THH

Accountable director: Professor Tim Orchard
Job title: CEO, ICHT

Purpose of report (for decision, discussion or noting)

Purpose: Assurance
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Executive summary

The Integrated Performance Report has been updated with the available information compiled
or published during March 2026 to provide the Board with its month 11 report. The report
contains an combined performance summary covering: Operational performance for patient
access and equity; productivity and flow; maternity services; workforce; financial performance;
and other statutory and safety metrics.
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Finance
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Strategic priorities

Achieve recovery of our elective care, emergency care, and diagnostic capacity (APC)
6XSSRUW WKH ,&6TV PLVVLRQ WR DP8GQUHVYVY 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)

Help create a high-quality integrated care system with the population of north west
London (ICHT)

Develop a sustainable portfolio of outstanding services (ICHT)
Build learning, improvement and innovation into everything we do (ICHT)

Main Report

Follows this cover sheet.
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Integrated Performance
Report

February 2026
(Cancer and Maternity January 2026)
received by EMB April 2026



Statistically significant  improvement or deterioration in monitored trend

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

Section la: Performance - Elective Care Section 2b: Productivity and Flow
- Referral to treatment waits < 18 weeks *60% 63.7% I _~ Ambulance handover waits < 15 minutes *65% 43.2% !
- Referral to treatment waits > 52 weeks </=1% 1.02% | - Emergency Readmission Rate TBC TBC
~  Inequity in Longest Waits for Treatment 95-105 112 _ Inequity in DNA Rates 95-105 133
- Access to diagnostics > 6 Weeks </=5% 22.5% ! _ Patient Initiated Follow Up 5% 3.8% !
- Access to Cancer Care (Faster Diagnosis) < 28 days 75% 78.6% 9 _ Theatre Utilisation (Hrs) *85% 89.3%
~  Decision to Cancer Treatment < 31 days . % 96.5% I o - Long Length of Stay for Emergency Patients <78.4% 79.9%
- Referral to Cancer Treatment Pathways < 62 days «85% 73.6% 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 *78% 77.4% ! - Sickness Absence Rate "4% 4.6% + |
- Waits in urgent and emergency care > 12 hours </=8.6% 8.1% - Voluntary Turnover Rate "12% 7.3% 9
- Good experience reported for emergency depts. * 4% 80.5% + (¢] - Vacancy Rate "10% 7.6% ! 9
- ED Patients with Mental Health conditions > 12 hou  <24% 35.2% | _~ Non-medical appraisals *95% 91.4% I |
Section 1c: Performance - Maternity and Neonatal Care ~ Core skills compliance *90% 92.1% 9
- Neonatal Crude Deaths (per 1,000 births) <0.94 2.3 ~ Model Employer Goals e % 41.4% !
- Crude still birth rate (per 1,000 births) <3.3 2.3 Section 4: Statutory and Safety Reports
- Pre-Term births (per 1,000 births) <8 7.2 - Healthcare associated c. Diff Infections (per 100,000 bed days) n/a 19.8
- Rate of suspected neonatal intrapartum brain injuries <1.8 0.0 -+ Healthcare associated E. coli BSIs (per 100,000 bed days) n/a 41.7
- Inequalities in Late Maternity Bookings <4% 9.0% - Healthcare associated MRSA BSI 0 2
- Good experience reported for maternity services *90% 88.0% - Pressure ulcers (per 1,000 bed days) 0.01
Section 2a: Finance - Inpatient falls (per 1,000 bed days) 0.15
Financial Performance «£0.2M £1.1M - VTE Risk Assessments Completed *95% 96.9% 9
Temporary Staffing Expenditure <£22.9M | £22.9M - SHMI (as expected or better) <100 414
Implied Productivity Growth 2.8% 3.8% - Good experience reported by inpatients *94% 95.4%
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. . ) ) NOF Assessment
National Oversight Framework Direction period

Access to Services | Elective Care

Referral to treatment waits < 18 weeks Higherisbetter localanalysis Latest monthinperiod

Variance from 18 week performance plan Higherisbetter ModelHospital Latest monthinperiod

Segmentation Latest Performance | Assumed Quartile

override

63.4% 66.8% 61.70% 61.20%

05 032%

On planor better

Referral to treatment waits > 52 weeks Lower isbhetter Localanalysis Latest monthinperiod <1% 1.6% 1.4%
Referral to treatment waits > 52 weeks (community) Lower is hetter Model Hospital Latest monthinperiod n/a mm
Access to Services | Cancer Care
Accessto Cancer Care (Faster Diagnosis) < 28 days Higherisbetter localanalysis Quarterly aggregate >80% m
Referral to Cancer Treatment Pathways < 62 days Higherishetter localanalysis Quarterly aggregate >75% 73.8% -
Access to Services | Urgent and Emergency Care
Waitsin urgent and emergencycare <4 hours Higherisbhetter Localanalysis Quarterly aggregate >78%
Waitsin urgent and emergencycare > 12 hours Lower isbhetter Localanalysis Quarterly aggregate
Effectiveness and experience of care | Patient Experience
CQC inpatient survey satisfactionrate score Higherisbetter 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 monthinperiod
Patient Safety
NHS Staff survey - raising concerns sub-score Higherisbetter Annualsurvey Annual
Healthcare associated c. Diff Infections v threshold Lower is better Model Hospital Twelve-month rolling On planor better
Healthcare associated E. coli BSIs v threshold Lower is better Model Hospital Twelve-month rolling On planor better
Healthcare associated MRSA BSI Zerotolerance Model Hospital Twelve-month rolling

People and workforce | Retention and Culture

SicknessAbsence Rate Lower is better Llocalanalysis Quarterly aggregate
NHS Staff Survey engagement Higherisbetter Annualsurvey Annual

Finance and productivity | Finance
Planned surplus/deficit Higherisbetter Model Hospital Annual plan
Variance to YTD plan Higherisbhetter Model Hospital Year-to-date

Finance and productivity | Productivity

Implied productivity level Higherishetter Model Hospital Latest monthinperiod

National Oversight Framework Summary

Inferredimproveme nt needed to next quartile

[ 208 |

0.9%

I P -

0.7% *

*

36% 0% *
2e% "

| 10w | 20% | :
IR S YT -

| 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 to M11
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Section l1a: Performance
Elective Care

February 2026, except Cancer service metrics January 2026




Referral to Treatment Walits

TREND CURRENT PERFORMANCE

Wait for Treatment: 18 Week standard Feb-26

Wait for treatment: % < 18 week standard
64% 60% Wait for
Total Waiting Waits < 18 Difference from Waits < 18 first PWFA <18
List weeks target weeks Appointme weeks
62% STANDARD nts Total
0 CWFT 74749 63.4% 47414 51395 61.8%
60% 637 A) ICHT 87439 66.8% 58431 56912 72.6%
_ CE LNw 83520 61.7% 51570 51627 63.2%
58% THH 33399 61.2% 20425 21094 67.4%
56% STRATIFICATION
54% THH
Aug-25 Sep-25 Oct-25 Nov-25 Dec-25 Jan-26  Feb-26
— LNW
ASSURANCE
NARRATIVE T

Performance : Performance against the 18-week target continued to improve in M11.ICH
have met their 65% target. Compliance against RTT standards is being monitored through at CWET
sector level and Trusts continue to address factors impacting long waits for patients.

Recovery plan : Each Trust has a comprehensive action plan to improve RTT performance
and maintain safe levels of care.

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
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 93 of 256
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Referral to Treatment Long Walits

TREND CURRENT PERFORMANCE

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

%Df Walts}EZWeeks 1 O% Of which Impacted by Impacts on
0 Total Waiting Waits >52  Difference from 52 +
2.6% List weeks target weeks 65+ 78+ 104 + b?)lll:()ecds <ng; PWFA <18
2.4% ALLOWANCE Weeks weeks weeks days Weeks
2.2% “ CWFT 74749 1.6% -0.6% 1161 4 0 0 3 61.8%
2'00/6 i » ® . 87439 0.3% 305 3 0 0 9 72.6%
83520 1.4% -0.4% 1165 0 0 0 0 63.2%
1.8% - ; ° ;
33399 0.6% 203 5 0 0 0 67.4%
1.6%
o 279107 1.0% 0.0% 2834 12 0 0 12 66.3%
1.4% .
1.2% STRATIFICATION
L] 0 .
1.0% ®
W o BN W W W W W THH -
I T T
5825553288388 I ——
m 0 8 2 @ 5 2 3 o a o 0 o o — LNW
S e 2L 3 < 0 Z 0 " u ASSURANCE
NARRATIVE

Performance: Sector wide, all Trusts are committed to the operating plan targets and have

internal trajectories to meet the requirement by March 2026. 52-week performance has 0 200 400 600 800 1000 1200 1400
improved again in M11 for the sector to just over 1% - the number of 52-week waiters is 138 Trust share of APC
over the target with the trajectory suggesting that the year-end goal will be met comfortably. 104+ w78+  m65+Weeks m52+ ,

weeks  weeks weeks waits longer than

There were no patients waiting over 78 weeks and 65-week waiters continue to decrease.

Recovery: Trusts are focusing on improving productivity and efficiency as the majority of
additional clinical activity (insourcing and waiting list initiatives) have ceased. Improvements in

validation through the NHSE Validation Sprints are also supporting RTT. GOVERNANCE

Improvement: There has been a sustained reduction in long-waiting patients. ) ) ) . . .
. . L . ) i Senior Responsible Owner: Laura Bewick, Managing Director, Chelsea and Westminster
Forecast Risks: Risks to RTT reduction include overall capacity shortfalls, anaesthetic staffing Committee: APC Executive Management Board (Chair: Tim Orchard)

shortages, reduction in ERF, high volumes of trauma and priority 2 patients. Data Assurance: Delivery through Planned Care Board. These figures are validated ahead of a monthly
performance return before publication by NHSE. Overall page 94 of 256
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Inequity iIn Longest Waits for Treatment

TREND CURRENT PERFORMANCE

Inequity in Longest Waits for Treatment: Feb-26

Total Waiting ~ Standardised % of Longest Waits Waits > 40 Weeks Total Waiting

List Performance \pq IMDQ2-5 IMDQL IMDQ2-5 IMDQL IMDQ2-5

ALLOWANCE = == 73,499 108 8.2% 7.6% 682 4,924 8,330 65,169
ICHT 87,066 98 4.2% 4.3% 345 3,395 8,208 78,858

LNW 75,497 109 9.3% 8.5% 897 5,613 9,678 65,819

THH 32,898 131 8.5% 6.5% 167 2,009 1,962 30,936

PERFORMANCE

APC 268,960 112 7.4% 6.6% 2,001 15,941 28,178 240,782

TREND

ASSURANCE

NARRATIVE

Performance: This analysis highlights that CWFT 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 95 of 256



Access to Diagnostics

TREND CURRENT PERFORMANCE
% of Breaches > 6 Weeks (Diagnostics) Waits for Diagnostic Tests: 6-Week Standard Feb-26
5 . O% . i . Of which
35% Total Waiting Waits > 6 Difference 6 + weeks
List weeks from target 13 + weeks
o | IS ALLOWANCE
\ .,,’ ‘\ ’\ RN - CWFT 16648 17.9% -12.9% 2981 910
9 ws wme" N7y (4
25% Se ,“ ’~",\,\ /e J‘\\‘. /,' 22 . 5% ICHT 16252 6.2% -1.2% 1012 342
\ o a) -
20% ’f A4 S //Vv LNW 28561 34.6% -29.6% 9889 3487
A
15% o - ,,’- MENCE THH 7381 21.5% -16.5% 1590 438
N e
10% \\' \'_f -7 APC 68842 22.5% -17.5% 15472 5177
0

% STRATIFICATION

0%

Value ucL LCL Target == e e % National === % london 19%
ASSURANCE ICHT
7%

NARRATIVE
Performance: Overall delivery remains below target but remains broadly in line with the
challenges observed across London and nationally. ICH are currently performing significantly
ahead of the other Trusts in the Group. Trust share of APC
Recovery Plan: Recovery plans in place. Additional capacity offered by CDCs has not delivered. waits longer than
Alternatives to be explored. standard

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 GOVERNANCE
which face capacity challenges due to staffing shortages and ageing equipment.

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 96 of 256



TREND CURRENT PERFORMANCE

Access to Cancer Care (Faster Diagnosis) Jan-26

% Contacted within FDS Cancer standard

0) .
7 5 A) Faster. Difference Of which
0% Total Contacts Diagnosis from target 28 + days
performance 9 62 + days
85% STANDARD
’ CWFT 2527 79.1% 528 76
Q
® ) [ ] ] L
b ICHT 2 4% 2
80% ) \ l».\\ 28000 786% C 688 80.4% 528 o]
759, T dlAN } ’*‘-—y# VAR MING T LNW 3043 76.4% 718 133
0 . - v
[ AT TS v ~/
oo T NN \J;Q P NCE 1 1169 79.0% 246 38
70% ,'.\\rl L4
,’ \l APC 9427 78.6% 2020 247
65%
STRATIFICATION
60%
’ NN T TSI IS IOV NGO
gpagaannadanngaagaaangaaaNaaanagaanaanaag
‘t,'>UC.DLL>E—MD.‘;>UC.QLL>E—MD.‘[_,'>UE.QLL>E—MD.‘[_,'>UE
024808883 328028 520388833280 285238233280288¢
Value — |\leaN e Target = = = % National = = = % London
ASSURANCE
NARRATIVE
Performance : There was a slight reduction in performance in Jan-26 due to seasonal variation but all
providers remained compliant with the FDS standard. Performance expected to increase in Feb-26.
Recovery Plan: Collaboration with all trusts to ensure the continued delivery of the FDS standard with a
focus on recovery plans drafted to address the most challenged pathways including Urology and Breast as Trust share of APC
well as patients with a confirmed diagnosis of cancer. Weekly engagement meetings continue with each waits longer than
provider to discuss challenges, risks, agree mitigations and any alliance support required. standard
Improvements: Focus remains on ensuring continued compliance with the FDS standard at a sector level
and working with providers to explore what further support is required to improve performance for patients
with a diagnosis of cancer particularly for Urology & Breast. Additional breast capacity is on-going for LNWH, GOVERNANCE
THHT and ICHT and will remain a priority in 26/27 including delivery of a maximum 10 day wait to first
appointment for breast across all providers. Senior Responsible Owner: James Walters, Chief Operating Officer, LNW

Forecast Risks: Continued planning of capacity for pinch points in pathways to protect cancer delivery as Committee: APC Executive Management Board (Chair: Tim Orchard)
PXFK DV SRVVLEOH :RUNIRUFH DQG DELOLW\ WR UXQ DGGLWLRQDO piathWs¥iantd! HD¥Iie RiPdaéh OdhterliNital OpeYaloMdRBoard. These figures are validated ahead
SHUIRUPDQFH 'LDJQRVWLF GHOD\V IRU UDGLRORJ\ DQG 3DWKRORJ\ daifidhtMyopéRorkhHrit leRiribéird publication by NHSE Overall page 97 of 256



Decision to Cancer Treatment Wait

TREND CURRENT PERFORMANCE

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

% Treated within 31 Day Cancer standard

96% 31 day Difference from Of which
105% Total Treated 31 + days _—
performance target 62 + days
STANDARD
CWFT 163 100.0% (0] (6]
100%
[} P . 9
) P e g oo 96 5% ICHT 881 96.3% 33 (0]
9% 700 SO, e e a N ,‘*-..,""-\.. ’ LNW 176 97.2% 5 0
L i i L - K rg I \7
o~ NI NP h \,V N ..._.‘ [T el W g 1d PERFORMANCE THH 83 90.4% -5.6% 8 1
90% ;1 - W' \/
) Y b ‘\',’ v APC 1303 96.5% 46 1
85%
STRATIFICATION
80%
NN T TTgTTTOIN NN BN N O
Aler Rl el ol Bl G oF (1 6 6 el 6 el B ef € e B el o8 G el el G Gl el eF el el el el el e el al
HSUCOEL2CTMOESDUCOS-E>CcT MO SUCO-S>2CcsMAOE >0C
028808223338528808883335528908823335524

Target == e e % National == == e % [ondon

=
o
ow
=

Value

ASSURANCE

NARRATIVE LNW
11%

Performance: 31-day standard performance in NWL and RMP remains strong. RMP and NWL
remain one of the best performing against peers nationally.

Recovery Plan: Trusts continue to work closely with RM Partners to conduct audits and develop Trust share of APC
targeted, tumour-specific action plans. RMP also working with Hillingdon via trust engagement waits longer than
meetings to understand what further can be done to support consistent delivery with the standard. standard

Improvements: All trusts have been relatively consistent in terms of delivery of the 31-day

standard with some exceptions.

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

gap between demand and capacity due to workforce challenges across providers. 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 98 of 256




Referral to Cancer Treatment Pathways

TREND

% Treated within 62 Day Cancer standard

100% 85%

90% STANDARD
80%
o |
20" N Ny e sy
rJ [ - v
- [ 4 " e -
70% . ::._f’:d},‘,"o ‘f:' \"':-n._o
Nt
o= - il
XA ‘m-\J’ \-
60% =="W_4§ |=/
\W4
v
50%
40%
HS080808000803 353555339 30500405804888
galcpopki>csmob 20 cogb>cswoyg 28 cobs>cswaoy 240 cC
C2A89s883°285248593853334558ws883333052848¢
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 & CTGB). Solutions
navigational bronchoscopy continue to be explored with a business case being developed at ICHT. The capital request
has been approved with service due to be online in late Q2 of 26/27. Front end improvement plans for Urology at CWFT
and THHT that will support with improved 62-day performance and reduced ITR delays are on-going. Additional capacity
in place at THHT will support with improved 62-day performance along with new appointments for Breast at ICHT. Breast
will also remain a priority improvement pathway for RM Partners in 26/27.

Improvements: Performance slightly dropped in Jan 2026 but is in line with seasonal variation in previous years and
expected to recover in Feb-26. Focus now on achieving and sustaining performance above 80% across all providers by
the end of March 2026. Performance at Imperial and Hillingdon remains challenged. However, front end improvement
projects for Urology at CWFT and THHT will support with reduced ITR delays and improved compliance.

Forecast Risks: Lung diagnostics demand (particularly EBUS and navigational bronchoscopy) is likely to see additional
FKDOOHQJHV LQ WKLY SDWKZD\ 1:/ 3DWKRORJ\ 7$79V UHPDLQ D ULVN

CURRENT PERFORMANCE

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

) Of which Impacts on
Total Treated per?ozrri?;\ce f?;fr;ezg:l;; 62 + days 104 + days Backlog 104 +

days
CWFT 168 79.8% -5.2% 34 16 0
232 71.8% -13.2% 65.5 [0} 71
187 73.8% -11.2% 49 14.5 36
91.5 66.7% -18.3% 30.5 10 7

678.5 73.6% -11.4% 179 40.5 114

STRATIFICATION

GOVERNANCE

Senior Responsible Owner:

THH

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 99 of 256
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Section 1b: Performance
Emergency Care

February 2026




Urgent & Emergency Department Walits

TREND CURRENT PERFORMANCE

Time spend in Emergency Department: 4-Hour Standard Feb-26
4 Hour Performance 78% -
0 Total ) Of which (Number and Performance) Impacted by
100% 4 hour Difference from 4 hour + delays
’ atentances Al PR target (AllTypes) Type 1/2 breaches Type 3 breaches Referrals to
50, STANDARD Types) » w SDEC
(]
CWFT 24590 78.43% 5303 5069 73.0% 234 96.0% 1392
B0% 74 . 9% ICHT 21413 77.0% -1.0% 4918 4673 68.5% 245 96.3% 4968
0% mmmmmmm o LNW 25851 75.1% 2.9% 6437 6214 49.2% 223 98.4% 2115
o PERFORMANCE
THH 10575 81.2% 1992 1969 57.5% 23 99.6% 3546
60% 4 4
o APC 82429 77.4% 18650 17925 64.5% 725 97.7% 12021
50%
STRATIFICATION
40%
g} Ty} L [Ty} g} L Ty} oy L g} o W
o g g § g § o § q § o
= = - = ah = = =]
T O m § = S % o =] ] % ﬁ
=2 < = S5 g w 0 Z2 o = 4
ASSURANCE
NARRATIVE

Performance: 77.4% of patients were admitted, transferred, or discharged within four hours (from
74.9% in the previous month). National average = 74.1%; London average = 77.1% (unmapped).

Recovery plan: Each Trust has a comprehensive action plan to improve four-hour performance
and maintain safe levels of care. These plans align with the wider Northwest London UEC

Trust share of APC

program, which aims to reduce demand and waits across the entire care system. The APC is on waits longer than
track to meet the 78% operating standard required by March 2026. standard
Improvements: Focused UEC recovery plans have been agreed with NHSE to meet the four-

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

and waiting times. : ; : ; :

Forecast risks: Further increases in demand and continued delays with discharge for medically Semor.Responsmle Owngr: Sheena Basnayake, 'V'a.”ag'.”g Director, Chelsea and Westminster
optimised patiénts. Committee: APC Executive Management Board (Chair: Tim Orchard)

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 101 of 256



CURRENT PERFORMANCE

Unacceptable Waits for Treatment in ED: 12-Hour waits - Feb-26

8 . 6% Difference

ED Type 1 12 hour ¢ Provid 12 hour +
Attendances  Performance O 9\“ e delays
ALLOWANCE Median
CWFT 18,805 3.4% 639
8 . 1% ICHT 14,820 8.5% 1,257
LNW 12,235 14.9% -6.3% 1,826
PERFORMANCE THH 4,633 8.2% 378
APC 50,493 8.1% 4,100

STRATIFICATION

ASSURANCE

NARRATIVE

Performance: 8.1% of all Type 1 A&E attends waited over 12 hours from time of arrival (equivalent of 4,100
patients), from 10.3% in the previous month. 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 spentin ED *with

potential for significant impacts on patient experience and care quality. Ongoing pressures across Trust share of APC
community and MH services exacerbate the challenge. waits longer than
Recovery plan: All Trusts are focused on improving patient flow through a range of actions to recover standard

performance and maintain safe levels of care, including escalation processes to minimise extended delays
in ED and for MH delays regular meetings with our partners to work on joint pathways. Trusts are reviewing

the Model ED guidance from NHS England, which sets out explicit goals and optimum measures for the first GOVERNANCE
72 hours in hospital to address primary causes of long ED waits.
Improvements: Ongoing implementation and enhancement of Trust specific UEC improvement plans and Senior Responsible Owner:  Sheena Basnayake, Managing Director Chelsea and Westminster.

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

continued delays for patients waiting for admission to mental health beds. of a monthly performance return before publication (except 12hr+ waits from arrival) RyeNi$Fge 102 of 256



ED Patients with Mental Health conditions

TREND CURRENT PERFORMANCE

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

% Patients with MentalHealth inED > 12 Hours 240/
ek o Hean National === Londen @ ype Pyschiatric  Mental Health from Provider

. Attendances s Performance . delays
45% ALLOWANCE Liaison Care Median
40% CWFT 18,805 387 2.1% 30.7% -10.7% 119
50 35 . 2% ICHT 14,820 447 3.0% 36.7% -16.7% 164

0

~ - — — LNW 12,235 356 2.9% 44.7% -24.7% 159

30% MA

i NCE o 4,633 186 4.0% 23.1% -3.1% 43
25% APC 50,493 1,376 2.7% 35.2% -15.2% 485

20%

STRATIFICATION

15%

10%
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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 ShO_W” aga|n§t the
organisations have both regular operational meetings and the provision of liaison psychiatry in our natlo_nal provider
Emergency Departments. The long waits are raised at the System Urgent & Emergency Care Board and are median

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

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

Data Assurance: Delivery through Urgent and Emergency Care Board.

Current Trust waits

Improvements: The Chief Nurse from LNW is clinically co-ordinating an improvement programme, working
jointly with our Mental Health partners.

Forecast risks: Continued delays for patients waiting for admission to mental health beds.
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Emergency Dept Friends & Family Test

TREND

CURRENT PERFORMANCE

% good experience - ED 12 Month
. 0 Good Experience Rolling Good
100% 14% Experience
STANDARD 79.1% 79.7%
90% -
[
A L] 85.9% 84.6%
" Ng-0-® @
o 80.5%
% -’ ] 0, 0,
¥\ . \-.', ~o’ \/--.‘: - -::',",‘ ® s-‘ 80.3% 83.0%
= = > z - PERFORMANCE
\ / Ny 79.9% 77.5%
70% ~ !
80.5% 81.3%
60%
R0 e 0eR NI IIINIIINR90955850559.83
525535355858 55253373825888525532385858
Combined Trust Postion Combined Trust Mean
— ational Target = == == National %
= == = | ondon % ASSURANCE

NARRATIVE

Performance: At APC level, the percentage of patients accessing our emergency departments
who report a good experience has been consistently above standard since January 2023,
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
February, except for THH which was just below.

Recovery Plan: Not applicable.

Improvements: N/A

Forecast Risks : Continued operational pressures resulting in longer waits in ED may have a GOVERNANCE

detrimental impact on patient experience. - - 3 o
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 104 of 256




Section 1c: Performance

Maternity and Neonatal Care
January 2026, except Maternity FFT February 2026
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Neonatal Crude Deaths (per 1000 births)

TREND CURRENT PERFORMANCE

Crude neonatal death rate (per 1000 birth rate) crud
rude
5.00 O . 94 neonatal

4.50 death rate

200 STANDARD (per 1000
birth rate)

2.3

STRATIFICATION

0.00

Performance: The crude neonatal death rate at APC level was above the standard across the last 12
months. There were four cases at ICHT all of which are being appropriately investigated with no care
concerns to escalate at this stage.

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 (a new metric will
be added to this report going forward so that this can be monitored); care of birthing people who do not
speak or understand English (translation working groups in each service/implementation and embedding GOVERNANCE
card medic); standardising and improving PRMT practice through creation of a NWL SOP; review of
bereavement support. A review of all neonatal deaths across the APC during 24/25 has been completed,
actions to inform future practice are in development.

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

Forecast Risks: None identified. h
internal processes. Overall page 106 of 256




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

CURRENT PERFORMANCE

Difference
from
Standard

3.3

STANDARD

Crude Still
Birth Rate

2.3

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 APC 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. A joint PMRT standard operating procedure has been finalised and is being approved through local
trust governance for go live in quarter 1.

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

to implement the Maternal reducing inequalities care bundle (MRICB). A review of all stillbirths across the

APC during 24/25 has been completed and actions to inform future practice are being developed at Trust Senior Responsible Owner:  Pippa Nightingale, CEO, LNW

DQG UHYLHZHG DFURVV WKH $3* $00 WUXVWV GHFODUHG IXOO FRP QPR ARNHkebiveahaldhiehtBYdrd/ (ChalY TRPOHEhaX QGOH Y

for MIS year 7. Data Assurance: 'DWD LV VXSSOLHG E\ HDFK WUXVW LQGLYLGXDOO\ DQG °

Forecast Risks : N/A internal processes. Overall page 107 of 256



Preterm Births (per 1000 births)

CURRENT PERFORMANCE

8 O Pre-term

Birth Rate

STANDARD

7.2

-2.30%

-1.31%
-0.80%

STRATIFICATION

NARRATIVE

Performance: The rate of pre-term births was below the standard at APC 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 over the previous 3 months +

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.

Improvements: An education programme has been rolled out at LNW with particular emphasis GOVERNANCE

on personalised assessment to ensure correct maternity care pathway and referrals at booking.
They are developing a digital referral to Pre-birth clinic to improve early assessment and

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

internal processes. Overall page 108 of 256

Forecast Risks: No risks identified.



Suspected neonatal Intrapartum brain injuries eer 1000 births)

CURRENT PERFORMANCE

Rate of
suspected brain
injuries

1.8

STANDARD

0.00

0.00

0.0

0.00

0.00
0.00

STRATIFICATION

NARRATIVE

Performance: We are below the standard in-month and over the last 12 months.

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 APC 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.

Forecast Risks : N/A 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 109 of 256



Inequalities in Late Maternity Bookings

TREND CURRENT PERFORMANCE

% Difference in Late Bookings of Black and Black  -mixed vs All other Groups

Inequity in Late Bookings, Rolling -6 months to Jan-26

Black vs. Non-Black Black & Black Mixed Groups Non-Black
STANDARD
Trusts | Difference  Lower 95% Cl Upper 95% All Bookings Late Bookings % Late AI_I Lat.e % Late
Cl Bookings Bookings
PERFORMANCE| apc 9.0% 6.5% 11.6% 35%
Note: 95% Confidence intervals for the difference between two proportions (Newdtitsom Hybrid Method)
STRATIFICATION
TREND
% Difference in Late Bookings of Black and Black  -mixed vs All other Groups by Trust
wec I —
ASSURANCE b
NARRATIVE N
Performance: Data up to December 2025 demonstrates pregnant people from black and mixed ICHT =
ethnic groups with black heritage are 9% more likely to be booked at over 9+6 months gestation
than pregnant people from other ethnicities. The percentage has reduced, but remains higher CWFT =
than we would like, in line with national data. Overall, the percentage of late bookers remains high
regardless of ethnicity. 0% 2% 4% 6% 8% 10% 12% 14% 16% 18%
Recovery Plan: The directors of midwifery have been asked to develop an improvement plan in Note: Bars are 95% Confidence Intervals for the difference between two proportions (Newcombe-Wilson hybrid score)

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 APC quality meeting and summarised in this GOVERNANCE

?ashboard n?xt.r;]_on;h. fi d Senior Responsible Owner:  Pippa Nightingale, CEO, LNW
mprovements . 1o be confirmed. Committee: Acute provider collaborative executive management board
Data assurance: The data is provided on a rolling 6-month basis to ensure statistical robustness. Data is normally

VXSSOLHG E\ HDFK WUXVW LQGLYLGXDOO\ DQG TXDOLW\ DVVXUHG WKURXJI
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Maternity Friends & Family Test

TREND

CURRENT PERFORMANCE

% good experience - Maternity 12 Month
100% 90% Good Experience Rolling Good
Experience
95%
STANDARD 84.4% 87.7%
90% = — r -
i X >/ = 88 OO 92.5% 91.1%
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NARRATIVE

Performance: At APC 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, although there has been a reduction below the standard over the
last two months, with 2 out of 4 trusts not achieving it.

Recovery Plan: There was a reduction at ICHT in January, which was driven mainly by an increase in
negative responses in the antenatal clinic. Additional resource is being allocated so that appointments
can be extended to 30 minutes.

Improvements: The work to improve maternity care and patient experience within each organisation is GOVERNANCE
ongoing. All services have a detailed Maternity and Neonatal Voices Partnership (MNVP) workplan in

place to co-produce improvements in their services based on the results of the CQC maternity survey. Senior Responsible Owner:  Pippa Nightingale, CEO, LNW
Forecast Risks: Maternity staffing continues to be a risk for all four Trusts, with mitigating actions in Committee: APC Executive Management Board (Chair: Tim Orchard)
place in response. This is likely to have an on-going impact on patient experience. Data Assurance: 'DWD LV VXSSOLHG E\ HDFK WUXVW LQGLYLGXDOO\ DQG °

internal processes. Overall page 111 of 256



Section 2a: Finance

February 2026, except Model Hospital productivity comparisons November 2025
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Financial Performance

TREND CURRENT PERFORMANCE

Financial Performance YTD Variance to Plan Feb-26

'£O . 2 M Annuaéll\r/lwome I&EEI:/Ilan I8E Actual EM Differlejrll;:s from Forecaz’;\ﬂOutturn
STANDARD CWFT 1,024 -0.21 0.46 0.67 0.0
ICHT 1,848 0.00 0.09 0.09 0.0
£1 1M LNW 1,085 -0.01 0.01 0.01 0.0
THH 408 0.00 0.58 0.58 0.0

PERFORMANCE = 5 4,365 -0.22 1.13 1.35 0.0

= Plan
STRATIFICATION
Deficit
M Surplus

NARRATIVE

Performance: The APC reported a surplus of £1.1M in January against a deficit plan of £0.2M.

This represents a positive variance of £1.3M. ICH and THH are currently reporting surpluses

DIJDLQVW -HHYBQ#HBNODQ &: LV UHSRUWLQJ D SRVLWLYH YDULDQFH DJDLQVW D SODQQHG GHILFLW ZKLOVW
LNW is reporting a marginal surplus against a marginal planned deficit.

Recovery Plan / Improvements: A financial performance escalation process has been in place
in the previous two financial years. The process has been updated and signed off by the EMB

and implemented from month 3.
Forecast Risks: Potential under-delivery of efficiency programmes GOVERNANCE

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 113 of 256



Temporary Staffing Expenditure

TREND CURRENT PERFORMANCE

Cost of Temporary Staffing Feb-26

£229M T Temporary Temporary Difference Agency Spend Bank Spend Substantive Staff Spend
otal Pay . .
Bill EM Staffing Staffing from
ALLOWANCE Threshold  Costs  Threshold  £M % > £M % . £M %
CWFT 50.5 5.3 4.8 0.5 0.1 0.2% 4.7 9.4% 45.7 90.4%
£22 OM ICHT 97.7 8.0 8.4 0.4 07  07% | 78  79% | 892  914%
LNW 59.7 6.6 6.8 0.2 04  06% | 64  107% @ 530  88.7%
r r
PERFORMANCE 1y, 23.4 3.0 2.8 0.2 04  17% = 24  104% 205  87.8%
n/a APC 231.3 22.9 22.9 0.1 1.5 0.7% 21.3 9.2% 208.4 90.1%

n/a

ASSURANCE

NARRATIVE

Performance: Agency spend, as a proportion of overall pay bill, is a productivity measure with a
collective target set at 2%. Reliance on agency workers is key for the delivery of some services,
particularly where there is a national skills shortage such as for sonography, mental health
nursing and cardiac physiologists and Trusts are working towards collective solutions in these
areas. Spending on temporary staff improved from the adverse variance against the threshold
ceiling of £22.9M for in December to a positive variance in January and a marginal positive
variance in February.
Recovery Plan / Improvements:  Grip and control measures are in place across all Trusts for GOVERNANCE

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 ~ Senior Responsible Owner:  Bimal Patel, Chief Financial Officer, LNWH
across all four Trusts to attract more staff to work on the bank. Committee: APC Finance and Performance

Forecast Risks: High levels of vacancies may create additional pressure on temporary staffing
demand

TREND

internal processes. Overall page 114 of 256
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Implied Productivity Growth

Implied Productivity Growth YTD Variance to Previous Year: Nov-25

Implied Productivity Growth

YTD Productivity Variance from Cost-w eighted Real-terms Resource
= | ondon APC e National Growth National Rate Activity Growth YTD Growth YTD Change
7.00% CWFT 7.2% 4.4% 3.3% -3.6%
0, - 0, 0, - 0,
6.00% ICHT 2.5% 0.3% 1.9% 0.1%
LNW 5.1% 2.3% 2.2% -2.7%
>00% THH 2.4% -0.4% 0.0% -2.3%
4.00% = National 2.8% 2.7% -0.2%
3.00% London 3.8% 2.2% -0.9%
2.00%
STRATIFICATION
1.00%
0.00%

FXPFR PP P DD DD DD DD DD
ESIFCCHIRC IS K FE @R QW S &R P

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 T —

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 od%ros ital j‘)i%emfbﬁggch
trust individually and quality assured through internal processes. There is a greater reporting lag than ot VR ﬂcQgﬁl‘é 0



Section 2b: Productivity and Flow

February 2026
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Ambulance Handover Waits

TREND CURRENT PERFORMANCE

LAS Handover Waits within the fifteen minute standard Feb-26

15 mins Breach Performance (LAS) 65% . ——
T84 Total Handover 15mins Difference 15 min + delays
4 )
Performance from target 30min + delays 60 min + delays LAS time lost
60% STANDARD (hours)
CWFT 3253 46.2% -18.8% 1750 158 2 212
SD% S SR Sy OO SR Sh SN Sh S '.'-_E-' f:_%:{,_{:?fs‘gni:‘g:“f%' L R B N N N N _N_ B N N _ )
Aot = e ) 42 300 ICHT 2576 54.4% -10.6% 1174 234 3 186
4[]% a T Y YT I T I T T TTEY YT ,,'-:sfw:: LNW 4017 20.7% -44.3% 3186 1784 23 2028
0 - NCE thH 1690 67.8% 544 48 1 82
30% ----------_---——-‘
o - APC 11536 42.3% -22.7% 6654 2224 29 2507
20%
10%
Ty] N Ty LN LN [Ty Ln N L [Ty ] ] STRATIFICATION
I L R B R L o B S
— | Y %]
e 8 @ g = w g v [+ U 5 9
AN T L T oo |
----------------------- Value Mean
ASSURANCE
ar |
NARRATIVE
Performance: LAS handover performance increased slightly across all APC sites in February, CWET ._
but the position reflects ongoing operational pressures constraining flow through ED. Relative to
others, NWL maintains some of the best Ambulance handover times across London with CWFT
’ . . ; ' 0 500 1000 1500 2000 2500 3000 3500
ICHT and THH consistently in the top 5 rankings. THH are above the standard of 65%
Recovery plan: Mitigations for peak pressures include temporary escalation spaces and use of 60mins+ = 30minst = 15mins+

cohorting to release crews more quickly. The sector is working to maximize the use of alternatives
to ED, avoid conveyancing, and enhance direct referral and booking routes. All Trusts have work

streams designed to improve length of stay for patients on arrival which will directly support
handover times.

GOVERNANCE
Improvements: At Hillingdon Hospital, changes to the ambulance handover process has resulted
in significantly improved performance and the handover standards are consistently being Senior Responsible Owner:  Sheena Basnayake, Managing Director, Chelsea and Westminster
achieved. 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
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Inequity in DNA Rates

TREND CURRENT PERFORMANCE

Inequity in Outpatient DNA Rates: Feb-26

Outpatient ~ Standardised DNA Rate DNAs Confirmed Appointments
Bookings ~ Performance  \poq IMDQ2-5 IMDQ1 IMDQ2-5 IMDQ1 IMDQ2-5
ALLOWANCE CWFT 27,180 111 10.7% 9.6% 323 2314 3,030 24,150
ICHT 26,287 139 16.4% 11.8% 412 2,809 2,505 23,782
LNW 35,340 149 13.7% 9.2% 537 2,892 3,914 31,426
THH 12,596 110 9.0% 8.2% 71 964 789 11,807
PERFORMANCE
APC 101,403 133 13.1% 9.8% 1,343 8,979 10,238 91,165

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,
unstable housing, caring responsibilities, and digital exclusion contribute to higher DNA rates in
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

Trust longest waits IMDQ1
cohort against standard

Improvements: Improvement plans to be monitored through Trust Outpatient Transformation ie”ior_ReSP(X‘sict:”E Owner: MPippa Nightirégaled, CCEhO" L_’\r'W orchard
Boards and the APC Outpatient Group ommittee: APC Executive Management Boar (Chair: 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 likely to miss their booked

continued levels of potential inequity in access to healthcare in the APC. appointment. Overall page 118 of 256



Patient Initiated Follow Up

TREND CURRENT PERFORMANCE

Outpatient Transformation Feb-26

Discharged to PIFU 0
SA) Moved / Impacts on
6% Total OP Discharged Difference viove
tacts to PIFU from target Discharged
STANDARD comac ° rom targe to PIFU OPFADNAs  OPFUDNAs Virtual contacts
5%
R o/ CWFT 68593 8.7% 5951 10.1% 7.5% 8708
4% - 3.8% ICHT 101619 1.9% -3.1% 1945 12.0% 9.3% 19795
3% NCE LNwW 70327 1.8% -3.2% 1279 10.1% 10.0% 13460
29 THH 33495 3.9% 1.1% 1286 7.5% 8.1% 5044
(H]
APC 274034 3.8% 1.2% 10461 10.4% 8.9% 47007
1%
STRATIFICATION
0%
o W W W1 1 W o 1w O W
NN 8§ o o &8N g
= = = £ = w o +x = @ C
m 2 @ 5 = 3 o 2 ©°0 0 @® o
2 < 5= = g w 0 2 o = uw
ASSURANCE
NARRATIVE

Performance: Pathways discharged to PIFU remains under the 5% target, but performance
has shown marginal improvement. PIFU usability on Cerner is to be improved to support
clinical decisions. A clinical audit is being undertaken currently, with variation between
specialities being reviewed.

Recovery plan: Outpatient improvement lead group is in place to standardise practice and
increase PIFU to above the 5% target.

Improvement: The APC is above the peer average of 1.8% and is above the national average
of 3.1%, however LNW and ICH remain outliers within the Group. GOVERNANCE

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

ICHT
19% Trust share of APC
discharges to PIFU

lower than standard

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 RUJDQLVDWLRQ'H)Verlmpp%QHQa%GSUF



Theatre Utilisation (Uncapped)

TREND

Theatre Utilisation
95%
90%

0 —
o 89.3%

85%

STANDARD

80%
p NCE
75%
70%
65%
TREND
60%
W w O wm O w O w vy vy vy WV w W W
I
—_ -
EEE%&%‘%SEEEE
= < 5 = 4 0 2 B = w  ASSURANCE
NARRATIVE

Performance: NWL Theatre utilisation remained stable in M10 and above the 85%
benchmark, however CWFT fell slightly short of at 83.4%.

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 to implement the digital preoperative assessment questionnaire.

Future risk: Shortages in critical staffing groups.

CURRENT PERFORMANCE

Theatre Utilisation Feb-26

Pla_nnec_i Theatre Difference from Unused time
operating time L 3
utilisation target (hours)

(hours)
CWFT 2919 88.2%0 343
ICHT 5168 88.1%0 613
LNwW 2850 91.3%0 248
THH 1082 92.5%% 82
APC 12019 89.3%0 1286

STRATIFICATION

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 RUJDQLVDWLRQ%VeHaIQpr'é'PZ@&%GSUF



Discharge Performance - no criteria to reside

TREND CURRENT PERFORMANCE

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

Delayed bed day performance - NCTR

- Numberof - Number of patients not meeting the Criteria to Reside ~ TBC - Average
o 0
20.0% Total Bed days  Days Delayed lerf;e;ir:czt % De(ljzyed Y patients not days between
R R g N meetngCTR ~ 7+Days  14+Days  21+Days  DRDandDD
), .
X T o 0, 0,
l 5 . D% 2 e CWFT 23741 2572 4.8% 10.8% 384 44 17 35 0.927
ICHT 28977 5586 13.3% 19.3% 205 187 162 134 1.060
10.0% g 25995 4168 10.0% 16.0% 343 216 159 124 1203
THH 9577 725 1.6% 7.6% 0 0 0 0 0571
5 0% APC 88290 13,051 7.4% 14.8% 932 447 338 293 094
STRATIFICATION
0.0%
Ly My My ] Ly Ky Ly (K] Ly u By wo w
N g 8 § & § o g o & &
— - = = = ol o = > ) c o THH
™ o m = = = ] = [=] @ i o
= < = = T w O = o = o

(cHT . m

Performance: System flow remain challenged across the APG. .

. . A . . CWFT
Recovery: Escalation of long waiters over 21 days remain in place with collaborative
approaches across borough directors and directors of adult social care. Review of long waiters
by teams and escalation meetings in place locally. P1 delays seen in some boroughs.

Improvement: Further opportunity for PO and P2 rehab; exploring with providers. Optica rollout 21+Days = 14+ Days = 7+ Days
to LAS continues and will help boroughs with achieving targets proposed.

Forecast risks: Continued delays for patients waiting for admission to mental health beds.
NCTR occupancy remains challenged. GOVERNANCE

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 Overall page 121 of 256
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TREND CURRENT PERFORMANCE

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

% Bed Days Emergency Patients > 6 days
8% 78 4% Total Long LOS Difference Long LOS
Emergency g from Provider ~ Emegency
Performance
81% ALLOWANCE Bed Days Median Bed Days
0% 0 21,547 80.3% -1.9% 17,299
0
79.9% ICHT 26,627 81.7% -3.3% 21,754
e LNW 26,758 79.4% -1.0% 21,234
MAN
78% C8 THH 9,734 75.5% 7,349
7% APC 84,666 79.9% -1.5% 67,636
e STRATIFICATION
75%
74%
R I - - R I R S - I
Q@(;L \é\fv . é)fb &\fv @” ‘k & \\){;L \\)\n, @é’? %@qﬁ" o"& \\0\@ 0?9,‘» \é\n . (,;oﬂ’
ASSURANCE
NARRATIVE
Performance : Group performance has been trending over the last few months above the
national provider median. However, THH demonstrates better performance than the group Current Trust waits
position. shown against the
Recovery plan / Improvements: Long LOS patients are routinely reviewed at all Trusts. national provider
LNW have implemented an improvement programme to improve length of stay and patient median

flow through the hospital.

Forecast risks: Continued high levels of stranded patients
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 LQGLYLG XD 00 \O¥ad PRIEIEZ 9f 256 v v



Section 3: Workforce

February 2026
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Sickness Absence

=/<4%

STANDARD

ASSURANCE

NARRATIVE

Performance : We have seen an increase in sickness across the Trusts since March 2025 with
current levels (4.6%) above the target of 4.0% and all Trusts are actively monitoring this. This
metric is now flagging as a special cause for concern with significant increase over the past two
months. London position is 5.1% and National position is 5.8%

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

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

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

CURRENT PERFORMANCE

Rolling Sickness Absence

Month 11 In-Month

CWFT 4% 4.0% 0.0% 4.4%
ICHT 4% 4.6% -0.6% 4.7%
LNW 4% 4.6% -0.6% 4.9%
THH 4% 5.5% -1.5% 5.3%
APC 4% 4.6% -0.6% 4.7%

STRATIFICATION

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

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
RUJDQLVDWLRQTY LQWHUQDO SURFHVVHYV Overall page 124 of 256



Voluntary Turnover

CURRENT PERFORMANCE

Voluntary Turnover

:/< 12% Month 11

Voluntary Leavers

Target % Turnover Rate % V'al'z(:l;:te"/too . WTE
STANDARD (rolling 12 months)
CWFT 12% 8.2% 3.8% 485
7.3 ICHT 12% 6.6% 5.4% 856
LNW 12% 7.3% 4.7% 579
P NCE THH 12% 8.6% 3.4% 228
APC 12% 7.3% 4.7% 2,148

STRATIFICATION

TREND

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

NARRATIVE

Performance : Voluntary turnover continues as a special cause improving variation as, over the past year, there has
been a steady reduction from 10.6% to the current position of 7.3% which is below the APC target of 12.0% (London
position 9.6% and National position 8.8%).

APC CPOs have shared details of existing retention initiatives to inform planning for future local or collaborative action.

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

Recovery Plan / Improvements : Staff wellbeing is a key enabler in improving retention and each Trust has a well-
established package of wellbeing support, which has been shared and improved upon through the Collaborative
platform, for all members of staff.

A prominent reason for leaving is cited as p U H O R mbidh lisRQtfsomething we can directly influence. In terms of GOVERNANCE
reducing the number of leavers, but hindering analysis and interventions to reduce turnover, is the use of pPRWKHU QRW

N Q R 284 leaving reason and we are working to improve the capture and recording of this data to inform retention Senior Responsible Owner:  Pippa Nightingale, CEO, LNW
plans. Committee: APC People Committee
Forecast Risks: The current cost of living issue is one which we are taking seriously, and our CEOs have agreed a Data Assurance: Data is supplied by each trust individually and quality assured through each

common package of meastires to support staff. RUJDQLVDWLRQYV LOQOWHUQDO SURFHVVHYV Overall page 125 of 256



Vacancies

=/<10%

STANDARD

7.6%

NARRATIVE

Performance : Since January 2024, the collaborative vacancy level has maintained below the
agreed target of 10.0% and in February 2026 was 7.6% (London position 7.6% and National
position 6.5%).

The Group has seen a slow rise in vacancies since the start of the 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. 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.
Particularly during winter months when acuity is higher.

CURRENT PERFORMANCE

PERFORMANCE 14

Vacancies
Month 11 Variance to
0,
Target % Vacancy Rate % Target % Vacancy WTE

CWFT 10% 5.1% 4.9% 390
ICHT 10% 8.6% 1.4% 1,378
LNW 10% 7.0% 3.0% 664

10% 10.0% 0.0% 392
APC 10% 7.6% 2.4% 2,824

STRATIFICATION

Trust proportion of vacant
WTE across the APC
Month 11

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
RUJDQLVDWLRQTY LQWHUQDO SURFHVVHYV Overall page 126 of 256



Non-Medical PDR

CURRENT PERFORMANCE

Non-Medical PDR

— 0
—/<9O /0 Taraet % Month 11 PDR / Variance to
getve Appraisal Rate % Target %
STANDARD
CWFT 95% 93.7% -1.3%
91 4% ICHT 95% 96.9% 1.9%
LNW 95% 85.0% -10.0%
PEREORMANCE 1, 95% 79.3% -15.7%

APC 95% 91.4% -3.6%

STRATIFICATION

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

ASSURANCE

NARRATIVE

Performance: Completion rates for non-medical Performance Development Reviews (PDR), is
an area of continued focus. CWFT and ICHT have specified windows for PDR completions, and
both are working in these at the moment. THH and LNW work to a rolling programme. LNW
compliance levels are in transition due to implementation of a new online appraisal process with
training for appraisers and appraisees currently being rolled out.

For Medical Appraisals, the APC at Month 11 has a rate of 93.2%, which is split as follows CWFT
84.6%; ICHT 98.0%; LNWH 94.1% & THH 91.1%.

Recovery Plan / Improvements : Continued Executive monitoring and engagement with line GOVERNANCE

managers and supervisors is in place to complete all reviews to ensure that all staff have this _ _ _ o
essential conversation with their manager. Senior Responsible Owner:  Pippa Nightingale, CEO, LNW
Committee: APC People Committee

Forecast Risks: Operational pressures continue to contribute to the challenge of conducting and . : o .
Data Assurance: Data is supplied by each trust individually and quality assured through each

completing the appraisal and PDR conversations as we go into increased winter pressure activity
and potential further industrial action. RUJDQLVDWLRQTY LQWHUQDO SURFHVVHYV Overall page 127 of 256




Mandatory Training Compliance

CURRENT PERFORMANCE

Mandatory Training Compliance

=/<90% Target % Month 11 Mandatory Training Variance to
get~o Compliance Rate % Target %
STANDARD
CWFT 90% 91.8% 1.8%
02.1% ICHT 90% 93.2% 3.2%
LNW 90% 91.8% 1.8%
PRRESRUANCE THH* 90% 88.8% -1.2%
APC 90% 92.1% 2.1%

STRATIFICATION

Month 11 Mandatory
Training Compliance Rate %
by Trust across the APC

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 February. _ _ _ o
Where possible, auto-reminders are in place for both employees and their line managers to Sen|or_Respon5|bIe Owner: Plppa Nightingale, CEO, LNW

Committee: APC People Committee

prompt renewal of core skills training as are individual online compliance reports as well as _ : o _
previous mandatory training accredited for new starters and doctors on rotation to support Data Assurance: Data is supplied by each trust individually and quality assured through each

compliance. RUJDQLVDWLRQTY LQWHUQDO SURFHVVHYV Overall page 128 of 256




Model Employer Goals

TREND

Acute Collaborative - Model Employer Goals

=/<61%

70 STANDARD
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ASSURANCE

NARRATIVE

Performance: 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.

Since December 2023(Q1), the collaborative MEG level has increased by 3.9% to 41.4% in
December 2025(Q3).

Recovery Plan / Improvements: Actions being taken and developed to support MEG

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.

CURRENT PERFORMANCE

Model Employer Goals

Target % Month 116|\ggldse(lJ/0Employer V_argz;lgé:te 0/too
CWFT 54% 33.1% -22.4%
ICHT 60% 38.4% -25.5%
LNW 71% 54.8% -17.6%
59% 41.4% -19.0%
61% 41.4% -21.6%

STRATIFICATION

Month 11 Model Employer
Goals % 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
RUJDQLVDWLRQTVY LQWHUQDO SURFHVVHYV Overall page 129 of 256



Section 4. Statutory and Safety Reports

February 2026




Healthcare Associated C.Difficile Infections

TREND CURRENT PERFORMANCE
Healthcare Associated c. Difficile Infections Rate of c.
Trust Difficile

Specific Infections

35.00 per
STANDARD 100,000
bed days

20 . 8 (in month)

40.00

15.00
10.00
5.00

0.00 STRATIFICATION

= == == National Rate = == == | ondon Rate

NARRATIVE - A\ =0
'vk o QD\_, F

Performance : In February 2026, the number of cases reported was similar to the previous month (n=19).

Recovery plan : ICHT has seen a recent increase. Learning from cases includes documentation on stool
charts and delays to isolation due to limited single room capacity. Regular Trust-wide commode audits with
practice checks continue, reinforcing expected standards of cleaning for infectious patients, especially where
en-suite facilities are not available. Other trusts also saw a rise and are continuing to focus on improving
appropriate sample sending and stool documentation.

Improvements : Ongoing work with system partners continues. All organisations are continuing work on

improving stool chart completion, timely sampling and reduction of inappropriate sampling, laxative use and

continue to review each case with the clinical teams. APG priority agreed for 2026-27 which will focus on
implementing and enhancing the use of a shared electronic surveillance platform to support system-wide . . . L

delivery of the national HCAI reduction programmes. Senior Responsible Owner:  Pippa Nightingale, CEO, LNW

Forecast Risks : National rates are beginning to decrease. Each Trust is set a different threshold not Committee: AP_C I?xecutlve Management Board (Chair: Tim Orchard)
necessarily reflective of the size or patient complexity of their organisation and are working on reducing Data Assurance: 'DWD LV VXSSOLHG E\ HDFK WUXVW LQGLYLGXDOO\ DQG

numbers. internal processes. Overall page 131 of 256




Healthcare Associated E. coli Infections

TREND CURRENT PERFORMANCE

Rate of Healthcare Associated E. Coli Infections TrUSt Ra’gocll:’ E.

Specific Infections
per
STANDARD 100,000

bed days

50.00 Y (in month
~ \ 41.7

40.00

30.00

10.00

0.00 STRATIFICATION

Trust Position

= == == ational Rate = == == | ondon Rate

NARRATIVE Wm / ‘:\MM;

Performance: 40 cases reported in February, an increase when compared to January. There
was an increase in 3 out of 4 trusts with THH having the highest rate in-month.

Recovery Plan: Each organisation reviews cases with themes and trends presented at the IPC
committees. ICHT presented their gram-negative reduction plan at the APC group meeting to
share learning.

Improvements: The APC group continues to focus on ensuring best practice and
recommendations. APG priority agreed for 2026-27 which will focus on implementing and

enhancing the use of a shared electronic surveillance platform to support system-wide delivery of
the national HCAI reduction programmes.
Forecast Risks: N/A 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 132 of 256




Healthcare Associated MRSA Infections

TREND CURRENT PERFORMANCE

Rate of Healthcare Associated MRSA Infections Rate of
7.00 O MRSA
Infections

6.00 per

STANDARD 100,000
5.00 bed days
2 (in month

4.00
3.00
2.00
1.00

0.00 STRATIFICATION

Combined Trust Position Combined Trust Mean

= == == ational Rate = == == | ondon Rate

NARRATIVE

Performance: There were 2 MRSA BSils reported in month. There have been 20 cases this financial year
across the APC. 12 month rolling rates show some variation between trusts.

Recovery Plan: ICHT has implemented an enhanced bacteraemia reduction plan to address preventative

measures not consistently being completed, notably screening compliance and suppression therapy

administration which requires focused divisional intervention. Bl support has been sourced to provide

enhanced monitoring data. Face to face ANTT training is being provided in high-risk areas. CWFT are

working on review of screening and decolonisation compliance, ensuring that all identified MRSA screen

positives are decolonised as soon as clinically appropriate. GOVERNANCE

Improvements: All Trusts continue to review MRSA BSls with robust processes for managing and Senior Responsible Owner:  Pippa Nightingale, CEO, LNW

investigating cases to identify any lapses in care as well as learning opportunities. APG priority agreed for Committee: APC Executive Management Board (Chair: Tim Orchard)
2026-27 which will focus on implementing and enhancing the use of a shared electronic surveillance Data Assurance: 'DWD LV VXSSOLHG E\ HDFK WUXVW LQGLYLGXDOO\ DQG

platform to support system-wide delivery of the national HCAI reduction programmes. internal processes. Overall page 133 of 256




Pressure Ulcers (per 1000 bed days)

CURRENT PERFORMANCE

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
001 0.00 0.04
' 0.03 0.03
0.00 0.03
0.00 0.02

0.01 0.03

STRATIFICATION

ASSURANCE

NARRATIVE

Performance : This metric shows the rate of hospital acquired pressure ulcers graded as category
DQG 7KH ILJXUHVY DUH EDVHG RQ GDWD UHSRUWHG LQ WK
risk adjusted. There was a reduction in February, with one case reported at ICHT.

Recovery Plan : Cases are being reviewed by each organisation to identify learning which will feed
into local safety improvement programmes.

Improvements: All Trusts have improvement plans in place focused on pressure ulcer prevention.
Forecast Risks: N/A

GOVERNANCE

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 134 of 256



Inpatient falls (per 1000 bed days)

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

STANDARD days (in month)

0.15 0.21 0.14
0.16 0.07
0.10 0.13
0.09 0.11

0.15 0.11

STRATIFICATION

ASSURANCE

NARRATIVE

Performance : There was an increase in month, with 14 cases reported. 12 month rolling rates
show small variations between trusts.

RecoveryPlan 7KH FDVHV DUH EHLQJ UHYLHZHG YLD HDFK RUJDQ
which will feed into local safety improvement programmes. Thematic reviews are underway at
CWFT and LNW. Recent initiatives include the piloting of new falls alarms at CWFT in 3 areas
ZLWK DQ DVVRFLDWHG UHGXFWLRQ DQG WKH p7KLQN <HOOR
and reduce the risk of falls and the decaffeinated drinks campaign. ICHT introduced a harm free

care forum in February to improve oversight of the metrics related to falls and pressure ulcer

prevention management and the associated improvement plans. GOVERNANCE

Improvements: All Trusts have safety improvement programmes in place to support prevention Senior Responsible Owner:  Pippa Nightingale, CEO, LNW

of falls with harm, including specific projects with high falls frequency areas, thematic reviews and ~ Committee: APC Executive Management Board (Chair: Tim Orchard) _
improvements to risk assessments. Data Assurance: This metric shows the rate of falls reported as causing moderate or above harm to patients per 1000

bed days. Data is not risk adjusted. Data is supplied by each trust individually and quality assured through each
Forecast Risks: Not applicable. RUJDQLVDWLRQYV LQWHUQDO SURFHVVHV Overall page 135 of 256




VTE RiIsk Assessments

TREND

CURRENT PERFORMANCE

% VITE risks completed VTE Risk R‘Iﬁ'MOGEFE
0) is olling
99% 95 A) Assessments Risk
Assessments
97% uo'oO"O'O'/' STANDARD
_o o0 @ 95.7% 95.7%

95% > -

b 0, 0,
03% 96.9% 97.4% 97.6%
91% ,/ 97.1% 97.5%

- ’
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0 0
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Combined Trust Postion Combined Trust Mean
—— National Target = == == National %
= == London % ASSURANCE

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: Not applicable.

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 136 of 256



Summary Hospital-level Mortality Index

100

England Average

STANDARD

e T a3
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TREND

SHMI funnel plot

n/a S LI e
ASSURANCE .. == =7 o8 o S
NARRATIVE g | o go e o _o°¢g S o
Performance: For three of the four trusts (CWFT, LNW and ICHT), the rolling 12-month ;’,?_, < Sm‘?c, Dg‘-;” & © c,: z © e o o
SHMI remains lower than expected with the most recent data available (September 2024 to Hillingdon AN S B Y s e H
$XIXVW 7++1V UDWH LV FRQVLVWHQWO\ pDV H[SHFWF F > [ chelwest |-—»o ———{ London NWH
WKDQ H[SHFWHG KDYLQJ EHHQ puDV H[SHFWHGY ODVW PRC(C o7r{ < e
benchmark of 100. oo #eo0 e o e e e e

Expected numbaer of deaths

Recovery Plan: Not applicable.

Improvements: All Trusts investigate variations between observed and expected deaths by
diagnostic group. Reviews for quarter three are summarised in the learning from deaths GOVERNANCE
report presented to APGQC and NWL BIC. Senior Responsible Owner:  Pippa Nightingale, CEO, LNW

Forecast Risks: Not applicable. Committee: APC Executive Management Board (Chair: Tim Orchard)
Data Assurance: Data is supplied and quality assured by Telstra Health

Overall page 137 of 256



Inpatient Friends & Family Test

TREND CURRENT PERFORMANCE

% good experience - Inpatients
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NARRATIVE

Performance: The percentage of inpatients reporting a good experience remained above
target in February at APC level and in all four trusts.

Recovery Plan: Not applicable.
Improvements: A summary of the CQC national inpatient survey was presented to

-DQXDU\TV $3&4& $00 WUXVWYV GHPRQVWUDWHG DQ LPSU
Areas for potential joint working will be reviewed through the APC patient experience leads

meeting.
J . . . . 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 138 of 256
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Chelsea and Westminster Hospital NHS Foundation Trust
The Hillingdon Hospitals NHS Foundation Trust

Imperial College Healthcare NHS Trust

London North West University Healthcare NHS Trust

NWL Acute Provider Collaborative Board in Common (Public)
28/04/2026

I[tem number: 6.1.2

This report is: Public

Acute Provider Group Learning from Deaths
Report, Quarter 3 2025/26

Author: Alex Bolton

Job title: Director of Quality and Patient Safety, LNWH

Accountable director:  Jon Baker, Alan McGlennan, Roger Chinn, Raymond Anakwe & Julian
Redhead

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
quality committees and / or standing committees; 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 Quality Committees 07/04/2026 Click or tap to enter a date.
Individual Trust reports What was the outcome? What was the outcome?

were reviewed at each
quality committee and
approved for onward
submission
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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 (Q3 reports were initially considered by Trusts in January 2025) all of the
APG 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 via diagnostic group review this quarter (Q3).

Each Trust has well embedded mortality review process. These programmes ensure in-hospital
deaths are systematically reviewed to understand the quality of care provided, identify any
potentially learning factors, and determine whether there were opportunities for improvement.
During this quarter (Q3) a small number of clinical concerns were identified via this process; 9
cases of sub-optimal care were identified 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
Quiality
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 (APC)
6XSSRUW WKH ,&69fV PLVVLRQ WR DM8QUHVYVY KHDOWK LQHT
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
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 mortality surveillance programme offers 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 Q3 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 (January 2026) London North West University Hospital NHS Trust, Imperial College
Healthcare NHS Trust, and Chelsea and Westminster NHS Foundation Trust were operating below the
expected level and The Hillingdon Hospital NHS Foundation Trust was 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%CI

LNWH 105,900 2,655 3,120 85.12 85.45 117.03
THH 47,735 905 990 91.14 84.75 117.99
ICHT 118,125 2,180 3,060 71.34 85.44 117.04
CWFT 86,825 1,715 2,240 76.44 85.32 117.21

SHMI by APC provider, September 2024 to August 2025, Source: NHS Digital, published 8th January 2026
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2.2. Hospital Standardised Mortality Ratio (HSMR)
The HSRM demonstrates that each Trust continues to have a rolling 12-month HSMR below the national
benchmark (100) between October 2024 and September 2025.

North West London Acute Collaborative HSMR indicators

Provider spells  Observed deaths Expected deaths Lower CI  Upper CI
LNWH [ 201,475 1924 2067.8 93.0 88.9 97.3
THH 80,900 635 636.2 99.8 92.2 107.9
ICHT [ 146,935 1,640 2144.5 76.5 72.8 80.3
CWEFT | 155,730 1,240 1578.0 78.6 74.3 83.1

Trust HSMR (41 diagnostic groups), October 2024 to September 2025, Source: Telstra, date 16/01/2026

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 reviewing 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:CDVHV OLQNHG WR pFDUGLDF DUUHVW DQG YHQWU Lprediously
reviewed following an increase in HSMR above the national benchmark; learning from these clinical
reviews did not identify any elements of sub-optimal care. The Trust is in the process of reviewing a cohort

ILE

ofcases FODVVLILHG ZLWKLQ Reésddatc6desS uncRRieddlV WKLY FODVVLILFDWLF

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 reviewof GLDJQRVWLF JURXS u2WKHU LQIHFW
against 2.1 expected) has been commissioned. A review and clinical audit into diagnostic group W6 LFN O F

FHOO DQDHPLDY FDVHV REV H UhasiieemuhbdrtgkeniMeadidd ®HfhAhEE@ents to
the sickle cell management pathway and training programme. The Trust is also reviewing its approach to
DGGUHVV ptUHVLGXDO FRGHV XQFODVVLILHGY

X ICHT: Areviewofd L D JQ RV W LAEute MiRoxedipl Infarction fvas completed during this reporting cycle
with no clinical concerns identified.

X There were no diagnostic groups requiring further review identified at CWFT 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 Q1 2024/25.

x 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

X X X X X X X

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.
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During this quarter the percentage of deaths referred for level 2 review were; ICHT 10%, THH 8%, CWFT
41%, and LNWH 20%.

Q2 25/26 Q3 25/26 Total

Q4 24/25 Q1 25/26

67 (13%) 54 (12%) 67 (16%) 42 (10%) 230 (13%)
23 (11%) 10 (7%) 18 (13%) 14 (8%) 65 (10%)
170 (45%) 125 (42%) 114 (38%) 142 (41%) 551 (42%)
96 (14%) 104 (19%) 97 (20%) 117 (20%) 414 (18%)

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 82%. Note this position was correct at
time of reporting (January 2026).

Q4 24/25 | Q125/26 | Q2 25/26 Q3 25/26 Total
67 (100%) 54 (100%) 67 (100%) 42 (100%) 230 (100%)
22 (69%) 9 (90%) 18 (100%) 4 (29%) 53 (83%)
170 (100%) 125 (100%) 114 (100%) 142 (100%) 551 (100%)
95 (99%) 103 (99%) 94 (97%) 96 (82%) 388 (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.

Ten cases where sub-optimal care would reasonably be expected to (CESDI 3) have or might have (CESDI
FROQWULEXWHG WR WKH SDWLHQWYV RXWFRPH ZHUH LGHQWLILHG IU
is a similar to the previous quarter.

Q12526 | Q2 25/26 Q3 25/26 Total

ICHT | 4 6 23 (1.26% of total deaths)
THH | 0 0 1 1 2 (0.30% of total deaths)
CWFT \ 5 0 1 0 6 (0.45% of total deaths)
LNWH \ 1 3 4 1 9 (0.40% 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
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additional learning responses examine each case in more detail, 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 23 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 accurate and timely communication and
escalation. Positive examples of MDT working were also highlighted during this reporting cycle.

x CWFT: highlighted areas for improvement related to; treatment escalation planning, compassionate
communication with patients and families, adherence to imaging pathways, guideline development,
transfers of care and data quality / digital enablers.

X LNWH: review highlighted areas for improvement regarding timely recognition and response to
deterioration, effective communication with families / next of kin, and the involvement of other specialities
and palliative care team.

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)

None of the APG Trusts have been issued with a Prevention of Future Deaths (PFD) notice during Q3
2025/26.

6. Conclusion

7KH LQGLYLGXDO UHSRUWY SURYLGH DVVXUDQFH UHJDUGLQJ HDFK 7L
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 is 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

APG standardisation will be led by the APC 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 =London North West University Healthcare NHS Trust

THH xThe Hillingdon Hospital NHS Foundation Trust

ICHT zImperial 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 2 reviews 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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NWL Acute Provider Collaborative Quality Committee
28/04/2026

Item number: 06.1.3

This report is: Public

NWL Acute Provider Group Quality Committee
&KDLUYfV KLIJIKOLJKW 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 UHOBWd 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. 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 were:

X Optimise antimicrobial selection, route and clinical appropriateness, and deliver the
requirements of the national action plan for antimicrobial resistance (national
requirement)

x Implement the joint reporting and risk management system (Group priority to standardise
reporting and support learning going forward)

NWL Acute Collaborative committee cover note
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X Support system wide delivery of the national healthcare-associated infections (HCAI)
reduction programmes through the effective use of a shared electronic surveillance
programme (Group priority to standardise reporting and support learning going forward)

X Improve the safety and timeliness of inter-hospital transfers through aligning the transfer
policies and associated referral processes, risk assessment tools, and escalation
SURFHVVHVY ZKHQ GHOD\V RFFXU *URXS SULRULW\ LGHQWLI

Committee members noted the proposed priorities and the additional work that will continue
through business as usual governance (including maternity, learning from deaths,
deteriorating patient pathways). It was agreed that data on baseline metrics, measurement
of success, and justification for the chosen priorities including methodology, metrics, and clear
outcomes would be provided to the next Committee. Trust level quality account priorities will
also be presented to show the breadth of work in place and to make clearer links to how the
wider quality risks are being addressed.

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 the majority of
metrics. Committee members noted that all Trusts had shown strong performance across
several areas including VTE assessment compliance, mortality data, patient experience
metrics and key safety metrics. It was noted that there were areas of improvement within
individual Trusts and improvement actions were in place, particularly in metrics related to
infection prevention and control practices.

The Committee noted positive performance with most of the maternity metrics, and the
inclusion of a new metric related to late booking inequities with an improvement programme
under development. It was confirmed that all stillbirths and neonatal deaths had been reviewed
with no new concerns to escalate. An APG-wide standard operating procedure for the perinatal
mortality review tool process is being consulted on, detailing how stillbirths and neonatal deaths
are reviewed including principles for sharing learning. It was noted that there is ongoing work
with the ICS LMNS and ICB to refine the governance structure for group-wide oversight and
transformation.

A paper setting out the structure will be brought to this committee once this work is complete.

The Committee noted the need for triangulation between summary reports and escalations
from Trust Standing Committees, however, were assured that all areas of variance were being
managed through action plans to support improvement.

Update on Quality Priorities 2025/26

Implement the standardised guideline for deteriorating patient and sepsis

Committee members received an update on the deteriorating patients work stream noting two
key elements: deployment of shared guidance and enhanced pathway across all four Trusts,
and the next focus on education and training to improve staff confidence and facilitate cross-
organisation working. Committee members noted that the guidance had been successfully
implemented and well received. Work is ongoing to identify key metrics from the large volume
of data now being collected, aiming to distil actionable insights for improvement. Committee
members received an update RQ ODUWKD fV 5 X el impaQt re@dXn@rk@idof calls
received. All Trusts had implemented, though are at different stages of maturity. Most calls
were non-clinical; however, some had led to changes in patient treatment or escalation.

NWL Acute Collaborative committee cover note
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Align Clinical pathways to best practice across the APC

Committee members received the report noting that phase one of the clinical pathways
programme, covering 28 specialties, was nearing completion, with many specialties having
implemented changes and begun data collection to demonstrate success. Committee
members noted that challenges included requests for new and unique data sets, which placed
additional demands on business intelligence (Bl) teams and highlighted differences in data
collection methods across Trusts. A group-wide Bl harmonisation project was planned to
address this.

Committee members noted that the group was aiming WR EXLOG RQ SKDVH RQHTV
culture and relationships, moving to a more structured, evidence-based approach for phase

two. The focus would be on high-impact, cross-cutting themes, avoiding duplication with

existing initiatives (e.g. maternity, elective orthopaedics). Key priorities for phase two will

include developing single points of access and single patient tracking lists (PTL), with
immediate focus on dermatology, ophthalmology, and pain services. During phase two, the
management of chronic diseases remains a central priority. Rheumatology and urology were
identified as key specialties due to their substantial clinical demands and notable opportunities

for improving patient care.

Procure and implement a joint reporting and learning system

The Committee received a progress update, noting that the project was progressing, with a
revised go-live timeline set for July 2026. User acceptance testing (UAT) commenced in April,
beginning with the incident module. Subsequent modules will be addressed thereafter.
Committee members noted that the timeline had been revised to provide additional time for
module configuration and to facilitate a launch at the start of a quarter, thereby minimising
disruption to business intelligence and quality/safety reporting. Committee members noted that
post go-live, a change board will be established to manage system updates. Ongoing work will
focus on maximising system benefits and integrating with the federated data platform.

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 RI WKH IRXU 7UXVWY{V 4XDOLWWW&RIKPPLW)
interventions would speed up and improve the response.

Chelsea & Westminster Hospital NHS Foundation Trust highlighted that it was agreed that in
the new model the Quality Committee would meet twice a year to provide consistent assurance,
one meeting at the start of the financial year reviewing annual reports and, a meeting Six
months later to assess achievements. No other escalations noted.

The Hillingdon Hospitals NHS Foundation Trust highlighted the continued work to continuously
improve maternity care with a focus on still birth prevention and birth related injuries e.g. anal
sphincter injury. The challenge of meeting IPC targets (particularly C.difficile) and management
of patients on the trauma pathway were escalated for information with mitigations outlined.

The Imperial College Healthcare NHS Trust Quality Committee highlighted a risk associated
with meeting IPC targets particularly MRSA and C.difficile rates which are above trajectory
despite a detailed improvement plan. The ongoing improvement work following the scalding
incident from 2025 was highlighted for noting with actions taken in response shared with the
group for local assurance review and learning.

NWL Acute Collaborative committee cover note
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1.

London North West University Healthcare NHS Trust highlighted the ongoing work to ensure
the Trusts highly diverse patient population is consistently reflected in service design and
quality issues. Following review of the 7-day service standards work, the future of medical
staffing including longer term workforce sustainability and whether the Trusts and systems have
sufficient influence to escalate and shape the agenda was highlighted.

Committee Terms of Reference

The committee approved the terms of reference, agreeing to ongoing review and adjustments
with experience and feedback. The forward planner was agreed for further refinement to better
align.

Acute Provider Collaborative Learning from Deaths Quarter 3 summary report
The Committee reviewed the combined NWL APC Q3 report incorporating all four  Trusts
which outlined the key themes and outcomes from the learning from deaths processes.

Board Assurance Framework and High Level Risk report
Committee members received the report noting that group level and Trust level risks would be
reviewed to align risk management and assurance processes across the four Trusts. The
committee noted that mental health and health inequity were the highest-rated risks at group
level, however other priorities (deteriorating patients, clinical pathways, antimicrobial
resistance) also required inclusion and tracking. Committee members agreed that further work
was required to clarify how risks were managed, tracked, and escalated at both group and Trust
levels, and that a proposal for improved practical implementation would be brought to the next
meeting.

Positive assurances received

x Assurance was received that any local risks and emerging issues were being managed
within each Trust with improvement plans in place being monitored through the local Trust
Standing Committees.

Key risks / topics to escalate to the NWL APG BiC

X  The continued pressure and clinical risks that exist in caring for mental health patients in
an acute setting.

X  The effectiveness and timing of new governance arrangements to ensure the committee
was reviewing the right risks across the group and at individual trust level. This will be
addressed by reviewing/standardising reporting including the NED touchpoint meetings
which is being taken forward through April.

x  Performance reporting timing was disc