
lAppendix 1: 
 
 

Trust Board meeting in Public Agenda 
 

 

There will be a meeting of the Trust Board held in public on Friday, 30 January 2026 
from 9.10am to 10.35am held at rooms A1 and A2 of the Whittington Education 
Centre, Highgate Hill, London N19 5NF 
 

Item Time Title Action 
  Standing agenda items  
1.  0910 Welcome, apologies, declarations of interest 

Julia Neuberger, Trust Chair 
 

Note 

2.  0911 Patient Story 
Sarah Wilding, Chief Nurse & Director of Allied 
Health Professionals 
 

Note 

3.  0925 Draft minutes 26 November 2025 meeting  
Julia Neuberger, Trust Chair 
 

Approve 

4.  0930 Chair’s report 
Julia Neuberger, Trust Chair 
 

Note 

5.  0940 Chief Executive Officer’s report 
Selina Douglas, Chief Executive Officer 
 

Note 

  Quality and safety  
6.  0945 Quality Assurance Committee Chair’s report  

Mark Emberton, Committee Chair 
 

Note  
 

  Governance  
7.  0955 Maternity Incentive Scheme submission 

Sarah Wilding, Chief Nurse & Director of Allied 
Health Professionals 
 

Approve 

8.  1005 Audit and Risk Committee verbal report 
Rob Vincent, Committee Chair 
 

Note 

  Finance & Performance  
9.  1010 Integrated performance report  

Chinyama Okunuga, Chief Operating Officer 
 

Note 

10.   1020 Finance and capital expenditure report  
Terry Whittle, Chief Finance Officer 
 

Note 

11.  1027 Questions to the Board on agenda items 
Julia Neuberger, Trust Chair 
 

Note 

12.  1030 Any other urgent business 
Julia Neuberger, Trust Chair 
 

Note 
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Minutes of the meeting held in public by the Board of Whittington Health NHS 
Trust on 26 November 2025 

 
 

Present:  
Baroness Julia Neuberger Non-Executive Director & Trust Chair 
Selina Douglas Chief Executive  
Dr Junaid Bajwa Non-Executive Director (via MS Teams) 
Dr Clare Dollery Deputy Chief Executive and Chief Medical Officer 
Professor Mark Emberton Non-Executive Director 
Amanda Gibbon Non-Executive Director 
Chinyama Okunuga Chief Operating Officer 
Baroness Glenys Thornton Non-Executive Director 
Nailesh Rambhai Non-Executive Director (for item 2) 
Rob Vincent CBE Non-Executive Director  
Terry Whittle Deputy Chief Executive and Chief Finance Officer 
Sarah Wilding Chief Nurse & Director of Allied Health Professionals 
  
In attendance:  
Dr Karen D’Souza Consultant Breast Oncologist (item 2) 
Ruben Ferreira Freedom to Speak Up Guardian (item 10) 
Liz O’Hara Chief People Officer 
Gemma Ingram-Adams Lead Cancer Nurse (item 2) 
Tina Jegede MBE Joint Director of Inclusion & Nurse Lead, Islington Care 

Homes 
Marcia Marrast-Lewis Assistant Trust Secretary (via MS Teams) 
Sharon Pilditch Associate Director of Nursing, Surgery & Cancer Clinical 

Division (item 2) 
Andrew Sharratt Director of Communication and Engagement 
Swarnjit Singh Joint Director of Inclusion & Trust Company Secretary 
The minutes of the meeting should be read in conjunction with the agenda and papers 
No. Item 
1.  Welcome, apologies and declarations of interest 
1.1 
 
1.2 

The Chair welcomed everyone to the meeting. 
 
The Chair restated the declared interests for herself, Junaid Bajwa, Mark 
Emberton, Nailesh Rambhai, and Rob Vincent who were all Non-Executive 
Directors at University College London Hospitals NHS Foundation Trust 
(UCLH) and for Liz O’Hara, who was Chief People Officer for both UCLH and 
Whittington Health NHS Trust.  There were no new declarations of interest 
reported. 
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2.  Patient Story 
2.1 
 
 
 
 
2.2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
2.3 
 
 
 
 
 
 
 
 
 
 
 
2.4 
 
 
 
 
 
 
 
 
 
 
 
2.5 
 
 
 

Sarah Wilding introduced a breast cancer service user, together with Gemma 
Ingram-Adams and Dr Karen D’Souza, who attended the meeting to share 
learning from a recent Breast Cancer Patient Information Day and the service 
user’s personal experience of care. 
 
Gemma Ingram-Adams advised that the event held in October was a 
collaborative initiative between the Trust and University College London 
Hospitals NHS Foundation Trust (UCLH), held in October, and designed in 
direct response to feedback from the National Cancer Patient Experience 
Survey and the Breast Cancer Now Survey.  The agenda focused on areas 
identified by patients as priorities, which included the management of 
menopausal symptoms, sexual health, exercise, diet and nutrition, care 
pathways, research opportunities and access to local support groups.  The 
event was supported by a Cancer Alliance grant and involved a range of 
charities, clinicians, researchers, specialist nurses and patient experience 
teams from both organisations.  Feedback from attendees had been highly 
positive, with requests for future events to be held on a more regular basis.  
Work was now underway to explore future patient conferences, including a 
potential cancer event across North Central London.  
 
The Trust Board heard directly from the service user, who described her 
experience of being diagnosed with breast cancer at the age of 36 and the 
subsequent treatment she received which included surgery, chemotherapy, 
radiotherapy and ongoing hormonal therapy.  The service user fed back 
positively about the quality of care at the Trust, highlighting the importance of 
feeling listened to, being well informed and being able to build trust with her 
clinical team.  She emphasised the value of clear communication and 
opportunities to ask questions, which built her confidence and reduced anxiety 
throughout her treatment.  She also praised the care and support provided by 
staff in the chemotherapy unit and described feeling safe and well supported 
when attending appointments independently.  
 
The service user reflected that the Information Day, had been extremely 
beneficial, as it enabled patients to access a wide range of information and 
support in a single setting.  Attendees were provided with direct contacts for 
charities and opportunities to engage directly with clinicians from different 
specialties through question-and-answer sessions.  She welcomed the Trust’s 
responsiveness to patient feedback, which included follow-up sessions, and 
encouraged the continuation and expansion of similar events.  She also 
highlighted areas for further consideration, covering additional support for 
mental health and wellbeing following a cancer diagnosis, reducing uncertainty 
during lengthy waiting times for appointments, and minimising delays in 
receiving scan results to reduce patient anxiety.  
 
In discussion, Board members raised the following points: 
• Amanda Gibbon welcomed the feedback on the importance of trust and 

continuity in clinical relationships, as it had a positive impact on patient 
experience. She raised the need to improve patient experience while they 
were waiting for appointments and asked whether practical steps could be 
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taken to help, as had been the case in the emergency department. The 
Chair agreed that this was an priority area for improvement.  

• Clare Dollery acknowledged the leadership and contribution of the cancer 
team.  She advised that the Trust had made significant improvements in 
cancer service performance and was now recognised as the most 
improved Trust in England for one of the cancer performance indicators.  
She acknowledged that, while challenges remained in some specialties, 
the overall direction of travel was positive and reflected strong clinical and 
nursing leadership across cancer services. 

• Selina Douglas echoed the comments made in relation to the leadership 
and delivery of the Breast Cancer Information Day which had been well 
organised in partnership with voluntary, community and social enterprise 
organisations. She emphasised the importance of events being patient-
led, shaped by what service users identified as most important issues, and 
suggested that mental health and wellbeing might be considered as a topic 
for a future Information Day event. Selina Douglas sought assurance on 
the capacity to run future events and whether additional support might be 
required. 

• Gemma Ingram-Adams confirmed that there was strong motivation and 
capacity within the multidisciplinary team to continue this work, supported 
by nursing, medical, research and communications colleagues. She 
advised that future events were likely to be held outside the hospital 
setting, as this would be more accessible and appropriate for patients, and 
that discussions on suitable venue were underway with the Cancer 
Alliance.  Dr Karen D’Souza highlighted the gap in accessible, trusted 
information for patients outside clinic appointments and welcomed plans to 
expand delivery through a combination of in-person events and webinars, 
providing multiple touchpoints throughout the year 

• The service user strongly endorsed the Information Day, describing it as 
well organised, informative and highly valuable.  She emphasised the 
importance of holding such events more frequently, particularly to help 
counter the volume of misinformation that was circulated through social 
media, especially in relation to nutrition and lifestyle.  She highlighted the 
value of receiving evidence-based, clinically endorsed information directly 
from specialists, to help patients make informed decisions and to support 
them in living well with a cancer diagnosis. 

• Rob Vincent reflected on the service user’s observation that access to 
information increased confidence and resilience.  He felt that this was 
closely linked to emotional engagement, trust and the warmth of 
relationships with clinical teams.   

 
The Trust Board thanked the service user and members of the breast 
cancer team for their attendance at the meeting to share their 
experience.  
 

3.  Minutes of the previous meeting 
3.1 The Board approved the draft minutes of the meeting held on 25 September 

2025 as a correct record and noted the updated action log item to confirm the 
performance metrics for delivery of the Clinical Strategy would be completed 



Page 4 of 13 
 

by the end of  quarter three.  There were no matters arising which were not 
covered by an item on the agenda. 
 

4.  Chair’s report 
4.1 
 
 
 
 
 
 

The Chair took the report as read and added the following points:  
• As part of visits to different services, she had recently, with the Chief 

Executive Officer, visited to Cellier Ward and maternity services.   
• This was Clare Dollery’s final public Board meeting and her exceptional 

contribution to the organisation was appreciated.   
• The Chair thanked Sarah Wilding for her involvement during recent 

inquests. 
• On 20 November, there had been a constructive and energised meeting of 

the Partnership Development Committee-in-Common between UCLH and 
Whittington Health, which demonstrated the shared commitment to 
collaborative working, to support greater joint working and efficiencies, 
particularly on patient pathways.  

 
The Trust Board received and noted the Chair’s report. 
 

5.  Chief Executive Officer’s report 
5.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Selina Douglas summarised her report and drew Board members’ attention to 
the following issues: 
• The Trust was entering a challenging 2026/27 planning round, with the first 

draft of activity, financial and workforce plans required by 17 December, 
against a backdrop of continued uncertainty regarding the Chancellor’s 
budget announcements, also due later today.   

• The merger of the North West and North Central London Integrated Care 
Boards would impact with increase scale and complexity, introducing 
additional risk to collaborative arrangements. 

• NHS England (NHSE) had confirmed that the Lower Urinary Tract Service, 
a multi-site research programme, would be removed from national 
performance reporting, until 1 April 2028, as it was a unique service and 
delivery model.   

• Early verbal feedback had been received from the recent Care Quality 
Commission’s (CQC) inspection of the urgent and emergency care pathway, 
which highlighted the caring and supportive approach of staff, particularly 
towards elderly patients. 

• Significant improvement had been made in cancer performance, and it was 
now important to maintain this progress. 

• During the Resident Doctors’ industrial action from 14 to 19 November, 
approximately 57% of Resident Doctors at the Trust had participated.  
Despite this, the Trust was able to deliver a higher level of elective activity, 
than initially anticipated. 

• A significant capital allocation had been received and would be used to 
support fire safety, cyber security and the new energy centre required for 
the Start Well programme to progress.  

• Vaccination uptake among frontline staff continued to be actively promoted 
by the vaccination team. 
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5.2 
 

• On 11 November, Trust staff held a Remembrance Day event. In addition, 
she had enjoyed and an exhibition celebrating the contribution of people of 
Irish heritage to the NHS would take place from 3-18 December at the Trust.  

• The Trust and the North Central London (NCL) Integrated Care Board had 
received the Health Service Journal award for reducing inequalities and 
improving outcomes for children and young people for the NCL Dental 
Transformation Programme. 

• As the Trust headed into the Christmas period, staff were working hard to 
keep services safe. 

• In addition, she had enjoyed a wonderful event celebrating the contribution 
of Irish nurses to the NHS, and an exhibition 

 
During discussion, Board members raised the following points: 
• In reply to a question from the Chair on ambulance diverts, Chinyama 

Okunuga reported that North Middlesex University Hospital was under 
significant pressure on 16 December and, following calls for help, 
ambulance diverts were sent to Whittington Health and to UCLH.  
Chinyama Okunuga also emphasised the importance of recognising the 
impact of emergency care diverts alongside ongoing financial negotiations.  

• Glenys Thornton reflected on the benefits of robotic-assisted surgery which 
could significantly reduce length of stay, improve recovery outcomes, and 
reduced bed utilisation.  Board members acknowledged that while the 
technology carried cost implications, the wider system and patient benefits 
were clear.  

• Rob Vincent asked for an update on neighbourhood working to be brought 

to a future meeting. 
 

The Trust Board noted the Chief Executive Officer’s report and agreed 
that progress on neighbourhood work would be reported on a regular 
basis. 
 

6.  Quality Assurance Committee  
6.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Mark Emberton presented the Committee Chair’s assurance report for the 
meeting held on 12 November 2025 and highlighted the following issues:  
• He thanked Amanda Gibbon and other Committee members for their help 

while he chaired his first meeting.  
• A presentation on the implementation of the hot cholecystectomy pathway 

to treat patients with gallstone disease. within seven days of presentation, 
and provided a positive example of an evidence-based approach, which 
demonstrated benefits including shorter length of stay, fewer side effects 
and improved value for money through reduced overall cost. 

• The Committee discussed a wrong-sided regional block incident and 
welcomed the detailed investigation which drew attention to the contributory 
factors which included emergency context, staff changes, unfamiliar 
environments and reduced adherence to standard safety protocols.   

• The Committee reviewed the 45 risk entries on the Trust Risk Register rated 
at 15 or above, which requiring oversight and monitoring. 
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• Ongoing concerns were highlighted for information systems in maternity 
services, and for pressure ulcers, where hospital performance was positive, 
but limitations in community technology were identified as a risk. 

• The Committee agreed to escalate concerns regarding the impact of 
Integrated Care Board changes on safeguarding arrangements and risks to 
the delivery of safety actions 4, 7 and 8 needed for the maternity incentive 
scheme 

• A recurring theme throughout the Committee’s discussions was the lack of 
interoperability between clinical information systems, which was identified 
as a contributory factor to sub-optimal care across several areas, including 
maternity services. 

• The Committee approved the quarter three Board Assurance Framework for 
the Quality and Integration 2 entries and agreed that the risk descriptor for 
the Quality 2 entry be amended to reflect the impact of industrial action by 
resident doctors. 

 
The Board noted the Chair’s assurance report for the Quality Assurance 
Committee meeting held on 12 November 2025 and approved the 
amendment to the risk descriptor for the Quality 2 entry to reflect the 
impact of industrial action by resident doctors 
 

7.  Audit and Risk Committee  
7.1 Rob Vincent presented the Committee Chair’s Assurance report for the 

meeting held on 20 October 2025 and highlighted the following areas:  
• Three internal audit reports were received, all of which achieved a 

reasonable assurance rating: 
○ Virtual Wards  and data management, where systems were found to 

be sound, with some follow-up actions identified to strengthen the 
governance of discharge processes, refining reporting for key 
performance indicators, and ensuring trackers captured the right data 
to monitor delivery. 

○ The Annual Cyber Assurance Framework, which continued to evolve 
and become more demanding. The internal audit team was satisfied 
with the Trust’s approach and self-assessment. 

○ Data quality in relation to theatre utilisation, with findings providing 
assurance on underpinning systems.  The Committee had been 
informed that the recommendations would focus on ensuring the 
consistent monitoring of performance indicators and timely 
interventions, where required.  

• Cyber Security discussions highlighted the increasing complexity of cyber 
threats, including risks associated with third-party suppliers, where 
assurance was provided to the Committee that the Trust was doing all that it 
could on cyber resilience and would continue to strengthen the contractual 
oversight and assurance mechanisms available.  The Committee discussed 
the importance of robust contingency arrangements, including the 
availability of basic manual systems, should digital systems be 
compromised, as part of business continuity arrangements. 

• An internal audit benchmarking report against other Trusts placed 
Whittington Health mid-table. 
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• The Committee received and reviewed an annual counter-fraud report and 
Committee members agreed that the change in provider to RSM had 
delivered increased confidence and this was supported by a gradual rise in 
reported activity, with a specific example provided where an attempted 
mandate fraud was prevented, avoiding a significant financial loss. 

• The Committee received a report from KPMG, the external auditors, on the 
year-end process.  It was also confirmed that the Trust was taking forward a 
tender exercise for the new external audit contract.  

 
The Board noted the Chair’s assurance report for the Audit and Risk 
Committee meeting held on 20 October 2025.  
 

8.  Integrated Performance Report  
8.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Chinyama Okunuga presented the report for October 2025 and highlighted the 
following areas:  
• Urgent and Emergency Care performance against the four-hour access 

standard declined slightly in October to 69.8%.  This was below the 
national average of 74.1% and was driven by an increase overall in patient 
attendances, despite a reduction in ambulance conveyances. Some of the 
increase in attendance was the result of a lack of access to primary care 
services, on whom there was significant pressure in London.  Primary care 
colleagues had been encouraged to engaged in an on-site audit with 
Whittington Health. 

• The Emergency Department’s Same Day Emergency Care (SDEC) model 
had been developed, with the aim was to have this in place from 26 
January.  It was anticipated that this initiative would help to deliver a 7%–
9% improvement in performance through improved patient flow across the 
organisation. 

• Performance against the 18-week referral to treatment indicator was 
reported at 60.44%, and was mid-range compared with NCL providers. 
The Trust remained focused on eliminating 65-week waiters by 31 
December; numbers had reduced to 38 at the end of October, largely 
within vascular services. The waiting list initiatives would also help to 
reduce the numbers waiting for an appointment.  

• Work would continue to address patients waiting over 52 weeks, 
particularly within dermatology, general surgery and orthopaedic services, 
alongside a strengthened validation process to ensure the accuracy of 
waiting list data.  

• Diagnostics (DM01) had dipped following the reduction in the use of 
temporary staff, as part of financial controls.  Diagnostic performance was 
at 81.24%.  

• Strong performance continued in endoscopy, and scanning. 
• Audiology services had been identified as an area requiring improvement, 

with work underway to address access, particularly for older patients.  
• Cancer performance showed sustained improvement, with the Trust 

recognised as one of the most improved nationally. 
• Community services continued to experience challenges in district nursing 

capacity, requiring continued reliance on temporary staffing.  Work would 
continue to right-size the service offer, with early progress in reducing 
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8.2 
 
 
 
 
 
 
 
8.3 
 
 
 
8.4 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

inappropriate caseloads and enabling greater focus on complex care, 
including pressure ulcer management. 

• Occupancy on the virtual ward had reduced over the summer due to 
workforce and engagement challenges, and a recovery plan was in place 
and early improvement had been reported. 

• The number of patients not meeting the criteria to reside has reduced from 
levels seen in the previous winter, but remained above target.  Daily 
escalation meetings with system partners, including local authorities, had 
been used to drive improvement. 

 
Sarah Wilding reported on the following quality and safety metrics:  
• Two additional cases of clostridium difficile occurred in October, bringing 

the total to 13, against a 12-month trajectory of 22.  She highlighted a 
letter from NHSE on antimicrobial stewardship, with a commitment to 
return to the Board with benchmarking data.  

• Complaints volumes remained highest in major surgery and cancer, 
reflecting complexity and volume.   
 

In terms of workforce metrics, Liz O’Hara confirmed that appraisal compliance 
had reduced slightly in October to 78% and the sickness absence rate was 
4.8%.  
 
In discussion, Board members raised the following points: 
• Glenys Thornton highlighted the increasing pressure faced by the district 

nursing workforce and raised the need for a strategy for this group of staff 
which included a strong workforce element. The Chair concurred and 
supported the need for national and local work for district nurses.  

• Mark Emberton raised a concern that teams were operating under 
unsustainable pressure and stressed the need for escalation to the Board, 
when needed.  

• Chinyama Okunuga added that that workforce pressure was felt across 
the organisation, with a recent increase in sickness absence affecting 
multiple staff groups, including nurses, healthcare assistants and doctors, 
with a particular hotspot identified in anaesthetics.   

• Amanda Gibbon welcomed the analysis on did not attend rates (DNA) 
queried the higher DNA rates in some services and asked whether they 
reflected patients who no longer required appointments, following long 
waits and for a plan to be brought back to the Board.  In response, 
Chinyama Okunuga explained that factors that contributed to increased 
DNA rates included long intervals between booking and appointment dates 
with insufficient reminders and patients experiencing difficulties in 
changing appointments by contacting services.  She added that DNA rates 
were recognised as an opportunity for improvement and would be 
addressed through next-year’s planning round.   

• Tina Jegede advised that district nursing teams were increasingly carrying 
out social care elements of care due to capacity pressures within local 
authorities.  She reported that she had met with the Adult Community 
Services’ team who had highlighted concerns at local authority capacity 
and the impact on their own workload and performance.  
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• Clare Dollery emphasised the importance of communication with patients 
to help reduce DNA rates.  and highlighted the importance of reviewing 
clinic start and finish times of clinical administrative staff to help.  

• Rob Vincent felt that the issue extended beyond DNA rates to the wider 
administrative experience for patients, particularly communication and 
access.  He advised that this concern has been raised previously at Board 
level but had not yet been considered through a formal governance route 
and suggested that there was a need to identify the most appropriate 
Board Committee to undertake detailed scrutiny of administrative 
processes, workforce implications and system enablers.  

 
The Board noted the integrated performance report and agreed: 
• an update would be reported to the Board on progress on actions 

taken to reduce DNA rates, including improvements in patient 
communication and appointment management; and  

• the appropriate board committee route should be identified to 
oversee improvements in administrative processes and patient 
communications. 

 

9.  Finance report  
9.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Terry Whittle presented the finance report for October and highlighted the 
following points:  
• The Trust reported a £12.1m year-to-date deficit, which was £6.9m adverse 

to plan.  
• The deficit reflected front-loaded pressures in the first half of the year, with 

recovery expected in the second half, as savings schemes and financial 
interventions took effect. 

• Several organisations across NCL remained under significant financial 
pressure, including Whittington Health, North London NHS Foundation 
Trust, Great Ormond Street Hospital for Children NHS Foundation Trust and 
the Royal Free London NHS Foundation Trust.  

• Expenditure on agency staff reduced to £358k in October, compared with 
over £1m per month at the start of the financial year.  Bank staffing costs 
had plateaued at c. £1.7m-£1.8m per month.  

• The year-to-date position included approximately £10m of non-recurrent 
interventions.   

• The Trust’s delivery of cost improvement programme savings was slightly 
ahead of other NCL organisations. 

• Key financial risks and overspends included: 
o The impact of industrial action, with costs already exceeding £0.4m and 

potentially rising towards £1.0m. 
o Additional unplanned costs arising from equipment provider, NRS, going 

into administration.  
o Ongoing costs associated with system support services, including the 

Minerva Airmid bridging service to help relieve pressures in the urgent 
and emergency care ;pathway. 
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9.2 

• Discussions were ongoing with the NCL Integrated Care Board regarding 
potential additional funding, although this was unlikely to be at the scale 
seen in previous years. 

• The Trust continued to forecast a £1.6m year-end deficit, in line with its 
agreed plan. 

• At the end of October, the Trust held £37.51 million in cash, £8.74m 
favourable to plan.    

• The capital position remained strong, supported by additional funding 
secured through national safety funding allocations.  Excluding Start Well 
and the energy centre programme, the Trust’s capital programme for the 
year was £46.9m.  Capital investment had been directed primarily towards 
the mitigation of risk register entries. 

 
During discussion, the following issues were raised: 
• Amanda Gibbon commented on the graph which showed that, during 

October, the number of open beds had dipped below our funded bed base 
and wondered how the graph might look in three months’ time.  

• Chinyama Okunuga referred to the NCL ICB’s bed productivity work which 
encouraged providers to reduce their bed base. While 46 bed closures had 
been mooted for Whittington Health, it had managed to close 20 beds and 
utilised the Minerva Airmid bridging service to also help. She envisaged that 
some beds would be re-opened in response to winter pressures. 

• Terry Whittle reported that Selina Douglas had written to the NCL ICB and 
local authorities regarding the cost of Minerva and that in the North East 
London Integrated Care System, the costs of a bridging service had been 
recovered from Better Care Fund monies, and was an approach to emulate.  

• Selina Douglas added that work was taking place to benchmark against 
how other providers were managing quality and safety risks, particularly 
with further reductions in bank staffing expenditure. 

 
The Trust Board noted the month seven finance report. 
 

10.  Freedom to speak up (FTSU) report 
10.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Ruben Ferreira presented the quarter 1 and 2 report and highlighted the 
following issues: 
• He started the FTSU Guardian role seven years ago and was grateful to 

the executive team and to Rob Vincent, as lead Non-Executive Director for 
speaking up, for their help, advice and support.  

• A total of 58 concerns requiring action were received, representing an 
increase compared with the 44 concerns received in the same period last 
year.  This reflected a return to pre-pandemic reporting levels and was 
viewed as a positive indicator of confidence in raising concerns. There had 
been a significant increase in the number of concerns raised in the Adult 
Community Services Clinical Division and by estates and facilities staff.   

• Only two concerns were raised anonymously, and reflected a positive 
speaking up culture at Whittington Health.  

• The number of bullying and harassment concerns raised had reduced from 
34 to 25 compared with the same period last year, and mirrored a national 
trend. 
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10.2 

• Concerns relating to inappropriate attitudes and behaviours and staff 
safety and wellbeing remained prominent themes. 

• For the first time, quality and safety represented the largest category of 
concerns (26%), reflecting staff perceptions. 

• 42% of staff raising concerns identified as from an ethnic minority 
background, 37% were White British and 18% as other White 
backgrounds. 

• There was increased reporting from allied health professionals. Concerns 
raised by medical and dental staff had doubled year-on-year.  Nurses and 
midwives continued to represent the largest professional group raising 
concerns. 

• Proactive work was underway with Clinical Divisions’ leadership teams 
and the organisational development team to address concerns and 
support staff. 

• Closer joint working with senior quality leads would be undertaken in 
response to the increase in quality and safety-related concerns. 

• Increased Freedom to Speak Up training and awareness would include 
greater use of corporate induction, communications and e-learning, with a 
particular focus on managers. 

• Recruitment and deployment of FTSU champions would continue to 
support the current network of 44 champions with a focus on areas of 
limited coverage. 

 
In discussion, Board members raised the following points: 
• Selina Douglas acknowledged the significant work undertaken by the 

Freedom to Speak Up Guardian and Serena Wilshire during meetings held 
with domestic and portering staff.  She explained that well-attended 
listening sessions had enabled staff to openly share their experiences, 
contributing to a reduction in anonymous correspondence and increased 
confidence in speaking up.  

• Tina Jegede reflected on the huge amount of work undertaken by the 
Guardian and encouraged support for the expansion of the FTSU 
Champions’ network.  She added that the launch of the sexual safety 
charter would help too.  

• Junaid Bajwa invited Ruben Ferreira to share a few reflections on how the 
role had evolved over seven years and its future evolution.  In response, 
Ruben Ferreira explained that patterns and volumes of concerns were 
closely linked to the wider social, cultural and political context, including 
the pandemic, the Black Lives Matter social justice movement and now, 
rising nationalism and increased tension, all of which influenced staff 
experience and behaviour in the workplace.  In addition, there was also a 
need to understand the individual context and lived experience of staff 
raising concerns. 

• Ruben Ferreira advised that impartiality and independence remained 
central to the effectiveness of the role, which required ongoing self-
reflection to ensure appropriate professional distance from organisational 
structures while continuing to provide meaningful support. 
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The Trust Board noted the Freedom to Speak Up Guardian’s quarter one 
and two report. 
 

11.  Questions from the public 
11.1 There were no questions received. 

 
12.  Any other business 
12.1 Selina Douglas thanked Swarnjit Singh for his response to a request from 

Islington Council for male allyship in support of the United Nations’ 16 Days of 
Activism against gender-based violence initiative.  Swarnjit Singh added that 
senior male leaders across the Trust had engaged enthusiastically, many of 
whom signed pledges and participated visibly in the campaign. The Board 
welcomed the positive response and the Trust’s contribution, which was well 
received by local authority partners. 
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26 November Public meeting action log: 
Agenda item Action Lead(s) Progress 
Chief Executive’s 
report 

Bring an update to the Board on 
neighbourhood working  

David Cheesman Completed at the December 2025 
Board meeting 

Integrated 
performance 
report 

Provide an update to the Board on progress 
on actions taken to reduce DNA rates, 
including improvements in patient 
communication and appointment 
management;  

Chinyama Okunuga 
 
 
 
 

Completed as part of the Integrated 
Performance Report brought to the 
private Board meeting in December 
2025 

Identify the most appropriate committee route 
to oversee improvements in administrative 
processes and patient communications. 

Chinyama Okunuga This will be reported through the 
Quality Assurance Committee 

 
Actions carried forward 
Agenda item Action Lead(s) Progress 
Nursing, 
midwifery and 
allied health 
professionals’ 
strategy 

Confirm in Q3 the success measures for 
delivery of the strategy which can be included 
in quarterly reporting to the Board alongside 
other corporate objectives 

Sarah Wilding A separate paper has been emailed to 
Board members regarding the metrics 
to measure the delivery of this 
strategy 

Clinical strategy Confirm the success measures for delivery of 
the strategy by the end of quarter three 
 

Clare Dollery, Helen 
Taylor, Clarissa 
Murdoch 

A verbal update will be provided at the 
Board meeting for this action 
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Chair’s report 
 
 
This report updates Board members on activities undertaken since the last Board 
meeting held in public on 26 November 2025.  
 
First, on behalf of the Board, I would like to thank all of our staff and volunteers for 
their continued hard work over the holiday period in providing quality services and a 
good experience for our patients during a time of high demand and industrial action 
by resident doctors in December. Along with Terry Whittle and Tina Jegede, I had the 
privilege of visiting our hospital wards on Boxing Day to talk with both patients and 
staff, and to wish them all a Happy Christmas and New Year. 
 
Private Board meeting and seminar, December 2025  
The Board of Whittington Health held a private meeting on 17 December. The main 
items discussed at the meeting included a report from the Chief Executive Officer; 
the first draft of our 2026/27 planning submission to NHS England covering activity, 
finances and workforce projections; updates on the programme of ligature risk 
assessment works, neighbourhood working, fire safety and the collaboration with 
University College London Hospitals NHS Foundation Trust (UCLH). In addition, 
there were reports from the Chairs of the Finance and Business Development 
Committee and the Charitable Funds Committee, and a report detailing an annual 
well-led self-assessment. The Board also reviewed regular items which included a 
finance report and our integrated performance report. Board members also took part 
in a seminar after the private meeting which discussed key organisational priorities 
for 2026 and the local, regional and national; drivers behind them and our risk 
appetite  
 
Chair recruitment 
In line with NHS England’s guidance, my term as Chair of both Whittington Health 
and UCLH will end on 30 September 2026. It has been an immense honour to serve 
two wonderful organisations. I joined Whittington Health on 1 April 2020 and have 
witnessed a period of extraordinary change during this time. A week after I was 
appointed, the then Prime Minister announced the first COVID-19 lockdown. My 
personal highlights have included a visit by the Queen in 2021 to mark the 
international day of the nurse; and the opening of our brand-new Community 
Diagnostic Centre in Wood Green in 2022, and its expansion in 2023 (this centre has 
helped to improve access to diagnostic tests for our community, particularly those 
from more deprived backgrounds); securing the future of our maternity and neonatal 
services as a result of the Start Well review led by the North Central London 
Integrated Care Board. As a result, we will see the start of works to transform our 
maternity estate commencing later this year. In addition, I was delighted during my 
term as Chair that the Barnet Children’s Integrated Therapy and Universal Services 
teams were incorporated into Whittington Health, expanding the reach of our 
services into the borough; and for Whittington Health being chosen as a site to host 
a statue commemorating the vital contribution of the Windrush generation to our 
NHS. Whittington Health has been a part of my life long before I had the honour of 
becoming its Chair and I will continue to be a huge supporter of the trust long after 
the end of my term. It has been my pleasure to work alongside such an amazing 
team of caring, skilled and utterly committed people who I will miss terribly. I am 
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proud of what we have achieved, together, over the past six years. I am more 
confident than ever that Whittington Health will continue to go from strength to 
strength, caring and supporting the local community for whom it has such a special 
place in their hearts. 
 
Partnership Development Committee-in-Common 
On 19 January, I chaired the quarterly meeting of the partnership development 
committee-in-common between UCLH and Whittington Health NHS Trust. Items 
included on the meeting’s agenda were an update on the UCLH at Home (virtual 
ward initiative) and a Programme Director’s report. The next partnership 
development committee-in-common meeting is scheduled for 2 March. I would also 
like to emphasise that, while UCLH and Whittington Health may not have a joint 
Chair from October of this year, they will continue to collaborate on clinical pathways 
where this makes clear sense for local patients. 
 
Board development 
A specific Board development session will take place at the seminar scheduled on 21 
May, before a focussed development programme starts in quarter three.  
 
Integrated Care Board consultation  
As part of the ongoing change programme within Integrated Care Boards (ICBs), the 
North Central London and North West London ICBs have now begun consulting with 
staff on: 
• the transfer of staff from NC London and NW London ICBs to the West and 

North London ICB on 1 April 2026 
• the proposed future single structure (proposed directorate and team structures 

and roles), including accommodation arrangements 
• functions that may transfer out from the ICBs on 1 April 2026 or later in 

2026/27. 
 

In keeping with standard procedure, the consultations are only open to North Central 
London and North West London ICB staff. The outcome will inform the future target 
operating model for the new West and North London ICB from its creation in April 
2026. The consultations ran from 8 December 2025 to 25 January 2026, with a 
voluntary redundancy scheme also running concurrently. Following the consultation, 
the consideration of the feedback and the confirmation of a final structure, work will 
take place on selection and exit processes that will run throughout March and into 
the next financial year.  
 
The changes to ICBs follow a national announcement earlier this year, in which all 
ICBs were asked to reduce running costs by approximately 50% in 2025/26 and to 
take on a new role as a strategic commissioner. Our two ICBs, which are responsible 
for planning and paying for local NHS and care services, will legally merge on 1 April 
2026 – becoming a new organisation called West and North London ICB, serving 13 
boroughs and circa 4.5m residents and service users. Along with driving financial 
efficiencies, the merger will help create a resilient ICB that can continue to focus on 
improving access to health, reducing inequalities, moving services closer to the 
community through neighbourhood delivery, and ensuring the health system works 
better for residents. 
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Consultant recruitment 
I am grateful to non-executive director colleagues, Amanda Gibbon and Glenys 
Thornton for participating in recruitment and selection panels for consultant posts. 
The table below shows the four panels that were held in December 2025 and 
January 2026. 
 
Post title Non-Executive Director Selection 

panel date 
Neonatal Consultant Amanda Gibbon 2/12/2025 
Haematology Red Cell &  
Haematology Thrombosis (two posts) 

Glenys Thornton 11/12/2025 

Consultant Community Paediatrics  Julia Neuberger 17/12/2025 
Obstetrics & Gynaecology – Benign 
Gynaecology 

Amanda Gibbon 20/1/2026 

 
From Ireland to the NHS 
On 3 December, I was delighted to attend a new exhibition at Whittington Hospital 
celebrating the vital contribution of people of Irish heritage to the National Health 
Service. The exhibition featured powerful photographs by Fiona Freund and first-
hand testimonies gathered by Professor Louise Ryan, Gráinne McPolin and Neha 
Doshi, authors of Irish Nurses in the NHS: An Oral History, which highlights the 
stories of Irish nurses who helped shape the NHS from its earliest years to today. 
 
Other meetings 
In addition to the meetings already outlined in this report, I have also participated in 
the following: 

• Weekly North Central London Health Alliance calls 
• A committee-in-common meeting held on 12 January between the NCL and 

NWL ICBs 
• Regular one -to-one meetings with the Chief Executive Officer, other 

members of the executive team, non-executive directors, and the Programme 
Director for the collaboration with UCLH 

• Meetings of the Trust Board and Charitable Funds Committee  
• A meeting with the company taking forward the recruitment and selection 

exercise for a new Chief Medical Officer and also the selection panel itself 
• I attended and presented at corporate induction for new starters 
• I have also taken part in weekly calls for the North Central London Integrated 

Care Board  
 
I have also continued my informal walk abouts across the Whittington Health estate, 
meeting individual staff, patients and visitors.  
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Meeting title Trust Board – public meeting 
 
 
 
 
 

Date:   30.01.2026  
 
 

Report title Chief Executive Officer’s report 
 
 
 
 
 

Agenda item      5  

Executive lead Selina Douglas, Chief Executive Officer 
 

Report authors Swarnjit Singh, Trust Company Secretary, and Selina 
Douglas  
 

Executive summary This report provides Board members with an update on 
key developments nationally, regionally and locally since 
the last the Board meeting held in public on 26 November.  
 
 
 

Purpose Noting  
 
 
 

Recommendation Board members are invited to note the report and to 
endorse the approach being taken on the new car parking 
policy.  
 
 
 
 
 

BAF  All Board Assurance Framework entries 
 

Appendices None 
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Chief Executive Officer’s report 

 
 
Medium Term Planning Framework - delivering change together 2026/27 to 
2028/29 
On 24 October, NHS England published the Medium-Term Planning Framework. It 
includes the following commitments for the next three financial years: by 2029 
expanding mental health support teams to have blanket coverage of all schools and 
colleges, ensuring young people get help early; scaling up NHS Talking Therapies 
and providing individual placement and support to assist people getting back into 
work; mental health emergency centres being co-located with emergency 
departments, providing appropriate support in crisis. The framework provides a 
direction of travel for the next three years for NHS organisations and our voluntary, 
community and social care and wider partners. The aim of this guidance is to return 
the NHS to much better health over the next three years, with a reduction in waiting 
times, increased access to local care and a removal of unnecessary bureaucracy 
and the reinvestment of savings into frontline services and staff.  
 
Urgent and Emergency Care  
In December 2025, our urgent and emergency care pathway’s performance on the 
four-hour access target declined to 69.1%, from 72.4% in November. This drop 
occurred despite a decrease in attendances to 9,135 from 9,340 in November 2025. 
Ambulance conveyances remained stable at 1,583 for both months. 
 

 
 
There are several factors behind our four-hour access performance challenge 
including out-of-hours variability which results in fluctuations in performance, 
particularly during evenings and weekends; workforce pressures from increased 
sickness levels among medical and nursing staff; a sustained impact from London 
Ambulance Service diverts from North Middlesex University Hospital which have 
impacted on flow and performance; increased presentations by patients who need 
specialist mental health care; and the impact of estate work on flow within the 
Accident & Emergency department. 
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The number of 12-hour emergency department trolley breaches decreased to 260 in 
December from 317 in November, however, the mental health related breaches 
increased to 26 from 24 in November 2025. The Trust is actively collaborating with 
system partners, including the North London NHS Foundation Trust, to reduce 
delays for mental health patients, and there has been some positive impact but more 
is needed to help manage increases the position. 
 
In 2026, our strategic priorities will be to have an early system-wide discharge 
escalation in place, engaging community services, social care, mental health 
providers, and local councils; the full implementation of actions from the flow 
improvement programme; and reducing the criteria to reside and long length of stay.  
 
Our operational performance goals this year will be to optimise out-of-hours care to 
reduce variation in waiting time through better use of pathways and streaming; an 
increased use of the clinical decision unit; enhanced admission avoidance pathways 
to support flow and patient care; and an expanded emergency departments same 
day emergency care footprint to deliver better treatment times. 
 
Home for the Holidays 
During the weeks of the 15-19 December 2025 and 9-10 January 2026, the Trust ran 
two discharge focussed weeks, called Home of the Holidays. During these weeks, 
various initiatives were trialled such as the piloting a new risk of length of staff 
screening tool in our acute medical unit; colleagues from Haringey and Islington 
social care teams attended various wards to support discharges for long length of 
stay patients; the launch of our partnership with the Juliet O Foundation, who have 
donated care packages for vulnerable and homeless patients; the trialling of a new 
discharge checklist on Thorogood and Cloudesley wards; and the trialling of 
afternoon discharge huddles on our Care of the Elderly wards. 
 
Both weeks were successful in facilitating increased numbers of discharges and 
implementing new learning and initiatives to support future improvements which can 
be integrated as part of business-as-usual practice going forward. The week starting 
on Monday, 15 December was particularly successful, with a significantly increased 
discharge profile compared to the average for the year. 
 
Referral to Treatment (RTT) 
RTT performance has seen a slight decline against the 18-week standard, with 
achievement of 59.12% in December 2025, compared to 60.08% in November 2025. 
The Trust’s recovery plan remains focused on delivering sustained improvement, 
with a target of achieving 71% compliance by the end of March 2026. In line with 
NHS England’s requirement that no patients should be waiting longer than 65 weeks 
for treatment by 31 December 2025, a full validation and clinical review was 
undertaken. As a result, seven patients remained above the 65-week threshold by 
the end of the last calendar year. Each of these patients has been individually 
reviewed and clinically prioritised, with definitive management and treatment plans in 
place for January 2026. In recognition of this work, the Trust received a formal letter 
of thanks from Dame Caroline Clark, Regional Director for NHS England (London 
region), acknowledging the actions taken to eliminate the remaining long waits. She 
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commended the clarity of the Trust’s commitment and thanked the organisation for 
its continued efforts. 
 
Operational teams are now actively engaged in the Quarter 4 Performance Sprint. 
This initiative is focused on accelerating recovery by delivering improvements over 
and above the original activity plans, with particular emphasis on reducing the 
number of patients waiting over 52 weeks, improving performance against the 
18-week RTT standard, and supporting delivery of the wider RTT recovery plan. 
 
DNA rates 
A recent review of “Did Not Attend” (DNA) appointments, shared in the Trust Board 
papers for November 2025, showed a small improvement in attendance. However, 
some services are still seeing DNA rates above the Trust target of 9%. This includes 
areas such as nephrology, occupational therapy, physiotherapy, the tuberculosis 
service, and several surgical specialties, including ear, nose and throat, 
ophthalmology and vascular surgery. To improve access to care and reduce delays 
for patients, the Trust will now monitor DNA rates more closely across all services. 
This will help ensure we make the best use of appointment slots, support our activity 
plans, and reduce waiting times for treatment. 
 
Skin Cancer 
Along with other NCL providers, Whittington Health had been commended for its 
work to reduce the 62-day skin cancer backlog. As at 10 January, NCL was 
recognised nationally as having the lowest skin backlog in the country. On behalf of 
the Board, I would like to thank colleagues in the Surgery and Cancer Clinical 
Divisions for this achievement. 
 
Senior staffing changes 
Dr Clare Dollery, our Chief Medical Officer and Deputy Chief Executive will be 
stepping down on 31 January after six and a half years at Whittington Health. Clare 
has been a valued colleague in her current role and as our Acting Chief Executive, 
prior to my arrival. On behalf of all Board members, I would like to thank Clare for her 
leadership, kindness, professionalism and support. Clarissa Murodch will be our 
Interim Chief Medical Officer from 5 January, until a permanent Chief Medical Officer 
is recruited. In addition, Jonathan Gardner, our Chief Strategy, Digital and 
Improvement Officer, has been appointed as the Executive Managing Director at the 
James Paget University Hospital which is part of Norfolk and Norwich University 
Hospitals NHS Foundation Trust. Jonathan’s last day of service with Whittington 
Health was 9 January 2026 and, on behalf of the Board, I thank him for his service 
with us since he joined in May 2018. In addition, I would like to thank Liz O’Hara for 
her contribution as our Chief People Officer. Liz will be returning to her substantive 
post at UCLH. Recruitment and selection exercises for these two latter executive 
director roles will take place in quarter four.  
 
Start Well Programme  
I am pleased to report that, following an open recruitment and selection exercise, 
Sarah Mansuralli was appointed as the Start Well Programme Director. Sarah brings 
a wealth of experience to Whittington Health having formerly been the North Central 
London Integrated Care Board’s Deputy Chief Executive and Chief Strategy and 
Population Health Officer. I chair the NCL Start Well chief executive officers’ group 
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which will provide strategic oversight of the service reconfiguration programme to 
improve maternity, neonatal, and paediatric services across North Central London.  
 
Neighbourhoods 
The NHS’s 10-year plan includes a significant focus on neighbourhood health and 
changing from ‘you come to care’ to ‘care comes to you’ through the development of 
new neighbourhood models. In London a new Integrator function has been 
established to provide responsibility for operational leadership and delivery of the 
neighbourhood model and its functions, including hosting the neighbourhood 
leadership teams. Reporting into the place-based partnerships the integrators will be 
required to have close and integrated working relationships with all partners locally – 
NHS, local authority and voluntary, community and social enterprise organisations – 
so they can help fulfil each of the four neighbourhood pillars: creating community 
assets for health and well-being; outreach & early identification; targeted 
interventions and secondary prevention; and prompt action on rising risk. Whittington 
Health will be represented in the borough arrangements shown in the table below. 
 
Borough Integrator arrangements 
Haringey Whittington Health will form an Alliance with Haringey Council 

and the local GP federation 
Islington Whittington Health and UCLH will form an Alliance with Islington 

Council and the local GP federation 
 
The challenge for Whittington Health is to see how we can really make the left shift 
happen, through better co-ordination of the long-term conditions service already in 
place, but by also exploring whether an acute physician linked to each 
neighbourhood is something that could be possible to support efforts keeping people 
out of hospital. New governance arrangements to ensure that there are appropriate 
assurance and scrutiny systems in place are being developed. 
 
Cyber security 
I am also pleased to report that Whittington Health has been awarded £391k from 
NHS England’s Cyber Risk Reduction Funding to improve our cyber security 
resilience. The funding includes added security inside our network, and a new 
secure cloud-based backup which will ensure the recoverability of critical systems 
and data in the event of a cyber incident, including ‘ransomware’ attacks.  
 
Winter flu vaccination 
All staff have been able to receive the flu vaccination at the Vaccination Centre 
located at the hospital site and open from 0900 to 1700, Monday to Friday. Since the 
start of September, vaccination teams have been rolling out flu vaccines to pregnant 
women and children through GP practices, maternity services and via schools. As of 
19 January, our staff flu vaccination programme has now vaccinated over 2,000 
colleagues, of which 39.2% were frontline staff.  
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Power Infrastructure Project 

 
 
I am to confirm that planning permission has been granted for the next phase of our 
hospital site’s power infrastructure project. This stage of the project will deliver a new 
building on the hospital site to house a replacement energy centre, bulk stores and 
ancillary office accommodation. The development will replace the Old Boiler House 
on the south side of the site and represents a major step forward for the Trust’s 
estate. Securing planning permission is a significant milestone in Whittington 
Health’s estate strategy. The application followed detailed engagement with Islington 
Council planning officers, whose input helped shape a design that is practical, 
resilient and appropriate for the site. 
 
The scheme will provide modern and reliable power infrastructure, alongside much-
needed additional storage and office space to support the day-to-day running of the 
hospital. Upgrading the hospital’s power systems is essential to ensure clinical 
services and patient care are protected, particularly during emergency situations. 
The project will also support wider clinical improvements, including the approved 
Maternity and Neonatal transformation programme and the delivery of the Start Well 
programme at the Trust. 
 
Importantly, the new energy centre will significantly reduce the hospital’s reliance on 
fossil fuels. Heating will move towards electric heat pumps powered by green 
electricity, with the project expected to deliver an estimated 80% reduction in carbon 
emissions on completion. This is a major step towards the Trust’s ambition for a net 
zero carbon estate. I would like to thank colleagues across the estates & facilities 
team, including Nick Woellwarth, Estate Development Lead, and Ahmed Hassan, 
Power Infrastructure Project Director, as well as Islington Council’s Planning Team 
and our wider consultant teams, for their work in bringing this project forward. 
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First images of our future maternity services 

 
 
On 21 January, Whittington Health released on its webpages, the first images of its 
future maternity and neonatal unit, offering a clear look at a major redevelopment 
now moving towards construction. Following the first phase of the project, every 
room on Labour Ward will have its own en-suite bathroom, improving privacy and 
comfort during labour and birth. 
 
The images reveal calm, modern and light-filled spaces, designed to provide a 
relaxing environment with purpose-built facilities specific for labour and birth. 
Building work is expected to begin this year, following several years of detailed 
planning with staff and local people. The redevelopment is underpinned by £60milion 
of capital investment in maternity and neonatal services at the Whittington - the most 
significant improvements to local birth facilities in a generation. 
 
This phase also include a larger neonatal unit which will bring the currently separate 
neonatal intensive care unit and special care unit together in one modern 
environment. The new unit is designed to support the most vulnerable babies as 
work is being completed on a new purpose built neonatal intensive care unit. 
Families will also benefit from a brighter maternity entrance and a redesigned triage 
area at the front of the hospital. These changes aim to create a smoother arrival and 
simpler access to care. 
 
Despite the scale of the redevelopment, maternity and neonatal services will remain 
open throughout the works. Construction phases have been carefully planned to 
protect safety and a positive experience for those giving birth and using the Trust’s 
other maternity services. One of the first stages will be the new combined neonatal 
unit, built away from later construction activity. The hospital’s tiniest patients will only 
move once the new space is fully ready. Pregnant women, people, and families are 
being reassured that they can continue to plan their birth with confidence. Care will 
remain personalised and centred on individual birth plans. 
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Emma Prescott MBE 
On behalf of everyone at Whittington Health, I want to say a huge congratulations to 
Emma Prescott, Thalassaemia Nurse Specialist, for her service to people living with 
Thalassemia Syndrome. I am so pleased that her many years of dedicated service to 
her patients and the community of people living with Thalassaemia has been 
recognised and rewarded with an MBE in the King’s New Year’s Honours. 
Moreover, this is not the first time Emma's hard work has been recognised as in 
2018, she received the Patient Choice Award at the Trust’s annual staff awards, 
 
Ask Aunty 
Whittington Health will be an early implementer of the NHS England London region’s 
Ask Aunty reciprocal mentoring programme for internationally trained professionals, 
aimed at helping them adapt to working and living in the UK and advance their 
careers. All staff are invited to join. International staff can pair with experienced 
mentors, called Aunty or Uncle, for six months of online support, including training, 
mentoring, peer support, and reflection. The mentors will share experiences on 
integration, culture, and inclusion and the programme starts in February 2026. 
 
Sexual safety 
Sexual safety is everyone’s responsibility, and every member of staff deserves to 
feel safe, respected and protected at work. Following NHS England’s national drive, 
in common with many NHS organisations, we have signed the national sexual safety 
charter and launched a new sexual safety policy. The policy provides a new 
framework which sets out what sexual misconduct looks like, with examples and 
expectations that are easy to understand. It also outlines the pathway following 
reporting an incident. 
 
Service visits 
Since the last Board meeting, I have had the privilege of visiting the following service 
teams and colleagues: 
 
2 December, paediatric audiology departmental meeting at St Michael’s 
Primary Care Centre, Enfield  
I spent time with the team talking about how they have developed a comprehensive 
wellbeing approach which has worked to bring the team together. This initiative has 
meant that a dispersed team has a real anchor and support mechanism for their day-
to-day work. 
 
3 December, Long Service Awards & Staff Appreciation Day at the Triangle 
Family Hub 
This was a brilliant event with the team talking about their achievements and best 
practice they are involved in. The impact that teams have on families in Haringey 
was evident and the passion they have for supporting their community was part of 
every discussion. They even had their own bake-off competition. 
 
11 December, Northway School and Edgware Community Hospital 
I spent team with a class in the school and two individual children’s sessions thinking 
about how physiotherapy interventions can support speech and language therapy. 
These sessions are designed to support and enable learning assistants in their day-
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to-day practice. I then met the wider Barnet team, and they explained how they had 
transferred into Whittington and firmly part of the organisation.  
 
15 December, Bounds Green Health Centre 
At Bounds Green, I was delighted to present Munira Mohammed, an administrator in 
our Improving Access to Psychological Therapies service, with an Extra Mile Award.  
Munira was nominated for demonstrating considerable compassion and care to a 
colleague who turned up to work on a Monday morning extremely unwell and in a 
considerable amount of distress, so much so that such concerns resulted in an 
ambulance a rapid response vehicle being dispatched to the scene. Munira went the 
extra mile because she constantly reassured the colleague that everything was 
going to be ok, and that the ambulance was on its way. She supported the colleague 
by holding her hand until the ambulance arrived and calmed down the colleague to 
regulate her breathing, as this was extremely erratic, and she supported the 
colleague by manoeuvring them into a more comfortable position, and did not leave 
her side until the ambulance arrived.  

 

 
 

Proposed car parking changes 
The Trust has had to review its current carparking arrangements as the leased 
space across the road from the hospital site is no longer be available. Following a full 
review, the revised car parking policy seeks to introduce a sustainable and 
transparent model for managing limited staff parking capacity, ensuring compliance 
with Department of Health & Social Care guidance, supporting the Trust’s Green 
Travel Plan, and aligning with the NHS’s net zero agenda. The key changes are: 



Page 10 of 10 

• The introduction of a paid permit system with tiered charges based on days 
worked per week. 

• A permit allocation ratio reduced to 1.25 per bay to prevent oversubscription. 
• The removal of patient/visitor parking after 5pm and at weekends, freeing 

capacity for staff. Patient drop-off & collection will remain the same with access 
to the main entrance of the hospital. 

• Designated parking will be reserved within the Whittington Education Centre 
(WEC) for emergency on-call medical staff, who are required to attend site 
urgently. Access will be limited to staff listed on the official on-call rota.  

• Emergency on-call medical staff may access the Trust approved taxi service for 
travel to and from site during emergency callouts, supporting staff safety and 
out-of-hours response.  

• Implementing six guaranteed, allocated permits for emergency on-call medical 
staff, for day (of) parking prior to emergency night on-call shifts. The allocated 
will be managed by very senior medical leadership (named director) and 
logistically supported by the Head of Security.  

• Special parking arrangement for important colleagues & guests (CQC, 
Ministers etc.) will be coordinate by the Head of Security and allocated within 
the WEC car park as required with 48hrs notice. 

 
All staff briefings 
Since the November Board meeting, there have been three all staff briefings at 
Whittington Health. The topics covered at the most recent one held on 15 January 
included a review of performance in 2025 which highlighted our ranking under the 
NHS Oversight Framework, our improved cancer where Whittington Health was 
named as England’s most improved cancer service performance against the 62-day 
target, the 18% increase in diagnostic appointments provided at the Wood Green 
Community Diagnostic Centre’ and the elimination of waits for planned care for 
people who have waited over 65 weeks. We also highlighted sustainability as a key 
area to continue progressing in 2026 through our Improvement programme’s four 
workstreams and the delivery of recurrent savings. 
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Meeting title Trust Board – public meeting  

 
 

Date: 30 January 2026  
 

Report title Quality Assurance Committee Chair’s 
report  

Agenda item:             6 
 
 

Committee Chair Professor Mark Emberton, Non-Executive Director 
Executive leads Sarah Wilding, Chief Nurse & Director of Allied Health Professionals, 

Dr Clarissa Murdoch Acting Chief Medical Officer 
Report author Marcia Marrast-Lewis, Assistant Trust Secretary 
Executive summary The Quality Assurance Committee met on 14 January 2026 and was 

able to take good assurance from the following agenda items 
considered: 
• Board Assurance Framework - Quality and Integration 2 entries 
• Reduction of Viral PCR Testing Project - Quality Improvement 

project 
• Q2 Patient Safety Investigation Framework update  
• Patient Safety Incident Investigation report (PSII) reports 
• Q3 2025/26 Maternity Board report 
• Maternity Incentive Scheme Year 7 submission 
• Learning from Deaths report 
• Mental Health Update 
• Ligature Risk assessment report 
• Biannual Health & Safety Report 
• Nursing and Midwifery 6 monthly safer staffing review 

 
The Committee took partial assurance from the following agenda 
items: 
• Risk register report 
• Fire safety report 

 
The Committee also received the minutes of the meeting of the Quality 
Governance Committee that took place on 9 December 2025.  The 
Committee agreed that the nursing establishment review was 
escalated to the Quality Assurance Committee together with infection 
prevention control in the context of winter pressures and winter 
infections.   
 
The Committee agreed that the following areas be brought to the 
Board’s attention: 
1. The need for members to review unredacted Patient Safety 

Incident Investigation (PSII) reports to ensure a full understanding 
of the issues and context. 
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2. The compliance achieved so far, against the ten safety actions for 
year seven of the Maternity Incentive Scheme (MIS) and the 
remaining areas of risk.  

3. Safer staffing submission with an emphasis on workforce 
sustainability and the reduction of bank and agency  

4. Mental health and the impact on patients when their needs are not 
met in the right setting.  

5. The need to develop a more quantified approach to scoring risks 
against the BAF to strengthen consistency and transparency. 
 

Purpose  Approval 
 

Recommendation Board members are asked to note the Chair’s assurance report for the 
Quality Assurance Committee meeting held on 14 January 2026. 
 

BAF  Quality 1 and 2 entries and Integration 2 entry 
 

Appendices 1. Six Patient safety incident investigation reports: 
• A118499 - Went to QAC 2/11/25 (held back due to Inquest on 

16/01/26) 
• A122107 - Went to QAC 10/09/25 (held back due to Inquest on 

23/12/25) 
• A124352 went to QAC 14/01/26 
• A124977 - Went to QAC 14/01/26 
• A131504 - Went to QAC 14/01/26 
• A116750 - Went to QAC 14/01/26 

 
2. Q2 Learning from deaths report 
3. Nursing and Midwifery 6 monthly Safer Staffing Review Report 
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Committee Chair’s Assurance report 
 
Committee name Quality Assurance Committee 
Date of meeting 14 January 2026 
Summary of assurance: 
1. Emerging issues  

The Committee noted the following updates:  
a) Care Quality Commission inspection report  
The draft report on the outcome of the inspection of urgent and emergency care 
(UEC) has been received and would be reviewed for factual accuracy.  A 
response was due by 23 January.  The CQC had given the UEC a rating of 
requires improvement which does not alter the Trust’s overall position of good. 
 
b) Simmons House  
Notification has been received from the CQC of their intention to reopen the  
formal investigation into the tragic death by suicide at Simmonds House in 
October 2023. 
 
c) Never Event 
The Committee was informed that of a never event related to the misplacement 
of a nasogastric tube in an elderly patient.  An investigation has commenced  
and the findings would be reported to the Committee upon completion. 
 

2. The Committee confirms to the Trust Board that it took good assurance 
from the following agenda items: 
 
Q3 Board Assurance Framework (BAF) – Quality 1 and 2 and Integration 2 
entries 
The Committee reviewed risks relating to the delivery of the Trust’s Quality and 
Integration strategic objectives and agreed that no changes should be made to 
the total risk scores for the three relevant entries at this time.  
 
Committee Members discussed the broader issue of quantifying risk indicators 
and their influence on risk scores.  It was agreed that a quality dashboard, 
reporting on a comprehensive set of metrics would strengthen the risk scoring 
process and enable more accurate reporting. 
 
The Committee approved the Q3 BAF for the Quality and Integration 2 
entries. 
 
Q3 Patient Safety Investigations Framework (PSIRF) update 
The Committee reviewed the Q3 PSIRF update.  The top ten reported 
categories continued to relate primarily to discharge and transfer, reflecting 
sustained winter pressures, alongside pressure ulcers and other skin damage, 
which remain priority areas for improvement.  The Committee received 
assurance that that these themes were being addressed through established 
improvement groups, with assurance provided through the implementation of 
agreed improvement and safety actions.  In addition, the range of learning 
responses across clinical divisions, were demonstrably linked to improvement 
activity. 
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The Committee learned that five Patient Safety Incidents (PSIs) were declared 
during the reporting period.  All five PSIs are currently subject to formal 
investigation, with weekly progress updates reported to the Whittington 
Improvement Safety Huddle to ensure actions were tracked and delivered.  All 
completed investigations will be escalated to the Trust Board in line with agreed 
governance arrangements. 
 
Overall, the Committee was assured that good progress is being made. While 
recently declared PSIs are progressing through the investigation process, the 
majority of legacy cases have now been concluded, providing improved 
assurance around timeliness and organisational grip. 
 
The Committee noted the report 
 
 
Patient Safety Incident Investigation reports  
The Committee received the findings from the following four investigations  
• The first patient safety incident involved a patient who presented to the ED 

following a seizure and was subsequently found to have a cervical spinal 
cord injury.  While initial CT imaging did not identify a fracture, a radiology 
addendum indicating potential cervical spine instability was not directly 
communicated to clinicians.  The patient later developed neurological 
symptoms, with MRI confirming a soft-tissue spinal injury resulting in 
tetraplegia.  The Committee was informed that the incident had been 
reviewed through established governance processes, including a radiology 
discrepancy review, and that learning had resulted in strengthened 
arrangements for the direct notification of radiology addenda, reinforced 
expectations for neurological assessment prior to removal of cervical spine 
immobilisation, and clearer guidance on the early use of MRI where 
ligamentous injury is suspected.   

• The second incident involved a patient with complex needs, known to 
community nursing services, who died following a cardiac arrest in the 
community.  The patient had repeatedly declined care, hospital admission 
and transport, raising initial safeguarding concerns.  The Committee was 
informed that a review of the incident identified inconsistent documentation 
and assessment of mental capacity in community settings, alongside 
challenges in coordinating care across services.  Learning actions included 
strengthening the use of complex solutions teams, improving the visibility of 
patients with learning disabilities and complex needs through enhanced 
alerts on community systems, and reinforcing joint working between learning 
disability services, community nursing and social care.   

• The third incident involved a retained swab following a vaginal delivery on 
the maternity unit.  The retained swab was identified postnatally and 
removed under general anaesthetic, with the patient making a full recovery.  
The Committee was advised that the review identified non-adherence to 
established swab counting processes, rather than absence of controls, and 
that learning has been reviewed using a systems-based approach.  Actions 
included clarified guidance on swab counting and escalation, revision of 
perineal tear documentation and Local Safety Standards for Invasive 
Procedures, strengthened use of post-delivery workflow checks, and 
additional training and role clarity for maternity staff.  The Committee took 
assurance that improvement actions were in place to reinforce compliance 
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with swab counting processes and reduce the risk of recurrence.  
Committee members also agreed that the incident provided an opportunity 
to undertake a quality improvement project expanded across all clinical 
divisions. 

• The Committee considered a report on a serious incident involving a patient 
on a care of older people ward who sustained a fall in a recognised high-risk 
bathroom area and was subsequently found to have a fractured neck of 
femur.  The patient underwent surgical repair but later developed aspiration 
pneumonia and sadly died.  A review identified gaps in falls risk assessment 
and post-fall management, including failure to update risk assessments 
following an earlier fall, lapses in bay observation arrangements, and 
deviation from agreed post-fall procedures, including the use of appropriate 
manual-handling equipment.  Actions included strengthened controls around 
falls risk assessment and documentation, reinforcement of post-fall and 
manual-handling procedures, review of bathroom risk controls on care of 
older people wards, and refresher training to support safe supervision and 
escalation.   

 
The Committee noted the PSII reports which would be appended to the 
Chair’s report to the Board  
 
Q3 2025/26 Maternity Services Quarterly report  
The Committee received a summary of the work undertaken in the maternity 
department for quarter 3. The following points were highlighted: 
• The 2025 CQC Maternity Patient Survey has been published, and work 

would continue through monthly meetings with the Maternity and Neonatal 
Voices Partnership to co-produce an action plan, with particular focus on 
addressing the lowest-scoring survey domains. 

• There was one ongoing MNSI investigation, with a response awaited, and 
one coroner’s case, for which the PSII has been finalised and an inquest is 
scheduled.  No new PSII incidents were reported in Quarter 3 beyond those 
already under investigation. 

• Key learning themes from Quarter 2 incidents included NICU admissions 
and respiratory distress, major obstetric haemorrhage, and a cluster of 
safeguarding cases.  The Board noted ongoing audit activity and the need to 
maintain compliance with mandatory safeguarding training, recognising the 
risk of reduced compliance if uptake is not maintained ahead of the next 
training cycle. 

• There was 100% compliance with supernumerary labour coordinator 
arrangements, delivery of one-to-one care in labour, and ongoing monitoring 
of midwife-to-birth ratios and planned versus actual staffing levels. 

• A review of home birth services was undertaken following a Prevention of 
Future Deaths report in greater Manchester.  Areas for improvement were 
identified relating to on-call arrangements, staffing and experience, with an 
action plan in place, the introduction of skills-in-real training, completion of 
staff listening events, and a review of the service model was underway, with 
proposed changes expected by July 2026. 

• For MIS year 7, the Trust was compliant with 9 of the 10 safety actions, with 
actions in place to address the remaining requirement.  The Trust was not 
compliant with Safety Action 4 relating to elements of the obstetric medical 
workforce at the point of submission.  However, assurance was provided 
that compliance has been achieved since April, supported by audit, and that 
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an agreed action plan will be submitted to NHS Resolution alongside the 
declaration.  The Committee was assured that the Trust is on track to 
achieve compliance with Safety Action 10 within the required timeframe for 
the next MIS submission. 

 
The Committee noted the Q3 maternity report. 
 
Learning from deaths report  
The Committee received an update on mortality, learning and prevention of 
future deaths. The following key issues were highlighted: 
• 102 inpatient deaths were recorded during the period, with a further 14 

deaths in non-inpatient cohorts.  
• The Standard Hospital Mortality Indicator (SHMI) remained within expected 

limits (0.94), providing assurance. A review of SHMI data highlighted 
improved elective coding quality, with ongoing challenges in non-elective 
coding, impacting the capture of comorbidities and overall mortality metrics. 

• Learning from Prevention of Future Deaths (PFD) reports, included the need 
for strengthened preparation and support for community teams involved in 
inquests, and continued improvement work relating to pressure ulcer 
prevention in the Emergency Department (ED).  A further PFD related to 
crowding in the ED was noted, recognising this as a significant and ongoing 
pressure locally and nationally. 

• Learning from Structured Judgement Reviews (SJR) identified themes 
around complexity of mental health assessment, fluctuating capacity, and 
radiology learning, with assurance provided regarding proactive review and 
dissemination of learning through established governance routes.  Good 
practice was noted in relation to end-of-life care, alongside targeted 
improvement work to strengthen treatment escalation planning in clinical 
areas with smaller cohorts of patients at risk of deterioration. 

• The Committee received assurance from a detailed review of a temporary 
signal in lung cancer mortality, where numbers had returned to expected 
levels and that case review identified late presentation and advanced 
disease as contributory factors.  The Committee requested that avoidability 
scores would be included in future reports to strengthen assurance. 

 
The Committee noted the report. 
 
Reduction of Viral PCR Testing Project 
The Committee welcomed Neil Jones, Pathology Operations Manager, who 
delivered a presentation on a demand optimisation project for pathology 
services.  The project, implemented under the outsourced model with HSL, has 
achieved significant improvements in controlling pathology testing and reducing 
unnecessary tests, which carry both financial and clinical implications. 
 
The following key points were noted: 
• Project Approach: Adopted a quality improvement methodology focusing 

on high-cost, high-volume tests. Initial target was the Quad PCR test 
(COVID, RSV, Influenza A & B), costing approximately £75 per test, with 
annual volumes around 10,000. 

• Audit Findings: Initial audit identified approximately 500 unnecessary tests 
for adult admissions, with potential savings estimated at £450k per year if 
compliance was achieved. 
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• Interventions: Education programme, clinician engagement, and clear 
guidance via screensavers on appropriate testing criteria. 

• Impact: Re-audit showed a reduction in asymptomatic testing from 60% to 
11%, delivering estimated savings of £150k–£200k to date, with potential 
for further savings. 

• Next Steps: Expansion of the demand optimisation model to other high-
cost tests. 

 
The Committee thanked Neil Jones for his presentation and commended 
the success of this initiative and its contribution to cost control and 
clinical quality. 
 
Nursing and Midwifery 6 monthly Safer Staffing Review Report 
The Committee received an assurance update on the Trust’s compliance with 
statutory requirements for safe nursing and midwifery staffing. Focus was given 
on the following: 
• Proposals to strengthen nursing staffing in the Paediatric ED,  
• Staffing on Ifor Ward had been permanently increased, with over-

recruitment and additional healthcare support workers in place to strengthen 
enhanced care provision. 

• A focus on enhanced therapeutic care, strengthened training for staff 
supporting patients with mental health needs, review of ward manager 
supervisory time, and progress with team-based rostering.  Ward managers 
at the Trust were not fully supernumerary, and a benchmarking exercise has 
been commissioned to inform future options within the current financial 
context. 

• Progress on resetting net nursing hours, would be considered through Audit 
Committee.   

 
The Board took assurance that appropriate governance and review 
arrangements were in place to support safe staffing across nursing and 
midwifery services. 
 
Mental Health Update Report 
The Committee was informed of concerns regarding the number of inpatients 
awaiting psychiatric assessment, treatment or transfer, including patients 
detained under the Mental Health Act, and the associated impact on patients 
with co-existing physical health needs.  
 
The Committee received an update on progress against the six priority areas 
which included ongoing work to strengthen arrangements in the ED for the 
review and use of restraint and seclusion, supported by monthly audit and the 
continued embedding of Code 10, a multidisciplinary response for patients 
requiring enhanced support.  A a multidisciplinary review of the ED environment 
was scheduled for completion by the end of January.  Progress was also noted 
in relation to mental health training for staff in the ED, Ifor and Emergency and 
Integrated Medicine wards, with training delivered between August and 
December 2025.  Further sessions were planned which would focus on de-
escalation and safe, compliant use of restraint. 
The Committee received assurance that work would continue to improve the 
interface between physical and mental health care, including practical measures 
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such as access to nicotine replacement therapy, and ongoing oversight of 
Mental Health Act compliance.  
 
In addition, the Committee took assurance from audit findings that rooms 12 and 
12A had not been used for patients under the age of 18 during the past year, 
The Committee welcomed evidence that staff training had strengthened 
confidence in using alternative de-escalation approaches, reducing reliance on 
restrictive practices.   
 
Committee members acknowledged concerns regarding a small number of 
children and young people on Ifor Ward that had experienced delayed discharge 
due to limited availability of suitable social care placements.  The Committee 
received assurance that work was underway with system partners across North 
Central London to develop a collaborative escalation protocol to expedite access 
to appropriate placements, led by the Head of Safeguarding Children and the 
Trust’s Children’s Mental Health Champion. 
 
The Committee noted the report 
 
Ligature risk update 
The Committee considered the report on the Trust’s management of ligature 
risks.  It was acknowledged that during 2025, risk assessments were completed 
in 16 high-risk areas, alongside delivery of associated estates works.  This has 
reduced the overall ligature risk score from 20 to 15, with a further aspiration to 
reduce this to 12 through continued mitigation, completion of estates works, 
strengthened training assurance, and review of the Ligature Risk Assessment 
Policy, scheduled for February and March. 
 
Committee members welcomed strengthened governance and joint working with 
security, estates and clinical teams, including learning from a recent coroner’s 
inquest, improved clarity of roles and responsibilities, and embedded ownership 
at clinical and divisional level.  Progress on estates works was noted, including 
access control and window replacements on Ifor Ward, supported by an 
increased £700k capital budget.  The Committee took assurance that next steps, 
included policy and process review and escalation through established 
governance routes. 
 
The Committee noted the report 
 
Bi – Annual Health and Safety Report 
The Committee considered a report on the Trust’s health and safety governance 
arrangements and health and safety metrics.  The following key themes were 
highlighted: 
• Incident reporting performance met the Trust KPI, with 25% of incidents 

reported within seven days.  The most frequently reported incident 
categories related to security and violence and aggression in the ED and 
maternity departments 

• Overall health and safety policy compliance was at 76%, with an action plan 
in place through the Health and Safety Committee to achieve near-full 
compliance by the end of Quarter 4.  
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• Ongoing actions in response to a food allergen alert, included strengthened 
ward-level food safety training and planned review of patient catering 
arrangements.  

• Mandatory health and safety training compliance remains around 90%, with 
fire safety training temporarily reduced to 84% due to staff turnover; 
additional external support has been secured to restore compliance. 

• The completion of fire risk assessments had reduced to 56% on the acute 
site and 47% in community services due to staffing changes.  Assurance 
was provided that external specialist support has been appointed and 
recovery work is underway.  

• Four Reporting of Injuries, Diseases and Dangerous Occurrences 
Regulations incidents were reported, all were appropriately managed with 
staff supported and no critical systemic issues identified. 

 
Committee members sought assurance in relation to the significant increase in 
reported incidents over the six-month period (1,241 compared to 521), and 
whether this reflected an increase in incidents or improved reporting. 
 
The Committee was advised that the increase was attributable to improved 
reporting (approximately 90%), rather than a deterioration in safety.  This 
reflected targeted work to strengthen reporting culture, particularly in the ED and 
mental health related activity, alongside efforts to clarify roles, responsibilities 
and service scope.  Work is also underway with the Datix System and risk teams 
to streamline reporting processes. 
 
The Committee approved the report. 
 

e3. Committee members took moderate assurance from the following agenda 
items: 
 
Risk Register report 
The Committee reviewed the risk register report which showed 49 risks scored 
at 15 or more on the risk register. The Committee reviewed the following added 
high risks: 
• 1675 - Inadequate Staff Resource for Women’s Health Clinical Governance 

Activities and Oversight 
• 1681 - Health Visiting Service – Barnet 
• 1684 - Safeguarding Training Compliance for Midwives and Obstetricians 
• 1678 - Over 15000 Patients Lost to Follow Up 

 
The Committee discussed the plans to address the patients lost to follow-up and 
was assured that harm reviews were ongoing and a working group had been 
established to complete the investigation.  The Committee would be informed of  
clinical risk assessments in due course. 
 
The Committee noted the Risk Register report.  
 
Fire safety action plan update 
The Committee received an update on progress of fire safety remediation works 
across the Trust.  It was reported that significant capital works were underway, 
with a particular focus on A, L and K blocks, and that engagement with the 
London Fire Brigade continued on a quarterly basis.  The Committee welcomed 
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the strengthening of the relationship with the London Fire Brigade, with further 
site engagement anticipated later in the year.  
 
The Committee received assurance regarding delivery of the fire remediation 
programme, including decant arrangements to enable works in clinical areas, a 
review and upgrade of the Trust’s fire strategy, and phased remediation across 
the acute and community estate.  It was noted that compliant L1 fire alarm 
systems and fire doors would be in place in priority blocks by Q1 of the next 
financial year, materially reducing risk.  Progress on works at Stuart Crescent 
was noted, with mitigations in place where access challenges remained.  The 
Committee took assurance that risks are recognised, funding arrangements 
were being actively managed, and the programme was progressing in line with 
plan. 
 
The Committee noted the report 
 

4. Present: 
Mark Emberton, Non-Executive Director (Chair) 
Amanda Gibbon, Non-Executive Director  
Baroness Glenys Thornton, Non-Executive Director 
Sarah Wilding, Chief Nurse & Director of Allied Health Professionals 
Clarissa Murdoch. Deputy Chief Medical Officer  
Tina Jegede, Joint Director of Inclusion and Islington Care Homes Lead 
Swarnjit Singh, Joint Director of Inclusion and Trust Company Secretary 
 

 
In attendance: 
Isabelle Cornet, Director of Midwifery 
Selina Douglas, Chief Executive 
Dr Phillip Lee, Associate Medical Director, Patient Safety 
Marcia Marrast-Lewis, Assistant Trust Secretary 
Matthew Minter, Associate Director of Clinical Governance 
Theresa Renwick, Safeguarding Adults Lead 
Liam Triggs, Director of Estates & Facilities 
Ruth Woolhouse, Senior nurse & Manager Paediatric Mental Health Team, 
Carolyn Stewart, Executive Assistant Chief Nurse & Director of Allied Health 
Professional 
Ruth Law, Assistant Medical Director, Quality Improvement & Clinical Excellence 
Mike Cooshneea, Deputy Chief Operating Officer/Director of Operations EIM 
Neil Jones, Pathology Operational Manager 
 
Apologies 
Chinyama Okunuga, Chief Operating Officer 
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Meeting title QAC Date: 14/01/2026 
Report title Quarterly Learning from Deaths (LfD) Report  

Q2, 1st July to 30th September 2025 
Agenda item: 4.6 

Executive director lead Dr Clarissa Murdoch, Chief Medical Officer  
Report authors Dr Sarah Gillis, Associate Medical Director Learning from Deaths 

Ruby Carr, Project Lead for Learning from Deaths  
Executive summary During Q2, 1st July to 30th September 2025, there were 102 adult inpatient 

deaths (excluding deaths in the Emergency Department (ED), reported at 
Whittington Health (WH).  
  
8 adult structured judgement reviews (SJRs) were requested for Quarter 2, 
and of these, 6 have been completed. 60 non-SJR mortality reviews were 
completed. There have been some delays in completion due to the impact 
on clashes with departmental morbidity and mortality meetings which were 
timetabled during resident doctor industrial action 
 
There were 0 maternal deaths.  
There were 0 neonatal deaths in Q2. 
There were 0 paediatric deaths. 
 
The latest published Summary Hospital-level Mortality Indicator (SHMI) is 
0.895 for the Whittington and is for the data period Aug 2024 to Jul 2025.   
 

Purpose:  The paper summarises the key learning points and actions identified in the 
mortality reviews completed for Q2, 1st July to 30th September 2025. 

Recommendation(s) Members are invited to: 
• Recognise the assurances highlighted for the robust process 

implemented to strengthen governance and improved care around 
inpatient deaths and performance in reviewing inpatient deaths which 
make a significant positive contribution to patient safety culture at the 
Trust. 

• Be aware of the areas where further action is being taken to improve 
compliance data and the sharing of learning. 

Risk Register or Board 
Assurance Framework  

Captured on the Trust Quality and Safety Risk Register  

Report history Not previously presented 
Appendices Appendix 1: NHS England Trust Mortality Dashboard 
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                   Quarterly Learning from Deaths Report Q2 2025/26 
 

 
1.  Introduction  

1.1 This report summarises the key learning identified in the mortality reviews completed for Quarter 
2 of 2025/26. This report describes: 

• Performance against local and national expectations in reviewing the care of patients who have 
died whilst in this hospital. This report focuses on deaths of inpatients.  

• The learning taken from the themes that emerge from these reviews. 
• Actions being taken to both improve the Trust’s care of patients and to improve the learning from 

deaths process. 
 

2.  Background 
 

2.1 In line with the NHS Quality Board “National guidance on learning from deaths” (March 2017) the 
Trust introduced a systematised approach to reviewing the care of patients who have died in hospital. 

https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-national-guidance-learning-from-
deaths.pdf 

 
2.2 The Trust requires that all inpatient deaths be reviewed. The mortality review should be by a 

consultant not directly involved with the patient’s care. 
 
A Structured Judgement Review (SJR) should be undertaken by a trained reviewer who was not 
directly involved in the patient’s care, if the case complies with one of the mandated criteria listed 
below: 
 
• Deaths where families, carers or staff have raised concerns about the quality-of-care provision. 
• All inpatient deaths of patients with learning disabilities (LD) and autism. 
• All inpatient deaths of patients with a severe mental illness (SMI) diagnosis. SMI is defined as 

schizophrenia, schizoaffective disorders, bipolar affective disorder, severe depression with 
psychosis. In addition to where these diagnoses are recorded in a patient’s records, the use of 
Clozapine, Lithium and depot antipsychotic medication are indicative of these diagnoses. 

• Deaths recommended by the Medical Examiner service as needing further review. 
• All deaths in a service where concerns have been raised either through audit, incident reporting 

processes or other mortality indicators. 
• All deaths in areas where deaths would not be expected, for example deaths during elective 

surgical procedures. 
• Deaths where learning will inform the provider’s existing or planned improvement work, for 

example deaths where the patient had treatment relating to blood transfusion. 
• All inpatient paediatric, neonatal, and maternal deaths are reviewed as per national guidance 

and included in this report. 
 

3.  Mortality Review Quarter 2, 2025/26 
 

 
3.1  There were 102 adult inpatient deaths (excluding deaths in ED) reported at Whittington Health (WH). 

 
3.2 There were 0 neonatal deaths in Q2 at the Whittington.  

 
3.3 There were 0 paediatric deaths.  However a 3 day old child with likely sepsis was retrieved to PICU 

and sadly died there. An invesigation is underway. 

https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-national-guidance-learning-from-deaths.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-national-guidance-learning-from-deaths.pdf
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3.4 There were 0 maternal deaths. 

 
3.5 Table 1 shows the distribution of deaths by departments/teams. 

 
Table 1: Death by Department/Team 

 Department/Team Number of deaths 
Acute Admissions Unit (Mary Seacole North and South) 25 
Cavell 4 
Cloudesley 12 
Meyrick 17 
ITU (Intensive Treatment Unit) 10 
Nightingale (respiratory) 16 
Coronary Care Unit (Montuschi)  5 
Thorogood 2 
Victoria 6 
Coyle  2 

Mercers   0 

Eddington 3 

Cearns 0 

Theatres Recovery 0 

Child/neonatal 0 

Maternal  0 

Total: 102 
 

3.6 Table 2a shows the total number of mortality reviews and SJRs required and how many of these 
reviews are outstanding. There has been some feedback that mortality reviews and departmental 
Morbifity and Mortality meetings have been delayed due to the pressure of resident doctor industrial 
action. 

 
Table 2a:   Total number of Mortality reviews and SJRs required. 

 
 Number of 

reviews required 
Completed Reviews Outstanding reviews  

Adult Mortality Reviews 94  60  34  
Neonatal and Paediatric 
Mortality Reviews 

0 0 0 

SJR 8 6 2 
   

 
3.7 Table 2b provides a breakdown of SJRs required by department. 

 
Table 2b: SJRs required for each department/ team 

 
Department Number of SJRs Number outstanding 
Acute Admissions Unit (Mary Seacole North and 
South) 

1 0 

Cavell 0 0 
Cloudesley 0 0 
Meyrick 1 0 
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ITU  1 1 
Nightingale 0 0 
Coronary Care Unit (Montuschi)  1 1 
Victoria 0 0 
Coyle 1 0 
Mercers 0 0 
ED 2 0 
Thorogood 1 0 
Theatres Recovery 0 0 
Other 0 0 
Total: 8 2 

 
The ITU team felt unable to review fully as they felt the review needed to be from a surgical 
perspective. The general surgical team is aware and the SJR has been allocated. 

 
Table 3: Reasons for deaths being assigned as requiring an SJR during Quarter 4, 2024/25 

 
Criteria for SJR Number of 

SJRs 
identified 

 

Completed 
SJRs 

Comments 

Staff/clinician raised concerns about 
care 

1 1 This is also a Coroners 
referral 

Family raised concerns about quality of 
care 

1 1  

Death of a patient with Serious mental 
illness (SMI) 

2 2  

Death in surgical patients  0 0  
Paediatric/maternal/neonatal/intra-
uterine deaths 

0 0  

Deaths referred to Coroner’s office 
without proposed cause of death 

1 1  

Deaths related to specific patient safety 
or QI work 

0 0  

Death of a patient with a Learning 
disability 

1 1  

Medical Examiner concern 2 0 1 of these is also a 
Coroners referral 

Serious Incident investigations  0 0  
Unexpected Death 0 0  
Concerns raised through audit, incident 
reporting or other mortality indicators 

0 0  

Definite COVID-19 Health Care 
Acquired Infection (HCAI) 

0 0  

Total including Neonatal Deaths 8 6  
 
3.8 Deaths requiring an SJR form (or equivalent tool) are reviewed by a second independent Clinician, 

not directly involved with the case. The case is then discussed in the department mortality meeting. 
Each SJR is fully reviewed to ensure all possible learning has been captured and shared. 

 
3.9  The aim of this review process is to: 

• Engage with patients’ families and carers and recognise their insights as a source of learning, 
improve their opportunities for raising concerns. 

• Embed a culture of learning from mortality reviews in the Trust. 
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• Identify and learn from episodes relating to problems in care. 
• Identify and learn from notable practice. 
• Understand and improve the quality of End-of-Life Care (EoLC), with a particular focus on 

whether patient’s and carer’s wishes were identified and met. 
• Enable informed and transparent reporting to the Public Trust Board with a clear methodology.  
• Identify potentially avoidable deaths and ensure these are fully investigated through the Serious 

Incident process and are clearly and transparently recorded and reported. 
 
4. Mortality Dashboard 

 
4.1 There were 102 inpatient adult deaths recorded in Quarter 2, 2025/26 at Whittington Health.  

 
4.2 The National Guidance on Learning from Deaths gives a suggested dashboard which provides a 

 format for data publication by Trusts. Whittington Health has chosen to adopt this dashboard 
 locally. The dashboard is provided in Appendix 1 – NHS England Trust Mortality dashboard. This 
 dashboard shows data from 1 April 2017 onwards.   
 
 

4.3 The number of inpatient and ED deaths in Q2 2025/26 was 116. All deaths within in ED were reviewed 

 
4.4 There was 1 learning disability death, and 0 deaths of a patient diagnosed with Autism. 1 patient had 

a severe mental illness (SMI).  
 

4.5 The radial graph below compares all crude adult mortality rates (including ED deaths) for Whittington 
health in 2018-19, 2019-20, 2020-21, 2021-22, 2022-23, 2024-25 and now the first data for this year. 

 
Graph 1: Crude Adult Mortality at Whittington Health comparing previous years (April 2018 – March 
2025) 

 
 

 

0

20

40

60

80

100

120

140
April

May

June

July

Augus
t

Sept

Oct

Nov

Dec

Jan

Feb

March

Crude Adult Mortality comparing previous years

April 19 to March
20
April 20 to March
21
April 21 to March
22
April 22 to March
23
April 23 to March
24
April 24 to March
25



Page 6 of 9 
 

 
 
 
 
 
 
Table 4: Number of inpatient and ED deaths each month over the past 6 years 

Month 

April 18 
to March 

19 

April 19 
to March 

20 

April 20 
to 

March 
21 

April 21 
to March 

22 

April 22 
to 

March 
23 

April 23 
to March 

24 

April 24 
to March 

25 

 
April 25 

to March 
26 

April 34 42 112 40 45 47 35 35 

May 37 38 46 26 28 32 38 29 

June 33 40 22 37 49 46 37 31 

July 25 38 24 44 48 45 46 45 

August 26 45 20 43 42 48 40 34 

Sept 29 33 28 37 36 38 37 37 

Oct 30 37 49 45 48 34 33  

Nov 37 48 38 46 40 54 42  

Dec 44 45 67 42 59 44 43  

Jan 42 43 124 45 53 48 59  

Feb 32 40 54 31 42 35 44  

March 48 74 23 51 46 38 39  

Total 417 523 607 487 536 509 493 211 

 
 
5. Summary Hospital-level Mortality Indicator (SHMI)  

The latest published Summary Hospital-level Mortality Indicator (SHMI) is 0.895 for the Whittington and 
is for the data period Aug 2024 to Jul 2025. In hospital SHMI is 0.94 and out of hospital SHMI is 74.9. 
The Whittington standard HSMR (Hospital Standardised Mortality Ratio) for Oct 24 to Sep 25 is 77.6 
Our average coding for elective activity has climbed, and we are now matched with our peers. Our non 
elective coding is more volatile, but there has been a general decline in coding, which is not seen in our 
peers. We are undercoded in comparison for renal, however we have a working LAS divert for patients 
who are on dialysis programmes to go to the Royal Free Hospital so this may reflect this.   

 
6. Prevention of Future Deaths (PFDs) 

A PFD was issued by HM Coroner in Q2 to Whittington Health. This was in regard to the care that was 
delivered by the Whittington Health community team to a patient who subsequently died as an inpatient 
at University College Hospital. A response has been submitted to HM Coroner which includes a Quality 
Improvement Project (QIP) in ED regarding adherence to our Pressure Ulcer (PU) Prevention and 
Management Policy. In the community ensuring patients have daily visits allocated individually, timely 
referral to TVN and that learning should be shared regarding the development of PUs. An increase in 
support and training for staff involved in writing statements and attending the coroner’s court, and ongoing 
audit and training regarding Duty of Candour. 
There was a PFD issued to NHSE and Dept of Health and Social Care (DHSC) regarding a frail patient 
who was admitted and subsequently died at the Whittington Hospital. They were admitted via ED where 
they remained while waiting for an inpatient bed and there were concerns regarding overcrowding in the 
ED. However, the coroner felt that this was a problem not just at the Whittington, but also at other acute 
trusts, and so the PFD was issued to NHSE and DHSC rather than the Whittington 
 

7. Themes and learning from mortality reviews Quarter 2, 2025/2026 
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7.1 Management of patients with Serious Mental Illness (SMI) 

 
A patient with a significant psychiatric history was appropriately flagged to the safeguarding team on 
admission. The patient’s care was complex as they were refusing medical interventions, and their 
level of capacity was fluctuant. The learning was that there could have been earlier involvement of 
the mental health liaison team, family and potentially palliative care. Incorrect details for the family 
were on record, and ensuring accuracy for these for all patients is important. 
 
Another patient was well managed as they were recognised to be dying early on in their admission 
and palliative care input was requested. The learning was that the patient was in distress when first 
seen by the palliative care team, and that both medical and nursing staff need to ensure treatment is 
administered promptly. 
 

7.2 Management of patients with Learning Difficulties or Autism 
No deaths of patients with autism were reported. Both the Medical examiner team and Morbidity and 
Mortality Leads need to ensure an SJR is undertaken if the patient has a diagnosis of autism 
A patient with learning difficulties arrived to the hospital in periarrest. They subsequently had a cardiac 
arrest. The reviewer noted that ALS protocols were managed well and according to Resuscitation 
Council guidance, despite the patient’s death 
 
Other adult deaths 
 
A patient presented to ED with chest pain. The learning here is that national guidance is that patients 
with chest pain should be triaged within 15 minutes. They were triaged at 20 minutes and had a 
cardiac arrest in RAT (Rapid Assessment and Treatment). They were rapidly transferred from there 
into the Resuscitation Room. All ALS protocols were managed appropriately and according to 
guidance. 

 
A frail patient presented to ED after a fall in a Nursing Home. They had a CT head ordered. The 
reviewer noted that they did not meet the criteria to require a CT neck in addition to this. The CT head 
was reported by our out of hours reporting service. The CT was reported as no acute injuries and the 
patient was after review discharged to their NH. The patient reported pain and was brought back to 
ED where further imaging was requested including a cervical spine CT. When this was reported, the 
Whittington radiologist reviewed the CT head and noted there was a fracture. This case is awaiting 
coronial case. The patient subsequently died from an aspiration pneumonia. The case has been 
reviewed at REALM (Radiology Events and Learning Meetings) and also has been highlighted to the 
provider. This case will be reviewed in the New year in the Coroners Court. 
 

• Evidence of good End of life care (EOLC) 
 
There was evidence of good EOLC in 3 of the SJRs. There was the death of one patient with a 
gynaecological cancer where imminent death was not recognised. A departmental update is being 
organised regarding TEPs (treatment escalation plans) and ensuring good EOLC. 
 

 
Feedback highlighted from adult non SJR deaths were:  

 
None at present 

 
8. Dissemination of Learning 

 
8.1 This report is considered at the Mortality Review Group attended by the mortality leads from each 

specialty which allows them to disseminate onwards lessons. 
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8.2 Additionally, a PowerPoint summary of learning has been prepared and will be sent to all mortality 

leads to discussed at their departmental mortality meetings 

 
8.3 Lessons from mortality reviews are included in the Trust-wide newsletter Safety Matters and 

specific cases have been the subject of patient safety forum presentations. 

 
8.4 Teams hold mortality review meetings to discuss local cases and share wider learning between 

teams and jointly review cases.  

 
 
9. Summary of Items at Mortality Review Group  

  Cancer of the Bronchus, Lung Deaths Review done by Alan Shaw, Resp Cons 
 
In 2024, there were 26 deaths attributed to lung cancer. Lung cancer has been increasing by roughly 
10% each year and of those diagnosed approximately 25% died which is in line with national cancer 
mortality rates. AS noted that the SHMI does not take into account comorbidities, chemotherapy 
performance or how long patients have had lung cancer for. On the whole, patients are dying the 
expected way in line with their performance and stage of cancer and there does not appear to be 
any cause for concern.  

 
 
From HED – SHMI, HSMR and no disease specific alerts. No of actual deaths decreased. Elective coding 
has improved. 
Discussion of discrepancies in disease specific audits for non-elective work. The view from HED and 
coders is that we are undercoded for non elective work. This is impacted by discharge summaries not 
completed, inaccurate discharge summaries. It was also noted that this was a greater problem in winter 
when the medical team were under greater strain. Also some poor coding. 
 
We discussed that an audit of discharge summaries completed is distributed and I will check who that is 
sent to. Other hospitals have coding ambassadors who work between coding and the medical teams and 
this may be something that we should consider. Our Charleson scoring is decreased  in comparison to 
peers
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Executive summary 

• In line with National Quality Board (NQB) guidance (2016), 
The bi-annual Nursing and Midwifery Report outlines the 
Trust’s response to the statutory requirements to have safe 
Nursing and Midwifery staffing identified across Whittington 
Health. 
 

• This 6-month review report includes an overview of the Nursing 
and Midwifery key performance indicators (KPIs) 

 
• The key findings from the 6 monthly Establishment Review of 

the Nursing and Midwifery workforce are based on the Safer 
Nursing Care Tool (SNCT) and Mental Health Optimal 
Staffing Tool (MHOST) audits collected in August 2025 for all 
inpatient areas and Emergency Department (ED). District 
Nursing teams were also audited against the Community 
Nursing Safer Staffing Tool (CNSST) 

 
• All Nursing and Midwifery Establishment reviews were 

undertaken from the end of October 2025 to mid-November 
2025 using Summertime activity and acuity/dependency.  

 
• When funded and staffed to the recommended 

establishment levels, all areas meet safer staffing standards; 
with a few exceptions noted through specific 
recommendations. (Appendix 4, Page 24-29) 

 
• A more in-depth analysis of Enhanced Care staffing 

requirements in CYP is in progress outside of this process. 
Recommendations are included in this report. 

 
. 

 

https://www.england.nhs.uk/wp-content/uploads/2013/04/nqb-guidance.pdf
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• Nursing leadership is actively engaged in national and regional 
Enhanced Care workforce initiatives, addressing rising needs 
of vulnerable patients. 

 
• The committee is asked to acknowledge the recommendation 

to increase the establishment, noted below: 
 

Service Activity Funded 
establishment 
R: Registered 
U: Unregistered 

Recommendations 

Paeds ED 67 
avg/day 

R: 15.78 wte 
U: N/A 

2.5 WTE Band 5 to 
cover the peak 
activity. 
This is currently 
staffed as a cost 
pressure with 
temporary staff  
 

Ward 
(ICSU) 

Funded 
bed 
capacity 

Funded 
establishment 
R: Registered 
U: Unregistered 

Recommendations 

IFOR 
(CYP) 

19 39.7 wte 

R: 31.41 wte  
U: 8.29 wte  

5.2WTE Band 3 to 
be included in 
baseline 
establishment to 
support EC 

 
 

 
Purpose:  As per the National Quality Board (2016) (NQB) ‘Expectation 1: 

Right Staff’ and NHS Improvement (2018), ‘The planning cycle’; 
this report seeks to assure Board and the public regarding the 
Trust’s compliance to the statutory requirements to have safe 
Nursing and Midwifery staffing across Whittington Health 

 
Recommendation The committee is asked to: 

I. Review that due process was followed in line with 
statutory requirements to review nursing and midwifery 
staffing levels bi-annually. 

II. Approve the recommendations made in this paper. 
Risk Register or 
Board Assurance 
Framework 

BAF risk Quality 1 - Failure to provide care which is ‘outstanding’ in 
being consistently safe, caring, responsive, effective, or well-led 
and which provides a positive experience for our patients may 
result in poorer patient experience, harm, a loss of income, an 
adverse impact upon staff retention and damage to organisational 
reputation.  
 
BAF risk People 4- Failure to recruit and keep high quality 
substantive staff could lead to reduced quality of care, and higher 
costs.  
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Risk register: Paediatric ED staffing (reference 1564) Score 15 
 
 

Report history 1. Establishment review meetings with Deputy Chief Nurse, 
Assistant Chief Nurse, Safer Staffing Lead Nurse, Associate 
Directors of Nursing and Midwifery (ADoN/M), Deputies, 
Matrons, and nursing recruitment team, Eroster team: End 
October 2025 to mid-November 2025 

2. Nursing and Midwifery Leadership Group (NMLG): 22-12-25 
3. COM: TBC 
4. TMG: TBC 
5. GGC: 9-12-25 
6. QAC: 14-1-25 
7. Public Board TBC 
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Nursing and Midwifery 6 monthly Safer Staffing Review Report 
(November 2025) 

 
 

1.       INTRODUCTION 
 
• This purpose of this report is to provide assurance to the Board of Directors 

(BoD) and other committees (see report history section) that the Trust Nursing 
and Midwifery staffing levels are compliant with the Developing Workforce 
Safeguards NHS Improvement (2018) incorporating the National Quality 
Board (NQB) Standards for safe Nursing and Midwifery staffing at Whittington 
Health NHS Trust. (Appendix 1, Page 16) 

 
• The guidance sets out the key principles and tools that providers should use 

to measure and improve their use of staffing resources to ensure safe, 
sustainable, and productive services, including introducing the care hours per 
patient day (CHPPD) metric. The three NQB’s expectations that form the 
basis to making staffing decisions are as below: 

 
 
 

• The Bi -Annual Nursing and Midwifery Establishment reviews were 
undertaken in October and November 2025 to review the Nursing and 
Midwifery requirements. The reviews also provide a progress overview of the 
outcomes from the earlier Nursing and Midwifery establishment Reviews 
conducted in May 2025. It also reviews progress on recruitment for all 
additional safe staffing posts agreed through this process in line with the Trust 
business planning procedures. 

 
• Each ICSU was represented by their ADoN or nominated deputy, with 

Matrons and departmental leads in attendance where possible. All members 
of the Triumvirates and finance team are offered the opportunity to attend. At 
present, the attendance from the wider MDTs is variable, with continued work 
in progress to ensure a multi-professional approach. 
 

https://www.england.nhs.uk/wp-content/uploads/2021/04/Developing-workforce-safeguards.pdf
https://www.england.nhs.uk/wp-content/uploads/2013/04/nqb-guidance.pdf
https://www.england.nhs.uk/wp-content/uploads/2013/04/nqb-guidance.pdf
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• Safer staffing and skill mix reviews were undertaken the following clinical 
areas based on Safer Nursing Care Tool (SNCT) and Mental Health Optimal 
Staffing Tool (MHOST) audits undertaken across August 2025: The review 
process and data analysis systems provide a standardised approach to 
assure the Trust board that Nursing and Midwifery staffing is compliant with 
the required standards outlined in section 1: 
 

➢ Inpatient adult and children’s wards (EIM, S&C and CYP) 
➢ Emergency Department (ED) (EIM) 
➢ Critical Care Unit (CCU) (S&C) 
➢ NICU (CYP) 
➢ Maternity services are assessed based on the Birthrate Plus report and 

national recommendations. 
 
Exploratory reviews have been undertaken in clinical areas that have currently 
no recognised national audit tools. Those establishment reviews were 
undertaken based on activity, acuity and ERoster metrics: 
 

➢ Theatres and Recovery (S&C) 
➢ Day Treatment Centre- DTC (S&C) 
➢ CCU Outreach Team (S&C) 
➢ Chemotherapy suite and CNS teams (S&C) 
➢ General Outpatients and Gynaecology Outpatients (ACW) 
➢ Endoscopy (EIM) 
➢ TB services (EIM) 
➢ Children Ambulatory Care/Day Care and Outpatient (CYP) 

 
➢ Community services: The community safe staffing tool, which was piloted last 

year, has been relaunched following a pause, with audits undertaken in 
district nursing teams during April and June 2025. To ensure the data reflects 
year‑round activity and can be incorporated into establishment reviews, two 
further collections are required. Early findings highlight compliance 
discrepancies that must be addressed and validated for a 3rd data collection in 
January 2026 before inclusion in the review process. Oversight of this 
initiative is being provided by the Associate Director of Nursing, supported by 
the Safer Staffing Lead Nurse, ensuring accountability and alignment with 
safer staffing assurance. 
 

 
 
2.     ESTABLISHMENT REVIEW PROCESS AND METHODOLOGY 

 
• As part of the bi- annual establishment review process seen in Appendix 5, 

page 29, all inpatient areas completed a Safer Nursing Care Tool (SNCT ©) 
audit (and Mental Health Optimal Staffing Tool- MHOST- for CYP) for 30 days 
during August 2025. This SNCT audit is mandated by the Developing 
Workforce Safeguards Improvement (2018) and is used to inform the 
establishment review, alongside professional judgement, to establish safe 
staffing in the clinical areas. 
 

https://www.england.nhs.uk/wp-content/uploads/2021/04/Developing-workforce-safeguards.pdf
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The NQB recommend the use of other quality data sets to inform professional 
judgement including acuity and dependency tools, review of incident data, 
completion of key clinical processes such as health roster management, 
sickness/absence, quality indicators and user feedback. 
 
Triangulation NQB methodology 2016 and 2018: 

 
• For this review, 6 months of key workforce data from 1st April 2025 

to 31st September 2025 was collected and circulated in advance of 
the meetings with Locally held information to be completed by 
ICSUs included the following metrics: 

 
➢ All Workforce data including vacancies, turnover, sickness, 

mandatory training, appraisal compliance, temporary staff 
expenditure (bank/agency) 

➢ Establishment WTE for both funded and staff in post. 
➢ Local budgetary data, year to date (YTD) spend. 
➢ Roster template and budget alignment information 
➢ Roster KPIs include Care Hours Per Patient Day (CHPPD), roster 

lead time compliance, annual leave percentage. 
➢ Safer Nursing Care Tool (SNCT) inpatient validation audit data 
➢ Red Shifts raised. 
➢ Enhanced Care use information 
➢ Healthcare Support Workers completion of Care Certificate 
➢ Workforce profiles where available (including age and diversity data) 
➢ Falls and pressure ulcer data. 
➢ Complaints and Serious Incident data 
➢ Staff undertaking the Professional Nurse/Midwife 

Advocate program. 
➢ Advanced and specialist level practitioners and services covered. 
➢ Local/National Guidance/recommendations 
➢ Successes to celebrate in last 6 months period. 
➢ Action plans to prepare further reviews. 

 
• At the review meetings, ICSUs raised concerns and shared examples of 

innovation and good practice through detailed discussion of the data provided. 
In parallel, reviews of department roster templates, finance, and ESR 
alignment were undertaken to assess recent changes. These discussions 
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focused on ensuring that adjustments to financial and rostering templates 
continue to safeguard patient safety while maintaining financial alignment. 

 
• Consideration was also given to new ways of working, opportunities, and 

changes in skill mix, including: 
➢ Nursing Associates and Student Nurse Associate (programs currently paused 

and impact on pipeline discussed) 
➢ Advanced Practitioner roles and ability to support training and fund a position 

when they successfully pass the program. 
➢ Professional Nurse/Midwife Advocates 
➢ Vacancies for graduates 
➢ Enhanced Care delivery and staffing requirements to provide safe and              

therapeutic support to patients requiring added support and care. 
 
Further detailed workforce planning discussions will take place at the next 
Establishment Reviews in February 2026 to inform business planning and business 
case development. 

 
3.     WORKFORCE KEY PERFORMANCE INDICATORS (KPI) FINDINGS 

 
• At the end of September 2025, ESR reported Whittington Health’s Nursing 

and Midwifery funded establishment at 2095.78 WTE (1456.66 WTE 
Registered and 639.12 WTE Unregistered), reflecting a marginal 0.17% 
increase from March 2025 (2092.28 WTE). 

 
• In September 2025, overall staff turnover improved to 8% from 10.38% in 

March 2025, remaining below the 13% target across all ICSUs for both 
Registered (7.8%) and Unregistered staff (8.2%) since November 2023 
(13.68%). 
 

          Table 1- Trust Registered Turnover Sept 2024-Sept 2025 
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        Table 2- Trust Unregistered Turnover Sept 2024-Sept 2025 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• In September 2025, staff sickness-related absences averaged 7% across all 
ICSU (registered and unregistered), remaining above the Trust target of 3.5%. 
Long-term sickness themes continue to mirror previous reports, primarily 
mental health, stress and musculoskeletal (MSK) disorders, while short-term 
absences are largely respiratory and GI issues. Work is ongoing in 
partnership with HR and Occupational Health to support colleagues’ return to 
work; however, ICSUs highlight challenges in managing sickness due to HR 
being under-resourced to provide the required support. The most impacted 
ICSUs remains are ACS and ACW (Midwifery) 
 
Table 3- Trust Registered Sickness Sept 2024-Sept 2025 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



9 
 

             Table 4- Trust Unregistered Sickness Sept 2024-Sept 2025 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• The vacancy target (below 10%) continues to show improvement, reducing 
from 9.1% in March 2025 to 8.3% in September 2025. This overall score is 
primarily driven by unregistered staff vacancies, which remain above target at 
15.4%. In contrast, the registered workforce vacancy rate has remained well 
below target, at 1.3% in September 2025 compared to 3% in the previous 
period. Recruitment challenges persist for newly qualified practitioners in both 
nursing and midwifery, reflecting the national picture and further exacerbated 
in the London region. HCA vacancies also remain a concern due to increased 
Enhanced Care needs, with the strategic focus placed on retention. 

 
         Table 5- Trust Registered Vacancy Sept 2024-Sept 2025 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



10 
 

        Table 6- Trust Unregistered Vacancy Sept 2024-Sept 2025 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• Further in‑depth discussions on workforce data and KPIs will continue at 
monthly Safe Staffing Governance meetings, with a focus on delivering action 
plans that strengthen retention and reduce reliance on temporary staffing. 

 
• Following staff feedback on roster fairness, wellbeing, and the new flexible 

working policy, the Safer Staffing and Roster Utilisation team is rolling out 
Team-Based Rostering (self-rostering) for nurses across the organisation. To 
date, 27 clinical areas (9 cohorts) have enrolled, covering all inpatient 
services and selected outpatient areas (ACW, EIM, CYP, and S&C). A further 
20 areas are scheduled for enrolment by the end of 2026. While it is too early 
to identify definitive trends in fully implemented areas, early indications are 
positive. More detailed data, including performance against KPI metrics, will 
be presented at the next Establishment Review.  

 

 
➢ Over the past year, nursing leadership teams have actively engaged in 

national and regional forums on Enhanced Care, previously known as 1:1 
care. This work responds to rising demand for enhanced support, particularly 
for patients with mental health needs. 
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The Trust currently provides Enhanced Care to an average of 20–25 patients 
every 24 hours across services including EIM, CYP, and S&C. In addition, 
Enhanced Care requirements are now recorded daily in ED, averaging four 
patients per day. To strengthen workforce planning and care insight, ETOC 
data has been included in all Provider Workforce Returns (PWR) since June 
2025. 
 
Extensive work over the past six months has led to a rebasing of the funded 
establishment to incorporate Enhanced Care provision. This has resulted in 
an increase of 12.5 WTE Band 3 posts across EIM, with a further 
recommendation for 5.2 WTE Band 3 posts in CYP. This will also result in a 
reduction of temporary staffing expenditure and promote continuity of care. 
 
 Alongside this, the Trust is working with NCL partners to explore training 
opportunities for HCSWs, ensuring they are equipped to care for our most 
vulnerable patients while delivering therapeutic interventions that emphasise 
personalised and compassionate care. 

 
➢ Work to improve Net Hours (under‑ and over‑contracted hours worked by 

staff) is ongoing, with the overall position showing improvement. A paper has 
been approved to reset hours over a two‑year period, and the Trust has 
invested in the e‑rostering team by appointing two additional members to 
support this work. At the time of reporting, teams are awaiting confirmation 
from Executive colleagues on the implementation date, and the retrospective 
start point. Once agreed, a tracker will be embedded into monthly Safer 
Staffing Governance meetings, enabling ICSU leaders to evidence their work 
in maintaining an accurate reflection of under‑ and over‑hours alongside 
mitigation plans 
 

 
4.    OUTCOME 

 
• The establishment reviews confirm that when nursing and midwifery levels are 

fully established with the recommended budgeted establishments, all areas 
meet the safer staffing standards except for the following: 
 

➢ Trust wide: Protected Management Time for Ward Managers 
 
Ward Managers carry responsibility for leading large teams and delivering 
critical functions including sickness management, clinical governance, safety 
and risk oversight, complaints handling, rostering, supervision, and staff 
development. These responsibilities are central to maintaining safe, 
high‑quality care and compliance with Trust standards. 
At present, Ward Managers are allocated an average of only 15 hours of 
protected management time per week. This is insufficient given the breadth of 
their responsibilities and the frequent requirement to cover clinical shifts due 
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to short staffing. The dual burden compromises their ability to provide 
consistent leadership, oversight, and staff support. 
The Trust recognises this as a gap. While the preferred position is that Ward 
Managers are fully supernumerary to staffing numbers, where this is not 
feasible, supernumerary should be increased from 15 to 30 hours per week.  
As the Trust is currently an outlier in this area, this position will be reviewed at 
the next safer staffing establishment review, with benchmarking against 
national guidance and other 
 

➢ Emergency & Integrated Medicine (EIM) 
 

- Paediatrics ED: 2.5WTE WTE Band 5 Registered Nurse (below summary 
table. Also refer to Appendix 4) This recommendation was already part of the 
previous establishment review, currently the ICSU uses temporary staffing to 
maintain safe staffing levels 

 
Current position - Establishment: 15.78 WTE 

 
- Coverage: 3 Registered Nurses (RNs) per shift 
(day and night) 

 
- Risk: Paediatrics ED Safer Staffing on the Risk 
Register (Ref 1564, Score 15) 

 

- Mitigation: 4th Nurse through temporary staffing 
 

-  
Recommendation To meet national safer staffing standards and manage 

clinical risk, the recommendation is: 
 

• Increasing to 4 RNs on the 11:00–23:00 peak 
period, to cover the peak activity whilst further 
analysis is undertaken and reviewed. 

• Minimum of 2 paediatric nurses per shift 
(RCPCH, 2018) 

• Minimum of 2 paediatric nurses per shift with 
trauma & emergency training (RCPCH, 2018) 

• Triage RN (RCPCH, 2022) 
• Practice development & support (RCPCH, 

2018) 
• 1:1 RN to patient ratio when resuscitation 

cubicles occupied (RCN) 
• 1:2 RN to patient ratio when HDU/Level 2 

cubicles occupied (RCN) 
 

Expected 
Benefits 

• Enhanced patient safety and reduced clinical 
risk. 
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 • Greater resilience in the face of acuity and 
demand 

• Improved training, development, and 
succession planning 

• Compliance with national and professional 
standards 

 
Next Steps • Financial assessments complete; further 

audits planned to monitor demand trends. 
• Alignment with long-term staffing models under 

review 
 

 
➢ Children and Young People (CYP): 
- Ifor Ward: 5.2 WTE B3 to be included in Funded establishment baseline to 

include EC delivery 
 
Current position 
(for new 19 beds 
until March 2026) 

- Establishment: 39.4 WTE (+Ward manager, Matron, 
PDN and Discharge coordinator) 

 
- Coverage: 6 Registered Nurses (RNs) per shift  

1 HCA per shift (day and night) 
 
- Risk: 1) Average 2.6 EC care requirement per 24-
hour period. Some required 2 to 1 Enhanced care. 
2) Mainly patient requiring Mental health input  
3) Having to flex to 23 bed capacity in times of high 
activity 

 
- Mitigation: average 2 WTE HCA and 0.5 WTE 
RMN usage daily to support EC. Mainly temporary 
staffing  

 
-  

Recommendation To meet national safer staffing standards and manage 
clinical risk, the recommendations are: 
1) Enhanced care 

• Increasing by 5.2 WTE HCA to enable 1 added 
HCA on each shift) to reduce temporary 
staffing expenditure  

• This will be achieved by using 2wte RMNs 
(alongside existing 2 WTE MH HCA budget) 

• Any added Enhanced Care temporary staffing 
cost due to peak demand will remain a cost 
pressure.  
 
 

2) Bed base on Ifor. 
• Beds to stay at 19 until March 2026. 
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• Nursing staffing for increased bed base to be 
recruited as an authorised overspend, reducing 
temporary staffing dependency. 

• 1.5 WTE Band 5 budget identified to offset 
costs. 
 

Expected 
Benefits 

 

• Enhanced patient safety and reduced clinical 
risk. 

• Reduction in temporary staffing 
• Less sickness (burnout) 
• Better retention 
• Better outcome for patients 

Next Steps 1) Enhanced Care  
• CYP Leads and finance to quantify the 

required value to cover added needs for 
temporary staffing related to EC. 
 

2) Bed base on Ifor. 
• CYP leads to further exploring funding 

options. 
• Bed base plan to be reviewed at end of 

March 2025 
 

 

• Several departments and wards continue to experience staffing pressures 
due to sickness, vacancies, and higher patient care needs. To ensure patient 
safety, especially in high-pressure areas, temporary staff are deployed as 
needed to cover gaps and manage increased patient acuity and 
dependency. Red shifts/flags are monitored through the daily staffing 
meeting and Datix and mitigated through deployment or mitigations to reduce 
risk to patient and staff. A summary can be found in Appendix 2, page 18 
 

• As part of the establishment review and staffing requirement assessment, 
there was a focus on CHPPD analysis. Care hours per patient day (CHPPD) 
is a metric used in inpatient settings in healthcare to measure the amount of 
care provided per patient in a 24-hour period. CHPPD gives a picture of how 
staff are deployed and facilitates benchmarking with other wards in the 
hospital, or with similar wards in other hospitals. CHPPD covers both 
temporary and permanent care staff but excludes student nurses and student 
midwives and staff working across more than one ward. Information for all 
inpatient areas are detailed in Appendix 3, page 20 

 
• Any additional posts requested to provide ongoing safe staffing service 

expansion/increased patient acuity are reviewed as part of the business 
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planning, vacancy and financial review processes following agreement in 
principle by the Chief Nurse. 
 

• Outcome summary tables for each clinical area are available in Appendix 4, 
page 24  

 
 

5. RECOMMENDATIONS  
 

• The Nursing and Midwifery establishments will formally be reviewed again at 
the bi-annual-review in spring 2026. The data collection and audits will start in 
January 2026. Staffing metrics will be monitored monthly through various 
governance and performance forums.                                                                 

• All the establishment reviews are used as part of the tools to assess changing 
demand and capacity to advise on ICSUs strategies. This ongoing work 
should inform some of the recommendations in the next establishment review. 

• A deeper dive of enhanced care requirements will be undertaken outside of 
this process. 
 

 
 
 
 
 



 
 

 

Appendix 1: Compliance with Recommendations of the 
Developing Workforce Safeguards (DWS) 

Recommendation Compliance Evidence 

1. "The Trust is formally using National Quality Board 
2016 safer staffing guidance. Supporting NHS 
providers to deliver the right staff, with the right skills, 
in the right place at the right time: Safe sustainable 
and productive staffing. " 

Compliant • Monthly Nursing & Midwifery Safe Staffing paper set out as per 
expectations of the NQB (2016) 

• Safer Nursing Care Tool recommendations with February and 
August data collection periods. 

• CHPPD reported monthly in comparison with peers 

2.The Trust apply the principles of safer staffing – 
triangulation. This should include the methodology used 
to set staffing levels, e.g., output from staffing decision 
support tools (where available), review of patient quality 
and safety outcomes and application of professional 
Judgement    

Compliant • Evident within the Bi-Annual Establishment Review packs 

• Evidence through safecare data  

• Evident through daily staffing meeting  

3. Evidence-based tools are used where available. 

 

Compliant • SNCT, MHOST and SNCT ED discussed in the biannual 
establishment review paper.  

• Detailed breakdown of SNCT recommendations per ward. 

4. Trust to confirm that there is no local manipulation 
of identified nursing resource from approved 
evidence-based tools 

Compliant • Internal (within service) and external (from other services) 
validation take place during data collection period.  

• Data collection forms are signed by the nurse who carries out 
the validation. Available in electronic scanned copies   

5. Monthly actual vs planned staffing levels are 
available for review 

Compliant • Monthly Actual v Planned published on trust website. 
• Aggregated in biannual establishment review report. 

6. Director of Nursing & Medical Director must confirm 
safe staffing review in an annual governance statement 
to the Public Board 

Compliant • Statement available in annual Board report available on the trust 
internet page 
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7. A workforce plan must be in place and agreed / 
signed off annually by CEO & executive leaders and 
discussed at Public Board meeting 

Partially 
compliant 

• Challenging to identify and locate the appropriate and up to date 
document. 

• Availability of documents on the web page and local drives 
requires streamlining and organising.  

 

8. Nursing and midwifery staffing establishments for all 
clinical areas must be reviewed twice a year and 
reported to the Public Board 

Compliant • Annual and Bi-annual establishment review papers, 
establishment review packs for challenge meetings, data 
collection, and analysis documents. 

9. Agreed local quality dashboards on staffing & skill 
mix are cross-checked with comparative data each 
month and reported to the board. 

Partially 
compliant 

• Evidence of bi-monthly report 

• Workforce metrics to be added to the Board Iintegrated Board 
Report.  

• Several staffing and workforce data must be added to the existing 
safe staffing report.  

• Planning to reinstate comprehensive Safe staffing data to the 
Integrated Board Report and publish monthly along with other 
workforce metrics. 

10.  Quality Impact Assessment (QIA) review for service 
changes including skill mix changes, redesign, or 
introduction of new roles 

Partially 
compliant 

• Not fully embedded by clinical services    

• QIA forms are held by service leads And Associate Directors of 
Nursing. Some stored in the Safe staffing folders. 

• We have increased QIA panels across the Oorganisation to 
support the QIA process regarding service changes 

11.  Formal risk management and escalation processes 
in place for all staff groups outlined within a safe 
staffing policy with appropriate staffing escalation 
process clearly identified 

Compliant • Safe staffing and escalation policy in place 

•  Daily staffing meetings 

• Relaunched the SafeCare application which incorporates staffing 
red flags alerts 

12. Boards to be made aware of continuing or 
increasing staffing risks 

Compliant • Regular staffing reports to the Board including biannual 
establishment review reporting 
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Appendix 2 - Red Shifts/Flags -  

Table 1: All ICSUs/Divisions  

Table 2: Maternity Services 

Table 1 (all ICSUs) Narrative 

 

 
A total of 6 Red Shifts from March to August 2025. 
Several red shifts were downgraded following staff 
redeployment within the 1st hour of the shift and 
mitigation of the risk. 
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Table 2 – Maternity Narrative 

 

Main reason for the Red Flags was delays in delivery of 
care or transfer of care. 

 
The Birth Centre was suspended on several occasions to 
redeploy staff and mitigate the risk. 

 
Reported causes of the red flags were sickness and 
activity. 
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Appendix 3- Inpatients Care hours per patient day (CHPPD)  

Table 1: Surgery and Cancer 

Table 2: Children and Young People 

Table 3: Emergency and Integrated Medicine Table 4: Maternity Services 

Table 1 – S&C CHPPD Narrative 

 

CHPPD of the surgical wards was 
almost aligned with the national 
average. 
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Table 2 – CYP CHPPD Narrative 

 

 
CHPPD on Ifor ward has been consistently above the 
national average. The main reason has been the 
Enhanced Care cover with HCAs to care for CAMHS 
patients. 

 

CHPPD on NICU was below national average as a 
result of reduced activity/cot occupancy during March 
to Aug 25 overall,  
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Table 3 – EIM CHPPD Narrative 

 

 
There is a mixed picture of how local 
CHPPD compares to national average. 

 
There is a big variance with the 
national average CHPPD on the AAUs 
(MSS, MSN). Higher than usual activity 
with MH patients. 

 
CHPPD on Victoria, Cavell, Meyrick, 
and Cloudesley wards exceed the 
national average by more than 1.5 
units. Common rationale has been the 
high acuity and requirement for EC. 

 
CHPPD on Montuschi was below the 
national avg. Acuity of patients is 
lower than in standard cardiology 
wards. A HCA at night was added to 
the daily deployment and 
establishment. 
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Table 4 – Maternity CHPPD Narrative 

 

 

 
CHPPD takes account of mothers and 
babies. 

 
CHPPD on Cellier ward has been 
consistently below the national avg. 
CHPPD include all staff on roster plus 
NIPPE RM.  

 
Very high CHPPD in Birth Centre in 
comparison to the national average for 
several consecutive establishment review 
rounds. Service to consider sustainability of 
the existing service and staffing model. 

Staff redeployments from Birth Centre 
are not always reflected in the eRoster, 
therefore there is a degree of excessive 
calculation of the CHPPD for the setting 
and potentially undercalculation for 
Cellier and Murray wards. 

CHPPD on Labour ward also significantly 
above the national average. 
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Appendix 4 - Outcome summary tables (Enhanced Care included in SNCT recommendations where applicable). 
Table 1: Surgery and Cancer 
 
Table 2: Children and Young People 
 
Table 3a and 3b: Emergency and Integrated Medicine 
 
Table 4: Maternity Services 
 

Table 1 – Surgery & Cancer (S&C) 

Ward/ 
clinical 
setting 

Description Funded Bed 
capacity 

 

Funded 
Establishment 
August 2025 
(WTE)- after 
rebasing paper 
approval 
 

R: Registered 
U: Unregistered 

Establishment 
recommendation 
as per August 25 
SNCT Audit (WTE) 
 

Enhance Care 
Included  

Professional 
Bodies &/or 
guidelines 
recommendat
ions 

Registered staff to 
patient ratio (per 
roster planning) 

Outcome from 
Establishment 
review meetings 

Day Night 

Coyle ward Non-elective 
orthopedic, 
trauma, 
general 
surgery. 

26 beds 
 
 

47.63 wte 
 
23.73 wte R 
18.90 wte U 

37.52 wte 
 
27.00 R 
10.52 U 

RCN critical 
Ratio 
1RN:8pt 

 
 

 
1:5 

 
1:5 

 
No change 

Mercers 
ward 

Surgical ward for 
spinal, bariatric, 
emergency 
laparotomies, 8 
single-rooms 

18 beds 
 
 

31.00 wte 
 
19.70 wte R 
11.30 wte U 

25.67 wte 
 
16.69 wte R 
8.98 wte U 

RCN critical 
Ratio 
1RN:8pt 

 
 

 
1:5 

 
1:5 

 
No change 

 
 

Critical 
Care Unit 
(ICU) 

Care of patients with 
single/multiple 
organ failure. 
Fluctuating 
occupancy above 
bed-base. 4 single 
rooms 

10 (+2) 

 
 
66.9 Reg R 

Not applicable 
Intensive Care 
Society: 
 
68.5 WTE for 
11 beds 

1:1 for Level 3 
1:2 for Level 2 

 
No Change 
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Table 2 – Children and Young People (CYP) 

Ward/ 
clinical 
setting 

Description Funded Bed 
capacity 

 

Funded 
Establishment 
August 2025 
(WTE) 

R: Registered 
U: Unregistered 

Establishment 
recommendation 
as per August 25 
SNCT Audit (WTE) 
 

Enhance Care 
Included 

Professional 
Bodies &/or 
guidelines 
recommendat
ions 

Registered staff to 
patient ratio (per 
roster planning) 

Outcome from 
Establishment review 
meetings 

Day Night 

Ifor ward For children 
with acute 
physical & 
mental health 
illness. 

15 (19 
approved 
funding Nov 
2025-March 
2026) 

39.7 wte 

31.41 wte R 
8.29 wte U 

39.6 wte 

31.7 wte R 
7.9 wte U 
 
Plus 4 WTE RN for 
PDN, w/m, matron 
d/c coordinator 

RCN/NQB 
guidance for 
19 patients 

47.91 wte 
(37.27 RNs, 
10.65 HCAs) 

 
1:3 

 
1:4 

Approved increased 19 
beds occupancy until 
March 2026. 
Proposed establishment 
adjustment as below  
Repurpose RMN 
vacancies: 
convert B5 vacancies to 
5.2 x B3 WTE of MH 
HCAs to meet EC 
needs and increase 1 
HCA on each shift.  
Recruit as part cost 
pressure to meet the 19 
beds demand (1.5 WTE 
identified in current 
budget) 

 
Neo 
Natal Unit 
(NICU) 

Funded for 6 
Level 3, 6 Level 
2 and 11 special 
care cots 

23 cots 

 

63.8 wte 

57.80 wte R 
6.0 wte U 

Not applicable 
RCN/NQB 
guide - 23 
cots. 
67.40 wte 
(90% RNs) 

1:1 - Level 3 
1:2 - Level 2 1:4 - 
Sp Care 

To support Ifor staffing 
as activity allows 
 
No Change 
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Table 3a - Emergency & Integrated Medicine (EIM) – ED, Urgent care, and AAU 

Ward/ clinical 
setting 

Description Funded Bed 
capacity 

Funded 
Establishment 
August 2025 
(WTE)-  after 
rebasing paper 
approval at TMG 
12-8-2015 
 

R: Registered 
U: Unregistered 

Establishment 
recommendation 
as per August 25 
SNCT Audit (WTE) 
 

Enhance Care 
Included 

Professional 
Bodies &/or 
guidelines 

recommendations 

Registered staff to 
patient ratio 
(per roster 
planning) 

Outcome from 
Establishment 

review meetings 
 

Day Night 

ED- Adult Emergency 
department 

230 avg 
attend/day 
Jan-Sept 

2025 

99.79 wte 
 

70.50 wte R 
29.29 wte U 

98.0 wte 
 

68.60 wte R 
29.40 wte U 

NICE 2015 & 
NQB 2018 

See r/v pack 

 
Not applicable 

 
No change 

ED- Paeds Emergency 
department 

61 avg 
attend/day  
Jan-Sept 

2025 

15.78 wte R 
 

27.2 wte R 
RCPCH 2022 
& RCN 2024 
See r/v pack 

 
Not applicable 

Add 2.5 WTE band 5 
(for a 4th RN at twilight 

shift) 

SDEC/Amb care Ambulatory and 
same day care 

 19.49 wte 
 

4.25 wte R 
5.24 wte U 

Not applicable Activity, 
performance & 

professional 
judgement 

Not applicable  
No change 

Urgent Care 
Centre 

Consisted of 
ACPs, ENPs & 
RD PDNs 

  
13.44 wte R 

Not applicable Activity, pathways, 
performance & 

professional 
judgement 

Not applicable  
No change 

Acute 
Assessment Units 
(AAU) 

For patients 
admitted from 
ED and require 
assessment 
and treatment 
prior to 
discharge or 
transfer to a 
ward 

34 beds 
 
 

72.01 wte 
 

41.44 wte R 
30.66 wte U 

69.60 wte 
 

50.09 wte R 
19.48 wte U 

RCN critical 
Ratio 1RN:8pt 
N/A for AAUs 

 
1:4.2 

 
1:5.6 

 
 
 
 
 

No change 
 
 

Mary Seacole 
North (AAU) 

16 beds 
 
 

36.05 wte 
 

20.72 wte R 
15.33 wte U 

33.71 wte 
 

24.27 wte R 
9.44 wte U 

RCN critical Ratio 
1RN:8pt 

 

N/A for AAUs 

 
1:4 

 
1:5.3 

Mary Seacole 
South (AAU) 

18 beds 
 

36.05 wte 
 

20.72 wte R 

35.86 wte 
 

25.82 wte R 
10.04 wte U 

RCN critical Ratio 
1RN:8pt 

 

N/A for AAUs 

 
1:4.5 

 
1:6 
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Table 3b - Emergency & Integrated Medicine (EIM) – Inpatient wards 

Ward/ clinical 
setting 

Description Funded Bed 
capacity 

Funded 
Establishment 
August 2025 
(WTE) after 
rebasing paper 
approval at TMG 
12-8-2015 
 

R: Registered 
U: Unregistered 

Establishment 
recommendation 
as per August 25 
SNCT Audit (WTE) 
 

Enhance Care 
Included 

Professional 
Bodies &/or 
guidelines 
recommendations 

Registered staff to 
patient ratio (per 
roster planning) 

Outcome from 
Establishment 
review meetings 
 
(Add HCAs from the 
rebasing paper) 

Day Night 

Cavell ward  

 
Care of Older 
People (COOP), 
high 
% of pts 
dependent or 
require EC. 

24 beds 
 
 

44.19 wte 
 

21.19 wte R 
23.0 wte U 

44.00 wte 
 

22.00 wte R 
22.00 wte U 

RCN critical Ratio 
1RN:8pt 

16.5 RNs wte 

1:6 1:8 
 

No change 
 
 

Cloudesley ward 25 beds 
 
 

44.19 wte 
 

21.19 wte R 
23.0 wte U 

51.72 wte 
 

25.86 wte R 
25.86 wte U 

RCN critical Ratio 
1RN:8pt 

17.1 RNs wte 

 
1:6 

 
1:8 

 
No Change 

Meyrick ward 25 beds 
 
 

44.19 wte 
 

21.19 wte R 
23.0 wte U 

53.28 wte 
 

26.64 wte R 
26.64 wte U 

RCN critical Ratio 
1RN:8pt 

 
17.1 RNs wte 

 
1:6 

 
1:8 

 
No change 

Montuschi ward Cardiology 
ward with 4 
Level 2 Coronary 
Care beds 

17 beds 

 

24.08 wte 
 

16.42 wte R 
7.66 wte U 

25.52 wte 

18.37 wte R 
7.14 wte U 

RCN critical Ratio 
1RN:8pt 

 
11.7 RNs wte 

 
1:6 

 
1:6 

 
No change 

Nightingale ward Acute & chronic 
respiratory care, 
4 Level 2 
beds, 9 single- 
rooms. 

23 beds 
 
 

40.75 wte 
 

25.45 wte R 
15.30 wte U 

35.8 wte 
 

25.26 wte R 
9.82 wte U 

RCN critical Ratio 
1RN:8pt 

16 RNs wte 

 
1:5 

 
1:6 

 
No change 

15.33 wte U 
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Thorogood ward 
 

Medical ward 
for patients with 
low acuity and 
Haematology 
patients 

20 - 25 beds 
 
 

Staff in post Aug25 
34.18 wte 

 
22.79 wte R 
11.39 wte U 

30.58 wte 
 

22.02 wte R 
8.56 wte U 

RCN critical Ratio 
1RN:8pt 

 
18 RNs wte 

 
1:5 

 
1:6 

Funding Oct-March 

Victoria ward  Acute medical 
ward for gastro, 
endocrine 
conditions  

20 - 25 beds 
 
 

45.42 wte 
 

26.30 wte R 
19.12 wte U 

40.12 wte 
 

28.89 wte R 
11.23wte U 

RCN critical Ratio 
1RN:8pt 

 
18 RNs wte 

 
1:5 

 
1:6 

Th’good & Victoria 
wards swapped 

specialty and staff in 
May 25 

 
Table 4 – Maternity Summary 

Ward/ clinical 
setting/ 
service 

Description Annual 
Births 
activity 

Additional Annual 
Intrapartum 
Activity (includes 
postnatal 
readmissions, 
antenatal cases 
requiring 1:1 etc) 

Funded 
Establishment 

Feb 2025 (wte) 
R: Registered U: 
Unregistered 

BirthRate Plus 
workforce 
assessment. Nov 
2023 

Professional 
Bodies & 

guidelines 
(wte) 

Comments, 
recommendations, 
actions, proposed 
changes from 
Establishment r/v 
meeting 

Maternity Acute and 
community 
maternity 
services 

2983 508 201.61 wte 
 
155.87 wte R 
45.74 wte U 

171.02 wte BR+ endorsed by 
NICE, RCM & 
RCOG 

Service underwent a 
restructure in late 2024 
resulting in adjustments 
to the establishments in 
several parts of the 
service. 
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Appendix 5: Nursing & Midwifery yearly Establishment Review and Safer Staffing Processes Timeline 
 

 



Page 1 of 3 
 

 
 
 
 

 
 

Meeting title Trust Board – public meeting 
 
 

Date:   30.01.2026   

Report title Maternity Incentive Scheme (MIS) Year 7 –
Submission 
 
 

Agenda item:    7 

Executive lead Sarah Wilding (Trust Board Chief Nursing Officer and Allied Health 
Professionals – Trust Board Maternity Safety Champion)  
 

Report authors Isabelle Cornet, Director of Midwifery, Rhonda Flemming and Stuart 
Richardson, Clinical Directors for ACW Clinical Division, and Meg 
Wilson, Obstetric Lead 
 

Executive summary Obstetric incidents can be catastrophic and life-changing, with 
related claims representing the Clinical Negligence Scheme for 
Trusts’ (CNST) biggest area of spend. Of the clinical negligence 
claims notified to NHS Resolution in 2021/22, obstetrics claims 
represented 12 per cent of clinical claims by number but accounted 
for 62 per cent of the total value of new claims; almost £6 billion. 
The Maternity Incentive Scheme supports and rewards Trusts who 
have taken action to improve maternity safety. It sets out 10 Safety 
Actions for which Trusts have to evidence compliance with in order 
receive the financial rebate. 
 
The Declaration Form for the submission was published by NHS 
Resolution on the 6 November 2025, and the submission date is 12 
noon on the 3 March 2026. 
 
The submission update for Whittington Health NHS Trust, with the 
details in Declaration Form attached as Appendix 1: 

- Safety Action 1: Fully compliant 
- Safety Action 2: Fully compliant 
- Safety Action 3: Fully compliant 
- Safety Action 4: Not Compliant 

 
The maternity unit is not compliant with the requirements regarding 
the criteria for employment of short-term locum doctors in Obstetrics 
and Gynaecology. An Action plan has been developed and is 
presented on slide 6 of the appendix 2 and appendix 3. 
 

- Safety Action 5: Fully compliant 
- Safety Action 6: Fully compliant 

 
Evidence of compliance with some of the requirements will need to 
be presented at the Public Trust Board as per the Saving Babies 
Lives Care Bundle (SBLCB) Guidance: 



▪ Element 4.5: “Trust Board should specifically confirm to the system 
that within their organisation:  
o a dedicated lead midwife (min 0.40 WTE) – WH Maternity 

Unit has 1.00 WTE.  
o lead obstetrician (min 0.10 WTE) per consultant led unit have 

been appointed and are in post.” – WH Maternity Unit has 4 
hours per week, equating to 0.10 WTE and 1 PA.  

o WH can confirm this position as there is 1.00 WTE Fetal 
Wellbeing specialist midwife in post currently with the job 
description as per Appendix 4, and there is a lead consultant 
(1PA) as well.  

 
▪ Element 5.1: “Trust Board should specifically confirm to the 

system that within their organisation they have appointed and 
have in post the leads specified:”  
o An obstetric consultant lead for preterm birth, delivering care 

through a specific preterm birth clinic or within an existing 
fetal medicine service – WH Maternity Unit has an obstetric 
consultant lead for preterm birth.  

o An identified local preterm birth / perinatal optimisation 
midwife lead. (Appendix 5) – WH Maternity Unit has a 
Preterm Birth Specialist midwife. 

o A neonatal consultant lead for preterm perinatal optimisation 
– WH has a neonatal consultant lead for preterm perinatal 
optimisation.  

o An identified neonatal nursing lead for preterm perinatal 
optimisation – WH has a neonatal nursing lead for preterm 
perinatal optimisation. 

-  

▪ Element 6.1: “The multidisciplinary team should consist of, as a 
minimum: 
o obstetric consultant – WH Maternity Services have 2.5 PA for 

the Obstetric team wiche makes the unit compliant.  
o diabetes consultant – WH Maternity services have diabetic 

consultants which makes the unit compliant.  
o diabetes specialist nurse (DSN) – WH Maternity services 

have 1 PA for the diabetic specialist nurse which makes the 
unit compliant.  

o diabetes dietitian - WH Maternity services have 1 PA for the 
dietician which makes the unit compliant. 

o diabetes specialist midwife (DSM).” Appendix 6 is the job 
description and person specification for the DSM at WH. WH 
Maternity services have 1.00 WTE specialist midwife which 
makes the unit compliant.  
 

- Safety Action 7: Fully compliant 

o Action Plan established by NCL LMNS and escalated via the 
Perinatal Quality Oversight Model (PQOG) at trust, ICB and 
regional level. It was approved at the Quality Assurance 
Committee in January 2026. The next self-assessment with 
NCL LMNS is planned for February 2026.  



 
- Safety Action 8: Fully compliant 

o Action Plan established and approved at the Quality 
Assurance Committee to ensure 90% of Obstetric rotational 
medical staff that commenced working at the Trust on or after 
the 1st July 2025 are compliant with the Multi-Disciplinary 
Fetal monitoring and surveillance training within a maximum 
of 6 months from starting at the Trust.  
 

- Safety Action 9: Fully compliant 

- Safety Action 10: Fully compliant 

Purpose  For the Trust Board to: 
i. approve and sign-off the submission of the MIS Year 7 

Declaration Form to NCL LMNS and NHS Resolution. The 
LMNS sign-off is scheduled for 9 February 2026.  

ii. confirm the roles and leads specified as required by SBLCB 
Guidance.  

 

Recommendation(s) For Trust Board to approve and sign-off the submission of the MIS 
Year 7 declaration form to NCL LMNS and NHS Resolution by the 
deadline of 3 March 2026, at 12:00 (noon).  
 

Risk Register or Board 
Assurance Framework  

BAF entry 1- Failure to provide care which is ‘outstanding’ in being 
consistently safe, caring, responsive, effective, or well-led and which 
provides a positive experience for our patients may result in poorer 
patient experience, harm, a loss of income, an adverse impact upon 
staff retention and damage to organisational reputation. 

Report history • Maternity Clinical Governance and Safety Champion Meeting – 
MIS Update at every Maternity Clinical Governance and Safety 
Champion Meeting – Latest on 11 December 2025.  

• ACW ICSU Board – MIS Update at every ACW ICSU Board – 
Latest on 4 December 2025. 

• Quality Governance Committee – 14 October and 9th December 
2024. 

• Quality Assurance Committee – 14 January 2025. 
• TMG – 27 January 2025. 

Appendices Appendix 1 – MIS Year 7 Board Notification Form for Submission  
Appendix 2 - Short term and long-term locums Audit 2025  
Appendix 3 - Obstetric Locums Booking Cribsheet 
Appendix 4 - Fetal Wellbeing Specialist Midwife JDPS 
Appendix 5 - Fetal Growth & Preterm Birth Specialist Midwife JDPS  
Appendix 6 - Diabetes specialist midwife JD and PS 2021 
 

 



Maternity incentive scheme  -  Year 7 Guidance

Trust Name

Trust Code T221

Tab B - safety action summary sheet - This will provide you with a detailed overview of the information entered so far on the board declaration form and will outline on how many 

Yes/No/N/A and unfilled assessments you have.  Please review any pages that show there are responses that require checking, or are showing as not filled in. 

This will feed into the board declaration sheet - tab D.  

Whittington Hospital NHS Trust

This document must be used to submit your trust self-certification for the year 7 Maternity Incentive Scheme safety actions. 

A completed action plan must also be submitted for any safety actions which have not been met (tab C).   

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

is coloured pink please update it.

Tab C - action plan entry sheet – If you are declaring non-compliance with any safety actions, this sheet will enable your Trust to insert action plan details and bid for discretionary 

funding. If you are declaring full compliance, you do not need to complete this tab.

All action plans for non-compliant safety actions must be:

•Submitted on the action plan template in the board declaration form.

•Specific to the safety action(s) not achieved by the Trust (these do not need to be added in numerical order).

•Details of each action should be SMART (specific, measurable, achievable, realistic and timely) and should include details of the funding requested (please enter 0 if no funding is 

required).

•Any new roles to be introduced as part of an action plan must include detail regarding banding and Whole Time Equivalent (WTE) with associated costs.

•Action plans must be sustainable - Funding is for one year only, so Trusts must demonstrate how future funding will be secured.

•Action plans should not be submitted for achieved safety actions.

If you require any support with this process, please contact nhsr.mis@nhs.net

Tabs A - safety actions entry sheets (1 to 10) - Please select 'Yes', 'No' or 'N/A' to demonstrate compliance as detailed in each element of the safety action. Please complete these 

entries starting at the top.

'N/A' (not applicable) is available only for set questions and may only be visible following a response to a previous question. 

The information which is added on these pages, will automatically populate onto tabs B & D (which is the board declaration form).  



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

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

MIS-Year-7-guidance.pdf

Version Name: MIS_SafetyAction_2025

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

submissions will be provided within 48 hours from 3 March 2026.

Submissions for the maternity incentive scheme year 7 must be received no later than 12 noon on 3 March 2026 and must be sent to nhsr.mis@nhs.net

Submissions and any comments/corrections received after 12 noon on 3 March 2025 will not be considered. 

This document will not be accepted if it is not completed in full, signed appropriately and dated. 

Please do not send evidence to NHS Resolution unless requested to do so.    

Tab D - Board declaration form - This is where you can view your overall reported compliance with all of the maternity incentive scheme safety actions. This sheet will be protected 

and compliance fields cannot be altered manually. 

If there are anomalies with the data entered, then comments will appear in the validations column (column I) this will support you in checking and verifying data before it is discussed 

with the Trust board, ICB and before submission to NHS Resolution. 

Upon completion of your submission please add electronic signatures into the allocated spaces within this page. Signatures of both the Trust's Chief Executive Officer (CEO) and 

Accountable Officer (AO) of the Integrated Care System (ICS) will be required in Tab D in order to confirm compliance as stated in the board declaration form with the safety actions 

and their sub-requirements. Both signatures will show that they are ‘for and on behalf of’ the trust name, rather than the ICS. The signatories will be signing to confirm that they are in 

agreement with the submission, the declaration form has been submitted to Trust Board and that there are no external or internal reports covering financial years 2024/2025 or 

2025/2026 that relate to the provision of maternity services that may subsequently provide conflicting information to your Trust's declaration. Any such reports should be brought to the 

MIS team's attention before 3 March 2026

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



Safety action No. 5

From 2 April 2025 until 30 November 2025

Requirements 

number 

Safety action requirements Requirement 

met?                               

(Yes/ No /Not 

applicable)

1 Has a systematic, evidence-based process to calculate midwifery staffing establishment been completed in the last three years? (If this 

process has not been completed within three years due to measures outside the Trust’s control, you can declare compliance but evidence 

of communication with the BirthRate+ organisation (or equivalent) MUST demonstrate this.) Yes

2 Has a midwifery staffing oversight report that covers staffing/safety issues been submitted to the Board every 6 months (in line with NICE 

midwifery staffing guidance) on an ongoing basis. 

This must include at least one report in the MIS period 2 April - 30 November.

Every report must include an update on all of the points below:

● Details of planned versus actual midwifery staffing levels to include evidence of mitigation/escalation for managing a shortfall.

● The midwife to birth ratio 

● Evidence from an acuity tool (may be locally developed), local audit, and/or local dashBoard figures demonstrating 100% compliance 

with supernumerary labour ward co-ordinator on duty at the start of every shift.

● Evidence from an acuity tool (may be locally developed), local audit, and/or local dashBoard figures demonstrating 100% compliance 

with the provision of one-to-one care in active labour

● Is a plan is in place for mitigation/escalation to cover any shortfalls in the points above?

Yes

3 For Information Only:

We recommend that Trusts continue to monitor and include NICE safe midwifery staffing red flags in this report, however this is not 

currently mandated,

This includes:

 •Redeployment of staff to other services/sites/wards based on acuity.  

 •Delayed or cancelled time critical activity. 

 •Missed or delayed care (for example, delay of 60 minutes or more in washing or suturing). 

 •Missed medication during an admission to hospital or midwifery-led unit (for example, diabetes medication). 

 •Delay of more than 30 minutes in providing pain relief. 

 •Delay of 30 minutes or more between presentation and triage. 

 •Full clinical examination not carried out when presenting in labour. 

 •Delay of two hours or more between admission for induction and beginning of process. 

 •Delayed recognition of and action on abnormal vital signs (for example, sepsis or urine output). 

 •Any occasion when one Midwife is not able to provide continuous one-to-one care and support to a woman during established labour. 

Other midwifery red flags may be agreed locally.

No

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



4 Can the Trust Board evidence that the midwifery staffing budget reflects establishment as calculated?

Evidence should include: 

● Midwifery staffing recommendations from Ockenden and of funded establishment being compliant with outcomes of BirthRate+ or 

equivalent calculations.

● The percentage of specialist midwives employed and mitigation to cover any inconsistencies. BirthRate+ accounts for 8-10% of the 

establishment, which are not included in clinical numbers. This includes those in management positions and specialist midwives.

Yes

5 Where Trusts are not compliant with a funded establishment based on the above, Trust Board minutes must show the agreed plan, 

including timescale for achieving the appropriate uplift in funded establishment. The plan must include mitigation to cover any shortfalls.

N/A

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

7 Evidence from an acuity tool (may be locally developed) that the Midwifery Coordinator in charge of labour ward must have supernumerary 

status; (defined as having a rostered planned supernumerary co-ordinator and an actual supernumerary co-ordinator at the start of every 

shift) to ensure there is an oversight of all birth activity within the service. An escalation plan should be available and must include the 

process for providing a substitute co-ordinator in situations where there is no co-ordinator available at the start of a shift.
Yes

8 For Information Only:

A workforce action plan detailing how the maternity service intends to achieve 100% supernumerary status for the labour ward coordinator 

which has been signed off by the Trust Board and includes a timeline for when this will be achieved.

Development of the workforce action plan will NOT enable the trust to declare compliance with this sub-requirement. 

N/A

9 Evidence from an acuity tool (may be locally developed), local audit, and/or local dashboard figures demonstrating 100% compliance with 

the provision of one-to-one care in active labour
Yes

10 A workforce action plan detailing how the maternity service intends to achieve 100% compliance with 1:1 care in active labour has been 

signed off by the Trust Board and includes a timeline for when this will be achieved.

Development of the improvement plan will enable the Trust to declare compliance with this sub-requirement. This improvement 

plan does not need to be submitted to NHS Resolution
N/A

Return to Guidance Sheet



Safety action No. 1

From 1 December 2024 to 30 November 2025

Requirements 

number 

Safety action requirements Requirement 

met?                               

(Yes/ No /Not 

applicable)

1 Have all  eligible perinatal deaths from 1 December 2024 onwards been notified to MBRRACE-UK within seven 

working days? (If no deaths, choose N/A)

Yes

2 For at least 95% of all deaths of babies who died in your Trust from 1 December 2024, were parents’ perspectives 

of care sought and were they given the opportunity to raise questions?

Yes

3 Has a review using the Perinatal Mortality Review Tool (PMRT) of 95% of all deaths of babies, suitable for review 

using the PMRT, from 1 December 2024 been started within two months of each death?

This includes deaths after home births where care was provided by your Trust. 

Yes

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

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

Yes

5 For a minimum of 50% of the deaths reviewed, was an external member present at the multi-disciplinary review 

panel meeting and was this documented within the PMRT?

MIS verification period: 2 April 2025 - 30 Nov 2025

Yes

6 Have you submitted quarterly reports to the Trust Executive Board on an ongoing basis? These must include 

details of all deaths from 1 December 2024 including reviews and consequent action plans.

Yes

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

Return to Guidance Sheet

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



Safety action No. 2

From 2 April 2025 until 30 November 2025

Requirements 

number 

Safety action requirements Requirement met?                               

(Yes/ No)

1 Did July 2025's data contain valid birthweight information for at least 80% of babies born in the month? This requires 

the recorded weight to be accompanied by a valid unit entry. (Relevant data tables include MSD401; MSD405)

Yes

2 Did July 2025's data contain a valid ethnic category (Mother) for at least 90% of women booked in the month? Not 

stated, missing and not known are not included as valid records for this assessment as they are only expected to be 

used in exceptional circumstances. (MSD001)

Yes

Return to Guidance Sheet

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



Safety action No. 3

From 2 April 2025 until 30 November 2025

Requirements 

number 

Safety action requirements Requirement 

met?                               

(Yes/ No /Not 

applicable)

1 Are pathway(s) of care into transitional care in place which includes babies between 34+0 and 35+6 in alignment with the 

BAPM Transitional Care Framework for Practice?

Yes

2 Or

Can you evidence progress towards a transitional care pathway from 34+0 in alignment with the BAPM Transitional Care 

Framework for Practice, and has this been submitted this to your Trust Board and the Neonatal Operational Delivery 

Network (ODN) on behalf of the LMNS Boards?

N/A

3 By 2 September 2025, register the QI project with local Trust quality/service improvement team. Yes

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

5 Demonstrate progress from the previous year within the first 6 months of the MIS reporting period, and present an update 

to the LMNS and Safety Champions.

N/A

6 By 30 November 2025, present a further update to the LMNS and Safety Champions regarding development and any 

progress at the end of the MIS reporting period

N/A

Return to Guidance Sheet

Or

For units continuing a QI project from the previous year

Can you demonstrate that you have transitional care services in place to minimise separation of mothers and their babies?

Drawing on insights from themes identified from any term or late preterm admissions to the neonatal unit, undertake or continue at least one quality 

improvement initiative to decrease admissions and/or length of infant/mother separation.

For units commencing a new QI project



Safety action No. 4

From 2 April 2025 until 30 November 2025

Requirements 

number 

Safety action requirements Requirement met?                               

(Yes/ No /Not 

applicable)

1 Has the Trust ensured that the following criteria are met for employing all short-term (2 weeks or less) locum doctors in 

Obstetrics and Gynaecology, demonstrated through audit of any 6-month period from February 2025 and before submission 

to Trust Board (select N/A if no short-term locum doctors were employed in this period):

Locum currently works in their unit on the tier 2 or 3 rota

OR

They have worked in their unit within the last 5 years on the tier 2 or 3 (middle grade) rota as a postgraduate doctor in 

training and remain in the training programme with satisfactory Annual Review of Competency Progression (ARCP)?

OR

They hold a Royal College of Obstetrics and Gynaecology (RCOG) certificate of eligibility to undertake short-term locums?

No

2 Has the Trust ensured that the RCOG guidance on engagement of long-term locums has been implemented in full for 

employing long-term locum doctors in Obstetrics and Gynaecology, demonstrated through audit of any 6-month period from 

February 2025 to 30 November 2025 (select N/A if no long-term locum doctors were employed in this period)

Yes

3 For information only:

RCOG compensatory rest (not reportable in MIS year 7)

Have you met, or are working towards full implementation of the RCOG guidance on compensatory rest where Consultants 

and Senior Speciality, Associate Specialist and Specialist (SAS) doctors are working as non-resident on-call out of hours 

and do not have sufficient rest to undertake their normal working duties the following day.

No

4 Is the Trust compliant with the Consultant attendance in person to the clinical situations guidance, listed in the RCOG 

workforce document: ‘Roles and Responsibilities of the Consultant providing acute care in obstetrics and gynaecology’ into 

their service. Trusts should demonstrate a minimum of 80% compliance through audit of any 3-month period from February 

2025 to 30 November 2025.
Yes

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

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

a) Obstetric medical workforce



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

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

8 Is there evidence that the duty anaesthetist is immediately available for the obstetric unit 24 hours a day and they have clear 

lines of communication to the supervising anaesthetic consultant at all times? In order to declare compliance, where the 

duty anaesthetist has other responsibilities, they should be able to delegate care of their non-obstetric patients in order to be 

able to attend immediately to obstetric patients. (Anaesthesia Clinical Services Accreditation (ACSA) standard 1.7.2.1) 

Representative month rota acceptable for evidence.

Yes

9 Does the neonatal unit meet the British Association of Perinatal Medicine (BAPM) national standards of medical staffing? Yes

10 Is this formally recorded in Trust Board minutes? Yes

11 If the requirements are not met, has Trust Board agreed an action plan with updates on progress against any previously 

developed action plans? This should be monitored via a risk register. 

N/A

12 Was the above action plan shared with the LMNS? N/A

13 Was the above action plan shared with the Neonatal ODN? N/A

14 Does the neonatal unit meet the British Association of Perinatal Medicine (BAPM) national standards of nursing staffing? Yes

15 Is this formally recorded in Trust Board minutes? Yes

16 If the requirements are not met, has Trust Board agreed an action plan with updates on progress against any previously 

developed action plans? This should be monitored via a risk register. 

N/A

17 Was the above action plan shared with the LMNS? N/A

18 Was the above action plan shared with the Neonatal ODN? N/A

Return to Guidance Sheet

b) Anaesthetic medical workforce

c) Neonatal medical workforce

d) Neonatal nursing workforce



Safety action No. 6

From 2 April 2025 until 30 November 2025

Requirements 

number 

Safety action requirements Requirement 

met?                               

(Yes/ No /Not 

applicable)

1 Have you agreed with the ICB that Saving Babies' Lives Care Bundle, Version 3.2 is fully in place, and can you evidence 

that the Trust Board have oversight of this assessment?
Yes

2 Where full implementation is not in place, has the ICB  been assured that all best endeavours and sufficient progress has 

been made towards full implementation, in line with the locally agreed improvement trajectory? 
N/A

3 Have you continued the quarterly QI discussions between the Trust and the LMNS/ICB (as commissioner) from Year 6, and 

more specifically be able to demonstrate that at least two quarterly discussions have been held in Year 7 to track 

compliance with the care bundle? 

These meetings must include:

● Initial agreement of a local improvement trajectory against these metrics for 25/26, and subsequently reviews of progress 

against the agreed trajectory.

● Details of element specific improvement work being undertaken including evidence of generating and using the process 

and outcome metrics for each element.

● Evidence of sustained improvement where high levels of reliability have already been achieved.

● Regular review of local themes and trends with regard to potential harms in each of the six elements.

● Sharing of examples and evidence of continuous learning by individual Trusts with their local ICB, neighbouring Trusts 

and NHS Futures where appropriate.
Yes

4 Following these meetings, has the LMNS determined that sufficient progress has been made towards implementing

SBLCBv3, in line with the locally agreed improvement trajectory? Yes

5

If the available Implementation Tool is not being utilised to show evidence of SBL compliance, has a signed declaration

from the Executive Medical Director been provided declaring that Saving Babies’ Lives Care Bundle, Version 3 is fully / will

be in place as agreed with the ICB N/A

Return to Guidance Sheet

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



Safety action No. 7

From 2 April 2025 until 30 November 2025

Requirements 

number 

Safety action requirements Requirement 

met?                               

(Yes/ No /Not 

applicable)

1
Do you have evidence of an action plan co-produced following joint review of the annual CQC Maternity Survey 

free text data which CQC have confirmed is available to all trusts free of charge Yes

2
● Has progress on the co-produced action above been shared with Safety Champions?

Yes

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

Yes

4

Do you have evidence of MNVP infrastructure being in place from your LMNS/ICB, in full as per national

guidance, and including all of the following:

• Job description for MNVP lead

• Contracts for service or grant agreements

• Budget with allocated funds for IT, comms, engagement, training and administrative support

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

5

If MNVP infrastructure is not in place and evidence of an MNVP, commissioned and functioning in full as 

per national guidance, is unobtainable (and you have answered N to Q4): 

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

In this event, as long as this escalation has taken place the Trust will not be required to provide any further 

evidence as detailed below to meet compliance for MIS for this safety action.
Yes

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



6

If MNVP infrastructure is in place as per national guidance (and you have answered Y to Q4): 

Terms of Reference for Trust safety and governance meetings, showing the MNVP lead as a quorate member of

trust governance, quality, and safety meetings at speciality/divisional/directorate level  including all of the following:

 •Safety champion meetings

 •Maternity business and governance

 •Neonatal business and governance

 •PMRT review meeting

 •Patient safety meeting

 •Guideline committee

N/A

7

If MNVP infrastructure is in place as per national guidance (and you have answered Y to Q4): 

Evidence of MNVP engagement with local community groups and charities prioritising hearing from those 

experiencing the worst outcomes, as per the LMNS Equity & Equality plan.
N/A

Return to Guidance Sheet



Safety action No. 8

From 1 December 2024 until 30 November 2025

Requirements 

number 

Safety action requirements Requirement 

met?                               

(Yes/ No /Not 

applicable)

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

1 90% of Obstetric consultants? Yes

2

90% of all other obstetric doctors (commencing with the organisation prior to 1 July 2025) contributing to the 

obstetric rota? (without the continuous presence of an additional resident tier obstetric doctor) Yes

3

For rotational medical staff that commenced work on or after 1 July 2025 a lower compliance will be accepted. Can 

you confirm that a commitment and action plan approved by Trust Board  has been formally recorded in Trust Board 

minutes to recover this position to 90% within a maximum 6-month period from their start-date with the Trust?

Yes

4

90% Midwives (including midwifery managers and matrons, community midwives; birth centre midwives (working in 

co-located and standalone birth centres and bank midwives employed by Trust and maternity theatre midwives who 

also work outside of theatres)? Yes

5 90% of obstetric consultants? Yes

6

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

obstetric clinical fellows,foundation year doctors and GP trainees contributing to the obstetric rota? Yes

7

For rotational obstetric staff that commenced work on or after 1 July 2025 a lower compliance will be accepted. Can 

you confirm that a commitment and action plan approved by Trust Board  has been formally recorded in Trust Board 

minutes to recover this position to 90% within a maximum 6-month period from their start-date with the Trust?
Yes

8

90% of midwives (including midwifery managers and matrons), community midwives, birth centre midwives (working 

in co-located and standalone birth centres), maternity theatre midwives and bank midwives employed by Trust?
Yes

9

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

minimum).
Yes

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

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

Can you demonstrate the following at the end of 12 consecutive months ending 30 November 2025?

Rotational medical staff in posts shorter than 12 months can provide evidence of applicable training from a previous trust within the 12 

month period using a training certificate or correspondence from the previous maternity unit.

Maternity emergencies and multiprofessional training



11

90% of all other obstetric anaesthetic doctors (commencing with the organisation prior to 1 July 2025) including any 

anaesthetists in training, SAS and LED doctors who contribute to the obstetric anaesthetic on-call rota. This 

requirement is supported by the RCoA and OAA? Yes

12

For rotational anaesthetic staff that commenced work on or after 1 July 2025 a lower compliance will be accepted. 

Can you confirm that a commitment and action plan approved by Trust Board  has been formally recorded in Trust 

Board minutes to recover this position to 90% within a maximum 6-month period from their start-date with the Trust?
Yes

13

Can you demonstrate that at least one multidisciplinary emergency scenario is conducted in any clinical area or at 

point of care during the whole MIS reporting period? 

This should not be a simulation suite. Yes

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

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

16

For rotational medical staff that commenced work on or after 1 July 2025 a lower compliance will be accepted. Can

you confirm that a commitment and action plan approved by Trust Board has been formally recorded in Trust Board

minutes to recover this position to 90% within a maximum 6-month period from their start-date with the Trust?
Yes

17 90% of neonatal nurses? (Band 5 and above) Yes

18 90% of advanced Neonatal Nurse Practitioner (ANNP)? Yes

19

For Information Only:

90% of maternity support workers, health care assistants and nursery nurses? (dependant on their roles within the

service - for local policy to determine)

Yes

20

90% of midwives? (including midwifery managers and matrons, community midwives, birth centre midwives (working 

in co-located and standalone birth centres), maternity theatre midwives and bank midwives employed by Trust) 
Yes

21

In addition to the above neonatal resuscitation training requirements, a minimum of 90% of neonatal and paediatric 

medical staff who attend neonatal resuscitations unsupervised must have a valid Resuscitation Council (RCUK) 

Neonatal Life Support (NLS) certification or local assessment equivalent in line with BAPM basic capability 

guidance?

Staff that attend births with supervision at all times will not need to complete this assessment process for the 

purpose of MIS compliance. Yes

Return to Guidance Sheet

Neonatal resuscitation training



Safety action No. 9

From 2 April 2025 until 30 November 2025

Requirements 

number 

Safety action requirements Requirement 

met?                               

(Yes/ No /Not 

applicable)

1

Are all Trust requirements of the Perinatal Quality Surveillance Model (PQSM) fully embedded with evidence of 

working towards the Perinatal Quality Oversight Model (PQOM)? 

Yes

2

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

3

Is a review of maternity and neonatal quality and safety undertaken by the Trust Board (or an appropriate trust 

committee with delegated responsibility) using a minimum data set as outlined in the PQSM/PQOM at least 

quarterly, and presented by a member of the perinatal leadership team to provide supporting context?
Yes

4

Does the regular review include a review of thematic learning informed by PSIRF, training compliance, minimum 

staffing in maternity and neonatal units, and service user voice and staff feedback and review of the culture survey 

or equivalent? Yes

5

Do you have evidence of collaboration with the local maternity and neonatal system LMNS/ODN/ICB lead, showing 

evidence of shared learning and how Trust-level intelligence is being escalated to ensure early action and support 

for areas of concern or need, in line with the PQSM/PQOM? Yes

6

Ongoing engagement sessions should be being held with staff as per previous years of the scheme. Is progress 

with actioning named concerns from staff engagement sessions are visible to both maternity and neonatal staff and 

reflects action and progress made on identified concerns raised by staff and service users from no later than 1 July 

2025?
Yes

7

Is the Trust’s claims scorecard reviewed alongside incident and complaint data and discussed by the maternity, 

neonatal and Trust Board level Safety Champions at a Trust level (Board or directorate) meeting quarterly (at least 

twice in the MIS reporting period 2 April - 30 November)? Yes

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

quality issues?



8

Evidence in the Trust Board minutes that Board Safety Champion(s)  are meeting with the Perinatal leadership 

team at a minimum of bi-monthly (a minimum of three in the reporting period 2 April - 30 November) and that any 

support required of the Trust Board has been identified and is being implemented?

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

9

Evidence in the Trust Board (or an appropriate Trust committee with delegated responsibility) minutes that progress 

with the maternity and neonatal culture improvement plan is being monitored and any identified support being 

considered and implemented?
Yes

Return to Guidance Sheet



Safety action No. 10

From 1 December 2024 until 30 November 2025

Requirements 

number 

Safety action requirements Requirement 

met?                               

(Yes/ No /Not 

applicable)

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

2 Have you reported all qualifying EN cases to NHS Resolution's Early Notification (EN) Scheme from 1 December 2024 

until 30 November 2025? Yes

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

accessible to them? Yes

4 For any occasions where it has not been possible to provide a format that is accesible for eligible families, has a 

SMART plan been developed to address this for the future? N/A

5 Has there has been compliance, where required, with Regulation 20 of the Health and Social Care Act 2008 

(Regulated Activities) Regulations 2014 in respect of the duty of candour?
Yes

6 Has Trust Board had sight of Trust legal services and maternity clinical governance records of qualifying MNSI/ EN 

incidents and numbers reported to MNSI and NHS Resolution?
Yes

7 Has Trust Board had sight of evidence that the families have received information on the role of MNSI and NHS 

Resolution’s EN scheme. This needs to include reporting where families required a format to make the information 

accessible to them and should include any occasions where this has not been possible with the SMART plan to 

address this? Yes

8 Has Trust Board had sight of evidence of compliance with the statutory duty of candour? Yes

9 When reporting EN cases, have you completed the field showing whether families have been informed of NHS 

Resolution’s involvement? Completion of this will also be monitored, and externally validated.
Yes

Return to Guidance Sheet

Have you reported 100% of qualifying cases to Healthcare Safety Investigation Branch (HSIB) (known as Maternity and Newborn Safety 

Investigations Special Health Authority (MNSI) from October 2023) and to NHS Resolution's Early Notification (EN) Scheme?



An action plan should be completed for each safety action that has not been met

Please refer to the guidance sheet to ensure correct entries into the action plan: Return to Guidance Sheet

Action plan 1

Q4 Clinical workforce planning To be met by Q1 = 2026/27

Work to meet action

Does this action plan have executive level sign off Yes Action plan agreed by head of midwifery/clinical director? Yes

Action plan owner

Lead executive director 

Amount requested from the incentive fund, if required

Benefits

Risk assessment

How?

Monitoring quarterly audits

The action plan has been implemented and is monitored through Trust Governance. Since the episodes in April 2025, and the implementation of the 

action plan, the materntiy unit has ben fully compliant with the requirement. 

The action plan ensures safety for the unit and that the short term locum registrars meet the requirements. This is monitored through the Trust 

governance and Bank Partners. 

Section B : Action plan details for Whittington Hospital NHS Trust

Bank staffing provider process and communication breakdown - The agencies provided wrong information to the Trusts Bank Partners - Agencies that 

have sent unsuitable candidates have been identified and their details were passed to NHSE (NC Care and Medsol) - This affected 2 locum doctors 

who covered 13 shifts. 

Controls and regular audits are in place to monitor compliance. A Crib Sheet has also been developped for the On Call Obstetric staff. 

Safety action

1. No CVs will be forwarded to the department until Bank Partners has received the checklist for the doctor from their agency. The checklist now 

includes “does the worker have a CEL certificate” tick box. – Embedded 

2. Bank Partners will independently check each doctor against the CEL database. – Embedded 

Rhonda Flemming and Stuart Richardson, Clinical Directors of the ICSU

Clarissa Murdoch, Acting Up Chief Medical Officer

Reason for not meeting action

Who? When?

Rationale

Bank Partners Quarterly - Q3 2025/26 was 

Compliant

£0.00



Action plan 2

To be met by

Work to meet action

Does this action plan have executive level sign off Action plan agreed by head of midwifery/clinical director? 

Action plan owner

Lead executive director 

Amount requested from the incentive fund, if required

Benefits

Risk assessment

How?

Monitoring

Who is responsible for delivering the action plan?

Does the action plan have executive sponsorship?

Reason for not meeting action

Rationale

Who? When?

What are the risks of not meeting the safety action? 

Please explain why the trust did not meet this safety action

Please explain why this action plan will ensure the trust meets the safety action. 

Please summarise the key benefits that will be delivered by this action plan and how these will deliver the required progress against the safety action. 

Please ensure these are SMART.

Safety action

Brief description of the work planned to meet the required progress. 



Action plan 3

To be met by

Work to meet action

Does this action plan have executive level sign off Action plan agreed by head of midwifery/clinical director? 

Action plan owner

Lead executive director 

Amount requested from the incentive fund, if required

Benefits

Risk assessment

How?

Monitoring

Rationale Please explain why this action plan will ensure the trust meets the safety action. 

Please summarise the key benefits that will be delivered by this action plan and how these will deliver the required progress against the safety action. 

Please ensure these are SMART.

What are the risks of not meeting the safety action? 

Who? When?

Who is responsible for delivering the action plan?

Safety action

Brief description of the work planned to meet the required progress. 

Reason for not meeting action Please explain why the trust did not meet this safety action

Does the action plan have executive sponsorship?



Action plan 4

To be met by

Work to meet action

Does this action plan have executive level sign off Action plan agreed by head of midwifery/clinical director? 

Action plan owner

Lead executive director 

Amount requested from the incentive fund, if required

Benefits

Risk assessment

How?

Monitoring

Reason for not meeting action

Rationale Please explain why this action plan will ensure the trust meets the safety action. 

Please summarise the key benefits that will be delivered by this action plan and how these will deliver the required progress against the safety action. 

Please ensure these are SMART.

What are the risks of not meeting the safety action? 

Safety action

Brief description of the work planned to meet the required progress. 

Who is responsible for delivering the action plan?

Does the action plan have executive sponsorship?

Please explain why the trust did not meet this safety action

Who? When?



Action plan 5

To be met by

Work to meet action

Does this action plan have executive level sign off Action plan agreed by head of midwifery/clinical director? 

Action plan owner

Lead executive director 

Amount requested from the incentive fund, if required

Benefits

Risk assessment

How?

Monitoring

Reason for not meeting action

Rationale Please explain why this action plan will ensure the trust meets the safety action. 

Please summarise the key benefits that will be delivered by this action plan and how these will deliver the required progress against the safety action. 

Please ensure these are SMART.

Please explain why the trust did not meet this safety action

Safety action

Who is responsible for delivering the action plan?

What are the risks of not meeting the safety action? 

Who? When?

Does the action plan have executive sponsorship?

Brief description of the work planned to meet the required progress. 



Action plan 6

To be met by

Work to meet action

Does this action plan have executive level sign off Action plan agreed by head of midwifery/clinical director? 

Action plan owner

Lead executive director 

Amount requested from the incentive fund, if required

Benefits

Risk assessment

How?

Monitoring

Who? When?

Please explain why the trust did not meet this safety action

Rationale Please explain why this action plan will ensure the trust meets the safety action. 

Please summarise the key benefits that will be delivered by this action plan and how these will deliver the required progress against the safety action. 

Please ensure these are SMART.

What are the risks of not meeting the safety action? 

Safety action

Brief description of the work planned to meet the required progress. 

Reason for not meeting action

Who is responsible for delivering the action plan?

Does the action plan have executive sponsorship?



Action plan 7

To be met by

Work to meet action

Does this action plan have executive level sign off Action plan agreed by head of midwifery/clinical director? 

Action plan owner

Lead executive director 

Amount requested from the incentive fund, if required

Benefits

Risk assessment

How?

Monitoring

Please summarise the key benefits that will be delivered by this action plan and how these will deliver the required progress against the safety action. 

Please ensure these are SMART.

What are the risks of not meeting the safety action? 

Who? When?

Does the action plan have executive sponsorship?

Reason for not meeting action Please explain why the trust did not meet this safety action

Rationale Please explain why this action plan will ensure the trust meets the safety action. 

Safety action

Brief description of the work planned to meet the required progress. 

Who is responsible for delivering the action plan?



Action plan 8

To be met by

Work to meet action

Does this action plan have executive level sign off Action plan agreed by head of midwifery/clinical director? 

Action plan owner

Lead executive director 

Amount requested from the incentive fund, if required

Benefits

Risk assessment

How?

Monitoring

What are the risks of not meeting the safety action? 

Who? When?

Reason for not meeting action Please explain why the trust did not meet this safety action

Rationale Please explain why this action plan will ensure the trust meets the safety action. 

Please summarise the key benefits that will be delivered by this action plan and how these will deliver the required progress against the safety action. 

Please ensure these are SMART.

Safety action

Brief description of the work planned to meet the required progress. 

Who is responsible for delivering the action plan?

Does the action plan have executive sponsorship?



Action plan 9

To be met by

Work to meet action

Does this action plan have executive level sign off Action plan agreed by head of midwifery/clinical director? 

Action plan owner

Lead executive director 

Amount requested from the incentive fund, if required

Benefits

Risk assessment

How?

Monitoring

What are the risks of not meeting the safety action? 

Who? When?

Safety action

Brief description of the work planned to meet the required progress. 

Who is responsible for delivering the action plan?

Does the action plan have executive sponsorship?

Reason for not meeting action Please explain why the trust did not meet this safety action

Rationale Please explain why this action plan will ensure the trust meets the safety action. 

Please summarise the key benefits that will be delivered by this action plan and how these will deliver the required progress against the safety action. 

Please ensure these are SMART.



Action plan 10

To be met by

Work to meet action

Does this action plan have executive level sign off Action plan agreed by head of midwifery/clinical director? 

Action plan owner

Lead executive director 

Amount requested from the incentive fund, if required

Benefits

Risk assessment

How?

Monitoring

Please summarise the key benefits that will be delivered by this action plan and how these will deliver the required progress against the safety action. 

Please ensure these are SMART.

Safety action

Brief description of the work planned to meet the required progress. 

Who is responsible for delivering the action plan?

Does the action plan have executive sponsorship?

What are the risks of not meeting the safety action? 

Who? When?

Reason for not meeting action Please explain why the trust did not meet this safety action

Rationale Please explain why this action plan will ensure the trust meets the safety action. 



Maternity Incentive Scheme  -   Year 7 Board declaration form

Trust name

Trust code T221

Safety actions Action plan Funds requested Validations

Q1 NPMRT Yes -                         0

Q2 MSDS Yes -                         0

Q3 Transitional care Yes -                         0

Q4 Clinical workforce planning No Yes -                         0

Q5 Midwifery workforce planning Yes -                         0

Q6 SBL care bundle Yes -                         0

Q7 Patient feedback Yes -                         0

Q8 In-house training Yes -                         0

Q9 Safety Champions Yes -                         0

Q10 EN scheme Yes -                         0

Total safety actions 9                        1                  

Total sum requested -                         

Sign-off process confrming that: 

Electronic signature of Trust 

Chief Executive Officer (CEO):

For and on behalf of the Board of 

Name:

Position: 

Date: 

Electronic signature of 

Integrated Care Board 

Accountable Officer:

In respect of the Trust:

Name:

Position: 

Date: 

Whittington Hospital NHS Trust

All electronic signatures must also be uploaded. Documents which have not been signed will not be accepted. 

* The Board are satisfied that the evidence provided to demonstrate compliance with/achievement of the maternity safety actions meets standards as set out in the safety actions and technical guidance document and that the self-certification is accurate.

* The content of this form has been discussed with the commissioner(s) of the trust’s maternity services

* There are no reports covering either this year (2025/26) or the previous financial year (2024/25) that relate to the provision of maternity services that may subsequently provide conflicting information to your declaration. Any such reports must be 

brought to the MIS team's attention.

* If declaring non-compliance, the Board and ICS agree that any discretionary funding will be used to deliver the action(s) referred to in Section B (Action plan entry sheet)

* We expect trust Boards to self-certify the trust’s declarations following consideration of the evidence provided. Where subsequent verification checks demonstrate an incorrect declaration has been made, this may indicate a failure of Board governance 

which will be escalated to the appropriate arm’s length body/NHS System leader.

Whittington Hospital NHS Trust

Selina Dougles

Chief Executive Officer

Whittington Hospital NHS Trust



Action 

No.

Maternity safety action Action 

met? 

(Y/N)

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

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

3 Can you demonstrate that you have transitional care services in place to minimise separation of mothers and their babies? Yes

4 Can you demonstrate an effective system of clinical workforce planning to the required standard? No

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

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

Three? 

Yes

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

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

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

and quality issues?

Yes

10 Have you reported 100% of qualifying cases to Healthcare Safety Investigation Branch (HSIB) (known as Maternity and Newborn 

Safety Investigations Special Health Authority (MNSI) from October 2023) and to NHS Resolution's Early Notification (EN) 

Scheme?

Yes

Section A :  Maternity safety actions  - Whittington Hospital NHS Trust



Short Term and Long 
Term Locums 



MIS action 4 requirements

Has the Trust ensured that the following criteria are met for employing short-
term (2 weeks or less) locum doctors in Obstetrics and Gynaecology on tier 
2 or 3 (middle grade) rotas:

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



• Do not work for more than two weeks
• A Certificate of Eligibility to undertake short term locums in Maternity is required if 

the doctor does not already work or has not recently worked in the department

• The majority of locum shifts are filled by internal trainee doctors on the current rota, 
and failing that, doctors on tier 2 or 3 rotas at other local Trusts.

Long term locums

• We do not have doctors in training who undertake locums for longer than 2 
weeks on the bank 

• Trust Doctors with an employment contract are subject to required checks. They 
are allocated a consultant educational supervisor. 

 

Short term locums 



Audit results – February to August 2025

Short-term locums (< 2 weeks)
While most of the shifts covered on a locum basis are covered by our own doctors, 
thus compliant with criteria 4.1, we have had a few shifts covered by agency 
locums as below
• 4 night shifts covered by non-compliant locum 1 (JS) between 20-24 February
• 2 night shits (17 &18 March) covered by the same locum 1
• 2 long days (12 & 13 April) and 4 nights (14, 18, 19, 20 April) covered by non-

compliant locum 1 (JS)
• 1 night shift on 26/6 covered by a non-compliant locum 2 (KD).
A total of 13 shifts were covered by locums with no experience of the 
department and without a CEL certificate between February and August 2025

Long-term locums (> 2 weeks)
The department has not used long-term locum doctors over the period of the audit



Root Cause and Impact of Non-compliant Shifts

Root cause
• Bank staffing provider process and communication breakdown 

• Misunderstanding of the specificity of the Certificate of Eligibility requirement (Bank 
Partners and Agencies

Complaints
No complaints were raised about the work of the doctors that covered the 13 shifts over the 
period

Incidents
A total of 12 incidents were raised in Maternity at times concurrent with the shifts covered by 
the non-compliant locums. These incidents have since been investigated and closed with no 
concerns being linked or raised around the clinical practice of the locums.

Other mitigations
The service also employed a short-term locum to cover 3 long days in April 2025, knowing 
they did not have a CEL certificate. This was done to mitigate the higher risk of not having 
any doctor whatsoever and the doctor was rostered to cover gynaecology only – thus 
outside the requirements of MIS action 4



Action Plan
The Trust bank staffing provider has been instructed since 2024 that all ST3 and above agency locum 
doctors booked for shifts in the department must hold a valid Certificate of Eligibility (CEL) issued by the 
Royal College of Obstetricians and Gynaecologists. This document is in line with MIS action 4 requirements 
and certifies that the doctor meets the criteria for working as short-term locum in NHS Maternity units. The 
existing process has failed and a new process has now been put in place

1. No CVs will be forwarded to the department until Bank Partners has received the checklist for the doctor 
from their agency. The checklist now includes “does the worker have a CEL certificate” tick box. – 
Embedded 

2. Bank Partners will independently check each doctor against the CEL database. – Embedded 
3. CV will be sent to the Service Manager / Rota coordinator confirming CEL checks. – Embedded
4. Service Manager / Rota coordinator confirms booking. – Embedded 
5. On arriving for the shift the O&G team will confirm identity – to be done by Obstetric Consultant On-Call 

(as per cribsheet). – Embedded
6. Any candidates without CEL will be rostered for gynae only work and the rota will be risk assessed. – 

Rota coordinator to escalate to Service Manager / Service Manager, Rota Lead and On-Call Consultant. 
– in place for all new bookings. 

7. Share CV (inc phone number) of bank doctor with on-call consultant. – Rota Coordinator to share. – in 
place for all new bookings.

8. Bank Partners will undertake quarterly audits to ensure they are following the correct booking 
processes. – First Quarterly Audit in November 2025 – compliant. 

9. When suitable doctors cannot be identified to cover gaps the OPEL maternity framework will be 
triggered. – Via Site Manager and in consultation with Midwife in Charge and Maternity Bleep Holder. – 
Embedded in the SitRep. 

10. Emergency cover to be booked via out of hours Bank Partners support. – Via Site Manager - 
Embedded



Final remarks

The Maternity department has failed to meet the requirements of MIS Safety Action 4 over 
the period between February-August 2025

Local impact (incidents and complaints) has been reviewed with no further safety concerns 
raised as a result of this failure

A new process has been devised and deployed to safeguard against further breaches

The Framework has been asked to send a reminder to all agencies of the CEL requirements

Agencies that have sent unsuitable candidates have been identified and their details were 
passed to NHSE (NC Care and Medsol)

Learning continues to be shared with the wider NCL and NHS network



Booking locum doctors on the registrar rota in Maternity 
Authors: Rhonda Flemming, Co-Clinical Director for ACW ICSU and Adrian Iuga, General Manager for 
Women’s Health – November 2025 – version 1 final.  

Step 1 

Rota coordinator submits booking request to Bank Partners stating doctor is required for work in 
maternity (obstetric rota) 

 

Step 2  

Bank Partners identifies suitable candidates and forwards them to rota coordinator / service 
manager 

- Candidates must have a valid Certificate of Eligibility to work in Maternity as defined by 
the RCOG as checked on the official database NHS Locum Certificate search | RCOG 
Training 

- CVs will be sent along with confirmation of eligibility  

Step 3 

Booking is confirmed and candidate CV including contact phone number is forwarded to the Obs 
on-call consultant  

 

Step 4 

Upon arrival for the shift, on-call consultant checks the identity of the locum doctor. 

 

Step 5 

If none of the candidates have a valid CEL, rota coordinator will escalate this to the Service or 
General manager, Rota lead and On-call consultants to decide if in the interest of patient safety, 
the candidate can be rostered to work on the gynae rota only 

 

Step 6 

When no candidates at all can be identified the OPEL maternity framework will be triggered by 
the on-call consultant and the Head of Midwifery (can be contacted via switchboard) 

 

OUT of HOURS BOOKINGS 
Emergency cover to be booked via out of hours Bank Partners support – via the Site Manager  

 

https://cel.rcog.org.uk/
https://cel.rcog.org.uk/


 

 

 

                                                                                                                                                                                       
 

Job Description 
 
Title:  Fetal Wellbeing Specialist Midwife  
 
Grade: Band 7 AfC  
 
Hours per week:                  1.00 WTE – 37.5 hours per week 
 
Annual Leave: 27 days per annum increasing to 29 days after 5 years NHS 

service and 33 days after 10 years NHS service 
 
Department: Maternity 
 
Responsible to: Matron for Intrapartum Care 
 
Accountable to: Director of Midwifery 
 
 
Role of the post holder: 
 
The post holder will be expected to:  

• Be responsible for personal and professional development of all staff and learners 
within Maternity team in relation to Fetal Wellbeing, specifically cardiotocographs 
(CTGs) and Intelligent Intermittent Auscultation. This will be in collaboration with the 
Lead Practice Development Midwife, Maternity Matrons, Head and  Director of 
Midwifery.  

• Lead and facilitate a programme aimed at equipping both midwives and obstetricians 
to increase their knowledge and competence in identifying fetal well-being, potential 
fetal compromise and actual fetal compromise in all clinical settings and to improve 
timely clinical decision making.  

• Work as a change agent within the organisation wide multidisciplinary team in taking 
forward and shaping the future of midwifery practice in the light of the local, national 
and professional agenda.  

• Play a pivotal role in education provision within the department. The practice 
development Midwife – Fetal Wellbeing Specialist will be a proficient, approachable 
role model in addition to an expert clinician, with a proven track record of clinical 
achievement.  

• Work with the Intrapartum Lead Consultant Obstetrician, the Fetal Wellbeing 
Consutlant Obstetrician, Maternity Matrons, and  Practice Development team  to 
develop a comprehensive training and competency- assessment package to give 
assurance that all staff responsible for fetal assessment and wellbeing are competent. 
This must be electronically archived and directly accessible for audit or recording 
purposes.  

• Project Lead the safe implementation of a Centralised CTG system in collaboration 
with the Intrapartum Lead Consultant Obstetrician, the Fetal Wellbeing Consultant 
Obstetrician, Maternity Matrons, and Lead Practice Development Midwife. To include 
staff training, guideline development and implementation.  



 

 

 

                                                                                                                                                                                       
 

• Continuous Review of fetal monitoring training packages, assessments and 
educational resources to develop new ways of learning.  

 
The role/duties of the post are outlined below. In undertaking this role, the employee will be 
expected to behave at all times in a way that is consistent with and actively supports the 
organisation’s I-care values.  
 
MAIN DUTIES  
 
Education and Staff Support  

• To continue embeding and developing the current competency assessment for fetal 
monitoring to assess and improve the knowledge and skills of all staff providing 
intrapartum and antenatal care across all maternity settings  

• To ensure that all midwives and obstetricians providing antenatal and intrapartum care 
undertake the competency assessment in assessing fetal wellbeing  

• Identify learning needs of staff in relation to Fetal Wellbeing. Responsible for 
addressing identified learning needs through the development of an action plan.  

• Help to deliver the training within the Maternity Unit in conjunction with the  practice 
development team. To include preparation of subject matter and delivery through 
lectures, seminars and practical’s of the relevant material.  

• Help to assess Preceptees, Midwives and students knowledge and understanding of 
fetal monitoring interpretation by partaking in practical assessments where necessary.  

• Maintain a database of all training relating to fetal monitoring undertaken by maternity 
staff .  

• Facilitate and encourage personal and professional development of staff  
• Provide direct clinical expertise, advice and support to staff within the clinical area in 

relation to Fetal Wellbeing.  
• Have a particular responsibility to support newly appointed Preceptorship Midwives.  
• Promote a positive learning environment and actively encourage innovation in clinical 

practice.  
• Work clinically with staff in order to facilitate the acquisition and enhancement of 

clinical skills and assist in the achievement of appropriate levels of competence.  
• Instrumental in the identification, development and implementation of policy, 

procedure, guidelines and audit in relation to local, national and professional agendas 
and monitor adherence taking appropriate action.  

• Propose changes to policies within own area but also organisation wide clinical and 
education policies.  

• In collaboration with other Practice Development Midwives integrate theory and 
practice and sustain effective partnerships with Higher Education Institutions (HEIs).  

• Contribute to curriculum development to ensure that they respond to clinical needs.  
• Responsible for training staff in the safe use of CTG machines, fetal dopplers and a 

Centralised CTG system.  
• To further develop, in conjunction with the Intrapartum Lead Consultant Obstetrician, 

the Fetal Wellbeing Consutlant Obstetrician, Maternity Matrons, and Lead Practice 
Development Midwife an audit form for case reviews of all emergency deliveries (i.e. 
instrumental and caesarean sections) in the previous twenty-four hours to review the 
interpretation of CTGs and subsequent management of care. 



 

 

 

                                                                                                                                                                                       
 

• Work clinically in one day per week. The post-holder should rotate their clinical time 
between triage, birth centre, labour ward and Antenatalward.  

 
Management  

• Assess clinical competence, capabilities and needs of staff in conjunction with the 
dependency of the patients and case mix.  

• Motivate staff, promote team-building, exercise and develop leadership skills in 
creating a suitable environment for efficient team working.  

• Promote and participate in reflective practice, clinical risk management and critical 
incident analysis.  

• Maintain accurate staff training records.  
• Liaise with IM and T to ensure that all relevant educational resources are posted on the 

intranet/appropriate drive on the computer network.  
• Actively participate in the recruitment and selection of staff.  
• Act as an educational resource providing advice and support on personal, professional 

and career development in order to maximize potential of staff at all levels.  
• In conjunction with the Lead Practice Development Midwife, Maternity Matrons,Head 

and DIrector of Midwifery, coordinate the Annual Training Needs Analysis.  
• Assist in supporting and contributing to staff appraisal, analyse and respond to 

identified training needs and develop an appropriate action plan.  
 
Practice  

• Demonstrate expert midwifery practice when caring for patients by using research-
based evidence and in accordance with agreed policies and standards.  

• Act as a credible clinical role model promoting high quality patient care.  
• Act as a resource for others requiring clinical knowledge and experience, offering 

advice and support to staff and others in the multi-professional team in clinical 
decision-making.  

• Demonstrate clinical competence when caring for patients within maternity, being 
aware of personal limitations.  

• Ensure patients’ interests are considered within the context of care by participating in 
ethical decision making and supporting staff through this process.  

• Establish a mechanism to ensure proficiency with new practices and new equipment.  
• Contribute to organisation-wide initiatives as appropriate, in particular, by networking 

and collaborative working etc.  
• Responsible for clinical decision making on a regular basis, directly influencing patient 

care.  
• Demonstrating excellent clinical documentation and record keeping, and acting as a 

role model.  
 
Research  

• Promote evidence/research based Midwifery practice.  
• Disseminate and utilise audit and research results as appropriate.  
• Act as a change agent and support other staff in the implementation of new practices.  
• Evaluate the quality of midwifery practice through the clinical audit cycle and contribute 

to quality initiatives within the clinical area.  
 



 

 

 

                                                                                                                                                                                       
 

Professional  
• Identify personal objectives, reflect on progress and set a personal development plan 

annually.  
• Following individual performance management, liaise with the Matron and the senor 

practice development Midwife in agreeing how identified training and development 
needs are to be met.  

• Ensure that own practice is kept updated, using an acceptable model of clinical 
supervision.  

• Take every opportunity to expand practice in line with current guidelines.  
• Ensure that registered midwives are aware of, and practice in accordance with, all 

current guidelines and policies.  
• Contribute to meeting the trusts strategic objectives.  
• Develop management and leadership skills abilities under the direction of the Maternity 

Matrons and the Lead Practice Development Midwife and produce a strategy for 
problem solving.  

• Demonstrate an awareness of global issues relating to own specialist area of 
midwifery.  

• Undertake any other duties that may reasonably be required.  
 
 

Communication 
 

• The post holder is responsible for ensuring accurate and timely records are kept within 
the Trusts Electronic Health Records System and which comply with the Trust policy 
and relevant professional bodies’ guidance (Nursing and Midwifery Council), reporting 
on any issues as appropriate. 

• The post holder is responsible for ensuring they comply with current good practice in 
informing/updating all members of the multi-disciplinary team, their colleagues, women 
and appropriate others, of changes in care plans. 

• The post holder is responsible for ensuring that they clearly communicate with women, 
actively listen to establish an understanding of the needs of the service user. 

• Act as an ambassador for the Trust and develop external networks ensuring 
continuous development and improvement of internal systems and clinical practice. 

 
 
Governance 
 
The post holder will: 
 

• Be aware of and contribute to the national and Trust governance agenda, to include 
risk management, complaints, clinical audit, research, regular submission of statistics 
and other quality initiatives. 

• Maintain standards of midwifery care and take appropriate action if standards are not 
met. 

• To implement change resulting from risk investigations and complaints. 
• To provide comprehensive statements, reports and responses, as required, to a highly 

professional standard. 



 

 

 

                                                                                                                                                                                       
 

• Promote a culture of continuous quality improvement through the use of audit, 
patient/client feedback and reflection and practice by self and other members of the 
team. 

• Help with the necessary audit/monitoring/implementation of necessary change required 
for MIS in the clinical area. 

• Support the Risk Management and Clinical Governance Strategy. 
• Attend department and hospital meetings when appropriate. 

 
Operational Overview 
 

• Manage duty rotas/annual leave and study leave to always ensure adequate 
midwifery/nursing cover and appropriate skill mix within the staffing resources as well 
as ensuring safe level of care is provided by appropriate skill mix and deployment of 
staff.   

• Ensure processes are in place to manage sickness/absenteeism and take appropriate 
action inline with trust policies. 

• Attend all huddles as required for maternity and the Trust if required or requested by 
senior managers 

• When the Labour ward coordinator or ward managers or flow coordinator/bleep holder 
has concerns regarding activity and/or acuity, this must be escalated with the matron/ 
HoM/ DoM within hours. Out of hours, this should be escalated to Bronze on call (site 
team) who will liaise with silver on call. If necessary supporting Maternity Escalation 
OPEL 3 or above for mutual aid. Specialist midwives must be familiar with this process 
and assist when necessary 

• Support staff by helping with clinical duties as required - this will include helping cover 
for breaks, administration of intravenous antibiotics for Neonates (if required), help with 
MEOW checks, assisting with discharges or undertaking drug rounds, NIPE,  
supporting preceptees for perineal repair, etc 

 
 
 
Other 
 
The post holder in carrying out their duties will occasionally be exposed to blood, urine and 
other bodily fluids and should ensure they are up to date with all immunisations and adhere to 
strict infection control practice. 
  
The job description is not intended to be exhaustive and it is likely that duties may be altered 
from time to time in the light of changing circumstances and after consultation with the post 
holder. 
 
You will be expected to actively participate in annual appraisals and set objectives in 
conjunction with your manager. Performance will be monitored against set objectives. 
 
 
Revalidation and Registration 
 
It is the responsibility of all staff registered with a professional body to: 



 

 

 

                                                                                                                                                                                       
 

• Act within the Professional Bodies Code of Practice. 
• Maintain their own work profile to ensure revalidation standards are met, and assist 

junior registered staff in achieving revalidation. 
• Contribute and participate in the development of colleagues’ professional practice 

across the trust through leading ward and/or department projects, and supporting 
training. 

• Ensure optimum use is made of working time. 
  
Equal Opportunities  
 
Our latest policy known as “Promoting Equality, Diversity and Human Rights” outlines the 
Trust’s commitment to ensuring that no job applicant or employee receives less than 
favourable treatment on grounds of sex, marital and civil partnership status, gender 
reassignment, pregnancy and maternity, race, colour, creed, religion or belief, physical 
disability, mental health, learning difficulty, age or sexual orientation and is not placed at a 
disadvantage by conditions or requirements that cannot be shown to be justifiable.   
 
For more information about our policy and commitment to equality, click: 
http://www.whittington.nhs.uk/default.asp?c=10505&q=equality ”    
  
Infection control 
 
All staff has a responsibility to prevent and control infections within the Whittington.  This 
includes ensuring personal and team compliance with all relevant policies; especially hand 
hygiene, the trust dress code, and MRSA screening policies. 
 
Working patterns  
 
The Trust is currently exploring ways in which patients can be given more choice about when 
they can attend appointments at the hospital. In order to make this possible there may be a 
future requirement for administrative staff scheduling appointments for patients to contact 
them by telephone in the evenings or at weekends. This means that administrative staff may 
be required to work a shift pattern in future. Shifts will not normally operate beyond 9 pm in the 
evenings and appropriate pay enhancements will apply. Staff will be consulted about the 
introduction of / changes to shift systems. 
 
Staff working in any department where an on 'call rota' operates will be required to participate 
in the rota. Managers will discuss with staff the level of 'on call' cover required taking into 
account their individual circumstances. 
 
Staff in nursing posts may be requested to work in any area throughout the Trust by the 
matron or the site manager. 
 
 
Health & Safety Policy 
 

http://www.whittington.nhs.uk/default.asp?c=10505&q=equality


 

 

 

                                                                                                                                                                                       
 

Employees must be aware of the responsibilities placed on them under the Health and Safety 
at Work Act 1974, to ensure that the agreed safety procedures are carried out to maintain a 
safe environment for employees and visitors. 

 
Safeguarding  
 
To comply with the Trust’s Safeguarding Children and Adults policies, procedures and 
protocols.   All individual members of staff (paid or unpaid) have a duty to safeguard and 
promote the welfare of children, young people and vulnerable adults this will require you to: 

• Ensure you are familiar with and comply with the London Child Protection Procedures 
and protocols for promoting and safeguarding the welfare of children and young 
people. 

• Ensure you are familiar and comply with the Croydon Multi Agency Safeguarding 
Vulnerable Adults Pan London Procedures. 

• Ensure you are familiar and comply with local protocols and systems for information 
sharing. 

• Know the appropriate contact numbers and required reporting lines. 
• Participate in required training and supervision.  
• Comply with required professional boundaries and codes of conduct 
 
Whittington Health is committed to safeguarding all children and vulnerable adults and expects 
all staff and volunteers to share this commitment. 
 

 
Data Protection 
 
This post has a confidential aspect.  If you are required to obtain, process and/or use 
information in any format whether electronic or paper based, you should do so in a fair and 
lawful way.  You should hold data only for the specific registered purpose and not use or 
disclose it in any way incompatible with such a purpose and ought to disclose data only to 
authorised persons or organisations as instructed.  Breaches of confidence in relation to data 
will result in disciplinary action, which may result in dismissal. 

 
 

Confidentiality 
  
You are required to maintain confidentiality of any information concerning patients or staff 
which you have access to or may be given in the course of your work, in accordance with 
current policy on confidentiality at Whittington Health. 

 
Whittington Mission, Vision and Goals  
 
We have an excellent reputation for being innovative, responsive and flexible to the changing 
clinical needs of the local population. We are treating more patients than ever before and are 
dedicated to improving services to deliver the best for our patients.  
 
 



 

 

 

                                                                                                                                                                                       
 

Our mission 
Helping local people live longer, healthier lives. 
 
Our vision 
Provide safe, personal, co-ordinated care for the community we serve. 
 
 
Our goals 
We have developed six key strategic goals to make sure we continue to support people to live 
longer, healthier lives. 

• To secure the best possible health and wellbeing for all our community 

• To integrate and coordinate care in person-centred teams 

• To deliver consistent, high quality, safe services 

• To support our patients and users in being active partners in their care 

• To be recognised as a leader in the fields of medical and multi-professional education, 
and population-based clinical research 

• To innovate and continuously improve the quality of our services to deliver the best 
outcomes for our local population 

 
 
Whittington Values  

 
Our values underpin everything we do. Our staff are committed to delivering the following 
values in everything they do. 
 
Our ICARE values have been created by our staff and are embedded in our appraisal and 
planning processes and form part of our staff excellence awards. 

 

 

 

 

 

 

 
 
 
 
 
 



 

 

 

                                                                                                                                                                                       
 

Carbon Reduction 
 
All staff has a responsibility to contribute to a reduction in the organisation's carbon footprint. 
You should actively encourage others through your own actions to reduce their contribution to 
carbon emissions.  This includes switching off electrical appliances that are not in use, turning 
down heating, closing windows, switching off lights and reporting carbon waste. 
 
 

 
Security 
 
It is the responsibility of all employees to work within the security policies and procedures of 
the Whittington Health NHS Trust to protect the patients, staff and visitors and the property of 
the Trust.  This duty applies to the specific work area of the individual and the Hospital in 
general.  All staff is required to wear official identification badges. 

 
No Smoking 
 
Whittington Health promotes a No Smoking Policy as part of employee’s healthy living style.  
You will be required to work within the framework of this policy.  Smoking is not permitted 
within Whittington Health premises. 

 
Method of Payment 
 
Payment of salaries is made into your bank account/building society account by direct bank 
system.  Details of a bank account or building society account will be required on the first day 
at work.  There is no facility for any other form of payment. 
 
Probationary Period 
 
Employment at Whittington Health is offered subject to successful completion of a 6 month 
probationary period for all staff with the exception of GMC Registered Doctors.



 

 

Person Specification 
 

Post: Fetal Wellbeing Specialist Midwife Grade: 
Department  Maternity Candidate Name 
Attribute  Essential  Desirable  

 
 

Education / 
Qualifications 

Registered Midwife with current NMC registration = First Degree  
 
Non-Medical prescribing 
 
Evidence of teaching and developing junior staff 
 
Mentorship Course Degree or equivalent clinical experience or Post Graduate Certificate in 
Education 
 
Master’s Degree in Midwifery or suitable subject or working towards  
 
Evidence of recent Fetal Monitoring Training 
 
 

        E 
 
 

 
E 
 
 

E 
 
 
 
 
 

E 

 
 
 

D 
 
 
 
 
 
 

D 
   

 
Knowledge & 
Experience 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Consolidated Post registration experience in all aspects of Midwifery Care 
 
Have a knowledge of the wider social and psychological factors for women and their families with 
multiple pregnancies and/ or preterm birth. 
 
Evidence of clinical competence in all aspects of midwifery care 
 
Understand fetal physiology. 
 

Experience in developing and implementing guidelines 
  

Experience of data collection and analysis. Ability to use audit and research in the clinical setting  
 
Evidence of teaching and developing junior staff, Proven teaching and assessing skills using 
innovative delivery methods                                                                                     
 
Good communication skills 
 

 
E 

 
 

E 
 
 

E 
 
 

 
              
 

E 
 
 

E 
 

E 
 

E 

 
 
 
 
 

 
 
 

D 
 

D 
 
 
 
 
 
 
 
 
 



 

 

 
 

 
Skills & 
Abilities 

Good leadership skills 
 

Ability to work under pressure and on own initiative 
 
Demonstrates skills in IT systems and use of word, excel and powerpoint 
 

Good presentation skills and ability to share data/ case studies with wider colleagues across the 
LMNS 
 
Ability to influence and manage change, including the promotion of evidence based practice 
 
Ability to manage and prioritize own workload meetings  
 
Able to think creatively, analyse and solve problems  
 

 
E 

 
E 
 

E 
 

E 
 

 
E 
 

E 
 
 

E 

 
 
 
 
 
 
 
 
 
 
 

 
 
 

 
 
 
PERSONAL 
QUALITIES 
 

 
Evidence of recent personal development activity 
 
Demonstrates an ability to work as part of a multidisciplinary team 
 
Act as a role model 

 
E                      
 
E 
 
E 

 
 

 
Other 

 
 

 
 

 
 

 
 
Completed by: ……………………………………………………..                      Date:……………… 
 
Offer post Yes/ No                                                                                          Comments …………………………………………………………….. 



 

 

 

                                                                                                                                                                                       
 

Job Description 
 
Title:  Fetal Growth and Preterm Birth Specialist Midwife  
 
Grade: TBC Pending Evaluation  
 
Hours per week:                  0.50 WTE – 18.75 hours per week 
 
Annual Leave: 27 days per annum increasing to 29 days after 5 years NHS 

service and 33 days after 10 years NHS service 
 
Department: Maternity 
 
Responsible to: Matron for Community and Maternity Outpatients 
 
Accountable to: Director of Midwifery 
 
 
Role of the post holder:  
 
The post holder will be able to undertake routine growth scans for low risk singleton 
pregnancies as requested, and liaise with the fetal medicine and obstetric teams to ensure 
high quality and evidence based fetal surveillance. 
 
The post holder will be responsible for the monitoring and auditing of the gap/ grow protocol, 
and  ensure reports and audits are completed to comply with the Saving Babies Lives Care 
Bundle version 3 (and as updated) and shared locally and regionally. 
 
The postholder will also be the named midwife for preterm birth, and contribute to the ongoing 
audits and reporting regarding preterm birth the comply with SBLCBv3. They will organise the 
set up of joint MDT Clinic for women and birthing people with a risk of Preterm Birth. They will 
also provide education and training to staff regarding the identification and treatment of women 
and birthing people at risk or experiencing preterm birth. 
 
       Job summary 
 
Fetal Growth 

  
• Ensure all midwives have the latest teaching re Gap/Grow protocol during their 

mandatory training. 
 

• Complete monthly audit of SGA births with review of care pathways and feedback to 
team midwives if a missed SGA is identified. 
 

• Work with FMU Consultants to ensure all standards outlined in SBLV3 Element 2 are 
complied with. 
 

• Ensure quarterly reports are completed for clinical governance and present audits to 
Maternity safety Champions, LMNS and perinatal team as requested.  



 

 

 

                                                                                                                                                                                       
 

 
• Acts as the liaison between the Trust and the Perinatal Institute for the Gap/Grow 

protocol 

Preterm Birth 

• To be the named midwife for preterm  birth and work closely with the other named 
individuals to continually improve and enhance the experience of women and birthing 
people who have, or are at risk of preterm births.  

• Set a joint MDT clinic for women and birthing people with a risk of preterm birth.  

• Review and share their process and outcome indicator data across the perinatal team, 
maternity safety champions and LMNS quarterly. 

• Develop and maintain clear audit and QI pathways for preterm birth prevention, 
prediction and perinatal optimisation and share results and across clinical networks. 

• Support the maternity team in identifying women and birthing people at risk of preterm 
birth and ensure women and birthing people are given correct and evidence based 
information.  

• Ensure regular and early communication with the neonatal team should a preterm birth 
be imminent 

• Take part in risk reviews involving preterm births and perinatal reviews as requested, 
and support a continuous process of learning and improvement following 
recommendations. 

 
Education 
 
To undertake such duties as may be required from times as are consistent with the 
responsibilities of the grade and the needs of the service. 

• Be familiar and competent in reviewing IT systems, work, excel, PowerPoint and any 
other role specific IT systems. 

• Support the Clinical Governance Team in risk reviews regarding fetal growth, multiple 
or preterm births. 

• To ensure confidentiality is maintained at all times, only releasing confidential 
information obtained during the course of employment to those acting in an official 
capacity in accordance the provisions of the Data Protection Act and its amendments. 

• To work in accordance with the Trust’s Equal Opportunities policy to eliminate unlawful 
discrimination in relation to employment and service delivery. 

• To ensure skills are up to date and relevant to the role, to follow relevant Trust policies 
and professional codes and to maintain registration where this is a requirement of the 
role. 

• To work with staff in a variety of settings to ensure midwifery practice is evidence 
based. 

• Support, with the PDM, education and clinical research within the unit. 
• Contribute to the structure of local and regional guidelines, policies/protocols and data 

collection locally and regionally 
 



 

 

 

                                                                                                                                                                                       
 

Professional 
 

- Responsible for participation in the Trust appraisal process, and take a lead in 
identifying own mandatory professional, supervisory, personal development and 
training needs. 

- Responsible for ensuring that the post holder accesses and participates in clinical 
supervision. 

- Responsible for the safe custody and administration of medicines, where applicable. 
- To participate and contribute appropriately in research, service modernisation and 

clinical governance  
- To ensure that the agreed philosophy approach is adopted and followed, whilst 

respecting and valuing the different therapeutic approaches available within the 
multi-disciplinary team 

- Responsible for ensuring confidentiality is maintained at all times in accordance with 
the General Data Protection Regulations (2018), Trust policy and good practice. 

- Responsible for maintaining and conducting oneself in a professional manner towards 
women, their infants and family, carers, colleagues and other agencies. 

- Participate in joint working with appropriate experts/agencies 
 
 

Communication 
 

- The post holder is responsible for ensuring accurate and timely records are kept within 
the Trusts Electronic Health Records System and which comply with the Trust 
policy and relevant professional bodies’ guidance (Nursing and Midwifery Council), 
reporting on any issues as appropriate. 

- The post holder is responsible for ensuring they comply with current good practice in 
informing/updating all members of the multi-disciplinary team, their colleagues, 
women and appropriate others, of changes in care plans. 

- The post holder is responsible for ensuring that they clearly communicate with women, 
actively listen to establish an understanding of the needs of the service user. 

- Act as an ambassador for the Trust and develop external networks ensuring 
continuous development and improvement of internal systems and clinical practice. 

 
 
Governance 
 
The post holder will: 
 

- Be aware of and contribute to the national and Trust governance agenda, to include 
risk management, complaints, clinical audit, research, regular submission of 
statistics and other quality initiatives. 

- Maintain standards of midwifery care and take appropriate action if standards are not 
met. 

- To implement change resulting from risk investigations and complaints. 
- To provide comprehensive statements, reports and responses, as required, to a highly 

professional standard. 



 

 

 

                                                                                                                                                                                       
 

- Promote a culture of continuous quality improvement through the use of audit, 
patient/client feedback and reflection and practice by self and other members of the 
team. 

- Help with the necessary audit/monitoring/implementation of necessary change required 
for MIS in the clinical area. 

- Support the Risk Management and Clinical Governance Strategy. 
- Attend department and hospital meetings when appropriate. 

 
Operational Overview 
 

- Manage duty rotas/annual leave and study leave to always ensure adequate 
midwifery/nursing cover and appropriate skill mix within the staffing resources as well 
as ensuring safe level of care is provided by appropriate skill mix and deployment of 
staff.   

- Ensure processes are in place to manage sickness/absenteeism and take appropriate 
action inline with trust policies. 

- Attend all huddles as required for maternity and the Trust if required or requested by 
senior managers 

- When the Labour ward coordinator or ward managers or flow coordinator/bleep holder 
has concerns regarding activity and/or acuity, this must be escalated with the matron/ 
HoM/ DoM within hours. Out of hours, this should be escalated to Bronze on call (site 
team) who will liaise with silver on call. If necessary supporting Maternity Escalation 
OPEL 3 or above for mutual aid. Specialist midwives must be familiar with this process 
and assist when necessary 

- Support staff by helping with clinical duties as required - this will include helping cover 
for breaks, administration of intravenous antibiotics for Neonates (if required), help with 
MEOW checks, assisting with discharges or undertaking drug rounds, NIPE,  
supporting preceptees for perineal repair, etc 

 
 
 
Other 
 
The post holder in carrying out their duties will occasionally be exposed to blood, urine and 
other bodily fluids and should ensure they are up to date with all immunisations and adhere to 
strict infection control practice. 
  
The job description is not intended to be exhaustive and it is likely that duties may be altered 
from time to time in the light of changing circumstances and after consultation with the post 
holder. 
 
You will be expected to actively participate in annual appraisals and set objectives in 
conjunction with your manager. Performance will be monitored against set objectives. 
 
 
Revalidation and Registration 
 
It is the responsibility of all staff registered with a professional body to: 

• Act within the Professional Bodies Code of Practice. 



 

 

 

                                                                                                                                                                                       
 

• Maintain their own work profile to ensure revalidation standards are met, and assist 
junior registered staff in achieving revalidation. 

• Contribute and participate in the development of colleagues’ professional practice 
across the trust through leading ward and/or department projects, and supporting 
training. 

• Ensure optimum use is made of working time. 
  
Equal Opportunities  
 
Our latest policy known as “Promoting Equality, Diversity and Human Rights” outlines the 
Trust’s commitment to ensuring that no job applicant or employee receives less than 
favourable treatment on grounds of sex, marital and civil partnership status, gender 
reassignment, pregnancy and maternity, race, colour, creed, religion or belief, physical 
disability, mental health, learning difficulty, age or sexual orientation and is not placed at a 
disadvantage by conditions or requirements that cannot be shown to be justifiable.   
 
For more information about our policy and commitment to equality, click: 
http://www.whittington.nhs.uk/default.asp?c=10505&q=equality ”    
  
Infection control 
 
All staff has a responsibility to prevent and control infections within the Whittington.  This 
includes ensuring personal and team compliance with all relevant policies; especially hand 
hygiene, the trust dress code, and MRSA screening policies. 
 
Working patterns  
 
The Trust is currently exploring ways in which patients can be given more choice about when 
they can attend appointments at the hospital. In order to make this possible there may be a 
future requirement for administrative staff scheduling appointments for patients to contact 
them by telephone in the evenings or at weekends. This means that administrative staff may 
be required to work a shift pattern in future. Shifts will not normally operate beyond 9 pm in the 
evenings and appropriate pay enhancements will apply. Staff will be consulted about the 
introduction of / changes to shift systems. 
 
Staff working in any department where an on 'call rota' operates will be required to participate 
in the rota. Managers will discuss with staff the level of 'on call' cover required taking into 
account their individual circumstances. 
 
Staff in nursing posts may be requested to work in any area throughout the Trust by the 
matron or the site manager. 
 
 
Health & Safety Policy 
 
Employees must be aware of the responsibilities placed on them under the Health and Safety 
at Work Act 1974, to ensure that the agreed safety procedures are carried out to maintain a 
safe environment for employees and visitors. 

http://www.whittington.nhs.uk/default.asp?c=10505&q=equality


 

 

 

                                                                                                                                                                                       
 

 
Safeguarding  
 
To comply with the Trust’s Safeguarding Children and Adults policies, procedures and 
protocols.   All individual members of staff (paid or unpaid) have a duty to safeguard and 
promote the welfare of children, young people and vulnerable adults this will require you to: 

• Ensure you are familiar with and comply with the London Child Protection Procedures 
and protocols for promoting and safeguarding the welfare of children and young 
people. 

• Ensure you are familiar and comply with the Croydon Multi Agency Safeguarding 
Vulnerable Adults Pan London Procedures. 

• Ensure you are familiar and comply with local protocols and systems for information 
sharing. 

• Know the appropriate contact numbers and required reporting lines. 
• Participate in required training and supervision.  
• Comply with required professional boundaries and codes of conduct 
 
Whittington Health is committed to safeguarding all children and vulnerable adults and expects 
all staff and volunteers to share this commitment. 
 

 
Data Protection 
 
This post has a confidential aspect.  If you are required to obtain, process and/or use 
information in any format whether electronic or paper based, you should do so in a fair and 
lawful way.  You should hold data only for the specific registered purpose and not use or 
disclose it in any way incompatible with such a purpose and ought to disclose data only to 
authorised persons or organisations as instructed.  Breaches of confidence in relation to data 
will result in disciplinary action, which may result in dismissal. 

 
 

Confidentiality 
  
You are required to maintain confidentiality of any information concerning patients or staff 
which you have access to or may be given in the course of your work, in accordance with 
current policy on confidentiality at Whittington Health. 

 
Whittington Mission, Vision and Goals  
 
We have an excellent reputation for being innovative, responsive and flexible to the changing 
clinical needs of the local population. We are treating more patients than ever before and are 
dedicated to improving services to deliver the best for our patients.  
 
Our mission 
Helping local people live longer, healthier lives. 
 
Our vision 



 

 

 

                                                                                                                                                                                       
 

Provide safe, personal, co-ordinated care for the community we serve. 
 
 
Our goals 
We have developed six key strategic goals to make sure we continue to support people to live 
longer, healthier lives. 

• To secure the best possible health and wellbeing for all our community 

• To integrate and coordinate care in person-centred teams 

• To deliver consistent, high quality, safe services 

• To support our patients and users in being active partners in their care 

• To be recognised as a leader in the fields of medical and multi-professional education, 
and population-based clinical research 

• To innovate and continuously improve the quality of our services to deliver the best 
outcomes for our local population 

 
 
Whittington Values  

 
Our values underpin everything we do. Our staff are committed to delivering the following 
values in everything they do. 
 
Our ICARE values have been created by our staff and are embedded in our appraisal and 
planning processes and form part of our staff excellence awards. 

 

 

 

 

 

 

 
 
 
 

Carbon Reduction 
 
All staff has a responsibility to contribute to a reduction in the organisation's carbon footprint. 
You should actively encourage others through your own actions to reduce their contribution to 
carbon emissions.  This includes switching off electrical appliances that are not in use, turning 
down heating, closing windows, switching off lights and reporting carbon waste. 



 

 

 

                                                                                                                                                                                       
 

 
 

 
Security 
 
It is the responsibility of all employees to work within the security policies and procedures of 
the Whittington Health NHS Trust to protect the patients, staff and visitors and the property of 
the Trust.  This duty applies to the specific work area of the individual and the Hospital in 
general.  All staff is required to wear official identification badges. 

 
No Smoking 
 
Whittington Health promotes a No Smoking Policy as part of employee’s healthy living style.  
You will be required to work within the framework of this policy.  Smoking is not permitted 
within Whittington Health premises. 

 
Method of Payment 
 
Payment of salaries is made into your bank account/building society account by direct bank 
system.  Details of a bank account or building society account will be required on the first day 
at work.  There is no facility for any other form of payment. 
 
Probationary Period 
 
Employment at Whittington Health is offered subject to successful completion of a 6 month 
probationary period for all staff with the exception of GMC Registered Doctors.



 

 

Person Specification 
 

Post: Fetal Growth and Preterm Birth Specialist Midwife Grade: 
Department  Maternity Candidate Name 
Attribute  Essential  Desirable  

 
 

Education / 
Qualifications 

Registered Midwife with current NMC registration = First Degree  
 
Have undertaken a Consortium of Accredited Sonographic Education (CASE) programme of 
training for ultrasound in early pregnancy or similar.  
 
Non-Medical prescribing 
 
Evidence of teaching and developing junior staff 
 
 

        E 
 
 
 
 

E 
 
 

E 

 
 
 

D 
 

  D 

 
Knowledge & 
Experience 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
Have knowledge and skills, which includes understanding all aspects of effective care for women 
expecting a multiple pregnancy or preterm birth during the antenatal, intrapartum, and postnatal 
period. 
 
Consolidated Post registration experience in all aspects of Midwifery Care 
 
Have a knowledge of the wider social and psychological factors for women and their families with 
multiple pregnancies and/ or preterm birth. 
 
Designing and monitoring care pathways to ensure a streamlined service in all areas of care, 
including the co -ordination of services, appointments, and referrals to other services. 
 
 
Evidence of clinical competence in all aspects of midwifery care 
 
Understand imagery and interpretation of results. 
 

Experience in developing and implementing guidelines 
  

Experience of data collection and analysis 
 

 

 
E 
 
 

 
E 
 
 
 

E 
 
 
 

 
 

E                  
 

 
E 

 
 

E 
 
         
 
 

 
 
 
 
 
 
 
 
 

 
 

D 
 
 
 
 

D 
 
 
 

D 
 
 
 



 

 

Skills & 
Abilities 

Evidence of teaching and developing junior staff                                                                                        
 
Good communication skills 
 

Good leadership skills 
 

Good counselling and listening skills and ability to deal with delivering distressing news. 
 
 

Ability to work under pressure and on own initiative 
 
 

Demonstrates skills in IT systems and use of word, excel and powerpoint 
 

Good presentation skills and ability to share data/ case studies with wider colleagues across the 
LMNS 
 

Sensitive to the diverse needs of women and birthing people 
 
Ability to influence and manage change, including the promotion of evidence based practice 
 
 
 
 
 
 

E 
 

E 
 

E 
 

E 
 

 
 

E 
 
 

E 
 

 
E 
 
 

E 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

D 

 
 
 
PERSONAL 
QUALITIES 
 

 
Evidence of recent personal development activity 
 
Demonstrates an ability to work as part of a multidisciplinary team 
 
Act as a role model 

 
E                      
 
E 
 
E 

 
 

 
Other 

 
 

 
 

 
 

 
 
Completed by: ……………………………………………………..                      Date:……………… 
 
Offer post Yes/ No                                                                                          Comments …………………………………………………………….. 



 

 

 

                                                                                                                                                                                       
 

 
 
Job Description 
 
Title: Diabetes Specialist Midwife  
 
Grade: 7 
 
Annual Leave: 27 days per annum increasing to 29 days after 5 years NHS 

service and 33 days after 10 years NHS service 
 
Department: ACW  
 
Responsible to: Matron for Maternity Outpatients and Birth Centre 
 
Accountable to: Director of Midwifery 
 
POST SUMMARY 
 
 
The postholder will need to be an experienced midwife who will lead, support and co-ordinate 
the care for women on their journey, both with gestational and pre-existing diabetes. 
The postholder will deliver high quality, evidence based and safe care to women with diabetes 
throughout pregnancy and into the postnatal period.  
The postholder will need to have excellent communication skills and be able to work effectively 
within the multi-disciplinary team 
 
 
MAIN DUTIES 
 

1. CLINICAL RESPONSIBILITIES 
 

- Booking women with pre-existing diabetes  
- Review results daily and arrange to see women as required 
- Be able to teach women to monitor their blood sugars at home and set them up with 

the GDM health app 
- Discuss basic dietary and lifestyle changes to ensure good glycaemic control  
- Review blood sugars on a regular basis both face to face and remotely 
- Manage the diabetes midwifery clinics daily  
- Teach insulin administration and discuss medication changes 
- Participate in pre conceptual sessions for pre-existing diabetes 
- Be responsible for keeping databases up to date and participate in local and national 

audits 
- Participate in the review and development of guidelines  
- Participate in group sessions 
- Participate in teaching student midwives and medical students  

 
2. RESPONSIBILITY FOR PATIENTS  

 



 

 

 

                                                                                                                                                                                       
 

• Maintain high standards of midwifery care at all times. Ensure confidentiality and 
safe practice is maintained working in accordance with the NMC Midwives rules and 
standards (2012) and NMC Code of Conduct (2008) 
 

• Ensure own up to date professional knowledge of Diabetes related care in antenatal, 
intrapartum and postnatal care in accordance with sound evidence based research and 
national standards 

 
• Be competent in all areas of midwifery practice, and act as professional lead in Diabetes 

related care in pregnancy and provide professional clinical leadership and expertise 
 

• Act as a source of information and knowledge to all health care professionals as well as 
women and their families in relation to Diabetes related care 

 
 

3. Educational Responsibilities 
 

• Facilitate teaching updates to midwives and other members of 
the multi-disciplinary team and co-ordinate and develop clinical practice in 
conjunction with the practice development team  
 
Act as an effective role model to all staff and create an environment conducive to 
learning 
 

• Lead in house training forums for all levels of staff; midwifery, medical and nursing on 
areas of interest for the ANC team including case reviews in conjunction with the MDT. 

•  
• Act as a resource to midwives, nurses, students and medical staff to provide 

information, support and advice regarding care of women with diabetes in pregnancy 
 

• Participate in the orientation of new members of staff and contribute to an 
effective orientation package 

 
• Initiate and participate in research and audit, including data collection and 

analysis and dissemination of findings to promote learning for all relevant staff 
 

• Participate and support teaching 
 

 
 
4. Managerial Responsibilities 

 
• Undertake the management and coordination of a designated clinical area and/or team 

liaising with midwifery, medical, nursing and any other colleagues, as appropriate 
 

• Be proactive in the undertaking of staff appraisals where required  
 
 

• Ensure appropriate guidelines are in place and updated in line with best evidence 
based practice and national standards 
 



 

 

 

                                                                                                                                                                                       
 

• Facilitate effective communication with other members of the multidisciplinary Team 
 
 

5. Professional Responsibilities 
 

• Participate in risk management/complaint procedures. Investigate clinical 
incidents, complaints, and user feedback and ensure implementation and 
recommendations. 
 

• Be proactive in resolving complaints at local level through discussion with women 
and their families, documenting information and action outcomes. 
 

• Practice within the policies, procedures, protocols and guidelines agreed by the 
Whittington Hospital NHS Trust, the Nursing and Midwifery Council (NMC) and the 
maternity service 
 

• Ensure adequate records are kept in line with NMC Guidelines for record keeping. 
 

• Identify own ongoing professional development and meet NMC revalidation 
requirements, taking personal responsibility for completing all mandatory and statutory 
training in line with Trust requirements 

 
 

6. General Responsibilities 
 

• To be aware of responsibility for the health, safety and welfare of women, visitors, 
staff and others, and to comply with the requirements of the Health and Safety 
Regulations. 
 

• Ensure confidentiality at all times, only releasing confidential information obtained 
during the course of employment to those acting in an official capacity. 
 

• Provide support and counselling to bereaved and grieving parents/relatives. This 
includes discussing abnormal results following antenatal screening tests. 
 

• To be aware of the Data Protection Act and Access to Medical Records Act. 
 

• To promote equal opportunity for all staff and patients in accordance with Whittington 
Health NHS Trust policies. 
 

• This job description is under constant review and is a general guide to the scope of 
duties. It is not intended to be either a definitive or restrictive list of duties and 
responsibilities. The job description may be amended following discussion and 
negotiation between the post-holder and the lead midwife. 

 
 

 
 
 
 
Revalidation and Registration 



 

 

 

                                                                                                                                                                                       
 

 
It is the responsibility of all staff registered with a professional body to: 

• Act within the Professional Bodies Code of Practice  
• Maintain their own work profile to ensure revalidation standards are met, and assist 

junior registered staff in achieving revalidation. 
• Contribute and participate in the development of colleagues professional practice 

across the trust through leading ward and/or department projects, and supporting 
training. 

• Ensure optimum use is made of working time. 
  
Equal Opportunities  
 
Our latest policy known as “Promoting Equality, Diversity and Human Rights” outlines the 
Trust’s commitment to ensuring that no job applicant or employee receives less than 
favourable treatment on grounds of sex, marital and civil partnership status, gender 
reassignment, pregnancy and maternity, race, colour, creed, religion or belief, physical 
disability, mental health, learning difficulty, age or sexual orientation and is not placed at a 
disadvantage by conditions or requirements that cannot be shown to be justifiable.   
 
For more information about our policy and commitment to equality, click: 
http://www.whittington.nhs.uk/default.asp?c=10505&q=equality ”    
  
Infection control 
 
All staff have a responsibility to prevent and control infections within the Whittington.  This 
includes ensuring personal and team compliance with all relevant policies, especially hand 
hygiene, the trust dress code, and MRSA screening policies. 
 
Working patterns  
 
The Trust is currently exploring ways in which patients can be given more choice about when 
they can attend appointments at the hospital. In order to make this possible there may be a 
future requirement for administrative staff scheduling appointments for patients to contact 
them by telephone in the evenings or at weekends. This means that administrative staff may 
be required to work a shift pattern in future. Shifts will not normally operate beyond 9 pm in the 
evenings and appropriate pay enhancements will apply. Staff will be consulted about the 
introduction of / changes to shift systems. 
  
 
 
 
 
 
Staff working in any department where an on 'call rota' operates will be required to participate 
in the rota. Managers will discuss with staff the level of 'on call' cover required taking into 
account their individual circumstances. 
 
Staff in nursing posts may be requested to work in any area throughout the Trust by the 
matron or the site manager. 
 
 

http://www.whittington.nhs.uk/default.asp?c=10505&q=equality


 

 

 

                                                                                                                                                                                       
 

Health & Safety Policy 
 
Employees must be aware of the responsibilities placed on them under the Health and Safety 
at Work Act 1974, to ensure that the agreed safety procedures are carried out to maintain a 
safe environment for employees and visitors. 

 
Safeguarding  
 
To comply with the Trust’s Safeguarding Children and Adults policies, procedures and 
protocols.   All individual members of staff (paid or unpaid) have a duty to safeguard and 
promote the welfare of children, young people and vulnerable adults This will require you to: 

• Ensure you are familiar with and comply with the London Child Protection 
Procedures and protocols for promoting and safeguarding the welfare of children and 
young people. 

• Ensure you are familiar and comply with the Croydon Multi Agency Safeguarding 
Vulnerable Adults Pan London Procedures. 

• Ensure you are familiar and comply with local protocols and systems for 
information sharing. 

• Know the appropriate contact numbers and required reporting lines. 
• Participate in required training and supervision.  
• Comply with required professional boundaries and codes of conduct 
 
Whittington Health is committed to safeguarding all children and vulnerable adults and expects 
all staff and volunteers to share this commitment. 
 

 
Data Protection 
 
This post has a confidential aspect.  If you are required to obtain, process and/or use 
information in any format whether electronic or paper based, you should do so in a fair and 
lawful way.  You should hold data only for the specific registered purpose and not use or 
disclose it in any way incompatible with such a purpose and ought to disclose data only to 
authorised persons or organisations as instructed.  Breaches of confidence in relation to data 
will result in disciplinary action, which may result in dismissal. 

 
 

Confidentiality 
  
You are required to maintain confidentiality of any information concerning patients or staff 
which you have access to or may be given in the course of your work, in accordance with 
current policy on confidentiality at Whittington Health. 

 
Whittington Mission, Vision and Goals  
 
We have an excellent reputation for being innovative, responsive and flexible to the changing 
clinical needs of the local population. We are treating more patients than ever before and are 
dedicated to improving services to deliver the best for our patients.  
 
Our mission 
Helping local people live longer, healthier lives. 



 

 

 

                                                                                                                                                                                       
 

 
Our vision 
Provide safe, personal, co-ordinated care for the community we serve. 
 
Our goals 
We have developed six key strategic goals to make sure we continue to support people to live 
longer, healthier lives. 

• To secure the best possible health and wellbeing for all our community 

• To integrate and coordinate care in person-centred teams 

• To deliver consistent, high quality, safe services 

• To support our patients and users in being active partners in their care 

• To be recognised as a leader in the fields of medical and multi-professional education, 
and population-based clinical research 

• To innovate and continuously improve the quality of our services to deliver the best 
outcomes for our local population 

 
 
 
 
Whittington Values  

 
Our values underpin everything we do. Our staff are committed to delivering the following 
values in everything they do. 
 
Our ICARE values have been created by our staff and are embedded in our appraisal and 
planning processes and form part of our staff excellence awards. 

 

 

 

 

 

 

 
 
 
 

Carbon Reduction 
 
All staff have a responsibility to contribute to a reduction in the organisation's carbon footprint. 
You should actively encourage others through your own actions to reduce their contribution to 
carbon emissions.  This includes switching off electrical appliances that are not in use, turning 
down heating, closing windows, switching off lights and reporting carbon waste. 



 

 

 

                                                                                                                                                                                       
 

 
Security 
 
It is the responsibility of all employees to work within the security policies and procedures of 
the Whittington Health NHS Trust to protect the patients, staff and visitors and the property of 
the Trust.  This duty applies to the specific work area of the individual and the Hospital in 
general.  All staff are required to wear official identification badges. 

 
No Smoking 
 
Whittington Health promotes a No Smoking Policy as part of employee’s healthy living style.  
You will be required to work within the framework of this policy.  Smoking is not permitted 
within Whittington Health premises. 

 
Method of Payment 
 
Payment of salaries is made into your bank account/building society account by direct bank 
system.  Details of a bank account or building society account will be required on the first day 
at work.  There is no facility for any other form of payment. 
 
Probationary Period 
 
Employment at Whittington Health is offered subject to successful completion of a 6 month 
probationary period for all staff with the exception of GMC Registered Doctors.



 

 

Person Specification 
 

Post: Diabetes Specialist Midwife Grade: 7  
Department  ACW/ Antenatal Clinic Candidate Name  

 
 

Notes  
Attribute  Essential  Desirable  How 

Assessed  
 

 
 

Education / 
Qualifications 

• Registered Midwife 
• NMC registration (in date) 
• First Degree or working towards in 

relevant subject 

• E  
• E 

 
 

 
 
D 

• A / I 
• A / I 
• A / I 

 

 
 

 

 
 
 

Skills & 
Abilities 

 
• Good communication skills 

 
• Understanding of principles of good 

leadership 
 

• Good counselling and listening skills 
 

• Ability to work under pressure and on 
own initiative 

 
• Understanding of current issues in 

diabetes care 
 

• Understanding and knowledge of key 
performance indicators in screening 

 
• Demonstrates skills in IT systems and 

use of word, excel and powerpoint 
 

• Good presentation skills 
 

• Sensitive to the diverse needs of women 
 

 
E 

 
E 

 
 

E 
 

E 
 
 
 

E 
 
 
 

E 
 
 

E 
 
 

E 
 

E 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
A / I 
 
A / I 
 
A / I 
 
A/ I 
 
A/ I 
 
 
A/ I 
 
 
 
A/ I 
 
A / I 
 
A/I 

 

 
 

 

 • Post registration experience in all aspects E  A / I  



 

 

Knowledge & 
Experience 

 

of Midwifery Care 
 

• Evidence of clinical competence 
 
• Experience in antenatal care 

 
• Experience in developing and 

implementing guidelines 
  
• Experience of data collection and analysis 

 
• Experience of counselling 

 
• Evidence of teaching and developing 

junior staff both formally and informally 
 

 
 
E 
 
 
 
 
 
 
 

 
E 

 
 
 
 
 

D 
 

D 
 

D 
D 

 
 
 

 
 
A / I 

 
A / I 

 
A / I 

 
A / I 

 
A/ I 

 
A/I 

 
 
 

 
 

 
PERSONAL 
QUALITIES 

 

• Evidence of recent personal 
development activity 
 

• Demonstrates an ability to work as 
part of a multidisciplinary team 
 

• Role model 

E  
 
E  
 
 
 
 
E  

 A / I 
 

A / I 
 

 
 
 

A / I 

 

 
Other 

 
 

 
 

 
 

  

 
 
Completed by: ……………………………………………………..                      Date:……………… 
 
Offer post Yes/ No                                                                                          Comments …………………………………………………………….. 
 
 



 

Page 1 of 2 
 

 
 
 

Meeting title 
 
 
 

Trust Board – public meeting  
 
 
 

Date:      30.01.2026  
 
 
 

Report title 
 
 

Integrated Performance Report 
 
 

Agenda Item:          9 
 
 

Executive lead Chinyama Okunuga, Chief Operating Officer 

Report Owner Paul Attwal, Head of Performance, Jennifer Marlow, Performance Manager 

Executive 
Summary 

Board members should note that all metrics are shown in summary, but only 
certain measures have been highlighted for further analysis and explanation 
based on their trajectory, importance, and assurance. 
 
Infection Prevention and Control   
During December 2025 there was 1 HCAI C Difficile infections and 0 MRSA 
Bacteraemia bringing the total number of MRSA Bacteraemia’s to 0 for the year 
(April 2025 – March 2026). 
 
Emergency Care Flow   
During December 2025 performance against the 4-hour access standard was 
69.14% which is lower than the NCL average of 76.6%, and the National 
average of 73.8%. In December 7.8% of patients spent more than 12 hours in 
ED. 
 
Cancer: 28-Day Faster Diagnosis Standard (FDS) November Performance 
– 81.3% This is a worsening of 1.4% compared to October’s performance of 
82.7%. 
Cancer: 31 Days to First & Subsequent Treatment November Performance 
– 100% This is an improvement of 4.3% compared to October’s performance 
of 95.7%. 
Cancer: 62-Day Combined Treatments November Performance – 83.6% 
This is an improvement of 10.6% compared to October s performance of 73%. 
At the end of December 2025, the Trust’s position against the 62-day backlog 
was 52 patients.  
 
Referral to Treatment: 52+ Week Waits  
Performance against 18-week standard for December 2025 was 59.1% this is 
a worsening of 0.9% from November’s performance of 60% 
The Trust position against the 52-week performance worsened from 520 
patients waiting more than 52-weeks for treatment in November 2025 to 658 in 
December 2025, this equates to 2.29% of the total RTT waiting list.  
The Trust had 7 patients waiting over 65 weeks at the end of December 2025 
this is an improvement of 36 from 43 in November 2025. 
 
DNA 
The Trusts overall DNA rate for December 2025 was 11% against a target of 
less than 9%, this is a worsening of 0.8% from 10.2% in November 2025. 
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Complaints 
Complaints responded to within 25 or 40 working days worsened by 15%, from 
73.2% in November 2025 to 58.2% in December 2025. The Complaints Team 
continues to work closely with Divisions to support the timely completion of all 
complaint investigations and ensure sustained improvement. 

Purpose:  Review and assurance of Trust performance compliance 

Recommendation That the Board takes assurance the Trust is managing performance 
compliance and is putting into place remedial actions for areas off plan 

Board Assurance 
Framework  Quality 1; Quality 2; People 1; and People 2. 

Report history Trust Management Group 

Appendices 
 
 

1: Integrated Performance Report 
2: Key Performance Targets by March 2026 
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Integrated Performance Report Overview
The Whittington Health Integrated Performance Report provides an overview of the Trust’s operational, 

clinical, and workforce performance, highlighting key achievements and areas requiring attention as we 
continue to deliver safe, effective, and timely care.
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Key Exceptions for Noting
Emergency Department and Patient Flow

Urgent and Emergency Care (UEC) performance declined in December despite 
lower attendances, driven by out-of-hours variability, workforce pressures, North 
Middlesex University Hospital (NMUH) diverts, increased mental health demand, 
and estates-related flow constraints.

Twelve-hour Emergency Department (ED) trolley breaches reduced overall, though 
mental health breaches rose slightly.

The Trust is progressing system-wide actions to improve flow, reduce delays, and 
support timely discharge. Priorities include optimising out-of-hours pathways, 
expanding use of the Clinical Decision Unit (CDU) and the Emergency Department 
Same Day Emergency Care (EDSDEC) footprint, and strengthening 
admission-avoidance pathways to improve performance.

Referral-to-Treatment and Diagnostics

Referral to Treatment (RTT) performance declined slightly in December, though the 
Trust remains on track toward its March 2026 recovery target, with all remaining 
65-week patients clinically reviewed and treatment plans confirmed.

The Trust received formal recognition from the NHS England London Region for its 
work to eliminate long waits.

Quarter 4 Performance Sprint actions are now focused on reducing 52-week waits, 
improving RTT compliance, and accelerating activity delivery.

Diagnostic (DM01) performance has fallen due to capacity pressures—particularly 
in non-obstetric ultrasound—with recovery actions underway to restore compliance.

Cancer

Performance against the 28-Day Faster Diagnosis Standard (FDS) remains above 
target, improving from 81.3% in November to an unvalidated 82.9% in December, 
though pathway delays continue in Gynaecology and Urology. The redesigned 
Urology one-stop pathway went live in January 2026, with further actions underway 
to strengthen diagnostic capacity.

All services achieved 100% performance against the 31-Day Treatment Standard in 
both November and the unvalidated December position.

Performance against the 62-Day Combined Treatments Standard improved from 
83.6% in November to a forecasted 86.5% in December, with operational focus 
continuing in Gynaecology and Urology to address pathway delays.

Activity and Productivity

Elective and day-case activity remained ahead of plan in December despite 
industrial action, with outpatient activity only marginally below plan and expected to 
improve once outstanding outcomes are completed.

DNA rates show slight improvement but remain above the 9% target in several 
specialties, prompting enhanced Trust-wide monitoring. Operational pressures—

including high cancellations driven by bed constraints, the temporary closure of 
Coyle Ward due to flu, and anaesthetic workforce shortages—continue to limit 
capacity.

Theatre productivity workstreams are being strengthened, alongside reviews of data 
quality and standard operating procedures to support consistent practice and 
sustained improvement.
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Key Exceptions for Noting
Quality and Safety

Pressure ulcer incidence increased in the community, with eighteen category 3 and 
four category 4 ulcers, alongside twenty-seven community-acquired cases under 
District Nursing care, while the hospital reported five category 3 and one category 4 
ulcer now under Division-level investigation. Reviews highlight recurring issues 
including delayed skin assessments, incomplete SSKIN bundles, equipment delays, 
and patient non-concordance, with strengthened monitoring, training, and 
equipment oversight in place. The Tissue Viability Service continues to support 
improvement through joint reviews and expanded training programmes for staff. 

Complaint themes remained consistent—communication, medical care and 
delays—with 66% of closed complaints in December upheld or partially upheld.

Workforce

Appraisal compliance remained at 78% in December, with a Trust-wide 
improvement plan going to the Workforce Assurance Committee (WAC) in February 
to support under-performing teams.

Sickness absence remains above target at 4.8%, driven by seasonal variation and 
hotspots in several clinical and non-clinical staff groups, with the impact of the new 
online reporting module to be reviewed.

Mandatory training compliance remains above the Trust target overall, though gaps 
persist—particularly in Basic Life Support among medical and dental staff—
prompting targeted actions and a planned deep dive for March 2026. Updated 
appraisal documentation and additional training are in place to improve staff 
experience and support delivery of March 2026 trajectories.

Community – Children and Young People

Health Visiting teams continue to face challenges meeting New Birth Visit (NBV) 
timeframes, with targeted local actions underway, including strengthened booking 
processes, improved reporting, and enhanced engagement—particularly within 
Barnet. Haringey performance was largely stable, with delays mainly linked to 
babies remaining in hospital and isolated staffing issues.

Barnet has introduced new systems to better identify avoidable breaches and will 
shift NBV booking to Health Visiting Assistants from January 2026 to improve 
timeliness.

Marginal progress is being made on reducing patients waiting over 52 weeks, 
though the position remains non-compliant.

Community - Adults

Continuing Healthcare met the North Central London (NCL) 28-day assessment 
target but remained below the national standard, with performance affected by high 
assessment volumes, new demand linked to over 200 identified Funded Nursing 
Care and Mental Health beds, and staffing pressures; an improvement plan is being 
developed with the ICB.

Urgent Community Response (UCR) experienced sickness-related staffing gaps, 
leading to periods of temporary closure in line with safety procedures.

Virtual Ward utilisation declined to 60% due to inconsistent referral pathways, 
variable clinical engagement, and sickness in key roles, with a winter recovery plan 
now in development under executive oversight to restore performance.

4
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Performance Overview
4

• Significant performance variance from target or trajectory and/or SPC analysis shows special cause concerning variation 
• Performance is expected to continue to deteriorate in the short term

3
• Significant performance variance from target or trajectory and/or SPC analysis shows special cause concerning variation 
• Performance improvement is expected in the short term

2
• Marginal performance variance from target or trajectory
• Performance improvement is being achieved/expected

1 • Performance achieving target or trajectory and/or SPC analysis shows special cause improvement variation

Status Metric Trend Target
Performance

Period Trust

Emergency Department and Patient Flow

3
Percentage of Patients Arriving at the Emergency Department by 
Ambulance Handed Over Within 30 Minutes

95% or higher
December
2025

88.5%

3
Percentage of A&E Patients Admitted, Transferred, or Discharged 
Within Four Hours

78% or higher by March 
2026

December
2025

69.14%

2 Percentage of Patients Spending More Than 12 Hours in A&E 7.3% or less
December
2025

7.8%

2
Number of Mental Health Patients With a Decision to Admit Who 
Spent Over 12 Hours in A&E

Less than 174 for 
2025/26

December
2025

26

2
Average Length of Stay for Non-Elective Admissions (General and 
Acute)

7.7 days or less
December
2025

9.4 Days

2
Number of Patients Not Meeting Criteria to Reside and Not 
Discharged

40 or less
December
2025

46
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Performance Overview
Status Metric Trend Target

Performance

Period Trust

Referral-to-Treatment and Diagnostics

3
Total Number of Patients on the Referral to Treatment (RTT) Waiting 
List

Less than 26,501 by 
March 2026

December
2025

28,783

4
Percentage of Incomplete RTT Pathways Waiting Less Than 18 
Week

72% or higher
December
2025

59.1%

3
Percentage of Patients Waiting Over 52 Weeks for Elective 
Treatment

1% or less by March 
2026

December
2025

2.29%

4
Percentage of Patients Waiting Under Six Weeks for a Diagnostic 
Test

99% or higher by March 
2026

December
2025

72.73%

Cancer

1
Faster Diagnosis Standard: Percentage of Patients with Cancer 
Diagnosed or Ruled Out Within 28 Days

80% or higher by March 
2026

November
2025

81.3%

1
Percentage of Patients Receiving First Definitive Treatment Within 31 
Days of Cancer Diagnosis

96% or higher
November
2025

100%

1
Percentage of Patients Receiving First Definitive Cancer Treatment 
Within 62 Days of an Urgent GP Referral

75% or higher
November
2025

83.6%
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Performance Overview
Status Metric Trend Target

Performance

Period Trust

Activity and Productivity​

1 First to Follow-Up Appointment Ratio (Acute) 2.3
December
2025

1.04

3 Did Not Attend (DNA) Rates for New Appointments 9% or less
December
2025

11%

2
First Outpatient Attendances: Percentage of Activity Delivered 
Against Plan 100% or higher

December
2025

91.05%*

2 Outpatient Procedures: Percentage of Activity Delivered Against Plan 100% or higher
December
2025

94.18%*

1
Ordinary Elective Care: Percentage of Activity Delivered Against 
Plan 100% or higher

December
2025

104.98%*

1 Day Case Activity: Percentage of Activity Delivered Against Plan 100% or higher
December
2025

109.62%*

3 Operating Theatre Utilisation Rate 85% or higher
December
2025

72.76%

3 Number of Hospital Cancelled Operations 0
November
2025

10

2 Number of Births per Month 320 or higher
December
2025

232

*Figures are based on flex positions and are subject to change.
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Performance Overview
Status Metric Trend Target

Performance

Period Trust

Quality and Safety​

1
Percentage of Patients Assessed for Venous Thromboembolism 
(VTE) Risk 95% or higher

December
2025

95.3%

1 Inpatient Falls Less than 400 for 
2025/26

December
2025

26

1 Number of Clostridioides Difficile Infections (C. Diff) Less than 22 for 
2025/26

December
2025

1

1
Number of Methicillin-Resistant Staphylococcus Aureus (MRSA) 
Infections 0

December
2025

0

2 Number of Acute Pressure Ulcers (Grades 3 to 4) Less than 68 for 
2025/26

December
2025

6

1
Percentage of Patients Readmitted as an Emergency Within 30 Days 
of Discharge 5.5% or less

December
2025

3.89%

1 Summary Hospital-Level Mortality Indicator (SHMI) 1
August 2024 – July 
2025

0.9

1 Inpatient Survey Satisfaction Rate: Positive Responses 90% or higher
December
2025

96.7%

4 Percentage of Complaints Responded to Within 25 or 40 Days 80% or higher
December
2025

58.2%
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Performance Overview
Status Metric Trend Target

Performance

Period Trust

Workforce

1 Mandatory Training Completion Rate 85% or higher
December
2025

88.3%

2 Percentage of Completed Appraisals 85% or higher
December
2025

77.7%

2 Percentage of Sickness Absence 3.5% or less
November
2025

4.81%

1 Staff Turnover Rate: Percentage Leaving in Last 12 Months 13% or less
December
2025

8.6%

1 Vacancy Rate Percentage 10% or less
December
2025

5.8%

1 Average Time to Hire (Days) 63 days or less
December
2025

50
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Performance Overview
Status Metric Trend Target

Performance

Period Trust

Community – Children and Young People

2 New Birth Visits by Health Visitors (Haringey) 95% or more completed 
within 14 days

November
2025

90.7%

1 New Birth Visits by Health Visitors (Islington) 95% or more completed 
within 14 days

November
2025

97.42%

1 New Birth Visits by Health Visitors (Barnet) 95% or more completed 
within 30 days

November
2025

86.98%

4 Percentage of CYP Patients Waiting Over 52 Weeks Less than 1% of total 
service

December
2025

8.56%

1 Average Wait Time to First Appointment: Occupational Therapy (OT) 18 weeks or less
December
2025

8.4

1
Average Wait Time to First Appointment: Speech and Language 
Therapy (SLT) 13 weeks or less

December
2025

8.2

1
CAMHS Wait Times to First Appointment (Excluding 
Neurodevelopmental Disorders) 4 weeks or less

December
2025

3.5 Weeks
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Performance Overview
Status Metric Trend Target

Performance

Period Trust

Community – Adults

1 Average Wait Time to First Appointment (All ACS Services) 6 weeks or less
December
2025

5.5 Weeks

1 Percentage of Patients Waiting Over 52 Weeks for an Appointment
Less than 1% of total 
service

December
2025

0.02%

3
Percentage of Patients with Urgent Rapid Response Referrals Seen 
Within 2 Hours

80% or higher
December
2025

74.2%

1 Continuing Healthcare 28-Day Referral to Complete Assessment 50% or higher
December
2025

59%

Total appointments for District Nursing
No target – Monitoring 
only

December
2025

31,039

1
Percentage of Patients Seen Within 48 Hours of Referral to District 
Nursing

80% or higher
December
2025

98.4%

2
Number of Category 3 and 4 Pressure Ulcers in Adult Community 
Care

Less than 211 for 
2025/26

December
2025

22

3 Percentage of Virtual Ward Occupancy 80%
December
2025

61.1%
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Emergency Department and Patient Flow
Urgent and Emergency Care (UEC) Performance Summary – December

In December UEC performance declined to 69.1% from 72.4% in November. This drop occurred 
despite a decrease in attendances to 9,135 from 9,340. Ambulance conveyances remained 
stable at 1583 for both months.

Key Drivers of 4-Hour Performance Challenges
• Out-of-hours variability: Continued fluctuations in performance, particularly during evenings 

and weekends.
• Workforce pressures: Elevated sickness levels among medical and nursing staff.
• Sustained impact from NMUH diverts impacting on flow and performance.
• Increased MH presentations.
• Estates work impacting flow within department.

12 hr ED trolley breaches have seen a decrease to 260 in December from 317 in November, 
however the mental health related breaches has increased to 26 from 24 in November, continuing 
its downward trend
The Trust is actively collaborating with system partners to reduce delays for mental health 
patients, which we feel is starting to take some affect, yet more need to be done to support 
increases in demand.

Positive Developments
• Average Length of Stay (ALoS) has increased alongside our NCTR and LOS metrics, we also 

saw a decrease in our weekend discharges to 392 from 562 in November.

Strategic Priorities Moving Forward
• Early system-wide discharge escalation: 

Engaging community services, social 
care, mental health providers, and local 
councils, following DAG discussion.

• Full implementation of Flow Improvement 
Programme actions.

• Reducing criteria to reside and long 
length of stay (LLoS).

Targeted Performance Goals
• Optimising out-of-hours care to reduce 

variation in waiting time through better 
use of pathways and streaming.

• Increased use of Clinical Decision Unit 
(CDU).

• Enhanced admission avoidance 
pathways to support flow and patient 
care.

• Expanded EDSDEC footprint to support 
treatment times
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Referral-to-Treatment and Diagnostics
Referral-to-Treatment and Diagnostics

RTT performance has seen a slight decline against the 18-week standard, with achievement of 59.12% in December 2025 compared to 60.08% in November 2025.

The Trust’s recovery plan remains focused on delivering sustained improvement, with a target of achieving 71% compliance by the end of March 2026. In line with NHS England’s 

requirement that no patients should be waiting longer than 65 weeks for treatment by 31 December 2025, a full validation and clinical review was undertaken. As a result, seven patients 
remained above the 65-week threshold at month end. Each of these patients has been individually reviewed and clinically prioritised, with definitive management and treatment plans in 
place for January 2026.

In recognition of this work, the Trust received a formal letter of thanks from Dame Caroline Clark, Regional Director for the London Region, acknowledging the actions taken to eliminate the 
remaining long waits. She commended the clarity of the Trust’s commitment and thanked the organisation for its continued efforts.

Operational teams are now actively engaged in the Quarter 4 Performance Sprint. This initiative is focused on accelerating recovery by delivering improvements over and above the original 
activity plans, with particular emphasis on reducing the number of patients waiting over 52 weeks, improving performance against the 18-week RTT standard, and supporting delivery of the 
wider RTT recovery plan.

DM01 performance for December 2025 was 72.73%, this is a decline of 3.76% from 76.49% in November 2025.

DM01 performance remains non-compliant, driven by capacity constraints and increased demand across several services including Neurophysiology and Audiology. However, 
non-obstetric ultrasound has become a key pressure point, with both backlog and demand contributing significantly to underperformance. This challenge is reflected across the region, and 
work is underway as part of the Quarter 4 Sprint to identify solutions and improve compliance.
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Cancer
Cancer

The 28-Day Faster Diagnosis Standard (FDS) performance for November was 81.3%. The unvalidated performance for December 
is slightly improved at 82.9%. 

Performance against the 28-Day Faster Diagnosis Standard (FDS) remains above target and reached 81.3% in November, with unvalidated 
December data indicating a slight improvement to 82.9%.Within Gynaecology, performance for November stood at 67.6%, and the service 
continues to experience pathway delays driven largely by workforce constraints and planned periods of sick leave. Targeted operational 
focus remains in place to stabilise capacity and reduce delays.

Performance for the Urology service was 52.7% in November, reflecting delays linked to the postponed implementation of the one-stop 
pathway. The service redesign has now been completed, and the revised pathway went live in January 2026 with support from Radiology. 
This change is expected to streamline diagnostics and improve overall pathway efficiency. Training for CNS and clinical teams is 
progressing to support the launch of the nurse-led Lower Anterior Tract Procedures (LATP) pathway, which will further strengthen 
diagnostic capacity and resilience.

The 31 Days Treatment target was met at 100% performance in November. The unvalidated performance for December is 100%.

All services have achieved 100%.

Performance against the 62-Day Combined Treatments standard was 83.6% in November, with unvalidated December data 
indicating a further improvement to 86.5%.

There remains a strong operational focus on improving performance within both Gynaecology and Urology.

Performance for the Urology service was 70.4% in November, ongoing delays are linked to the slow implementation of the one-stop 
pathway. Work is underway to understand the barriers to full adoption and to identify actions that will accelerate progress. A revised, 
streamlined pathway is scheduled to go live in January 2026, which is expected to improve flow and reduce delays.

Performance for the Gynaecology service was 66.7% in November, with performance affected by workforce challenges that continue to limit 
capacity and impact the pathway.

Performance for the Upper GI service was 66.7% in November, with a forecasted improvement to 100% in December. In Colorectal, 
performance reached 75% in November, with a forecasted improvement to 90% in December.



DNA

A recent review of “Did Not Attend” (DNA) appointments, shared in the Trust Board papers for November 2025, shows a small 

improvement in attendance. However, some services are still seeing DNA rates above the Trust target of 9%. This includes areas such as 
Nephrology, Occupational Therapy, Physiotherapy, the TB service, and several surgical specialties including ENT, Ophthalmology and 
Vascular Surgery. 

To improve access to care and reduce delays for patients, the Trust will now monitor DNA rates more closely across all services. This will 
help ensure we make the best use of appointment slots, support our activity plans, and reduce waiting times for treatment.
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Activity and Productivity
Activity

Despite industrial action activity for December 2025 was ahead of plan for both Elective Care and Day Case activity, and only marginally behind plan for outpatient attendances and 
procedures. However there has been a delay in outcoming due to the holiday period and the performance figure is expect to improve once outcoming is completed.
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Activity and Productivity
Theatres

Current performance continues to be affected by a number of operational pressures. High cancellation rates persist, primarily driven by 
bed capacity constraints, including the temporary closure of Coyle Ward due to flu, which has reduced available inpatient capacity. In 
addition, an increase in long-term sickness within the anaesthetic service is limiting the ability to fully staff theatre lists, further impacting 
activity levels.

Work is underway to strengthen theatre productivity and reduce avoidable delays. This includes embedding scheduled progress 
monitoring and the ‘Golden Patient’ approach to support timely starts. Theatre improvement workstreams remain focused on key 

efficiency measures such as knife-to-skin times, early finishes, and booking and cancellation rates.

A review of data quality submissions is in progress to ensure accuracy and strengthen performance reporting. Alongside this, a review of 
standardised operating procedures, including Theatres and Admission Booking SOPs, is being undertaken to support consistent practice 
and drive sustained improvement.
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Quality and Safety
Pressure Ulcers

In the hospital setting there were five category 3 pressure ulcers and one category 4 pressure ulcer. 

The category 4 pressure ulcer occurred during the patient’s admission on Cloudesley ward and has been referred for Division-level 
investigation.

In the community setting, eighteen category 3 and four category 4 pressure ulcers developed on nineteen patients, an increase of twelve 
pressure ulcers and four more patients affected compared to November 2025. 

The incident reviews demonstrated a pattern of previously noted issues, such as delayed skin assessment, suboptimal competition of 
SSKIN bundles, reduced engagement by patients and carers, and occasions where patients declined scheduled visits.

The transition to the new equipment contractor has led to better availability of specialist products. Despite this, staff report ongoing issues 
with equipment malfunction and delays in arranging repairs through the company. Several products have been out of stock for an extended 
period, and the company has not provided clear information on expected availability. To mitigate these risks, the service has increased 
oversight of stock availability, escalated communication concerns, and provided additional support to staff to maintain safe clinical practice. 

The Tissue Viability Service continues to collaborate with acute and community services by supporting staff during face-to-face reviews and 
offering face-to-face pressure ulcer and wound care study days. In addition, the service will continue its partnership with the HCSW team to 
deliver practical SKILLS day training for healthcare support workers throughout 2026.

For narrative relating to District Nursing and Pressure Ulcers please see Community – Adults on slide 20 

Complaints

Performance for December remains non-compliant at 58.2%.

The 55 complaints due a response in December 2025 were allocated to the Divisions as follows: S&C 36% (19), EIM 29% (16), ACW 24% 
(13), CYP 9% (5), ACS 1% (1), and E&F 1% (1).

Severity of complaints: 5% (3) were designated ‘high’ risk, 15% (8) were designated as ‘moderate’ risk, and 80% (44) were designated as 
‘low risk’.

Themes: The main themes from the complaints due a response in December 2025 remained consistent with previous months, 
Communication, Medical Care and Delay. Divisions and the complaints team continue to work together to address these.

Of the 32 complaints that have closed, 6 (19%) were ‘upheld’, 15 (47%) were ‘partially upheld’, and 11 (34%) were ‘not upheld’ meaning 
that 66% of the complaints closed in December were upheld in one form or another. 
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Workforce
Appraisals

December saw appraisal compliance remain at 78%. There is one division on target for appraisals - Children and Young People at 85%.

A review and improvement action plan is being submitted for consideration at WAC on 9th February recommending divisional leadership 
support for teams below trust target and a trajectory to achieve 85% by the end of March 2026.186 teams are below trust target for 
appraisal completions.

The appraisal paperwork has recently been updated after extensive staff consultation so this should offer an improved experience to both 
appraisers and appraisees. Training is available, provided by the Organisational Development Team.

Sickness Absence

The sickness absence rate remains above the Trust target - 4.8% as at the end of November. However, levels are consistent with expected 
seasonal variation. The Trust launched the on-line sickness absence module in October, and the uptake of the training will be reported on in 
the next Performance report, by that time it will have been in place a full three months to begin assessing its impact.

Hotspot analysis includes Additional Clinical Services (7.8%), Admin and Clerical (4.3%), Estates and Facilities (7.9%) and Nursing and 
Midwifery (5.7%) as occupational groups with sickness absence levels above the Trust 3.5% target. 

The following Divisions /Directorates are compliant (as at end of November) with the sickness absence threshold– IT, Medical Directors 
Office, Procurement, Trust Secretariat and Workforce. All other divisions sit outside of the Trust target.

Mandatory Training 

Overall compliance remains above the trust target of 88% for training. Variation remains at team, staff group and divisional level, creating pockets of risk that require targeted intervention.
Areas for improvement include Adult Basic Life Support at 64% and Moving and Handling at 81%. 
All divisions are at, or above, the trust target for mandatory training except strategy and improvement at 84%.All staff groups are at or above trust target for mandatory training except 
medical and dental at 72%. A significant hot spot for improvement is medical and dental staff compliance with basic life support which is currently at 41% across the trust. A review and 
improvement action plan is being submitted for consideration at WAC on 9th February recommending divisional leadership support for teams below trust target and a trajectory to achieve 
85% on overall compliance by the end of March 2026.
It is recommended that a deep dive of Basic Life Support capacity and compliance is completed for review at the March 2026 ‘Mandatory and Induction Oversight Group’ a reminder will 

also be sent to all medical and dental staff to complete or send evidence of basic life support training.
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Community – Children and Young People
CYP

Health Visiting – New Birth Visits
In each borough the target is for 95% of new birth visits (NBVs) to be completed within a specific 
timeframe. In Haringey and Islington the target is completion of visits within 14 days, in Barnet the 
target is 30 days. 
Actions are being taken in each team in response to this month’s performance. Actions include 

review of local processes for bookings and increasing the number of slots available to ensure 
visits can be completed within timeframe 

Haringey Health Visiting
There were 212 babies born in the month and 196 NBVs that took place within timeframe. 
3 NBVs were not completed (1.4%) because babies were still in hospital. All will be offered an 
appointment when discharged home

13 NBVs were completed late, (6.1%), of which:
• 8 were in hospital at 14 days
• 2 were in Beis Brucha mother and baby unit 
• 1 was a late notification
• 2 visits were not completed due to staff sickness on the day of the appointment and could not 

be rearranged within timeframe

Barnet Health Visiting
• 42 babies were not seen within target timeframe for NBVs in November 
• 22 were parental choice, 17 of which from one of the 3 localities. Work has been 

completed with the Jewish Family Centre, including a survey with families attending 
to understand reasons for the higher number of appointments declined. From 
February the service plans that two staff will be working in the centre regularly and 
supporting the baby clinic to strengthen relationships and support better 
engagement with the service offer

Further work has been completed to strengthen systems including: 
• New system introduced to visit templates so that breaches (visits not completed 

within timeframe) linked to booking errors or management of visits can be identified
• A weekly NBV report is reviewed by the management team. The report includes 

information on upcoming potential breaches
• From January 2026 NBVs will be booked by Health Visiting Assistants 

Patients Waiting Over 52-Weeks
Marginal improvements are being made with patients waiting over 52-weeks. However, 
it continues to be non-compliant.
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Community - Adults
Community

District Nursing / Pressure Ulcers - There were 27 community-acquired pressure ulcers under District Nursing care during the period (8 x Category 3, 1 x Category 4). This is comparable 
to the same period last year and remains above agreed targets (10% reduction in community-acquired Category 3 & 4 pressure ulcers and 20% reduction overall for Category 2–4).
Recurring themes remain unchanged, including adherence to the SSKIN care bundle, complex comorbidities, equipment provision, and non-concordance. A pressure ulcer improvement 
plan is in place, with weekly case reviews, bite-size training sessions, and Tissue Viability Nurse (TVN) involvement, alongside a clear focus on support and accountability.

Continuing Healthcare - Performance met the NCL target for completing assessments within 28 days this month but did not meet the national target of 80%. Performance continues to be 
impacted by the substantial volume of documentation required (often exceeding 100 pages per assessment).
A significant new demand has emerged following the identification of over 200 Funded Nursing Care (FNC) and Mental Health (COP) beds, with an estimated financial exposure of c.£2m. 
The service is under additional pressure due to sickness absence and vacancies. An improvement plan is being developed jointly with the ICB.

Urgent Community Response (UCR) - Experienced multiple episodes of sickness absence, impacting its ability to consistently maintain the 2-hour response standard. Although bank 
shifts were authorised, capacity remained challenged. In line with SOPs, the service temporarily closed to referrals during periods of unsafe staffing; this position is reviewed twice daily.

Virtual Ward - Utilisation has declined to 60%, against a national target of 80%. Contributing factors include inconsistent referral pathways, variable clinical engagement, limitations of the 
current remote monitoring model, and sickness affecting the case-finder role.
A winter recovery plan is in development, with executive oversight from the Chief Medical Officer and Deputy Associate Medical Director, aimed at restoring utilisation and achieving target 
performance.
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Executive summary 

 
The Trust is reporting a deficit of £11.2m for December, which is £5.5m 
adverse to plan. The variance is attributed to unfunded industrial 
action, pay overspends and slippage in delivery of planned 
efficiencies.  
 
Capital expenditure at end of December was £12.17m against a plan 
of £10m The Trust’s capital allocation for the year is £48.02m.  
 
The Trust’s cash balance on 31st of December was £35.22m, which 
is £2.62m lower than November.  
 
 

Purpose:  To note financial performance. 

Recommendation(s) To note the financial performance for December 2025. 

Risk Register or Board 
Assurance Framework  BAF risks S1 and S2 

Report history TMG 
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CFO Message         Finance Report M9 (December) 

Trust is reporting a 

deficit of £11.2m at 

end of December. 

This is £5.5m 

adverse to plan.   

 
The Trust is reporting a YTD deficit of £11.2m in December, this is £5.5m 
adverse to plan. The in-month position was £1.5m surplus which was 
£2m favourable to plan. The year-to-date performance includes £17.6m 
of non-recurrent mitigations to offset expenditure overspends. 
 
Income was above plan in December mainly due to receipt of Industrial 
Action funding for November and December of £1.3m. The trust did not 
receive any support for industrial action costs in July.  
 
At end of December the Trust is above its ERF target by £0.9m. 
 
The Trust delivered £15.1m of savings against an internal target of 
£20.6m YTD. 
  
Key drivers for the variance in month include impact of Industrial Action 
(£0.6m adverse on expenditure and £1.3m favourable on income), 
continued pay and non-pay cost pressures (e.g., sustained UEC 
ambulance diverts from NUMH and flu pressures) and slippage in 
delivery of financial efficiency schemes. 

Some of the key drivers impacting the year-to-date pay position are: 

• Industrial action costs YTD - £1.8m (partially offset by £1.3m of IA 
support) 

• A&E including temporary escalation space - £1.9m 
• Unfunded paediatric capacity - £0.4m 
• Ward general overspends - £1.1m due to additional beds and 

safer staffing levels.  
• Enhanced care - £1.3m 
• Childcare packages - £0.9m 
• Medical staffing sickness and gaps - £0.4m 
• Pay pressures in phlebotomy and pathology - £0.3m 

 
Overall, non-pay was £3m overspent. However, £2m of this was pass 

through high-cost drugs expenditure offset by income. The December 

position included £4.3m in non-recurrent mitigations. Pressure on non-

pay include: 

• Minerva (community step-down) costs of £0.5m 
• Clinical supplies overspend of £2.4m 
• Overspend on HSL pathology £0.4m 
• Community equipment and dressings - £0.8m 
• Overspend on histopathology and blood products - £0.5m 
• Patient catering - £0.3m 
• Domestic supplies and Postage - £0.5m 
• IT and software maintenance - £0.6m 
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Cash of £35.22m as 
of 31st December 

 The Trust’s cash balance on 31st December was £35.22m, which is 
£5.94m favourable to plan, and £2.62m lower than November closing. 
Reliance on non-recurrent mitigations to support financial performance 
is also adversely impacting the cash balance. 

Capital Allocation 
for 2025-26 is 
£48.02m  

 
The Trust capital expenditure at end of December was £12.17m against 
a YTD plan of £10.00m. 
 
 

Better Payment 
Practice 
Performance – 
94.76% for non-
NHS by value 

 Overall, the Trust’s BPPC is 95.65% by volume and 93.86% by value for 
the nine months year-to-date. The BPPC for non-NHS invoices is 96.01% 
by volume and 94.76% by value. 
 

 
Trust is continuing 
to forecast to 
deliver plan for 
2025-26 

  
The Trust continues to forecast delivery of its planned deficit position of 
£1.46m for 2025–26. However, the impact of unfunded industrial action, 
winter-related capacity pressures (ambulance diverts), and other year-
to-date overspends remain a concern and cannot be sustained across 
the full financial year without adversely affecting delivery of the financial 
plan. Pay expenditure remains broadly stable, with minimal variation in 
both substantive and bank staffing costs. Work is underway to identify 
and implement recovery actions aimed at reducing pay expenditure and 
supporting achievement of the planned financial position. 
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Summary of Income & Expenditure Position – Month 9 

 

• In December the Trust is reporting  a surplus of £1.5m (excluding donated asset 
depreciation and impairments) which included a net benefit of £0.7m relating to prior 
months  Industrial Action costs. The YTD position includes non-recurrent benefits of £17.6m 
and unfunded industrial action costs £0.6m.  
 

• Though the Trust is reporting a year to date over performance of £0.9m on its ERF activity, 
there is a significant risk of not being paid for activity above ERF plan.  
 

• Although the Trust has significantly reduced its agency expenditure, it still needs to identify 
£3m of expenditure reduction per month to deliver plan for 2025-26.  
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2.0       Income and Activity Performance 
 
 

2.1 Income Performance – December 
 

 
 

 

Income In Month Income Plan 
In Month Income 

Actual 

In Month 

Variance

YTD Income 

Plan 

YTD Income 

Actual 

Income Diff 

£'000

£000's £000's £000's £000's £000's £000's

Elective 2,180 2,313 133 22,522 22,798 276

Outpatients 2,466 2,493 27 24,901 25,520 620

Other clinical Income 81 0 (81) 19 0 (19)

Total ERF 4,727 4,806 79 47,441 48,318 877

Total Variable Imaging 468 435 (34) 4,838 5,841 1,002

Total HCD (Variable) 836 879 43 7,484 9,639 2,156

Total Devices 123 110 14 1,230 1,108 122

Total Chemo Deliveries 80 108 29 823 861 38

Total Variable 6,234 6,337 130 61,816 65,767 4,195

A&E 2,411 2,507 97 21,386 21,246 (139)

Critical Care 642 160 (482) 5,695 2,378 (3,317)

Direct Access 1,115 937 (178) 11,521 9,598 (1,923)

Elective 81 64 (17) 812 798 (14)

Imaging 134 385 250 1,385 1,839 454

Non-Elective 5,817 5,901 84 51,669 56,214 4,545

Outpatients 1,804 1,696 (108) 18,147 17,773 (374)

Community 6,945 6,945 0 62,502 62,502 0

Ambulatory 381 493 112 3,928 4,680 462

HCD Block 261 261 0 2,348 2,348 0

Block Adjustment 0 242 242 0 307 307

Other clinical Income NHS 8,729 10,890 2,161 76,321 80,694 4,374

NHS Clinical Income 34,554 36,817 2,263 317,530 326,146 8,616

Non NHS clinical income 1,665 1,847 182 14,984 16,688 1,704

Income From Patient Care Activities 36,219 38,664 2,445 332,514 342,834 10,320

Other Operating Income 2,400 2,673 273 21,606 23,262 1,656

Total 38,619 41,337 2,718 354,120 366,096 11,976

Current Month Variances 
 
For December, the Trust is reporting £2.7m 
income over recovery 
 
£2.3m is from patient care activities that 
includes: 

 
• £1.3m of additional funding for industrial 

action 
• Additional funding of £0.4m relating to 

virtual wards  offset by expenditure 
• Non-recurrent benefits of £0.4m 

Other operating income is £0.3m above plan 
and includes: 
 
• Research is £0.1m – offset by expenditure 
• Procurement hosted service £0.1m offset 

by expenditure  

YTD Variance 
 
Year to date the trust is £12m favourable to plan  
Income from patient care activities is £10.3m 
better than plan. Key drivers include  
  
• HCD £1.8m offset by expenditure  
• £1.3m of funding for IA 
• £2.3m Non Recurrent Income 
• Imaging £0.7m favourable offset by 

expenditure  
• ERF overperformance of £0.9m favourable  
• Start for life Workforce Pilot of £0.5m 

favourable offset by additional expenditure  
  
Other operating income over recovery of £1.7m 
predominantly reates to research income offset 
by expenditure 
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2.2 Elective recovery fund (ERF) ICSU Income – December 
 

 

For Month 9 the trust is reporting an in month variance 79k favourable variance.  

The YTD variance is £.09m favourable largely being driven by surgery and cancer division partially 
offset  by CYP under performance.  

 

2.3   ERF Performance Activity Group Income – December 

 

YTD we are reporting £0.9m overperformance for ERF which is largely driven by outpatients.  

 

 

 

 

 

 

 

 

 

 

ERF Income by ICSU

ICSU
Annual 

Plan

In Month 

Income 

Plan 

In Month 

Income 

Actual 

In Month 

Income 

Variance

YTD 

Income 

Plan 

YTD 

Income 

Actual 

YTD 

Income 

Variance

£000's £000's £000's £000's £000's £000's £000's

ACW 8,168 598 509 (89) 6,150 6,156 6

CYP 7,373 539 559 20 5,552 5,026 (526)

EIM 22,790 1,691 1,735 44 17,153 17,245 92

S&C 24,665 1,818 2,003 186 18,568 19,892 1,324

Corp (261) 81 0 (81) 19 (0) (19)

Balancing Figure 0 0 0 0 0 0 0

Grand Total 62,735 4,727 4,806 79 47,441 48,318 877

ERF Income by POD

POD
Annual 

Plan

In Month 

Income 

Plan 

In Month 

Income 

Actual 

In Month 

Income 

Variance

YTD 

Income 

Plan 

YTD 

Income 

Actual 

YTD 

Income 

Variance

£000's £000's £000's £000's £000's £000's £000's

DC 22,943 1,672 1,738 66 17,277 16,966 (311)

EL 6,965 508 575 68 5,245 5,832 587

OP First 22,628 1,804 1,752 (52) 17,239 17,371 132

OP Procedure 10,199 743 741 (2) 7,680 8,149 469

Balancing Figure 0 0 0 0 0 0 0

Grand Total 62,735 4,727 4,806 79 47,441 48,318 877
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2.3  ERF Activity Performance – December 
 

 

Day cases and electives are above plan for December, and we have seen similar levels of activity 
compared to November activity.  

Outpatient firsts are behind plan for December however we have seen a 9% reduction in activity 
compared to November 

Outpatient procedures are behind planned for December but we have seen a 5% reduction in activity 
compared to November.  
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3. Expenditure – Pay & Non-pay 

 
3.1 Pay Expenditure 
 

Pay expenditure for December was £29.7m. Included in month was non recurrent benefits of 
£1.8m. 
 

• There was an increase of £0.3m on substantive pay which was predominantly due 
to industrial action (£0.6m)  

• The Trust is £3.9m below the bank and agency spend cap YTD of £25.2m.  
• Enhanced care costs (bank and agency) further increased in December due to 

Winter pressures.  
 

 

Industrial Action Costs 

 

YTD Industrial Actions costs is £1.8m. The Trust received £1.3m of funding relating to IA costs in 
November and December. The Trust is still expected to mitigate the July strike costs.  

 
 
 
 
 
 
 
 
 

Jun Jul Aug Sep Oct Nov Dec Mov^t
Agency 407 485 379 400 358 312 343 31

Bank 1,883 2,222 1,653 1,684 1,789 1,899 1,846 (53)

Substantive 27,268 27,565 32,405 28,401 28,518 28,800 29,163 363

Total Operational Pay 29,557 30,272 34,437 30,484 30,665 31,011 31,352 341

Non Operational Pay Costs 792 1,442 (3,236) (199) (101) 221 (1,682) (1,903)

Total Pay Costs 30,349 31,714 31,201 30,286 30,563 31,231 29,670 (1,561)

2025-26

Month Division Substantive Bank Non Pay Total
July ACW 60,342                   5,999                17,853       84,194              
July EIM 232,491                 65,302              -              297,793           
July S&C 72,591                   61,214              -              133,805           
July CYP 52,909                   25,834              -              78,743              
Total July 418,333                 158,349           17,853       594,535           
November ACW 43,500                   29,810              8,322          81,632              
November EIM 188,363                 153,330           -              341,693           
November S&C 1,501-                     97,035              -              95,534              
November CYP 87,152                   9,452                -              96,604              
Total November 317,514                 289,627           8,322          615,463           
December ACW 5,374                     25,123              7,853          38,350              
December EIM 250,256                 91,437              -              341,693           
December S&C 53,774                   41,761              -              95,535              
December CYP 66,661                   21,730              -              88,391              
Total December 376,065                 180,051           7,853          563,969           

Total YTD IA Impact 1,111,912             628,027           34,028       1,773,967        
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Enhanced Care 
Enhanced care usage in December was above funded establishment by 47.52wte. 
Temporary staffing usage to cover enhanced care was equivalent to 56.87 WTE (higher than 
November).  
 

 
 
 

 
 
 
 
 
 
 

 
 
 
 
 

Apr-25 May-25 Jun-25 Jul-25 Aug-25 Sep-25 Oct-25 Nov-25 Dec-25
Enhanced Care - Registered Hours 536.0 468.0 372.0 264.0 72.0 432.0 348 0 540.0
Enhanced Care - Unregistered Hours 13,556.0 17,140.0 14,736.0 15,168.0 14,094.0 12,444.0 13272 13832 14,808.0
Total Hours 14,092.0 17,608.0 15,108.0 15,432.0 14,166.0 12,876.0 13,620.0 13,832.0 15,348.0

WTE equivalent 87.68           106.03         94.01           92.92           85.30           80.12           82.01           86.07           92.42           
Funded WTE 43.9 43.9 43.9 43.9 43.9 43.9 43.9 43.9 44.9
WTE Above funded level 43.78           62.13           50.11           49.02           41.40           36.22           38.11           42.17           47.52           

Of which temporary staffing hours are
Enhanced care - Bank Hours 6,360.0 9,696.0 8,568.0 8,712.0 6,425.0 5,352.0 7028 8280 8988
Enhanced care - Agency Hours 0.0 0.0 0.0 0.0 0.0 0.0 312 0 456
Total 6,360.0 9,696.0 8,568.0 8,712.0 6,425.0 5,352.0 7,340.0 8,280.0 9,444.0
WTE equivalent 39.57           58.38           53.31           52.46           38.69           33.30           44.20           51.52           56.87           
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3.2 Non-pay Expenditure 

 

Non-pay expenditure excluding high-cost drugs decreased by £0.3m compared to November. 
Key movements include: 

 
• In month non recurrent benefits of £2.2m mainly on other expenditure relating to prior 

year expenses. 
• Increase supplies & services – clinical mainly due to prior month non recurrent release 

of £2.1m.  
 

 
Excludes high-cost drug expenditure and depreciation.  
Included in miscellaneous is CNST premium, Transport contract, professional fees, and bad debt provision. 

            
 
 
Miscellaneous Expenditure Breakdown 

            

Non-Pay Costs Jun Jul Aug Sep Oct Nov Dec Mov^t

Suppl ies  & Servs  - Cl in 4,447 3,836 3,950 4,186 4,256 2,235 3,611 1,375

Suppl ies  & Servs  - Gen 356 382 427 396 427 411 236 (175)

Establ ishment 309 299 276 256 (83) 310 261 (49)

Healthcare From Non Nhs (151) 95 93 92 65 98 96 (2)

Premises  & Fixed Plant 2,297 2,275 2,269 2,343 1,756 1,788 2,004 216

Ext Cont Staffing & Cons 221 210 233 88 277 316 181 (134)

Miscel laneous 726 1,146 615 (644) 1,027 1,631 120 (1,511)

Chairman & Non-Executives 11 11 10 11 11 11 11 0

Non-Pay Reserve 0 0 0 0 0 0 0 0

Total Non-Pay Costs 8,217 8,254 7,873 6,727 7,737 6,800 6,521 (279)

2025-26

Miscellaneous Breakdown Jun Jul Aug Sep Oct Nov Dec Mov^t

Ambulance Contract 173 157 196 175 168 207 173 (34)

Other Expenditure (1,159) (185) (667) (1,999) (249) 265 (1,412) (1,678)

Audit Fees 14 14 14 14 23 15 15 (0)

Provis ion For Bad Debts 156 (160) (268) (128) (341) (21) (14) 7

Cnst Premium 810 798 807 819 809 810 804 (6)

Fire Securi ty Equip & Maint 33 17 13 15 12 23 10 (14)

Interpretation/Trans lation 69 43 25 19 164 (99) 44 142

Membership Subscriptions 133 136 150 137 138 139 135 (3)

Profess ional  Services 385 187 221 206 199 160 215 56

Research & Development Exp 1 1 1 1 2 0 0 (0)

Securi ty Internal  Recharge 13 12 12 13 34 15 16 1

Teaching/Tra ining Expenditure 95 124 109 80 68 112 131 20

Travel  & Subs-Patients 2 3 2 3 2 5 3 (1)

Work Permits 0 0 0 0 0 0 0 0

Write Down Of Inventories 0 0 0 0 0 0 0 0

Total Non-Pay Costs 726 1,146 615 (644) 1,027 1,631 120 (1,511)

2025-26
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3.3 Cost Improvement Programme (CIP) 

The CIP target in the Trust plan for 2025–26 is £22m. The internal target set for clinical 
divisions and corporate services, is £27m to account for a proportion of the brought forward 
liability associated with non-recurrent savings schemes in the prior year (2024/25). The 
increased internal efficiency target (of £5m) has been set to focus improvement on the 
Trust underlying financial position, which will otherwise deteriorate due to unfunded growth 
in the recurrent cost-base.  

Forecast 

As of Month 9, £22m has been identified of which the recurrent forecast delivery is £8.6m. 
There is £5.3m slippage against the internal target of £27.3m 

 

YTD Performance 

As of Month 9, the YTD shortfall of £5.3m (26% of the YTD internal target) is mainly due to 
unidentified gap with some schemes coming on-line from Q4.  

With regards to the schemes in plan, there is no slippage in delivery.  

The central position captures £6.6m of non-recurrent benefits. 

 24% of open schemes are currently under development, with £2.5m of schemes currently 
sitting in opportunities. These are being worked upon by the PMO workstreams and 
Divisions, awaiting full approval (e.g. completed Project Initiation Document and Quality 
Impact Assessment). 
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4.0 Statement of Financial Position (SoFP) 
 
The net balance on the Statement of Final Position as of 31st December 2025 is £203.70m, 
£2.95m higher than 30th November 2025, as shown in the table below. 
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The most significant movements in the month to 31st December were as follows: 
  
NON-CURRENT ASSETS 
Non-Current assets closed at £296.47m on 31st December 2025, a net decrease of £0.06m from previous 
month due the following: 
  

• Capital expenditure for owned assets £1.84m 
• Monthly depreciation: Owned assets (£1.49m) 
• Monthly depreciation: Right of Use assets (£0.41m) 

  
CURRENT ASSETS 
Current assets closed at £57.21m in December 2025, a net decrease of £2.17m from the previous month. 
Principal movements comprised of an increase in Trade and Other Receivables £0.45m and a decrease in 
cash £2.62m. 
  
CURRENT LIABILITIES 
Current liabilities decreased by £4.63m during the month. This movement was driven primarily by a £2.99m 
decrease in Trade Payables and £1.64m reduction in Other Payables, relating to reduced payment in 
month & NHS Deferred Income. 
  
NON-CURRENT LIABILITIES 
Non-current liabilities closed at £55.76m in December 2025, reflecting a net decrease of £0.54m compared 
to the previous month. This movement has primarily driven by reduction of Right of Use and other finance 
lease liabilities. 

  
TAXPAYER EQUITY 
Public Divided capital closed at £139.72m in December, an increase of £1.40m due to PDC draw down for 
the Fire Remediation Project. 
  
Retained Earnings closed at (deficit) (£9.66m) in December 2025, a net decrease in cumulative (deficit) of 
£1.55m from December surplus closing figure. 
  

CASH  
The Trust’s cash balance on 31st December was £35.22m, which is £5.94m favourable to Plan, and a 
decrease of £2.62m from November’s closing balance. 
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The in-month decrease is due to the delay receipts NHSE Education income for Quarter 3 High-Cost Drugs 
(now resolved), which partially offset the PDC drawdown receipt of £1.40m.  
  
The Trust’s underlying deficit of £3.5m per month has modelled in the chart above for the months of January 
to March 2026. This forecast indicates that the Trust’s cash balance on 31st March 2026 would equate to 
sixteen days’ trading in the absence of significant cash-releasing recovery actions or efficiency savings. The 
achievement of both cash-releasing recovery actions of £7.7m and efficiency savings of £6.5m would 
together increase the projected days’ cash held on 31st March 2026 from 16 days as shown above, to 24 
days as shown below. 
 

 
 
 The Trust forecasts and closely monitors its cash position against Plan. 
 
Interest Received 
 
The interest received during December 2025 was £0.14m, which is £0.07m above Plan. December’s interest 
received reflected the impact of the favourable-to-plan cash balance during the month. The interest rate 
received by the Trust is now lower at 3.64%, reflecting the recent base rate reduction. Year-to-date, interest 
received is £447k favourable to Plan. 
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5.0 Capital Expenditure 

The total forecast capital expenditure for 2025/26 is £48.02m, of which £47.99m approved by North Central 
London (NCL). A further £3.50m for the Start Well project has been agreed in principle, with PDC funding 
subject to final confirmation. 
 

 

 
 
As of 31 December 2025, the Trust’s year-to-date (YTD) capital expenditure was 12.17m, compared to    
the YTD plan of £10.00m. 
  
This represents a variance of £2.16m, of which: 
  

• £1.29m is attributable to the 2025/26 ITM project spent well in advance of plan. 
• The remaining variance reflects timing differences across other approved capital projects. 

 
Better Payments Practice Code  

The Trust has signed up to the NHS commitment to improve its Better Payment Practice Code (BPPC) 
whereby the target is to pay 95% of all invoices within the standard credit terms. Overall, the Trust’s BPPC 
is 95.65% by volume and 93.86% by value for the 9 months year-to-date. The BPPC for non-NHS invoices 
is 96.01% by volume and 94.76% by value for the 9 months year-to-date. The charts below show performance 
for March to December 2025. 
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