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Recommendation: | To note
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Working
Purpose of report: For Noting For Decision For Assurance
X
Assurance level: Significant Acceptable Partial No Assurance
| X O |
High level of Gr—.,\neral Some No confidence /
confidence / confidence / confidence / evidence in
evidence in evidence in evidence in delivery
delivery delivery delivery
Link to Strategic Objectives: | All strategic objectives
Link to CQC Domains: All CQC domains
Link to BAF risk: SR2: We may not operate effectively and may not be able to

deliver constitutional access and performance standards
sustainably, patient care may suffer, and we may face
regulatory enforcement.

SR4: There is a risk of failure to embed a culture of
continuous improvement, and to deliver safe and effective
care, impacting our ability to consistently deliver sustainable
improvements.

SR4.1: The inability to effectively capture and act upon the
patient voice, leading to missed opportunities to improve
service quality, patient care, and experience.
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SR6: We are unable to recruit and retain the workforce with

the skills
that we need to deliver excellent patient experience.

Potential impact on Continuous improvement is important for delivering
stakeholders: sustainable improvements for our patients and stakeholders
Next steps N/A

Appendices: Quality & Safety

Performance Scorecard
Workforce Performance and People Priorities
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Report title: Integrated Performance Report

Report to: Public meeting of the Trust Board

Date of meeting: Wednesday, 22 July 2026 Agenda item: | 1.8
Report summary: Quality

The report predominantly covers May and June data, except for surgical site
infections and safer staffing which are in arrears due to the availability of the data.

Patient Experience metrics have overall improved, but below target. The patient
wellness questionnaire element of Martha’s Rule has been rolled out to all adult in
patient areas at St Peter’s Hospital.

There have been two avoidable blood stream infections, one MRSA and one
MSSA.

Planned reductions in hospital acquired pressure ulcers and inpatient falls were not
achieved.

No new patient Safety Incident Investigations (PSII’s) or Never Events were
declared. Four PSII’'s and two Never Events were closed.

Performance
Urgent Care

A data error was identified in early June 2026 which retrospectively impacted April
and May reporting by approximately 7% downwards. These issues have now been
identified and corrected in this report.

June A&E performance for All Types performance was 75.9%, 0.6% below plan,
and Type 1 at 56.0%, 2.1% above plan. System flow pressures persist, including
ambulance handover delays over 45 minutes and patients experiencing 12-hour
waits. Non-elective length of stay remained the same at 8.2 days. Paediatric ED
demand in June reduced with an average of 45 attendances per day, but
conversely a decrease in performance to 74.6% (0.5% lower than May).

Elective Recovery Programme

RTT performance for May was 62.7% vs 62.3% plan, with a waiting list size at
52,856, which is better than the planned position of 53,969. The proportion of
patients waiting over 52 weeks is 1.4% slightly above plan.

In Q4, the Trust achieved a ranking of 54th out of 134 organisations under the NHS
Oversight Framework, with an average score of 2.16. This represents a slight
improvement compared to Q3. Diagnostics (DM01) May’s performance was 77.8%
against the 95% standard, with 2,489 patients waiting over six weeks from a total
waiting list of 11,220. Underperformance is predominantly driven by non-obstetric
Ultrasound, and endoscopy. Both areas have recovery plans in place.

Cancer Performance

ASPH continues to perform strongly relative to national benchmarks, with the latest
published position (April) showing the Trust materially ahead of the England
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average across all three standards, including 76.5% for 62-day performance
compared to 70.0% nationally.

Workforce

Workforce performance against the metrics in the Trust Balance Scorecard shows
some signs of progress with 5/10 metrics showing special cause improvement.
Only sickness absence rate shows special cause deterioration, although the
recorded levels still compare favourable to national benchmarks and targets.

Delivering the True North Goal of “Valued People” through the targeted work
of People Priorities 2026/27.

Progress continues to be made in strengthening the Trust’s approach to values,
culture and staff wellbeing. A revised appraisal process places greater emphasis
on career development, responding to feedback from the Staff Survey and wider
strategy engagement. Work has commenced on the refreshed Avoiding Harm
programme. Further work is also under way to develop reporting metrics relating to
violence and aggression and sexual safety.

Supporting the delivery of the Trust True North Goal of “Value and
Sustainability”.

Deployment continues to be a key focus of the trust cost improvement activity, with
implementation of Allocate Optima continuing to plan. Engagement with regional
work around temporary staffing rates is continuing. Agency usage has shown a
reduction supported by additional weekly reporting, and substantive recruitment to
the mental health workforce will enable further reductions.

Recommendation:

The Board is asked to take assurance from the report and note its contents.

Report lead: Chief Nursing Officer, Chief Medical Officer, Chief Operating Officer, Chief People
Officer
Report author: Director of Performance, Deputy Chief Operating Officer, Associate Director of

Performance, Head of Quality and Regulation, Mortality Improvement Lead,
Associate Director of Workforce Planning & System Working

Purpose of report: For Noting For Decision For Assurance
O ad X
Assurance level: Significant Acceptable Partial No Assurance
O X O O
High level of General confidence | Some confidence No confidence /
confidence / / evidence in / evidence in evidence in
evidence in delivery delivery delivery
delivery

Link to Strategic Objectives:

All strategic objectives

Link to CQC Domains:

All CQC domains
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Link to BAF risk:

SR2: We may not operate effectively, and may not be able to deliver
constitutional access and performance standards sustainably, patient
care may suffer, and we may face regulatory enforcement.

SR4: There is a risk of failure to embed a culture of continuous
improvement, and to deliver safe and effective care, impacting our
ability to consistently deliver sustainable improvements.

SR4.1: The inability to effectively capture and act upon the patient
voice, leading to missed opportunities to improve service quality,
patient care, and experience.

SR6: We are unable to recruit and retain the workforce with the skills
that we need to deliver excellent patient experience.

Potential impact on
stakeholders:

Continuous improvement is important for delivering sustainable
improvements for our patients and stakeholders

Next steps

N/A

Appendices:

Quality & Safety
Performance Scorecard
Workforce Performance and People Priorities
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The NHS England website has a range of resources to support Boards using the Making Data Count methodology.
This includes a number of videos explaining the approach (with case studies) and can be accessed here > https://www.england.nhs.uk/publication/making-data-count/
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Statistical Process Control (SPC) & Icons

This scorecard incorporates Statistical Process Control (SPC) graphs.

On each graph, data is plotted against a centre line (the average). The Upper Control Limit (UCL) and Lower Control Limit (LCL) are defined by the variability of the data.
It is expected that 99% of data points will fall within the process limits (probability) and SPC are therefore useful to identify and consider how likely it is that the target will be achieved.

Variation Icons
> Are we improving, declining or staying the same?

Common cause variation — No significant change
N

<H> (L)
¥ Y

O®
L

CC - Common cause variation describes variation that is expected & predictable.
SC - Special cause variation describes variation that is unusual or unexpected.

Special cause of concerning nature or higher pressure
due to Higher or Lower values

Special cause of improving nature or lower pressure due
to Higher or Lower values

Assurance Icons
> Can we reliably hit the target?

Variation indicates ‘hit and miss’ variation, inconsistency passing and failing
the target

P e . .
Q Variation indicates consistently Passing the target

Lo > Variation indicates consistently Falling short of the target

Assurance Level Icons

> A level of assurance has been assigned to each of the key metrics in this report, the 4 levels are;

Assurance Levels

No Assurance Partial
Some confidence and
evidence in delivery of
existing mechanisms and
objectives

No confidence or evidence
in delivery

Acceptable

General confidence and
evidence in delivery of
existing mechanisms and
objectives

Significant

High level of confidence
and evidence in delivery of
existing mechanisms and
objectives
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Levels of Harm

Levels of Harm
How to classify an incident

A situation where no harm occurred; either a:
None — * Prevented Patient Safety Incident, or a
* No Harm Patient Safety Incident

* Any unexpected or unintended incident which required extra
Low — observation or minor treatment and caused minimal harm, to one or
more persons.

» Any unexpected or unintended incident which resulted in further
treatment, possible surgical intervention, cancelling of treatment, or

Moderate — .
- transfer to another area and which caused short term harm, to one or
) more persons.
Severe — ' = Any unexpected or unintended incident which caused permanent or
N\ long term harm, to one or more persons.
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Patient Experience

Reporting Period

Month May / June 2026
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Trajectory for Trust Standard Complaint Closure: Actual vs.
Planned Performance
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Patient Experience

Month May / June 2026
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Patient Experience Vonthly Vi / 1une 2026

* FFT response rates improved across the Trust during May 2026 but remain below the Trust target of 20%. Outpatient Services (83.9%) and Inpatient
Services (81.0%) continue to achieve the highest recommendation scores, while the Emergency Department (64.4%) remains a key area of focus

Friends and given its high patient attendance.
Family Test »  Communication and waiting times remain the main drivers of patient dissatisfaction, consistent with themes identified through complaints and PALS
(FFT) contacts. The FFT improvement programme continues to focus on increasing response rates, strengthening divisional ownership of FFT data and

translating patient feedback into measurable service improvements.
» Divisional response rate trajectories are being finalised to support ongoing performance monitoring and improvement

» Complaints performance remains above improvement trajectory for 2026/27. With all 2025 complaints closed, good progress has been made to clear
the 2026 backlog. Four complaints were not closed within the Trust closure standard in June 2026. These cases are currently undergoing final
quality review. Improvement actions are now focused on achieving a zero-breach approach for the remainder of the year in order to meet the
performance objective.

» Complaint themes remained consistent, with communication continuing to be the most frequently reported concern. Delays in diagnosis, treatment
and results, discharge planning, continuity of care and follow-up support were also commonly raised. Additional themes included staff attitude and
compassion, clinical decision-making, and patients feeling insufficiently informed or involved in decisions about their care

* Nine complaints were reopened, primarily due to dissatisfaction with the initial response, concerns that issues had not been fully addressed, or
perceived factual inaccuracies. Of these, two have closed, four are progressing through further written responses and three are being managed
through Local Resolution Meetings. Four reopened complaints related to responses issued in previous months.

» Learning from complaint investigations continues to be shared across divisions to address recurring themes. A summary of upheld complaints will be
published on the Trust website during Q2 to support transparency and organisational learning

» PALS performance remains below the Trust target. A revised Standard Operating Procedure was implemented at the end of Q1 to strengthen triage,
escalation, oversight and timely case closure, with its impact yet to be fully evaluated

» A PALS dashboard is being tested to strengthen performance oversight and align monitoring with complaints processes. In addition, a PALS
satisfaction survey will be co-designed with patients and stakeholders in Q2 to inform service improvements

» Themes identified through PALS contacts included waiting times and access to care, appointment and referral management, and requests for
information regarding results, surgery dates and follow-up appointments. Communication remained a recurring theme and was frequently associated
with delays in care. These themes are consistent with complaints and FFT feedback

Complaints and
PALS

Parliamentary
and Health
Service
Ombudsman

Two cases remain at assessment stage, and three cases are under investigation.

Results of the 2025 Adult Inpatient Survey were shared with divisions in June 2026. Divisional action plans will be developed in response to the findings

NEHEE] SURETE and presented through the monthly Learning from Patient Experience meetings to support oversight and monitoring of improvement actions.
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R ting Period
Harms Free Care SRS
Month May / June 2026

Hospital Acquired Pressure Ulcers (HAPU) - Partial Assurance

The 2026/27 target to achieve a 10% reduction in hospital-acquired
Category 3/Unstageable Pressure Ulcers (HA C3/US PU), equating to a
maximum of 27 cases for the year (2.25 per month), was not achieved.
There were four HA C3/US PUs reported in May, exceeding the
monthly threshold. The pressure ulcers were located on the sacrum,
spine, ankle and heel.

There were a further four HA C3/US PUs reported in June, again
exceeding the monthly threshold. These were located on the buttock,
sacrum and heel, with one device-related pressure ulcer affecting the
knee

Key contributory factors identified include inconsistent completion and
scoring of pressure ulcer risk assessments, resulting in failure to identify
patients at increased risk; patients declining or not engaging with
repositioning despite this being offered by nursing staff; delays in
escalating the need for and implementing alternative pressure-relieving
equipment; failure to consistently implement heel elevation; and
inconsistent application and monitoring of a brace, contributing to a
device-related pressure ulcer.

Current remedial actions include:

Development of a pressure ulcer risk assessment completion guide by
the Clinical Practice Educators (CPEs) to support accurate Waterlow
scoring.

Ward-level education delivered by CPEs to improve the accuracy and
consistency of Waterlow risk assessments, ensuring scores
appropriately reflect patient risk.

Ongoing CPE led education reinforcing: correct pressure ulcer
categorisation; effective repositioning practices; use of repositioning
schedules; and accurate documentation of repositioning.
Collaboration with the Moving and Handling Team to support the
assessment and provision of alternative equipment for patients with
complex repositioning needs or those who decline recommended
repositioning regimes.

NHS Foundation Trust

Hospital Acquired Pressure Ulcers (Cat. 3 or above - Inc. Unstageable)
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Harms Free Care

lls - Partial Assurance

The 10% reduction target for inpatient falls has not been met for the
reporting period. 53 falls were recorded in May and 70 in June (unvalidated)
For May and June, 49% and about 60% respectively of falls were
unwitnessed, which correlates to an increased need for improved bay
observation.

95% of falls assessments were completed on admission.

Lying and standing blood pressure (LSBP) target 95-98% has not met with
compliance currently at 77%.

May recorded 1 moderate (distal clavicular fracture) and 1 severe (fractured
neck of femur) incident. Post falls management was appropriate, but
documentation of neuro-observations was inconsistent. No moderate or
severe injury for June.

ED falls numbers remains high with 9 in May and 11 in June. 5 of those falls
were unwitnessed. Business continuity and busyness during this period has
contributed to this outcome.

tions undertaken include:

Falls preventions strategies and ward base teachings alongside clinical
practice educators across medicine and surgery, including bay observation
standards and post fall documentation.

The Falls Nurse also presented falls goals at the Harms Free Grand Round
and is collaborating with the manual handling lead to support ED staff with
safe retrieval of patients following a fall, supported by daily teaching in ED
during falls awareness week. .

Requested change of terminology from supine to lying on Millenium EPR for
improving LSBP compliance percentage.
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Reporting Period
Monthly May / June 2026

Infection Prevention & Control

OVERALL TOTAL
Performance
against NHS

contract

Measure as per NHS standard contract 2025-26 Apr26 May 26 Jun26 Jul26 Aug26 Sep 26 Oct26 Nov26 Dec26 Jan27 Feb27 Mar27

E.coli blood
stream
infections

Klebsiella spp.
blood stream
infections

Pseudomona
s aeruginosa
blood stream
infections

Reduce
avoidable
MRSA blood
stream
infections

Threshold for
2026-27 not
yet set

Threshold for
2026-27 not
yet set

Threshold for
2026-27 not
yet set

Threshold:
Zero
avoidable
cases

HOHA

COHA

TOTAL

Avoidable*

Unavoidable*

R|lo|m|r|o

w|o|o|ju|b~

Avoidability
unknown*

HOHA

1**

COHA

TOTAL

Avoidable*

Unavoidable*

N|IO |IN|IN|O

Avoidability
unknown*

HOHA

O |[R|O|R|O|F

COHA

TOTAL

Avoidable*

Unavoidable*

=115 =]

o|o|o|o|o

Avoidability
unknown*

TOTAL

COHA

Avoidable*

(ED)

Unavoidable*

Avoidability
unknown*

* Hospital-onset, healthcare associated (HOHA) >3 days after admission (where day of admission is day 1)

* Community-onset healthcare-associated (COHA) < 2 days after admission and the patient was admitted in the 28 days prior to the current episode (where day 1 is date of discharge);

** in progress

Ashford and St. Peter's Hospitals

NHS Foundation Trust




. : Reporting Period
Infection Prevention & Control

Monthly May / June 2026

OVERALL TOTAL
Performance
Measure as per NHS standard contract 2025-26 Apr26 May 26 Jun26 Jul26 Aug26 Sep 26 Oct26 Nov26 Dec26 Jan27 Feb27 Mar27 e N
contract
HOHA 0 1
. COHA 1 2
Re%u‘;; Trl'ere ||si NOt TOTAL 1 3
avoidable | nationally se - "
MSSA blood | threshold for |—v2idable 0 ! 4
stream MSSA BSI Unavoidable* 1 1
infections Swift
Avoidability
x 1
unknown
2 1
HOHA Holly Swift
Cedar
COHA 2 0
g Threshold for TOTAL 4 1
Clostridioides | )¢ 56 - Avoidable* 0 0
difficile 3
29 1
Unavoidable* 3 with
learning
T 1
Avoidability under 0
unknown* .
review
Norovirus
Heron
Cherry 3and1
Outbreaks CPE 0 ongoing in
Aspen
NICU - NICU
ongoing

* Hospital-onset, healthcare associated (HOHA) >3 days after admission (where day of admission is day 1)
* Community-onset healthcare-associated (COHA) < 2 days after admission and the patient was admitted in the 28 days prior to the current episode (where day 1 is date of discharge); m
*3k

In progress Ashford and St. Peter's Hospitals

NHS Foundation Trust



: : Reporting Period
Infection Prevention and Control — Acceptable Assurance
Monthly April/May 2026
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Performance analysis is based on April and May 2026 data; June data remains subject to validation. NHS Contract performance thresholds for 2026-27
are yet to be published by UKHSA and are anticipated in July/August 2026.
Ten Escherichia coli, three Klebsiella spp. and one Pseudomonas aeruginosa bloodstream infections reported during this period. Three Klebsiella spp.
bloodstream infections were reported during this period. All cases were reviewed and assessed as unavoidable. One Pseudomonas aeruginosa
bloodstream infection was reported in April. The infection was assessed as unavoidable.
Trust-wide initiatives to reduce Gram-negative bloodstream infections continue, with particular emphasis on peripheral intravenous cannula
management, vascular access care, and compliance with aseptic non-touch technique.
One MRSA bloodstream infection was reported and reviewed. The blood culture was identified as a contaminated polymicrobial sample associated with
blood culture collection in the Emergency Department. Targeted staff education has been delivered to reinforce best practice in blood culture collection
and skin antisepsis.
Four MSSA bloodstream infections and five Clostridioides difficile infections were reported. Enhanced surveillance, antimicrobial stewardship review
and multidisciplinary learning continue to support prevention and reduce avoidable healthcare-associated infection. Enhanced surveillance and
monitoring of Clostridioides difficile cases continues to ensure timely investigation, antimicrobial stewardship review and implementation of learning
identified through post-infection reviews.
Three outbreaks were declared during April (two Norovirus and one Carbapenemase-Producing Enterobacteraciae transmission event), all of which
have since been closed. Enhanced surveillance and multidisciplinary oversight of the ongoing Neonatal Intensive Care Unit MRSA outbreak continue to
provide assurance that appropriate control measures remain in place.
Sustained Infection Prevention and Control surveillance, assurance and implementation of learning continue to minimise avoidable healthcare-
associated infection, improve patient safety and support compliance with national standards and NHS Contract requirements.

Ashford and St. Peter's Hospitals

NHS Foundation Trust



Surgical Site Infections

Surgical site infection (SSI) surveillance has been established for

hip replacement procedures, including primary and revision surgery

for fractured neck of femur (NOF). In line with United Kingdom

Health Security Agency (UKHSA) protocol requirements,

hemiarthroplasty and open reduction internal fixation (ORIF)

procedures are excluded.

» Continuous reporting of hip and knee replacement SSI data to
the UKHSA has commenced, supporting a more precise rate
estimation from a larger cumulative data set, and compliance
with Getting It Right First Time (GIRFT) accreditation
requirements at The Surrey Surgical Centre.

» Expansion of orthopaedic surveillance and continued UKHSA
reporting strengthen organisational oversight, benchmarking
capability and compliance with national quality standards.

* An SSI Nursing Champions Study Day is planned for September
2026 at Ashford Hospital, aimed at improving frontline staff
knowledge and engagement to promote dissemination of
consistent best practice. The event will include multidisciplinary
speakers and external partners, with nursing colleagues from
Royal Surrey Hospital also attending. This will provide an
opportunity to share learning, celebrate success, showcase the
SSI surveillance programme, and strengthen collaborative
working across organisations.

* The increase in the knee replacement SSI rate observed in April
was attributable to two patient-reported infections diagnosed
and managed in the community. This demonstrates robust case
ascertainment rather than a confirmed deterioration in surgical
practice.

* One readmission following caesarean section SSI was reported
in April. The patient was treated successfully for a superficial
infection without requiring further surgical intervention,
suggesting timely recognition and treatment, reducing the risk of
progression to more severe infection. All remaining SSls were
superficial and managed in outpatient or community settings.

» All SSis following hip replacement surgery were patient-reported
and managed within the community.

Reporting Period

Month April 2026
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: Reporting Period
Safe Staffing

Month April 2026

The data presented reflects care hours per patient day, average percentage fill rates against planned and where these vary from acceptable KPIs an exception report narrated by the DCNs.
This submission sets out to support evidence of planning, right skills and detection of red flags. Key KPIs drawn out in the exception report include CPPD less than 6 hours, percentage fill
rate less than 90% (of concern), percentage fill rate of less than 80% (requires focussed action).

Da g are Ho Per Patient D PPD Da g
ati
d ta ta ta o ta ta ta o - g d g d g d | 5 g d g d
Total 38,7687.00 | 36,756.75 | 23,239.00 | 22,978.75 0.00 | 647.00 | 1,380.00 | 713.00 |29,025.50 | 28,202.63 |19,382.75 | 20,360.00| 0.00 107.60 | 645.00 | 741.75 13,328 487 325 0.06 0.11 0.00 0.00 8.29 95% 99% 97% 105%
Dick 110 - TRAUMA & 1.288.00 | 908.50 | 966.00 | 695.75 0.00 0.00 0.00 0.00 77400 | 52675 | 74125 | 408.50 0.00 0.00 0.00 0.00 235 6.11 4.70 0.00 0.00 0.00 0.00 10.81
\ckens | oRTHOPAEDICS : ' : '

100 - GENERAL

Eliot SURGERY §29.00 | 529.00 | 26450 | 316.25 0.00 0.00 0.00 0.00 47300 | 440.75 | 207.00 | 22575 0.00 0.00 0.00 0.00 9% 10.32 577 0.00 0.00 0.00 0.00 16.08 100% 120% 93% 109%

CAU 300 - GENERAL

AU |VEDICINE 2415.00 | 2,277.00 | 2,070.00 | 2,081.50 [ 0.00 115.00 0.00 0.00 | 225750 | 2,126.50 | 1.935.00 | 1,967.25 [ 0.00 75.25 0.00 0.00 930 474 4.35 0.20 0.00 0.00 0.00 9.30 94% 101% 94% 102%
301 -

Cedar  [oacrooenTEROLOGY | 172500 | 1.713.50 | 1,380.00 | 132250 [ 0.00 0.00 0.00 0.00 967.50 | 1,021.25 | 1.290.00 | 1,290.00 [ 0.00 0.00 0.00 0.00 671 4.08 389 0.00 0.00 0.00 0.00 7.97 99% 96% 106% 100%
110 - TRAUMA &

Heon | oomhopaEDIcS 1.147.50 | 1.147.50 | 1.147.50 | 108825 | 0.00 0.00 0.00 0.00 667.00 | 645.00 | 999.75 | 967.50 0.00 0.00 0.00 0.00 448 4.00 4.52 0.00 0.00 0.00 0.00 8.52 100% 92% 97% 97%
430 - GERIATRIC

Chemy | EDICINE 1,725.00 | 1.495.00 | 1,380.00 | 1,2563.50 | 0.00 23.00 0.00 0.00 96750 | 956.75 | 1.290.00 | 140825 | 0.00 0.00 0.00 0.00 630 389 423 0.04 0.00 0.00 0.00 8.15 87% 91% 99% 109%

Chestnut xédlgisEmRAmRv 241500 | 2,357.50 | 1,725.00 | 1,702.00 | 0.00 0.00 0.00 0.00 1,935.00 | 1,956.50 | 1,612.50 | 1,601.75 | 0.00 0.00 0.00 0.00 1,001 431 330 0.00 0.00 0.00 0.00 761 98% 99% 101% 99%
100 - GENERAL

Falcon |5 rGERY 1,725.00 | 1.621.50 | 1,725.00 | 1,667.50 | 0.00 0.00 0.00 000 | 129000 | 127925 | 967.50 | 102125 [ 0.00 0.00 0.00 0.00 918 316 293 0.00 0.00 0.00 0.00 609 94% 7% 99% 106%
430 - GERIATRIC

Holly  |epione 1,725.00 | 2.024.00 | 1,380.00 | 1,449.00 | 0.00 11.50 0.00 0.00 967.50 | 1,118.00 | 1.290.00 | 148350 [ 0.00 0.00 0.00 0.00 834 3 3852 0.01 0.00 0.00 0.00 7.30 117% 105% 116% 115%
100 - GENERAL

Kingfisher [\ F o 172500 | 1,759.50 | 1,725.00 | 162150 [ 0.00 0.00 0.00 0.00 129000 | 1,365.25 [ 967.50 | 989.00 0.00 0.00 0.00 172.00 935 334 279 0.00 0.18 0.00 0.00 632 102% 94% 106% 102%
300 - GENERAL

Maple | eni g 1,725.00 | 1,736.00 | 1,380.00 | 1,403.00 | 0.0 0.00 0.00 0.00 967.50 | 1,021.26 | 1.290.00 | 1,333.00 [ 0.00 0.00 0.00 0.00 871 347 314 0.00 0.00 0.00 0.00 6.31 101% 102% 106% 103%
315 - PALLIATIVE

May MEDICINE 1,380.00 | 1.207.50 | 1,035.00 | 1,012.00 | 0.00 17550 0.00 0.00 967.50 | 96750 | 967.50 | 989.00 0.00 0.00 0.00 0.00 570 382 351 0.31 0.00 0.00 0.00 763 88% 98% 100% 102%

g’:ﬂ] ;?R'Giwzm 132250 | 1.242.00 | 506.00 | 494.50 0.00 0.00 0.00 0.00 66650 | 645.00 | 33325 | 32250 0.00 0.00 0.00 0.00 511 369 1.60 0.00 0.00 0.00 0.00 529 94% 98% 97% 97%
110 - TRAUMA &

Swan | pTHOPAEDICS 2415.00 | 2415.00 | 1.725.00 | 1.696.25 | 0.00 0.00 0.00 0.00 | 161250 | 1.612.50 | 1.612.50 | 161250 [ 0.00 0.00 0.00 0.00 1,048 384 316 0.00 0.00 0.00 0.00 7.00 100% 98% 100% 100%

Ash 420 - PAEDIATRICS 2,070.00 | 2.070.00 | 345.00 | 391.00 0.00 0.00 0.00 0.00 | 161250 | 1612.50 | 32250 | 430.00 0.00 0.00 0.00 0.00 I 9.85 2.20 0.00 0.00 0.00 0.00 12.04 100% 113% 100% 133%

é”;ﬂlﬂ 501 - OBSTETRICS 1,380.00 | 1,225.00 | 1,035.00 | 897.50 0.00 0.00 0.00 0.00 1,290.00 | 1,214.76 | 32250 | 63425 0.00 0.00 0.00 0.00 646 378 237 0.00 0.00 0.00 0.00 6.15 89% 87% 94% 197%

Labour 501 - OBSTETRICS 3.105.00 | 3.216.00 | 690.00 | 610.50 0.00 0.00 0.00 0.00 | 290250 | 3.047.63 | 654.00 | 623.50 0.00 0.00 0.00 0.00 321 19.51 384 0.00 0.00 0.00 0.00 2336 104% 88% 105% 95%

Abbey

Birth 501 - OBSTETRICS 690.00 | 615.25 0.00 339.26 0.00 0.00 0.00 0.00 645.00 | 559.00 0.00 32250 0.00 0.00 0.00 0.00 18 6524 36.76 0.00 0.00 0.00 0.00 102.00 89% - 87% -

Centre
300 - GENERAL

Willow [N 2,070.00 | 2.484.00 | 1.380.00 | 1.610.00 | 0.00 184.00 0.00 0.00 | 161250 | 2.150.00 | 1.290.00 | 1.354.00 [ 0.00 32.35 0.00 0.00 990 468 299 0.22 0.00 0.00 0.00 7.89 120% 117% 133% 105%

NICU 420 - PAEDIATRICS 4.485.00 | 3,243.00 | 0.00 0.00 0.00 000 | 1380.00 | 713.00 | 4,192.50 | 2,967.00 [ 0.00 0.00 0.00 0.00 645.00 | 569.75 503 12.35 0.00 0.00 255 0.00 0.00 14.90 - -
300 - GENERAL

Swif VEDIGINE 1,725.00 | 1.472.00 | 1.380.00 | 1,367.00 | 0.00 138.00 0.00 0.00 967.50 | 967.50 | 1.290.00 | 1.376.00 [ 0.00 0.00 0.00 0.00 780 3.13 3.50 0.18 0.00 0.00 0.00 6.81 85% 98% 100% 107%

Areas with fill rates >100% are recorded on the exception report and monitored through the monthly NMAHP scrutiny meeting. These variations are largely due to enhanced
care requirements; recruitment to substantive posts is underway. Red flag reporting shows continued improvement, with DCN review confirming no staffing-related harm
incidents in either month.

Good progress is being made with the implementation of Allocate. Four early adopter areas are now live on SafeCare. While data entry requires further coaching, teams are
engaging positively with support.



Safe Staffing

t 0
t 0 t o 0 o ont o .
Total 50,519.20 | 46,078.50 | 27,600.00 | 26,550.00 | 0.00 | 966.00 | 1,426.00 | 609.50 |39,323.50 | 37,533.63 | 22,661.00 [ 23,994.00| 0.00 10.75 | 666.50 | 602.00 16,672 5.02 3.03 0.06 0.07 0.00 0.00 8.18 91% 96% 95% 106%

110 - TRAUMA &

Dickens | \oTHOPAEDICS 1426.00 | 989.00 | 1,069.50 | 908.50 0.00 103.50 0.00 0.00 99975 | 677.25 | 99975 | 54825 0.00 0.00 0.00 0.00 33 496 432 031 0.00 0.00 0.00 960 85%

Eliot ‘SUJ’R'G(;E:,ERAL 1,069.50 | 58650 | 713.00 | 350.75 0.00 0.00 0.00 0.00 66650 | 516.00 | 66650 | 22575 0.00 0.00 0.00 0.00 166 664 347 0.00 0.00 0.00 0.00 10.11

ECAA“;JU} :fgdlgﬁgﬂm 249520 | 226550 | 2,139.00 | 2,15050 | 0.00 115.00 0.00 000 |[233275 | 2,171.50 | 1999.50 | 2,021.00 | 0.00 0.00 0.00 0.00 979 453 4.26 012 0.00 0.00 0.00 891 91% 101% 93% 101%
301 -

Cedar  |SasTRoENTEROLOGY | 178250 | 1.805.50 | 1426.00 | 1483.50 | 0.00 0.00 0.00 0.00 999.75 | 1,193.26 | 1.333.00 | 1,376.00 | 0.00 0.00 0.00 0.00 699 4.29 4.09 0.00 0.00 0.00 0.00 838 101% 104% 119% 103%
110 - TRAUMA &

Heron | ooropAEDICS 1,069.50 | 1,046.50 | 1.069.50 | 1,012.00 | 0.00 0.00 0.00 0.00 666.50 | 66650 | 99975 | 999.75 0.00 0.00 0.00 0.00 487 352 413 0.00 0.00 0.00 0.00 765 98% 95% 100% 100%
430 - GERIATRIC

Chery  |venione 1,782.50 | 1.472.00 | 1.426.00 | 1.357.00 | 0.00 23.00 0.00 0.00 999.75 | 999.75 | 1.333.00 | 1.440.50 | 0.00 1075 0.00 0.00 662 362 4.10 0.05 0.00 0.00 0.00 7.78 83% 95% 100% 108%

Chestnut ;‘g&;&?'m‘rom 249550 | 2.323.00 | 1,782.50 | 1,702.00 | 0.00 23.00 0.00 000 | 199950 | 1,999.50 | 1666.25 | 1.65550 | 0.00 0.00 0.00 0.00 1,068 4.05 ERES 0.02 0.00 0.00 0.00 721 93% 95% 100% 99%
100 - GENERAL

Falcon SURGERY 1,782.50 | 1,748.00 | 1,782.50 | 1,610.00 0.00 0.00 0.00 0.00 1,333.00 | 1,333.00 | 999.75 | 1,193.25 0.00 0.00 0.00 0.00 951 324 295 0.00 0.00 0.00 0.00 6.19 98% 90% 100% 119%
300 - GENERAL

Holly  |MepicnE 1,782.50 | 173075 | 1.426.00 | 146050 | 0.00 23.00 0.00 0.00 99975 | 1,042.75 | 1333.00 | 1,537.25 | 0.00 0.00 0.00 0.00 871 318 344 0.03 0.00 0.00 0.00 6.65 97% 102% 104% 115%
100 - GENERAL

Kingfisher | o) 1o~ oy 1,782.50 | 1,897.50 | 1,782.50 157550 | 0.00 0.00 0.00 0.00 133300 | 148350 | 99975 | 101050 | 0.00 0.00 0.00 0.00 970 349 267 0.00 0.00 0.00 0.00 615 106% 88% 1M11% 101%
300 - GENERAL

Maple  [Gor e 176260 | 1,805.50 | 1426.00 | 152950 | 0.00 0.00 0.00 0.00 99975 | 999.76 | 1333.00 | 1.569.50 | 0.0 0.00 0.00 0.00 900 312 344 0.00 0.00 0.00 0.00 656 101% 107% 100% 118%
315 - PALLIATIVE

May MEDICINE 1,426.00 | 1,207.50 | 1,069.50 [ 1,046.50 | 0.00 149.50 0.00 0.00 99975 | 999.75 | 99975 | 999.75 0.00 0.00 0.00 0.00 589 375 347 025 0.00 0.00 0.00 748 85% 98% 100% 100%

Robin 1100 - GENERAL 7 156 0.00 0.00 0.00 0.00 529 %6% 93% 100% 100%

(SAU) SURGERY 1,322.50 | 1,265.00 | 506.00 47150 0.00 0.00 0.00 0.00 666.50 666.50 33325 333.25 0.00 0.00 0.00 0.00 51 374 .
110 - TRAUMA &

SWan | AnTHOPAEDICS 249550 | 2,42650 | 1,782.50 | 1,759.50 | 0.00 0.00 0.00 000 | 166625 | 1,666.25 | 166625 | 1.720.00 | 0.00 0.00 0.00 0.00 1,085 377 321 0.00 0.00 0.00 0.00 6.98 97% 99% 100% 103%

Ash 420 - PAEDIATRICS 2,139.00 | 2.070.00 | 356.50 | 356.50 0.00 0.00 0.00 0.00 | 166625 | 1.655.50 | 33325 | 333.25 0.00 0.00 0.00 0.00 427 8.72 162 0.00 0.00 0.00 0.00 10.34 97% 100% 99% 100%

é“;nlm 501 - OBSTETRICS 1426.00 | 1,322.00 | 1,069.50 | 898.00 0.00 0.00 0.00 000 | 133300 | 122650 | 33325 | 645.00 0.00 0.00 0.00 0.00 735 347 210 0.00 0.00 0.00 0.00 557 93% 84% 92% 194%

Labour  |501 - OBSTETRICS 3,208.50 | 3.253.00 | 713.00 | 616.50 0.00 0.00 0.00 0.00 | 299925 | 3.010.00 | 66650 | 634.25 0.00 0.00 0.00 0.00 332 18.86 3 0.00 0.00 0.00 0.00 2263 101% 86% 100% 95%

(Abbey

Birth 501 - OBSTETRICS 713.00 592.25 0.00 316.25 0.00 0.00 0.00 0.00 666.50 628.88 0.00 333.25 0.00 0.00 0.00 0.00 13 9393 49.96 0.00 0.00 0.00 0.00 143.89 83% - 94% -

Centre
300 - GENERAL

Willow | eniome 2,139.00 | 1,955.00 | 1.426.00 | 1,380.00 | 0.00 161.00 0.00 000 | 166625 | 1,666.25 | 1,333.00 | 1,333.00 | 0.00 0.00 0.00 0.00 1,040 348 261 0.15 0.00 0.00 0.00 625 91% 97% 100% 100%

NICU  |420 - PAEDIATRICS 4,634.50 | 3,116.50 |  0.00 0.00 0.00 000 | 1426.00 | 609.50 | 4,33225 | 2,902.50 [ 0.00 0.00 0.00 0.00 666.50 | 602.00 474 1270 0.00 0.00 2.56 0.00 0.00 15.25 = =
300 - GENERAL

Swit MEDICINE 1,782.50 | 1,495.00 | 1426.00 | 1,36275 | 0.00 46.00 0.00 0.00 99975 | 999.75 | 1333.00 | 149425 | 0.00 0.00 0.00 0.00 806 310 354 0.06 0.00 0.00 0.00 670 84% 96% 100% 112%
328 - STROKE

Aspen | EDiONE 2,852.00 | 2.518.50 | 1,069.50 | 1,322.50 | 0.00 0.00 0.00 000 | 233275 | 2074.75 | 999.75 | 143425 | 0.00 0.00 0.00 0.00 369 474 291 0.00 0.00 0.00 0.00 765 88% 124% 89% 149%

Bradley |929 - NEURO-

y 713.00 63250 | 1426.00 | 1,196.00 0.00 322.00 0.00 0.00 999.75 999.75 33325 344.00 0.00 0.00 0.00 0.00 620 263 248 052 0.00 0.00 0.00 564 89% 84% 100% 103%

Unit REHABILITATION

Iy ;:émg;zgm CARE | 392150 | 4.266.50 | 35650 | 247.2 0.00 0.00 0.00 000 | 366575 | 3,999.00 | 33325 | 31175 0.00 0.00 0.00 0.00 336 24.60 166 0.00 0.00 0.00 0.00 26.26 109% 109% 94%

BACU  [320 - CARDIOLOGY 249550 | 2.288.50 | 35650 | 437.00 0.00 0.00 0.00 000 | 199950 | 195650 | 33325 | 44075 0.00 0.00 0.00 0.00 620 6.85 142 0.00 0.00 0.00 0.00 826 92% 123% 98% 132%

Dickens Ward (April-May): Reduced activity resulted in lower staffing requirements; levels were adjusted accordingly to match demand.

Eliot Ward (May): Patient numbers decreased and staffing was reduced in line with activity. The ward also functioned as an escalation area, with staffing regularly reviewed
against patient acuity and dependency.

Most areas reported sickness rates below 3% in April, with higher rates were noted in Aspen, Swift, Endoscopy and SDEC; however, improvement was seen in May. This is
monitored monthly through the NMAHP scrutiny meeting.



:
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Monthly April / May 2026

Maternity RN/M % Actual vs Planned
Daily staffing review continues via the 09:30 Maternity Safety Huddle with 98% - 57%
dynamic redeployment and escalation arrangements to maintain safe care 97% 1 gen
delivery. The labour ward is currently showing a fill rate of > 100%. The second 96% 14
Band 7 (Maternity Operations Coordinator) role was previously supernumerary. zi% To5% 5% 95%
% .

However, since November 2025 this role has been incorporated into the clinical

midwifery numbers. A Birthrate Plus review has been completed and awaiting f’:

sign off by the board. oo | o1

The Abbey Birth Centre (ABC) is currently showing a fill rate of mostly < 90% . 0% , : : } |
ABC is a midwifery led unit caring for low risk women and there are not always Mar '26 Apr'26 May '26 Jun'26 Jul'26 Aug '26
women suitable for admission. During periods of high acuity elsewhere and low -e-RN Day --RN Night

activity on ABC, midwives are redeployed to support other areas. However,

when a suitable woman presents a midwife is allocated to provide care on ABC “ May

and where this is not possible the woman continues their care on Labour ward. Maternity Clinical Areas

Day Night

Any instance where a suitable woman is unable to access ABC and is instead
cared for on Labour ward is reported via Datix and investigated.

. . . . Joan Booker (antenatal/postnatal 89% 94% 93% 92%
Joan Booker Ward showed a fill rate of >90% during the day in April due to ward) ( /p ° 0 0 ’
lower patient acuity levels on a number of shifts during the month.
Compliance with key quality indicators continues to be maintained, including Labour Ward/Triage 103%  105%  101%  100%
100% compliance with 1:1 care in established labour and 100% achievement of
supernumerary Labour Ward Coordinator status. Abbey Birth Centre 89% 86% 83% 94%
1:1 Care in active labour — Target 100%
Description Jun-25 Jul-25 Aug-25 Sep-25 Oct-25 Nov-25 Dec-25 Jan-26 Feb-26 Mar-26 Apr-26 May-26
# instances - Any occasion when one midwife is not able to provide continuous one-to-one care and support to 0 0 o] 0 0 o] 0 0 o] 0 0 0
a woman during established labour
Total number of instances 161 167 167 164 156 155 141 148 120 186 176 185
% of instances - Any occasion when one midwife is not able to provide continuous one-to-one care and 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
support to a woman during established labour
Labour ward coordinator with supernumerary status — 100%
Description Jun-25 Jul-25 Aug-25 Sep-25 Oct-25 Nov-25 Dec-25 Jan-26 Feb-26 Mar-26 Apr-26 May-26
# instances - Labour Ward Co-ordinator not supernumerary 0 0 0 0 0 0 0 0 0 0 0 0
Total number of instances 161 167 167 164 156 159 141 148 120 186 176 185
% of instances - Labour Ward Co-ordinator not supernumerary 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

INHS|

Ashford and St. Peter's Hospitals

NHS Foundation Trust
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Monthly April / May 2026

NICU

Nursing staff ratios/numbers are reviewed twice daily and scored Day Night Day Night
against the Perinatal scoring tool which reflects local unit policy

for NICU safe staffing levels. Mitigations put in place by senior NICU — RN 72% 71% 67% 67%
nursing leadership team and NIC, when unable to mitigate target >809% fill

staffing levels Red flag procedure followed and datixed. rate

Vac'a'ncy rate-s are being addressed with opgoing support for Sickness rates - 5 6.29%
additional training of QIS nurses and recruitment events.

Sickness rates show an increase in April and May. Safe Staffing 0 1

Related Datix

.BAF.,M Cot numbers BAPM RN Staffing
Guideline for .
agreed at requirement (100%
LIS, DL Network Occupancy)
Staffing pancy
ITU 1:1 (OIS Band 5/6) 8 9
HDU 1:2 (Non-OIS Band 5) 8 4
SCBU 1:4 (Band 4/5) 10 3
Band 5 16.11 22.09 +37%
Band 6 43.66 32.43 26%
Band 7 12.59 11.18 11%

NHS

Ashford and St. Peter's Hospitals

NHS Foundation Trust



2026-2027

Patient Safety Incident Reporting Rates

Reporting Period

May/June 2026

Patient Safety Incidents (All Incidents)
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Summary

696 patient safety incidents were reported in May 2026, and 669 reported in June 2026. This equates to 39.5 incidents per 1000 bed days overall in May
2026 (June 2026 data currently unavailable), and 2.0 moderate and above harm incidents per 1000 bed days. NHSE’s most recent published recording
rates per 1000 bed days for all incidents at acute Trusts ranged from 9 to 124, with the average being 63 incidents per 1000 bed days.




.
Reported Incidents Monthly May / June 2026

PSII’s and Never Events
No new PSII’s and never events reported
Two PSlls remain open, with one overdue for completion, which is being monitored at the Patient Safety Governance Meeting.

Fatal Harm Incidents

Three fatal harm incidents were reported (final level of harm subject to investigation completion). Two have been referred to HM Coroner and all are subject
to a learning response under the Patient Safety Incident Response Framework (PSIRF). The incident themes are:

* miscommunication between teams

* inpatient falls resulting in intracranial haemorrhage

» treatment delays or reactions

Severe Harm Incidents

Five incidents were initially reported as severe harm incidents. All are subject to a learning response under PSIRF. The incident themes are:
 inpatient fall resulting in a fracture requiring surgery

* incorrect reporting of cervical screening sample resulting in delayed cancer diagnosis

» treatment delays — venous thromboembolism prophylaxis and sepsis treatment

» delayed cancer diagnosis following loss to follow up

Moderate Harm Incidents

60 moderate harm incidents reported. All are subject to a learning response under PSIRF. The incident themes are:

» Water quality issue within sterile services resulting in calcium deposits on surgical equipment — the number of patients affected is to be confirmed.
* Treatment delays (19 incidents)

» Hospital acquired pressure ulcers (12 incidents)

» Unplanned return to theatres (4 incidents)

* Incorrect reporting of cervical screening sample (2 incidents)

» Birth complications (2)

. .. Date Date due for

Emerging Risks; Treatment delays — cord
compression

UEC / GSM 3/10/25 3/12/25 Overdue. Ongoing investigation.

Death whilst under mental health section UEC / SABP 1/4/26 1/7/26 Ongoing investigation — within timeframe



. .
Incidents Closed in May and June 2026 Vonthly  ——

PSlis and Never Events

Two never events and four PSlls were closed during this period. One incident thought to be a never event at the time of reporting, has been proven on
completion of the learning response to not be a never event. The retained stylet was a fixed part of the central venous catheter (VASCATH) which whilst
requiring removal for the VASCATH to be used, was safe to remain in situ prior to use. Learning and actions from these incidents include:

* Implementation of a protocol/LocSSIP for eye injections and review of the eye injection clinic workflow to minimise the risk of pathway deviations
» Awareness of the risk of physiological compensation and of false reassurance from low NEWS2 scores in young patients

* Improved communication with patients and primary care about their ongoing conditions and long-term outcomes

» Clear and contemporaneous documentation by staff regarding treatment plans, patient discussions and decisions

» Direct clinician-to-clinician communication, both in-hours and out-of-hours, to ensure timely and accurate transfer of clinical information.
 Structured multidisciplinary (MDT) morning handover within the catheter laboratories and Trust guideline for management of complete heart block
* Integration of echocardiogram reports within Cerner to support timely review and clinical decision-making

+ Introduction of written compatibility reference charts in theatres

* Implementation of a VASCATH LocSSIP

» Development of an escalation pathway for women being cared for as an inpatient during the postnatal period who require obstetric review

Severe Harm Incidents
Two incidents were closed. Learning and actions from these incidents include:

» Development of an ENT / ED flowchart and pathway for referrals /liaison
* Importance of undertaking a thorough falls risk assessment and ensuring the provision of mobility aids as required

Moderate Harm Incidents
Five incidents were closed. Learning and actions from these incidents include:

» Persistent pain inconsistent with imaging findings should prompt repeat assessment and imaging

» Implementation of a structured MDT approach at board rounds, integrating physiotherapy, nursing and medical assessments
+ Avoidance of confirmation bias and diagnostic tunnel vision

* Reduced reliance on copied documentation; ensuring fresh clinical reasoning is recorded

+ Development of imaging escalation guideline for frail fallers with persistent pain

» Development of a standard operating procedure for opening a second emergency theatre

* Amalgamation of the Intensive Care NG Policy with the Trust Insertion and Management of Nasogastric and Orogastric Feeding Tubes Policy
» Review of the nasal retention device guidance and trial of alternative devices to determine patient and staff preference.

» Standardisation of handover when patients move between trauma and elective pathways

* Review, revise and recirculate the standardised priority level of treatment (PLOT) framework

» Training for ward staff on documentation of falls assessments and lying/standing blood pressures



Overdue Patient Safety Learning Response and Duty of Candour

Overdue Incidents

Significant progress has been made in completing the overdue PSIlI's
and Never Events, with five of the six overdue incidents being closed.
One overdue PSII remains open, with a further one open within
timescale.

Focus has turned to completing the overdue fatal and severe harm
incidents, which have reduced from 13 overdue in April 2026 to 6
overdue incidents at the end of June 2026, with those required by HM
Coroner being prioritised. The Trust aims to have zero overdue severe
and fatal harm incidents by the end of Q2 2026-2027.

There has also been a significant improvement in the review and closure
of overdue moderate harm incidents with those reducing from 42 in April
2026 to 18 at the end of June 2026.

There are 201 incidents (all harm levels) reported before 01/04/2026 that
remain open, this has reduced from 369 in April 2026.

Incidents reported after 01/04/2026 all remain within timescale for
completion (3 months from date reported).

Duty of Candour (DoC)

Duty of Candour continues to be a focussed agenda item at the monthly
safety governance meeting. A monthly report is provided to the Divisions
with all incidents with statutory DoC outstanding.

The backlog of written DoC for 2025-2026 has been significantly reduced
with only 13 now outstanding (4 cases for GSM, 3 cases for GSACT, 2
cases for DTC and 3 cases for UEC). Plans for completion of these have
been agreed at the safety governance meeting on 03/07/2026.
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Monthly

Overdue incidents reported on or before
31/03/2026

All overdue PSlls and Never Events reported

(to be completed within 60 days)

All overdue fatal or severe harm incidents

reported (to be completed within 28 days) 3 B
All overdue moderate harm incidents 0 42
All overdue incidents (all harm levels) 0 369

completed within 6 months) 5 5
All overdue fatal or severe harm incidents (to 0 0
be completed within 3 months)

All overdue incidents (all harm levels) (to be <25 0
completed within 3 months)

Duty of Candour (DoC) May
Verbal DoC completed 87 65
Initial written DoC Completed 95% 47 41
Achieve a 25% increase in formal
feedback (patients and/or family
received formal feedback within
10 days of closure of moderate or o
above harm incidents). 73% by

Q4 2026-  100* 100*
*not all incidents closed for this 2027

month — data likely to change

** no incidents closed for this
month

8

20

248

Open and overdue incidents reported after ot Ma Jun
01/04/2026 arg y

All open PSlIs and Never Events (to be
completed within 6 months)
All overdue PSllIs and Never Events (to be

Jun

59
24

*%

Reporting Period

May / June 2026

o[ [

6

18

201

YTD

70
37

100



PSIRF, National Patient Safety Alerts and Martha's Rule Vionthly i ue 2026

PSIRF Update
Thirty staff members are booked to attend learning response (swarm huddle and after-action review) training in July 2026, a second date in October 2026
has been circulated. Bespoke swarm training for labour ward coordinators and the Trust’s safeguarding team has also been arranged.

Two-day learning response lead and engagement lead training has been arranged for September 2026 and November 2026, respectively. Oversight lead
training has also been arranged for October 2026 for divisional triumvirates, heads of nursing and governance leads, to support the review and approval of
high-quality learning response reports.

A patient safety conference is in development with RSCH, with a provisional date agreed for 18/09/2026.

An additional two members of the central patient safety team are due to commence the Level 3 and 4 Patient Safety Syllabus course in September 2026.
This will enhance the skills of the central safety team to enable them to effectively support the divisions with learning from safety incidents.

The incident reporting form has been augmented to reduce the number of fields a reporter is required to complete, whilst maintaining the mandatory fields
for the Learning from Patient Safety Events portal (NHSE hosted). This is currently in the testing phase with an aim to go live in July 2026. Additional Datix
optimisation continues locally, alongside the joint procurement process with RSCH for an integrated governance/incident management system.

National Patient Safety Alerts

No new NPSAs have been received. Two have been closed during this period. Three remain open:

+ Valproate use in new and existing female patients — awaiting ICB led actions to be completed

* Incorrect recording of a penicillin allergy as a penicillamine allergy — all identified patients reviewed. Development of automated reporting for ongoing
monitoring in progress.

» Delayed administration of rasburicase for tumour lysis syndrome — ongoing exploration of nursing competency to administer when required

Martha’s Rule

The patient wellness questionnaire (PWQ) went live across all adult in-patient areas at St Peter’s Hospital in June 2026. Auditing of compliance will be
included in the monthly ward audits. The PWQ is already included in the Paediatric Early Warning Tool. The PWQ and Martha's Rule resources have been
shared across all clinical staff including support staff and allied health professionals alongside several short Q&A sessions at relevant forums. Key
messaging follows the 'Ask regularly, Listen carefully, Act promptly' mantra to maximise the opportunity to detect and manage deterioration early, and
optimise patient safety.

The calls to the Martha's Rule dedicated number are set to start at the beginning of August 2026. It is anticipated this will be for adult in-patients and
paediatrics, with Emergency Department and Maternity patients later in the financial year.

The quality priorities for Martha’s Rule will be reported on from Q3 onwards, following the rollout of the patient wellness questionnaire and escalation call
process during Summer 2026.



. :
Learning from Inquests and Claims Vionthly Viay / June 2026

Learning from Inquests
We continue to await the indicated Prevention of Future Deaths (PfD) report from HM Coroner as highlighted in the previous report. Actions continue to be
taken to address the concerns identified by the relevant Division.

Four inquests were closed during this period, two of which had MDT investigations under PSIRF that were submitted to HM Coroner. HM Coroner was
satisfied with the evidence provided and no PfDs were issued. Learning and actions from these inquests included:

* Review and update of the lung MDT pathway including guidance on when to consider a CT guided lung biopsy
* Introduction of a lung biopsy patient leaflet
* Amendments to the consent pathway, to include RESPECT discussions

New Claims

11 new letters of claim received during this period. One medium value claim for DTC relating to incorrect cervical smear reporting and delayed diagnosis of
cervical cancer. One high value claim for GSM related to a delayed diagnosis and therefore delayed and extended treatment. This case is also a complaint
and being reviewed under PSIRF.

One letter of naotification of claim was received, however this has been rejected by NHSR as it did not meet their criteria.

Closed Claims
Following the launch of NHS Resolutions (NHSR) new case hub, the Trust are no longer notified of claim closures in real time. NHSR are aware of the
challenges with the current data sets and the inability to review closed claims in real time, however, have provided no date for resolution of this issue.

The annual scorecard is due for publication by NHSR in August 2026. We anticipate being able to provide a full update on closed cases once this is
received.
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[with partial June data]

The NHS England website has a range of resources to support Boards using the Making Data Count methodology.
This includes a number of videos explaining the approach (with case studies) and can be accessed here > https://www.england.nhs.uk/publication/making-data-count/
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A&E 4 Hour Performance

Reporting Period

Emergency Care

Monthly June 2026
4hr Performance (Type 1 ED only) vs Plan 4hr Performance (All Types) vs Plan
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6‘3 o Arrivals & Ambulance Performance Emergency Care

Monthly June 2026

A&E Monthly Average Daily Attendances (SPH)
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Reporting Period
Emergency Care

Monthly June 2026

A&E Performance

No. & % of Patients Spending Longer Than 12hrs in ED vs Plan
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Reporting Period

Emergency Care
Monthly June 2026

Paediatrics A&E 4hr Performance - Type 1

100%
90%
80%

70%

B mm M

60%
50%

40%

e Paediatric A&E 4hr Performance - Type 1

N

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

= = = Type 1 Target 95%

Paediatrics
Activity remained high through the ED in May 2026.

The Children’s and Young People’s ED Performance
reduced from 85.3% in March to 75.1% in May.

Although the use of the Paediatric Observation
Area continued during May, the supernumerary
nurse in charge and twilight ED doctor pilots have
now stopped. A business case is in development to
request approval to substantiate these changes, as
well as to review paediatric resident doctor cover
to support improvements in performance, jointly
led between WHP and UEC

The team also continue to work together to

Paediatric (<16 years) A&E Attendances (Type 1 Only)

address the recommendations made by the
Paediatric ED Regional Clinical Advisor, with some

2000
1800 51 o Sl Sl 50 3 °0 actions now complete and others still work in
1o 44 5 44 45 50 progress. These include the capital development of
§ 100 39 40 40 the Paediatric Assessment Unit, the option of
< 32 40 navigation by a paediatric trained nurse, the
2 1200 proposal to increase ED senior doctor cover during
& 1000 30 twilight periods (which will form part of the
f_'; 800 20 business case), along with clinical pathway
5 600 improvements, monitoring of agreed core clinical
" 00 10 standards and expansion of Point of Care testing.
200
0 0 The increase in Mental Health attendances seen in
Apr-25 May-25 Jun-25  Jul-25  Aug-25 Sep-25 Oct-25 Nov-25 Dec-25 Jan-26 Feb-26 Mar-26 Apr-26 May-26 Jun-26 Apr|| has now resolved.
. Total Attendances Average Daily Attendances
\EGEE AN E TP L L TN ON S CREETEE Apr-25 | May-25 | Jun-25 | Jul-25 | Aug-25 | Sep-25 | Oct-25 | Nov-25 | Dec-25 | Jan-26 | Feb-26 | Mar-26 | Apr-26 | May-26 | Jun-26
Total Number of Patients | 0 0 0 0 0 1 1 0 2 1 0 1 9 0 2
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Hospital Flow

Reporting Period

Monthly June 2026

Emergency Care

Average Length of Stay - Non Elective
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Urgent Care Performance / Flow ey Emergency Care

Monthly May 2026

What is impacting current
performance?

An error was identified in early June 2026 which retrospectively impacted April and May reported data. This related to the implementation of the new
process for reporting ED chairs (part of the Ambulatory ED) which was agreed at Trust Executive Board in February 2026. The primary issue was that when
these changes were made to reporting in March 2026, there was an unidentified error in the automated script in the data warehouse which runs the
reports. This in turn led to reported performance being circa 7% lower than it should have been in April and May. The issues have now been identified
and corrected in this report.

Overall performance in May was impacted due to:;
* Increased length of stay, especially in the >21 day patient cohort, and delayed discharges, leading to patients waiting in ED for a long time for a bed.

* Increase in attendances to ED
* Insufficient capacity to offload ambulances

What actions are being
taken to improve?

* Development of the ED model hospital trial (Extended Emergency Medicine Ambulatory Care)

* Improving Flow meetings and workstreams focusing on continued improvement to support flow.

* Group Joint Transformation projects in improving flow in progress, including a focus on Same Day Emergency Care, transfer of care hub and discharge,
and digitising bed management.

* Frailty business case to embed weekend working and expand working hours now approved

*  CMO met with SECAMB CEO to discuss ambulance handover delays and ways in which the Trusts could work together differently to support each other

* Chief Medical Officer is now Executive lead chairing long length of stay meetings.

* Continued PDSA focusing on board round optimisation with acceleration week planned 29t June 2026

* Ongoing PDSA regarding implementation of Your Next Patient

* MADE week undertaken in week commencing 8t June focussed on over 21- and 14-day LOS patients.

* Business intelligence team planning a full review of UEC reporting to ensure there are no further unidentified errors.

What are the timelines?

To maintain and continue to build on the improved performance seen in March 2026, with aim to deliver the new NHSE standard for All Types performance
(82%) by March 2027 and further increase CYP ED performance to 95%.

Key risks and quality
impact to the trust?

* Capacity pressures: Significant use of escalation beds has been required Trust-wide to manage sustained high demand. Corridor care continues, with an
increased risk of ambulance handover delays and the need to manage periods of immediate handover when capacity is constrained.

* Flow constraints: High numbers of mental health patients awaiting inpatient beds, alongside patients with no criteria to reside, are adversely impacting
patient flow.

* Demand and staffing: Peaks in attendance continue to challenge safe staffing levels, requiring careful balancing of quality, performance, and financial
constraints, including control of locum and bank spend.

« Staffing levels particularly out of hours impacting service delivery

* ED overcrowding: Reduced flow through the system results in overcrowding within ED, limiting clinical space to see and treat patients and increasing
waiting times across the ED footprint
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Reporting Period
Emergency Care

Stroke Performance

Monthly June 2026
Stroke and TIA Performance Dashboard [June 2026]
General Performance
Metric Jun-25 Jul-25 Aug-25 | Sep-25 | Oct-25 | Nov-25 | Dec-25 | Jan-26 | Feb-26 | Mar-26 | Apr-26 | May-26 | Jun-26 |[RollingYr
Number of Admissions during the month 30 42 45 28 67 45 57 53 55 69 44 46 71 652
Number of Discharges during the month 35 39 37 35 42 37 42 48 47 54 47 40 31 534
Metric Target Jun-25 Jul-25 Jul-25 [ Sep-25 | Oct-25 | Nov-25 | Dec-25 | Jan-26 | Feb-26 | Mar-26 | Apr-26 | May-26 | Jun-26 [RollingYr
o fiom of stroke patient S withi Y| 20 33 30 22 25 25 30 32 33 30 32 26 20 339
r r n r n nn non
ho‘fj’:‘;f :’05; ; | :r:\fjl fents scanned within one 50% Total | 35 39 45 35 42 37 42 48 47 54 47 40 31 511
%| 57.1% 84.6% 66.7% | 62.9% | 59.5% | 67.6% | 71.4% | 66.7% | 70.2% | 55.6% | 68.1% | 65.0% | 64.5% | 66.2%
b fiom of stroke patients admitted directly & Y| 16 15 17 11 10 19 13 13 14 7 4 5 7 144
roportion of stroke patients admitec directiy toan | gqg, Total | 35 37 45 32 40 35 38 42 42 46 43 37 29 472
acute stroke unit within 4 hours of hospital arrival
%| 46% 46% 38% 34% 25% 54% 32% 31% 33% 15% 9% 14% 24% 31%
) ) ) ) Y| 27 31 29 25 29 29 28 36 27 30 31 20 24 342
Proportion of stroke patients spending 90% of their o
90% Total 35 37 37 32 39 34 32 42 41 47 43 37 28 456
stay on a stroke ward
%| 77% 84% 78% 78% 74% 85% 74% 86% 66% 64% 72% 54% 86% 75%
o fiom of stroke patients reviewed by a Strok Y| 24 27 29 31 31 27 27 28 26 34 15 23 19 322
roporfion o stroke pafients reviewed by a Stroke n/a Total| 35 39 45 35 ) 37 4 48 47 54 47 40 31 511
specialist consultant within 14hours
%| 69% 69% 69% 89% 74% 73% 64% 58% 55% 63% 32% 31% 61% 63%
. . . Y 29 33 33 33 37 37 35 40 34 46 30 31 23 419
Proportion of stroke patients reviewed by a Stroke
. L 95% Total 35 39 45 35 42 37 42 48 47 54 47 40 31 511
specialist consultant within 24hours
%| 82.9% 84.6% 733% | 943% | 88.1% | 100.0% | 833% | 833% | 72.3% | 852% | 63.8% | 77.5% | 74.2% | 82.0%
o fion of stroke patients reviewed b et Y| 30 38 42 34 42 35 30 44 43 44 44 37 29 464
r rtion roke patien review eclall
oportion of stroke patients reviewed by a specialist | gs5oq Total | 35 39 45 35 42 37 35 48 47 54 47 40 31 504
stroke nurse within 24 hours
%| 85.7% 90.3% 93% 97% 100% 95% 86% 91.7% | 91.5% | 81.5% | 93.6% | 92.5% | 93.5% | 92.1%
Stroke Improvement Plan
. Potential appointment of a permanent Stroke consultant — currently waiting for negotiations to finish and accept offer
. Fixed term Stroke SHO (locally employed) recruitment
° Review of Peer Review Report on 4t" June — Clinical lead and Consultant team. Each consultant / nurse/ manager in stroke team will take on an action from the Peer Review
Report (recommendation and action plan screenshot below). This is a recurring meeting where we discuss progress on a regular meeting
. Discussions around providing weekend consultant cover
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Elective Care

@ Referral to Treatment (RTT) Performance Reporting erlo

Monthly May 2026

RTT Performance v's Plan
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Reporting Period

Monthly May 2026

Referral to Treatment (RTT) Performance Elective Care
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Elective Care

@ Referral to Treatment (RTT) Performance Reporting berlo

Monthly May 2026

Apr-26 May-26
Patients Waiting >52 Wks MthTarget MthActual MthTarget | Mth Actual
RTT - Monthly % - TOTAL 62.7% 62.2% 63.1% 62.7%
1200 100 - General Surgery 57.1% 56.6% 57.8% 57.6%
a 1000 f— I [ ] ] 101 - Urology 60.1% 59.6% 60.9% 58.0%
S I I I I 110-Trauma & Orthopaedics 66.6% 65.1% 65.9% 65.9%
= 800 —& . I 1 _ 120 - Ear Nose and Throat 53.8% 56.9% 54.4% 58.1%
> 600 I N | . i [ ] 130 - Ophthalmology 61.8% 62.7% 62.5% 64.8%
8 . . | ] 143 - Orthodontics 41.7% 44.6% 42.8% 46.9%
g 400 i 145 - Oral & MaxFacs 51.4% 53.0% 52.0% 54.5%
) I l 160 - Plastic Surgery 100% 100% 100% 100%
= 200 I I I H I I 190 - Pain 58.6% 58.2% 60.3% 40.8%
0 . 300 - General Medicine 82.4% 80.9% 83.4% 79.7%
1.7% 19% 18% 1.8% 12% 13% 18% 19% 15% 13% 14% 301 - Gastroenterology 64.3% S66% | 645% | 63.7%
Jul-25 Aug-25 Sep-25 Oct-25 Nov-25 Dec-25 Jan-26 Feb-26 Mar-26 Apr-26 May-26 820 - Cardiology 74.1% /17% | 745% | 71.7%
- 330 - Dermatology 65.6% 64.1% 66.4% 66.0%
Axis Title 340 - Respiratory Medicine 79.0% 76.9% 79.4% 70.6%
400 - Neurology 55.0% 52.9% 55.3% 55.7%
B General Surgery (inc. Breast) B Urology 410 - Rheumatology 66.8% 66.6% 67.2% 74.4%
. .. 420 - Paediatrics 80.9% 79.5% 81.3% 80.2%
M Plastic Surgery B General Internal Medicine o —
430 - Geriatric Medicine 83.7% 80.7% 84.2% 81.7%
B Gastroenterology Cardiology 502 - Gynaecology 58.3% 56.4% 58.6% 57.4%
. . X01-Other 83.5% 81.4% 83.9% 82.0%
H Dermatology M Respiratory Medicine
B Neurology M Elderly Medicine
B Other — Other Services B Trauma and Orthopaedics
M Ear Nose and Throat B Ophthalmology
Orthodontics M Oral & MaxFacs
M Pain Rheumatology
H Gynaecology M Paediatrics

Ashford and St. Peter's Hospitals Flow Stroke Recovery Diagnostics Cancer




i Referral to Treatment Performance — Paediatrics

Reporting Period
May 2026 [Est]

Elective Care
Monthly

Patients <16 Years RTT Performance
5000 s 70%
62.2%
4500 sl 58.2% 57.8% 57.0% ) ) 55.4(27'3(29'66 60%
4000 53.3%230/504-254-263.3%
S 3500 50%
9 e
A\ ©
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@ 2500 £
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E 2000 E
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a =8 i S < s 3 = < g O =z Ao ¢ S < s
<18 Weeks >18 Weeks  e====Performance
-5 | Aug-25 | Sep-5 | Oct-25 | Nov-25 | Dec-25 | Jan-26 | Feb-26 | Mar-26 | Apr-26 | May-26
% Patients Waiting>52wks | 26% | 26% | 0% | 22% | 22% | 29% | 3% | 36% | 33% | 31% | 3.0%
Trauma and Orthopaedics | 0 2 3 0 1 3 3 2 2 1
EloeandTiodt | % | @ | B | B |
Orthodontics 16 8 14 2% 2
Oral & MaxFacs 39 45 4 45 B
Paediatrics 3 2 2 2 0

Ashford and St. Peter’s Hospitals

NHS Foundation Trust

Volume of Patients

Paediatric Patients Waiting >52 Wks
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Elective Recovery Programme

Reporting Period .
Elective Care

Monthly May 2026

What is the impact on
current performance?

For May, the RTT position is forecast to remain on track against the planned trajectory of 62.3%. However, while overall performance aligns with
expectations, waiting list validation has reduced following the cessation of external validation (MBI) in mid-April.

What actions are being
taken to improve?

RTT Recovery

Where additional capacity is still required, business cases are in development for additional clinical resource which have been approved through the
planning process.

Gynaecology — 1wte Uro Gynae Clinical fellow will increase clinic capacity for new patients, and 1wte Locum General Gynae Consultant (12 months) will
provide flexible timetabling allowing them to pick up dropped theatre lists and maintain service clinic capacity.

ENT — 1wte will deliver approximately 1056 new OPA’s, 880 follow ups and 120 elective cases per year. Reducing long wait to 15t OPA’s, continuing to
improve efficiency and output of triage, maintain theatre utilisation 80% and above, reduce the need of weekend activity.

Oral & MaxFacs — Additional substantive specialty doctor and converting 0.6wte locum into substantive will reduce the bank spend and provide approx.
1680 additional new OPA’s , and approx. 230 elective cases per year.

Gastroenterology (in progress) — proposal being developed for specialist doctors, specialist nurse, and 1 wte Dietitian will reduce the current locum posts
and provide regular service outpatient provision with increased capacity.

What are the timelines?

The Trust set out a trajectory of improved RTT performance, with a reduced number of patients over 52+ weeks. By March 2027 the planned
performance is 67.6%

Key risks and quality
impact to the trust?

Financial risk and impacting on patient experience. Not delivering RTT performance in line with the National standard would see a deterioration in
National Oversight Framework segmentation and in position in new national league tables. Performance tiering could be increased through further NHSE
intervention and oversight.
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Diagnostics (DMO01)

Reporting Period

Elective Care

Monthly May 2026
DMO01 Performance (ASPH) ASPH DMO01 Waiting List (Over 6wks)
100% Py 3,500
95% ..6...'-'.1 -@ ‘i “““““““““ 3,000 %@
90% = .
[ ] 2,500 ®
D « V S o0 \
2,000
® ez o
9 1500 = = = = = = = — — e e e e — = -
75% [ ...
oo 1,000 | [ ]
] o¢
0 500 &
o5% __._____!._._.".‘.. ________________________________
60% 0
B B B B B B o) %) )l %) )l %) © © o B B )3 B I o) )] )} © © ©
@(\’L Q’b‘q’ \‘\’b*q’ 30\{1’ QGQ(L \§O\‘Q/ yb(\q’ @’b‘q’ \‘\'Zﬂq’ 5\)\‘7« QGQ'L \§O\‘Q/ Y&\'L @’b‘q’ \‘\'b\\q’ 5'b° “\’0‘{1/ @Ib\‘ 5\)\‘1 QQQ{L $0\\ 3’&0 Q@‘{L @’b* 50\(1/ %eﬂ? V\()4(1/ yb(\q’ \\’b‘rb \‘\'b\\q’
ASPH DMO1 Total Waiting List Division Measure Domain | Target | Jan-26 | Feb-26 | Mar-26 | Apr-26 | May-26
12,000 Diagnostics DM01 Performance Overall | 95% | 86.8% | 89.2% | 82.% | 75.9% | 77.8%
.. MRI DMOL | 95% | 99.0% | 99.8% | 99.8% | 99.8% | 99.6%
11,000 11220 a DMOL | 95% | 98.7% | 95.7% | 99.3% | 97.8% | 97.8%
________________________________________ o @ . Non-Obs US DMOL | 95% | 819% | 882% | 790% | 69.% | 0T%
10,000 .. ¢ DTC  [DEXA DMOL [ 95% | 99.7% | 984% | 97.6% | 9L7% | 96.%%
‘. [ ) Colonoscopy DMOL | 95% | 63.3% | 66.0% | 59.2% | 30.1% | 53.5%
9,000 ..i“ o Flexi sigmoidoscopy DMOL | 5% | 618% | 623% | 626% | 336% | 56.9%
(] () @ Gastroscopy DMOL | 95% | 60.1% | 627% | 53.2% | 24.1% | 46.5%
8000 “mmmmmmmmssmees i‘.‘ ''''''''''''''''''''''''' e Urodynamics - pressures & flows DMOL | 95% | 746% | 100% | 89.6% | 85.4% | 80.0%
( 1 Cystoscopy DMOL | 95% | 86.% | 87.2% | 93.5% | 895% | 94.6%
7,000 Cardiology - echocardiography omot | o5 | 998% | 984% | 1% | %86% | %92
GSM  |Neurophysiology - Peripheral Neurophysiology | DMOL | 95% | 100% | 99.5% | 100% | 100% | 100%
6,000 ; , ,
T Y S S N T N N N S Respiratory Physiology - Sleep Studies DMOL | 95% | 97.8% | 97.6% | 94.6% | 98.9% | 98.4%
© (@ 5\>°(L o7 00\@ < o T 50“‘1 o7 000/ LA LI . .
o ¥ » T ¥ s o ¥ iMSK & SS |Audiology Assessments DMOL | 95% | 100% | 98.7% | 95.3% | 99.3% | 100%
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Diagnostics (DMO01)

Reporting Period
May 2026

Elective Care
Monthly

What is impacting current
performance?

Ultrasound services continue to experience significant backlog pressures, driven by unplanned workforce shortages, increasing demand, and persistent challenges in
recruiting qualified sonographers. These factors are contributing to the ongoing decline in DM01 performance. Endoscopy continues to experience significant demand and
capacity pressures. Support for RTT long-waiters and the prioritisation of urgent and cancer pathways has required the temporary displacement of some routine and
surveillance activity. Despite this, the service has maintained strong operational performance, achieving an average list fill rate of 94% and utilisation of 93%, in line with
internal targets. During May, the service lost two planned ESAC weekend sessions, reducing available diagnostic capacity and impacting the rate at which long-waiting
patients could be treated. This loss of capacity, combined with sustained demand across urgent, cancer, routine and surveillance pathways, has continued to affect overall
performance. At the end of May, there were 677 DMO01 breaches, an improvement from April's position but remaining significantly above the national standard

What actions are being
undertaken to improve
performance?

CT - Average waiting times are currently 3 weeks, which is well below the DMO01 target of 5.9 weeks. . Reporting is now consistently meeting required targets.
MRI - The introduction of a fifth scanner at Woking has significantly improved access, reducing average waiting times to 2.5 weeks.

Ultrasound (US) - The service continues to face national workforce pressures, particularly in recruiting sonographers. An action plan is in place, including enhanced vetting
of requests and additional clinic lists to reduce the backlog. Approval is being sought to re-engage an insourcing provider to further support waiting time reductions and
improve DMO01 performance.

Endoscopy -Recovery actions remain focused on maximising all available capacity. The service is actively prioritising the booking of overdue surveillance patients and long-
waiting routine patients into available capacity wherever possible, whilst maintaining access for urgent and cancer referrals. Additional actions include maximising utilisation
of existing lists, increasing points delivered per list, Sunday activity, and prioritising patients according to clinical urgency and national diagnostic standards. The service is
working with the Surrey Heartlands and Frimley Endoscopy Network (SHaFEN) to identify additional available capacity in nearby partner Trusts.

To further strengthen patient safety assurance, a consultant has been commissioned on a bank basis to undertake a comprehensive harm review of all DM01 long-waiting
patients. This review supports clinical prioritisation, identifies any patients requiring expedited investigation, and provides additional assurance that risks associated with
diagnostic delays are being actively managed. These actions are intended to reduce diagnostic waiting times, improve compliance with DMO01 standards, and ensure patients
receive timely access to care.

Urodynamics — The team have started an improvement plan and are sustaining this. We continue to work on the improvement for urodynamics, trying to reduce the DNA
rate, be more responsive with the single point of failure in the CNS team and improve the data quality each month.

When will the position be
recovered?

We should see a noticeable improvement to Ultrasound performance by the end of August 26.

What are the key risks?

The risk of harm arising from endoscopy delays remains on the Trust's Corporate Risk Register, with active mitigations and oversight in place. Close daily coordination with the Cancer Team and
ongoing review of inpatient capacity continue to support timely access for urgent and cancer pathways. However, sustained prioritisation of Two Week Wait referrals continues to displace
routine diagnostic and surveillance activity.

Whilst recovery actions are underway, demand continues to exceed available capacity. The loss of two ESAC weekends during May further constrained recovery efforts and limited opportunities
to reduce the backlog of long-waiting patients. As at the end of May, there were 30 patients waiting on the Two Week Wait pathway, 677 DMO01 breaches, and approximately 400 overdue
surveillance patients.

The large volume of overdue diagnostic and surveillance activity continues to present a risk of delayed diagnosis and potential patient harm. Consultant-led harm reviews for all DMO01 long-
waiters, active clinical prioritisation, reinstated Sunday activity, and focused booking of overdue surveillance and long-waiting routine patients provide additional assurance that patient safety
risks are being identified and mitigated. Continued delivery of additional capacity and recovery initiatives remains essential to support performance improvement and reduce waiting times.
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Reporting Period

Elective Care

‘!/Cancer— Published Performance

Monthly May (Provisional data)
H . ]
ASPH 28 Faster Diagnostic V's NHS England (average) ASPH 62 Day Cancer Performance vs. NHS England (Average)
ASPH 28 Day Faster Diagnosis NHS England 28 Day Faster Diagnosis eeeees Target e ASPH 62 Day Cancer Performance NHS England 62 Day Cancer Performance e eeeee Target
100%
87.0%
; 87.0% |
90% 95%
90%
85%
S0% MY/ V \vg
o
75% .
70% - — _
65% ==
60%
55%
AT N S S S N S S S N N N N .
\0 (_)Q,Q %O \Q,{\ @’b @fo* \0 (_)Q,Q $o \,b(\ @’b @QA \\) 5Q,Q $o \Q,{\ @’b ®'2>* 50%
WP A ax b A ak D D D D D AP a° a0 90
W SQ,Q $o“ \rb(\ VNb‘ V‘\%\\ W SQQ QOQ \’b(\ V‘\%‘ Q\"ﬁ W ,_)QQ V\0Q \gﬂ\ Q\’b‘ VN‘)*
Division | Measure Domain | Target Dec-25 | Jan-26 Feb-26 | Mar-26 | Apr-26 | May-26 | Trend
ASPH 31 Day TO Treatment VS. NHS England (Average) Cancer - 28 Day Faster Diagnosis Overall 80% 81.8% 74.5% 83.1% 84.1% 80.9% 87.0% |~~~
GS-ACT Colorectal 28 FDS 80% 83.6% 76.6% 81.2% 80.6% 71.4% 84.8% |~
e ASPH 31 Day Cancer Performance NHS England 31 Day Performance = = === Target Urology 28 FDS 80% 76.4% 69.8% 81.6% 80.0% 72.4% 75.0% |~
Brain 28 FDS 80% 80.0% 86.7% 77.8% 64.7% 70.5% 69.2% | T,
100% 98.6% Dermatology 28 FDS 80% 88.9% 75.7% 90.1% 89.9% 84.5% 92.1% |~
GSM |Haematology 28 FDS 80% 25.0% 66.7% 42.9% 66.7% 50.0% 71.4% |
Lung 28 FDS 80% 100% 80.0% 79.1% 87.5% 84.2% 71.4% | —.
Upper Gl 28 FDS 80% 48.1% 34.1% 59.6% 73.1% 74.9% 76.0% |~
95% Breast 28 FDS 80% 82.9% 87.4% 87.8% 90.3% 91.9% 93.7% |.—
iIMSK & SS|Breast Symptomatic 28 FDS 80% 90.9% 89.5% 81.0% 87.0% 89.4% 98.2% | —.—
H&N 28 FDS 80% 80.5% 71.1% 74.0% 75.3% 72.4% 81.5% | “—u
WH&P Gynaecology 28 FDS 80% 79.2% 70.2% 85.6% 83.9% 80.8% 78.6% |~ —
90% Paediatrics 28 FDS 80% 100% 100% 100% 100% 100% 100%
*May data provisional
V Cancer - 62 Day Combined Performabeerall 80% 87.2% 80.9% 81.5% 82.8% 76.5% 79.2% | —— -
GS-ACT Colorectal 62 Day 80% 100% 73.8% 100% 70.4% 78.4% 71.4% |
85% Urology 62 Day 80% 88.4% | 86.7% | 903% | 893% | se.o%n | 747% |[— .
Brain 62 Day 80% 100% 100% 100% 100% 100% 100.0%
Dermatology 62 Day 80% 94.3% 92.5% 94.3% 93.0% 95.5% 95.7% | s’
GSM  |Haematology 62 Day 80% 73.3% 83.3% 60.7% 68.0% 63.6% 72.0% | Ne—
80% Lung 62 Day 80% 73.7% 72.7% 47.1% 58.3% 21.7% 33.3% |7
° Upper Gl 62 Day 80% 96.6% 69.5% 60.0% 81.8% 79.1% 82.4% |, —
\,’\?’ ¥ \\,’1?’ > ¢ s *’1?‘ \,’1? > Qﬁ?‘ N &,’f? *’f’ \:f’ 8 Q,’\f’ ' ‘n§° \\,’ﬁ" Breast 62 Day 80% 77.1% | 67.8% | 77.8% | 65.7% | 50.0% [ 50.0% | —"—..
W ;)Q/Q S & & @ W (_)ef? S & & @ WO (,)eQ S & R iMSK & SS|Breast Symptomatic 62Day | 80% 50.0% | 100% 100% 100% 100% | 100.0% |..
H&N 62 Day 80% 33.3% 12.5% 45.5% 55.3% 52.9% 55.6% |~
Whap |Gynaecology 62 Day 80% 50.0% | 705% | 50.0% | 61.5% | 64.7% | 85.7% |~ —
Paediatrics 62 Day 80% 100% 100% 100% 100% 100% 100.0%
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Cancer

Reporting Period

Elective Care

Monthly May 2026 (prov)
Patients Waiting over 62+ Days ) May 26 Cancer Patients Waiting Over 62 Days Over 62 days Over 104 days Over 146 days Over 188 days
2 Colorectal 16 4 2(152days & 147 1(194 days)
° GS-ACT days)
20 Urology 5 1 1(154 days) 0
Brain 1 0 0 0
1 Dermatology 3 1 0 0
10 GSM Haematology 1 0 0 0
5 16 12 e Lung 8 1 0 1(278 days)
0 e ) Upper Gl 12 2 0 0
N N N Breast 15 2 1(148days) 1(284 days)
o&é% ,\0\9® ,\6\(\ &o\_o‘?é N QQ}Q Q)@’b% Q\$ 00\0® iMSK & SS |Breast Symptomatic 1 0 0 0
oS D é\@?’ N 4,“%% H&N 5 1 0 0
Q © e Gynaecology 3 0 0 0
m62-103Days m 104+ Days Paediatrics 0 0 0 0
Total 70 12 4 3
Cancer Patients Waiting Over 62+ Days Division Measure Domain | Target | Dec-25 | Jan-26 | Feb-26 | Mar-26 | Apr-26 | May-26 | Trend
- Cancer- Patients Waiting Over 10| Overall | 0 | 24 | 28 | %8 | 20 | % | 18 |7~
SSAT Coloractal >04days) 0 ] 5 ) 4 - | P
. o o Urclogy W 0 | 1| 3 | 2|0 | 1| 2 (AN
2 " Ban sOhda 0 [ 0 [ 0 | 0 [ 0 ] 0 [ 0 |
5 & Dermatology Sdas) 0 | 2 [ 2 |2 | 3|5 | 1 |—
Q 3% 5
g g GM | Haematology Sdays) 0 | 2 [ 0 |0 | 0| 0 | 0 [
= e Lug sdas] 0 [ 2 [ 5 1 2 | 2 | 3 | 2 |Sea
= . Upper s 0 | 4 [ 4t 2] 1 T
Breast Sdays) 0 | 4 | 3 [ 4 | 4 | 5 | 4 |
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Reporting Period

Monthly May 2026

Cancer Elective Care

What is impacting current
performance?

More complex diagnostic pathways, delays in scheduling diagnostic imaging after MDT discussions, treatment decisions not being made outside of MDT
have slowed pathway progression. Capacity constraints and reduced staffing have also impacted the timely scheduling of first appointments, resulting in
increased 14-day breaches. In addition, late tertiary referrals, IPT policy change (originally transfer of care taken from date referred to oncology, now
transfer of care taken from date of oncology outpatient appointment if seen at ASPH). Oncology capacity across Surrey continues to affect 62-day
performance (prostate). Underperforming specialties include Lung, breast, colorectal and Urology (in line with National focus).

What actions are being
undertaken to improve
performance?

In line with National Cancer Plan, a range of action plans have been initiated including Lung, and Breast. The colorectal pathway is currently under review.
Weekly performance meetings continue to provide focus on daily operational issues, such as capacity, diagnostics and MDT working. Continued
collaboration with Surrey and Sussex Cancer Alliance and working in partnership with Royal Surrey County Hospital.

The Trust is working on a digital dashboard to provide live cancer performance and pathway challenges of milestones. Action plans to be aligned with the
10 year National Cancer Plan

What are the timelines?

These actions are already in progress and form part of the Trust’s ongoing improvement programme. Strengthening diagnostic resilience and enhancing
collaboration with tertiary providers are expected to support sustained performance improvement and delivery against national standards. Key Risks and
Quality Impacts. Key risks include ongoing capacity constraints and fluctuations in demand, workforce availability, and imaging capacity—particularly
reporting turnaround times. Histopathology reporting delays, including molecular results for oncology pathways, also continue to present timeliness risks.

Patients waiting 104+ days

All patients over 104+ days are reviewed in detail at the weekly cancer PTL meetings, with Clinical Nurse Specialist overview to ensure no safeguarding
issues are identified. Cancer performance continues to face pathway complexity challenges, with approximately 19 patients predicted to exceed 104 days.
Delays are largely associated with clinical complexity, including patients who are medically unfit, require multi-specialty diagnostics, or are unavailable to
attend. All breaches over 62 days are subject to root cause analysis and clinical review; over the past year, no patients have been identified as experiencing
harm as a result of delays.
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Trust Balanced Scorecard Pe e Trust Data

Monthly June 2026
2025/26 2026/27
Annual
Measure Oct Nov Dec Jan Feb Mar | Outturn target Apr May June Variation |Assurance
Actual | Actual | Actual | Actual | Actual | Actual | 25/26 26/27 Actual | Actual | Actual

Agency Staff use (WTE) 125 134 146 147 150 131 123 - 116 107 110 @ -
;‘a%/e”"y Staff Spend as a Percentage of Total 25% | 24% | 26% | 24% | 24% | 19% | 23% | <1.2% | 2.15% | 21% | 2.1% @ @
Bank Staff use (WTE) 416 492 429 436 493 505 442 = 497 421 446 \/ -
Bank Staff Spend as a Percentage of Total Pay | 9.8% 11.7% 9.8% 10.6% 10.4% 11.9% 10.2% 6.3% 10.9% 9.9% 9.6% \/ @
Vacancy Rate (%) Excluding Headroom 4.0% 4.3% 51% 5.6% 6.0% 6.0% 5.4% <5% 6.2% 6.3% 6.8% \ / er,/
Staff turnover rate 10.0% 9.9% 9.8% 9.9% 9.8% 9.4% 10.2% <11% 9.3% 9.2% 9.3% @
Stability 90.0% 90.0% 90.1% 89.8% 89.9% 90.35% 89.9% >89% 90.3% 90.4% 90.3% @
Sickness absence 3.6% 3.5% 4.2% 3.9% 3.9% 3.9% 3.5% <3.5% 4.0% 3.7% 3.9% @ é’/
Staff Appraisals 78.4% | 77.3% 76.4% 77.8% 76.7% 75.8% 77.7% >90% 76.1% | 76.1% | 76.4% \ /f: @
Statutory and Mandatory Training 88.3% | 87.9% 87.1% 87.5% 87.9% 88.9% 88.0% >90% 87.8% 88% 87.8% @ @

Above are the Trust Balanced scorecard metrics with support of statistical processes control variation and assurance measures. The variation
measure is a 24-month trend and assurance is measured vs the Trust in year targets.



NHS Foundation Trust

Trust Data

Ashford and St. Peter's Hospitals

June 2026

Reporting Period

Monthly

Focus Metrics
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NHS|

Ashford and St. Peter's Hospitals

NHS Foundation Trust

Workforce Performance Trust Data

Monthly June 2026

What are the priorities we are
seeking to address?

Delivering the True North Goal of “Valued People” through the targeted work of People Priorities 2026/27.
Supporting the delivery of the Trust True North Goal of “Value and Sustainability”.

What progress has been made
in the last reporting period?

Group Payroll and Pension Service, with RSFT, commenced on 15t July following consultation and engagement.

“Building safe and respectful teams” has launched it first non-pilot cohort.

New Appraisal process and paperwork is live. Newly launched aligned training has had high uptake and good feedback.
Implementation of the Optima continues on-track, with 15 of 17 cohorts currently progressing.

Agreed approach to Medical Rostering Procurement, utilising G-Cloud;

In April, the Trust Executive Board approved 9 interventions to support scrutiny and reduction of agency usage; 7 of 9 have been
fully implemented. The remaining 2 are in progress and will be monitored through the newly established Workforce CIP Group.

The Trust plans on nursing job evaluation have been reviewed in line with the updated requirements for the review of all Agenda for
Change Band 5 nursing roles. The updated delivery plan will be taken through our Trust Executive Board before submission by the
NHSE deadline of 315t July 2026

An external review of our health and wellbeing offer has been completed and the report and recommendations will be taken
through Trust Executive Board.

Continuing work on “Improving resident doctors working lives” programme. A national update to this programme is expected in
response to national terms and conditions negotiation.

Targeted reviews of sickness absence cases are nearing completion, with focused divisional interventions proceeding to plan.
Relaunch of Staff Networks with new network Chairs.

Job planning compliance reached 85%.

Avoiding harm programme has commenced with initial deep dives impacting on numbers of closed cases.

What progress is planned for
the next reporting period?

Undertaking a review of medical bank rates, rate compliance and the use of escalated rates of pay.
Bring forward an action plan in response to health and wellbeing review.

Medical rostering procurement to begin.

Submission of the Delivery Action Plan for Job Evaluation to NHSE in July.

Continue to develop the reporting metrics around Violence & Aggression and Sexual Safety.
Finalise the roll out of Allocate Optima to all agenda for change staff.

Refresh of EDI actions to incorporate Lord Mann review recommendations

Assessment of current People Priority plans against newly released NHS Staff Standards

Policy sub groups to commence overhaul of ER policies as part of Avoiding Harm programme

What are the key risks?

Improving staff engagement and satisfaction alongside progressing Workforce CIP opportunities.
Maintaining safe staffing levels while reducing temporary staffing spend, mitigated by robust safer staffing processes across the
clinical workforce.
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