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The Quality Account Annual Report

The quality account is an annual report published by providers of NHS healthcare about the
quality of the services they provide. The report includes details of progress and achievements
against the Trust’s quality and safety priorities for the previous year and describes what the
Trust will focus on in the year to come.

What should a quality account look like?

Some parts of the Quality Account are mandatory and set out in accordance with the NHS
(Quality Account) Regulations 2010 and Department of health- Quality accounts Toolkit
2010/2011.

The toolkit can be accessed via www.gov.uk/government/news/quality-accounts-toolkit

Our Quality Account includes:

Part one
e A statement from the trust board (or equivalent) summarising the quality of
the NHS services provided
e Trusts new mission, vision, values and Strategic aims for 2026-2031

Part two
e A series of statements from the board, the format and content of which are
prescribed in the regulations and toolkit.
e A review of Trust performance against the Quality Improvement Priorities
for 2025/26 priorities
e The agreed Trusts Quality Account Priorities for 2026/2027

Part three
e Areview of the Trust’'s 2025/26 performance presented against the 3

domains of patient safety, clinical effectiveness, and patient experience.

Part four
e This section details about our work around listening to and developing our
Staff, update on Freedom to Speak up process, NHS Staff Survey
outcomes for 2025 and finally our annual update on Compassionate and
Collective Leadership programme

Part five
o A series of statements from stakeholders on the content of the Quality
Account

Additional sections and information may be added; however, the Quality Account
must have an introduction, a review of the previous year’s performance, and a look
forward at the priorities for the coming financial year.



http://www.gov.uk/government/news/quality-accounts-toolkit
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Background

Welcome to Royal Papworth NHS Foundation Trust’s Quality Account. We would like to thank
everyone who contributed to our Quality Report and hope that you enjoy reading about the Trust
and how it has performed in 2025/26.

To help readers understand the report, a glossary of abbreviations or specialised terms is
included at the end of the document.

Royal Papworth Hospital NHS Foundation Trust (“The Trust”) is the UK’s largest specialist
cardiothoracic hospital and the country’s main heart and lung transplant centre. We have an
extraordinary commitment to delivering the highest levels of clinical quality and outcomes and
for providing the best possible standards of personalised care to our patients. Royal Papworth
Hospital was one of the first foundation trusts to be authorised under the Health and Social Care
(Community Health and Standards) Act 2003 and came into existence in July 2004 as Papworth
Hospital NHS Foundation Trust. Since then, it has been licenced by the Regulator (previously
named Monitor, now NHS England). From 2018 we became Royal Papworth Hospital NHS
Foundation Trust.

Whilst Royal Papworth Hospital is a regional centre for the diagnosis and treatment of
cardiothoracic disease, it is also a national centre for a range of specialist services, including
heart and lung transplantation, pulmonary endarterectomy (PEA) and Extra Corporeal
Membrane Oxygenation (ECMO). Royal Papworth Hospital has the largest respiratory support
and sleep centre (RSSC) in the UK.

Royal Papworth Hospital is located on the Cambridge Biomedical Campus and offers cutting
edge facilities for patients requiring heart and lung treatment in a bespoke building.

The facilities include:

. 310 beds, with virtually all being single rooms with en-suite bathrooms
. 26 Intensive Care beds and 10 Enhanced Recovery Unit beds (36 commissioned critical
care beds)

6 state-of-the-art theatres

6 catheter laboratories

6 inpatient wards and a 24-bed day ward

A centrally located, ground-floor outpatient unit

. State-of-the-art diagnostic and treatment facilities

Information about the hospital can be found on the Trust’s website:
https://royalpapworth.nhs.uk/



https://royalpapworth.nhs.uk/
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Part 1 - Statement on Quality from the Chief
Executive

Introduction

Quality remains a bedrock of the clinical excellence we strive to achieve every day at Royal
Papworth Hospital NHS Foundation Trust.

Throughout 2025/26, the three central objectives for our teams have had quality at its heart:
reducing our waiting lists and improving waiting times for patients; improving cancer
performance; and making sure we live within our financial budget. These are all closely linked.
We know that patients waiting too long for treatment causes harm. It also means that patients
are sicker and harder to treat, with poorer outcomes and an increased length of stay in hospital,
costing more money.

Conversely, by treating patients sooner it sets off a positive cycle: a shorter wait means patients
are in a better condition with fewer co-morbidities, they are therefore easier to treat, have better
outcomes and stay in hospital for fewer days, meaning we can treat more patients.

This overlaps very clearly with the first of the quality account priorities for 2025/26: waiting lists
and reducing harm for those waiting. You can read more about the work done on that and the
other two quality account priorities — discharge assurance and health inequalities — later in this
report.

Waiting list and waiting times

As we entered 2025/26, we knew that we needed to reduce our backlog, matching the
government’s instruction for all hospital trusts to improve their performance on waiting lists.

In March 2025, just 63% of our patients were waiting fewer than 18 weeks from referral to
treatment (RTT). The RTT target we were set by the government was to improve to 69.5% by
March 2026.

However, as a specialist hospital without the daily pressures of A&E and maternity services and
in recognition that the NHS constitutional standard is 92%, it was right that we went beyond that.

Ouir first ‘stretch’ target was to reach 72%, and then a further ambition to reach 80%+. At the
time of writing this statement, the last validated month of data is February 2026, where our
teams collectively achieved an RTT performance of 75.7%.

Put in the simple terms, more than 75 out of every 100 of our patients are now being treated
within 18 weeks, compared to around 60 out of 100 a year ago.

This improved performance has seen our hospital move from 56th best in England for waiting
times up to sixth.
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I am very proud of all our people and teams for the impact they have had on reducing waiting
times for our patients, improving the quality of care for the communities we treat, but we
recognise that our respiratory team has driven the majority of this, with a modest improvement
in surgery and a much smaller gain in cardiology.

RTT % performance in February 2026 by clinical division (compared to March 2025):

e Cardiology: 60.4 (58.8)
o Respiratory: 86.6 (63.9)
e Surgery: 77.4 (70.6)

The size of our waiting list has also reduced significantly, down by 25% (nearly 2,000 people) in
the year to February 2026, from 7,394 down to 5,471.

At the same time, we made a commitment to make sure no-one is waiting more than a year for
treatment at our hospital. We have made good progress but still have too many patients waiting
52 weeks or more. We continue to work collaboratively with referring hospitals to address the
main challenges of late referrals, as well as smoothing out our own processes to reduce the risk
of long waits.

Cancer performance

Just like waiting times, we recognised that our cancer performance was not good enough and it
formed another of our key objectives for 2025/26.

For example, in January 2025, just 17.5% of our patients began treatment within 62 days of a
cancer referral. However, by January 2026, thanks to the hard work of our teams, this had
improved to 83.8%, above our target of 75% and close to the national standard of 85%.

This progress means that we are the most improved NHS trust in the country for cancer waiting
times, improving the quality of care for patients.

Financial position

Our third central objective this year has been money, with a plan to breakeven. Financial
efficiency is closely linked to clinical improvement and high-quality care. We remain on track to
meet the target to breakeven.

Other highlights

Away from our key RTT, cancer, money, and our three quality account priorities, there are a
number of highlights that show the continued high quality of our services:

» We have the shortest waiting times for non-urgent heart transplants out of all six UK
adult centres[1]: 248 days vs a national average of 788

» We have the shortest waiting times for non-urgent lung transplants out of all five UK
adult centres[2]: 200 days vs a national average of 449

Our surgical outcomes* for cardiac, thoracic and pulmonary endarterectomy (PEA) surgery are
back to our historical best:
» 1.96% mortality for cardiac surgery and PEA

» 0.41% mortality for thoracic surgery


https://ukc-word-edit.officeapps.live.com/we/wordeditorframe.aspx?ui=en-GB&rs=en-GB&wopisrc=https%3A%2F%2Fnhs.sharepoint.com%2Fsites%2Fmsteams_90e384%2F_vti_bin%2Fwopi.ashx%2Ffiles%2Fa7e62b7021394286a5a4deae4a11d38b&wdexp=TEAMS-TREATMENT&wdenableroaming=1&mscc=1&hid=0BA205A2-9028-0001-5512-F0C445650EF3.0&uih=sharepointcom&wdlcid=en-GB&jsapi=1&jsapiver=v2&corrid=dfa6b60e-c63e-0157-0809-bb272ae77d66&usid=dfa6b60e-c63e-0157-0809-bb272ae77d66&newsession=1&sftc=1&uihit=docaspx&muv=1&ats=PairwiseBroker&cac=1&sams=1&mtf=1&sfp=1&sdp=1&hch=1&hwfh=1&dchat=1&sc=%7B%22pmo%22%3A%22https%3A%2F%2Fnhs.sharepoint.com%22%2C%22pmshare%22%3Atrue%7D&ctp=LeastProtected&rct=Normal&wdorigin=TEAMS-MAGLEV.teamsSdk_ns.rwc&wdhostclicktime=1775028652858&afdflight=100&csiro=1&instantedit=1&wopicomplete=1&wdredirectionreason=Unified_SingleFlush#_ftn1
https://ukc-word-edit.officeapps.live.com/we/wordeditorframe.aspx?ui=en-GB&rs=en-GB&wopisrc=https%3A%2F%2Fnhs.sharepoint.com%2Fsites%2Fmsteams_90e384%2F_vti_bin%2Fwopi.ashx%2Ffiles%2Fa7e62b7021394286a5a4deae4a11d38b&wdexp=TEAMS-TREATMENT&wdenableroaming=1&mscc=1&hid=0BA205A2-9028-0001-5512-F0C445650EF3.0&uih=sharepointcom&wdlcid=en-GB&jsapi=1&jsapiver=v2&corrid=dfa6b60e-c63e-0157-0809-bb272ae77d66&usid=dfa6b60e-c63e-0157-0809-bb272ae77d66&newsession=1&sftc=1&uihit=docaspx&muv=1&ats=PairwiseBroker&cac=1&sams=1&mtf=1&sfp=1&sdp=1&hch=1&hwfh=1&dchat=1&sc=%7B%22pmo%22%3A%22https%3A%2F%2Fnhs.sharepoint.com%22%2C%22pmshare%22%3Atrue%7D&ctp=LeastProtected&rct=Normal&wdorigin=TEAMS-MAGLEV.teamsSdk_ns.rwc&wdhostclicktime=1775028652858&afdflight=100&csiro=1&instantedit=1&wopicomplete=1&wdredirectionreason=Unified_SingleFlush#_ftn2

Quality Account 2025/2026

Wound infections

One of the main challenges to quality is hospital-acquired infections, specifically for us wound
infections (SSls). This has been an ongoing cause for concern for the past few years with many
different interventions and reviews, including footfall in theatres, ventilation, use of new
dressings and behavioural change.

Our rate of wound infection for patients undergoing coronary artery bypass graft (CABG)
remains above the national benchmark of 2.6%. The most recent validated data, for quarter 3
(October to 2025), shows our rate at 5.6%. The vast majority of these are superficial infections,
and although it’s good to see the more serious organ and deep space infections are low, we
recognise that these rates are far too high, regardless of how deep the infections are. Our chief
nurse, who is also our director for infection prevention and control, continues to lead
improvement work.

Valve surgery is not subject to the same scrutiny, but we go over and above and monitor our
rates for this too. Our infection rate for the same period is 2.8%, above our internal target of 2%.

Inclusive leadership and workplace culture

Finally, we have continued with our vital work on our vision for inclusive leadership. There is a
direct link between how we treat each other and our outcomes: personal conduct is clinical
excellence.

A lot of our work has been based on the research by Professor Michael West, who says that ‘if
we want to create cultures of high-quality compassionate care, then we need to have leaders
who embody the value of compassion’.

We continue to embed inclusive and effective leadership across the organisation.

It was pleasing to see that we continue to make steady progress in the NHS Staff Survey
including in areas where we have maturing programmes of work in leadership, management,
flexible working, health and wellbeing, and morale, all of which positively impact quality of care.

The responses in the staff survey show that more work is needed to improve sexual safety for
our colleagues, although it's good to see staff feeling increasingly confident to report incidents.
There is also more to do to improve respect and reduce incidents of harassment, bullying and

abuse.

Our new strategy: At the centre of heart and lung care

This year we also undertook one of the most comprehensive engagement processes in our
Trust’s history, hearing from more than 1,400 people to be able to develop and launch our new
five-year strategy for 2026-2031.

To help with this, we recruited a diverse group of 12 staff members — called Team 2031 — who
during eight weeks supported with:

¢ Internal staff engagement (using one-to-one discussions, focus groups, team meetings,
and conversations around the hospital)

¢ Patient and community engagement (with patients in hospital, patient support groups,
and community activities)

¢ Learning from external organisations (meeting stakeholders from various industries and
sectors).
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We also ran a comprehensive online survey that received 467 responses from staff (273),
patients and community (185), and partners (9).

We used a ‘pairs discussions’ approach where Board members and staff leaders met together
with 29 partner organisations. Five fortnightly strategy webinars provided updates and gathered
ongoing feedback which alongside targeted workshops with groups like our consultant doctors’
forum ensured we heard from specific stakeholder groups.

From this compressive engagement work we have developed our new vision for 2031, mission,
and strategic objectives (further detail in 1.2 on next page).

Read our full masterplan for 2031: ‘At the centre of heart and lung care’.

The information and data contained within this report have been subject to internal review and
challenge and, where appropriate, external verification. To the best of my knowledge, the
information contained within this document reflects a true and accurate picture of the quality
performance of Royal Papworth Hospital NHS Foundation Trust in 2025/26.

Eilish Midlane
Chief Executive Officer
22 June 2026


https://royalpapworth.nhs.uk/vision-strategy
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Trust Mission, Vision, Aims and Values for 2026-2031

Our new mission and vision

Our mission is to transform what is possible for patients with heart and lung
conditions. We deliver outstanding care by building thriving teams.

Our vision is to be a centre for heart and lung care which is renowned for clinical
excellence, innovative partnerships, and where every member of staff is valued,
empowered and proud to work here

All of this will be delivered consistently in line with our values of compassion,
excellence and collaboration

Our Six Strategic Aims for 2026-2031:

By 2031 we want to be a centre for heart and lung care which is renowned for:

Clinical excellence:
e Focusing on clinical excellence in our services
e Creating a culture of innovation, team-working and learning

Innovative partnerships:
e Partnering locally and regionally to extend our impact
e Leading nationally and internationally in heart and lung care

Where every member of staff is valued, empowered and proud to work here:
e Ensuring all staff are valued and empowered
e Getting the basics right

Our Trust Values

Compassion

Recognises and responds to the needs of patients and
colleagues

Excellence

Makes a difference with each small improvement and by being
open to new ways of working

Collaboration

@ We achieve more together
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Part 2 - Priorities for improvement and statements of assurance from the Board

2.1 Priorities for improvement

Welcome to Part Two of our report. It begins with a summary of our performance during the past
twelve months compared to the key quality targets that we set for ourselves in last year’'s quality
report.

The focus then shifts to the forthcoming twelve months, and the report outlines the priorities that
we have set for 2026/27 and the process that we went through to select this set of priorities.

The mandated section of Part 2, which follows, includes mandated Board assurance statements
and supporting information covering areas such as clinical audit, research and development,
Commissioning for Quality, and Innovation and data quality.

Part 2 will then conclude with a review of our performance against a set of nationally mandated
quality indicators.

Summary of performance on 2025/26 priorities

Our 2024/25 Quality Report set out our quality priorities for 2025/26 under the quality domains
of patient safety, effectiveness, responsiveness and well led. See our 2024/25 Quality Account
for further detail: https://royalpapworth.nhs.uk/our-hospital/information-we-publish/annual-

reports

The following section summarises the three quality improvement priorities identified for
2025/26. The tables below demonstrate achievements against these 2025/26 Goals.

Priority 1: Waiting Lists and reducing harm for those waiting
Priority 2: Discharge assurance

Priority 3: Health Inequalities and Equality and Diversity of our Patients and
families/carers.

10
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Quality Account 2025/26 - Priority 1 - Waiting Lists and reducing harm for those waiting

Aim: To review and scope how we can embed further the requirement of DN807 Referral to Treatment (RTT) Clinical Harm Review Quality Assurance Procedure. To ensure we
have robust processes in place to be able to carry out for all patients who have been waiting for treatment on the RTT pathway, a clinical review once seen by our services. We will
also review non-RTT patient wait list to review the clinical risk for patients waiting, to understand our waiting lists and the risk for those waiting alongside identify areas for wait list

improvements.

Introduce digital Validation for wait lists, as it will help us gain better assurance and confidence in the accuracy of our patient waiting lists. Waiting list validation is a well-
established, key elements of our elective recovery plan and has many benefits for our patients. This includes:

» Receiving communication while waiting for care. During touchpoints, patients will be able to discuss any changes to their condition.

» Any change to a pathway will be a clinical decision that is communicated with the patient.

» Patients are more involved during their pathway, resulting in better patient experience.

Background: Research has shown that ‘People waiting more than 18 weeks for NHS treatments used more healthcare resources than others, research found. Healthcare
resource use differed depending on what treatment people were waiting for’. In March 2020, almost 4 million people were waiting for NHS treatment; by June 2024, this had risen
to almost 8 million. Before the pandemic, the NHS met its target of treating people within 18 weeks of referral for 86% people. By March 2022, fewer people (62%) were treated in

this time (NIHR Dec 2024).

To carry out an audit of
practice against DN807
Referral to Treatment (RTT)
Clinical Harm Review
procedure, to review how
the procedure has been
embedded and to identify
the gaps against the agreed
RTT clinical Harm review
process.

DN807 Referral to Treatment
(RTT) Clinical Harm Review
Quality Assurance Procedure.
Ratified and updated but not
embedded in all 3 clinical
divisions for RTT wait lists.

Baseline audit against
procedure planned for Q1 and
Evaluation of learning to be
reviewed in Q2.

In Q3/Q4 - this will be
evaluated against all waiting
list indicatives to re-review the
current DN807 RTT post
clinical reviews and agree
next steps.

An audit was completed against the standards set out in the RTT Harm Review Quality Assurance Procedure
(DN807) to assess the current compliance and process to identify opportunities for improvement in the harm review
process. The audit identified areas for improvement, including the need to review and update the RTT Harm Review
Quality Assurance Procedure (DN807) to reflect recent waiting list reduction activity and changes in patient cohorts.
The current procedure and process will need a full review and will be carried into next year (2026/27) for completion
and oversight by Quality and Risk Management Group (QRMG).

In addition, a retrospective look-back review of patient safety incidents and complaints relating to patients awaiting
care on the RTT pathway was undertaken. This review has provided assurance that no patient harm (moderate
harm or above) was identified as a result of patients waiting on the RTT waiting list, and that existing escalation and
clinical review processes have been effective in identifying and mitigating risk.

In response to identified wait times at the start of 2025/26, we developed a new updated harm review processes for
high-risk pathways, including structural and coronary intervention pathways and the Transcatheter Aortic Valve
Implantation (TAVI) pathway, these were established to enable prospective monitoring of patient harm and earlier
identification of clinical risk.

A digital reporting tool has been developed to identify patients requiring RTT harm reviews. This supports proactive
management by Divisional teams, with oversight through Divisional governance arrangements and the Access
Board, providing continued assurance of patient safety and robust scrutiny of waiting list risk.

11
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To launch the Digital
validation pilot for RTT
waitlists. This will start with
a small pilot project
commencing in RSSC, wi
be evaluated and reviewed
for further expansion to
other Trust clinical services.

We track RTT waitlist through
Planned Care Performance
and Delivery Group and this
is overseen by the Trust
Access Board.

Currently do not have a
validation process to contact
patients, while on the RTT
wait list.

Validate Digital pilot due to go
live in Q1 for 20-30 patients.

Evaluation of the completed
project will be completed in
Q2.

Further review of expansion
of pilot within the Trust for all
RTT (exclusion will be in
place) for Q3 onwards. With
ongoing evaluation process in
place.

A digital validation pilot was introduced and achieved a good patient response rate, demonstrating the potential
value of this approach in supporting waiting list management. However, plans to roll out the pilot Trust-wide were
not progressed due to a change in organisational focus towards accelerated waiting list reduction.

We reviewed it to reflect the waiting list reduction activity and changes in patient cohorts. As part of this review, the
criteria for digital validation have been revised to ensure alignment with the updated harm review approach and
current operational priorities.

As a result of the reduction in the size of the Patient Tracking List (PTL), together with the revised digital validation
criteria set out in the updated Standard Operating Procedure, the number of patients eligible for digital validation
has reduced. This ensures that digital validation activity remains targeted, proportionate and focused on patients at
greatest risk.

Risk review to be carried
out for all non - RTT wait
lists in the Trust, to clinically
advise around the risk of
waits for individual patient
groups for accessing our
initial services or for those
waiting for follow up
services.

We track all patient waits
through Planned Care
Performance and Delivery
Group, and this is overseen
by the Trust Access Board.

No current embedded
process to clinical risk review
non-RTT wait list for access
to service or for follow up
appointments.

1.Review of Patient tracking
lists for all waits (for non-
RTT).

2.Review incidents of harm to
identify if wait times have
impacted.

3.Review of patient
experience, Friends and
Family Test (FFT) and all
complaints, linked to
experience of waiting for
services.

4. Clinical risk review process
in place for all non-RTT wait
times by Q4.

Delivery of this workstream was delayed initially due to the implementation lead commencing in post and the
subsequent identification of the appropriate multidisciplinary group to support the work.

A scoping exercise has been undertaken to identify non-RTT waiting lists across the Trust. As part of strengthening
oversight, diagnostic Patient Tracking Lists (PTLs)—including DM01 and non-DM01 patients—were incorporated
into the weekly Trust PTL meetings from November. While this represents a significant improvement, it is
recognised that this does not yet capture the full cohort of non-RTT patients.

To address this, non-RTT patients, including those on DM01 pathways and planned surveillance diagnostics, are
now routinely discussed within weekly PTL meetings. Plans are in place to extend PTL discussions to include
follow-up patients in the next financial year, further strengthening governance and oversight.

Q2 (July): Additional area
added to this priority after
initial launch from review by
Q&R committee, and the
concerned link to wait time
and patient outcomes, for

Patients breaching 62-day
cancer pathway undergo RCA
process with review of
whether tumour has
progressed through pathway
as a surrogate of harm.

Regular reporting updates to
relevant groups/Committee
and through the quarterly
Quality Accounts updates,
with oncology focus.

- Daily PTL meetings

An enhanced governance structure was established to strengthen oversight and management of patients within
cancer pathways, ensuring timely progression through diagnostic and treatment stages.

Daily Thoracic Oncology referral triaging has been implemented and has reduced the initial time within the pathway,
while enabling the creation of a clear investigation plan or roadmap for each patient. This is supported by the
introduction of cancer investigation bundles, tailored to the stage of disease and likely treatment options, improving
efficiency and consistency of care.

12



those on the cancer
pathway.

To monitor and assess the
impact of harm due to
patient waiting lists within
our cancer pathway
(oncology focus). With a
focus on 2 areas as part of
the priority review:

1). How we are monitoring
the impact of harm due to
patient waiting lists for the
cancer pathway and what
mitigation are in place, to
try and reduce the waiting
list.

2). Additionally, to review
how we are assessing the
impact on longer term
survival and outcomes.

Tracking of patients through
weekly PTL process.

Assessing longer term
outcomes is not possible
under current NHS
processes. Previous national
process tracked 1, 3 and
Syears outcomes for patients
dependent on STPs. This
however has not been
monitored for a number of
years and no national
comparative data available.
No processes available at
trust level (RPH or otherwise)
to track this.

Monthly reporting
through Thoracic
Oncology Business
meetings

Reporting through Trust
Performance Committee
for Oversight

Daily Oncology Patient Tracking List (PTL) meetings have been introduced, with direct operational support and
oversight from Thoracic, Surgical and Radiology teams. These meetings support the early identification of
bottlenecks, delays and capacity constraints, with clear escalation routes in place, including additional diagnostic or
theatre lists and clinic overbooking where required.

Oversight is further strengthened through weekly cross-divisional governance, including the Cancer Recovery
Performance meeting and the Chief Operating Officer-led Cancer Delivery Strategic Oversight meeting, ensuring
senior leadership scrutiny and rapid decision-making.

A Task and Finish Group has been established to improve specific elements of cancer pathway processes,
including targeted work on pathways such as CT-guided lung biopsy, addressing known areas of delay or variation.

The Trust also participates in regional strategic meetings with partner organisations, focused on improving cancer
referral pathways and supporting system-wide flow and capacity.

In addition, cross-divisional cancer PTL discussions held three times per week, alongside cancer performance
reviews within the operational huddle, have significantly strengthened operational grip on cancer performance.
These arrangements have supported delivery against the 62-day standard, with the Trust maintaining performance
above trajectory both pre- and post-allocation, demonstrating sustained improvement and effective governance.

Executive Lead: Chief Nurse

Implementation Lead: Deputy Chief Operating Officer, supported by:

- Deputy Director for Quality & Risk,
- Associate Medical Director and Consultant Respiratory Physician in Thoracic Oncology

Head of Quality Improvement & Transformation

Cardiology Divisional Leads:

- Head of Nursing, Divisional Operations Director, and Consultant Cardiologist and Divisional Director for Cardiology

13



Quality Account 2025/26 Priority 2 - Discharge Assurance
Aim: We need to ensure safe and effective discharge, ensuring discharge forms and paperwork are correct, issued in a timely way and aid future care for the patient.
safe discharges alongside increasing patient flow, to be able to treat more patients.

Enhancing

Background: The Department of Health and Social care have updated their Statutory guidance on Hospital discharge and community support guidance (updated 2024) which now
outlines that NHS bodies and local authorities should agree the discharge models that best meet local needs and are effective and affordable. Additionally, following on from the
wider learning from an inquest into a death at RPH in 2021, linked to other district general hospitals, the Department of Health and NHS England have issued a report in relation to
discharge summaries nationally and the ability of medical staff to have the most pertinent and up to date patient information easily accessible on transfer.

Trust position: This work has started with our Discharge Assurance group, with several workstreams developing, that will feed into this group. However, this is a key area of focus,
to ensure we can embed a safe and effective discharge process with discharge summaries being a key part to this. Following on from the Learning from Deaths learning, we need

to build further assurance, and it is recommended this is taken forward as a priority for 25/26.

To review the Discharge
& Transfer Procedure
DN096

DNO096 exists but is
outdated; does not reflect
updated national guidance
or best practice.

To review and publish DN096 by end of Q1. Overview
of contents to align with national standards. To include
the following to enable divisional and ward-based
implementation of discharge practices:

e  Flow chart

e Roles and Responsibilities

e  SAFER principles
Relaunch of DN096 by end of Q2 via:
e  message of the week
o  Newsbites
e  updated intranet page
e training and education events

Q3 training and education to embed SAFER practice at
divisional and ward level
Audit of compliance against DN096 procedure in Q4

The Discharge & Transfer Procedure (DN096) was collaboratively reviewed and revised
through the Discharge Assurance Group and successfully launched in January 2026. The
revised procedure includes:

o  (Clear flow charts outlining discharge pathways

o Explicitly defined roles and responsibilities across the multidisciplinary team

o  An explanation of SAFER principles and alignment with national discharge standards

In parallel, the Guidance for the Safe Transfer of Adult Patients (excluding critical care)
(DN765) was revised and issued as a separate, stand-alone document to ensure clarity and
appropriate application in non-critical care settings.

Operational ownership of discharge practice sits at divisional and ward level, with local
compliance monitoring undertaken through established ward and divisional governance
processes.

Ongoing Discharge audit capacity has been prioritised for completion of the discharge
summary audit. Findings from this audit will be used to inform and support the next phase of
discharge improvement activity.

To review discharge
related metrics and
reporting at Trust and
divisional level

The Trust has an existing
SAFER metrics dashboard
Ward level do not have
visibility of discharge
metrics

Divisions have access to
existing discharge metrics

- Benchmarking against national metrics

- Data completeness

- Routine ward/divisional reporting

Q1: Identify gaps in data reporting and incorporate
responsibilities into revised DN096

Q2: Implement ward-level visibility of key discharge
metrics

National metric standards in support of SAFER principles have been identified, with a
dashboard established and accessible to Divisions. During this process, gaps in reporting
metrics were identified, and the Discharge & Transfer Procedure (DN096) has since been
updated to explicitly include the national standards.

A ward scorecard has been developed and now incorporates discharge-related metrics,
providing wards and divisions with regular, structured oversight of performance.
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dashboard but do not report
on these.

The Trust reports on
discharge metrics but this is
incomplete data as not all
national data is currently
collected at RPH

Q3: Establish divisional reporting mechanisms

Q4: Discharge metrics reported routinely at divisional
level (e.g. in performance reviews)

Q1-Q4: Ongoing collaboration with NEXUS to ensure
new Electronic Patient Records (EPR) supports
reporting at all levels

The requirement for divisional scrutiny of discharge metrics, in support of patient flow and
system resilience, has been formalised within the Trust's Winter Plan, reinforcing
accountability and consistent review.

Where possible, national discharge terminology (for example, Criteria to Reside) has been
embedded within the current Electronic Patient Record (EPR) and is being used in routine
clinical practice. Divisions and wards have access to discharge metrics via both the monthly
ward scorecard and the QLIK dashboard.

Further progress in real-time reporting is constrained by the limitations of the current EPR.
Until implementation of the new EPR, discharge data can be reviewed retrospectively, with
significant improvement in live reporting dependent on the new system.

To review and overhaul of
Discharge Summary
documentation

There are currently 8
separate discharge
summaries on Lorenzo.
The Trust has received
complaints from GPs
regarding the quality and
clarity of discharge
summaries from RPH

- Completion and roll-out of single format

- Education reach

- Annual audit of summary quality and stakeholder
feedback

Q1: Review professional records standards for e-
discharge and draft new single discharge summary
Q2: Launch new summary in Lorenzo with trust wide
communication and training to ensure content of
discharge summaries is pertinent

Q3: Ongoing education and clinical engagement
Q4: Implement new annual audit of discharge
summaries and review of ongoing feedback from
stakeholders, with action plan for improvement

The electronic Discharge Summary was collaboratively reviewed by key clinical and
operational stakeholders and revised to ensure alignment with national requirements.

The revised discharge summary was launched in Q2, with implementation supported by
both Digital and Clinical Education teams. Ongoing user feedback has enabled responsive
amendments to the design, ensuring patient safety and information quality are maintained.
Improvements included, for example, enhanced visibility of medications while completing the
discharge summary.

Targeted clinical education was delivered to support improvements in the quality and
completeness of information recorded within discharge summaries, reinforcing best practice
and national expectations.

An audit of the revised discharge summary has been completed. Findings and
recommendations will be presented to the June meeting of the Discharge Assurance Group
and used to inform the next cycle of improvement in discharge summary quality.

To improve safety of
medication at discharge

We review the number of
incidents and reasons,
24/25 e.g. supplied wrong
drugs, incompatibilities on a
monthly and Bi-annual
basis.

Q1: Define harm-related medication discharge
categories; agree divisional reporting responsibilities, to
aid maintaining reporting to support learning culture.

Q2-Q3: Embed medication safety data into divisional
governance processes

The Guidance for the Investigation of Incidents, Complaints and Claims (DN206) was fully
rewritten to align with investigation principles following implementation of the national Patient
Safety Incident Response Framework (PSIRF). The revised guidance places greater
emphasis on meaningful involvement and engagement of patients, families and staff who
are affected by, or involved in, incidents and complaints.
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We review the number of
complaints for 24/25, to look
at themes for improvement
on a monthly and Bi-annual
basis.

Q2-Q3: Pilot supplementary learning tools (e.g.
debriefs, case reviews) in response to selected
incidents

Q4: Evaluate divisional actions and learning; report key
themes and improvements to Discharge Assurance
Group

A refresher on PSIRF principles and the “Being Fair” approach to incident investigation was
delivered at the August 2025 Medicines Safety Group meeting, reinforcing a
learning-focused, just and compassionate response to patient safety incidents.

A patient safety investigation (PSlI) into medication issues/errors at discharge was formally
launched, supported by a cross-professional working group. Data relating to discharge
medication incidents from the previous 18 months was reviewed, and a multidisciplinary
workshop was held in December 2025 to support shared learning and system
understanding. The investigation remains ongoing, with completion expected in June 2026.

Direct observations of the discharge medicines process, a retrospective audit are continuing
to inform learning. In parallel, a Standard Operating Procedure (SOP) detailing the
end-to-end discharge medicines process is currently being drafted to support safer, more
consistent practice.

To improve Patient
Experience of discharge

No of complaints for 24/25?
Patients receive varying
amounts of information
related to the discharge
process.

- Reduction in discharge-related complaints
- Qualitative patient feedback

Q1 Design and launch a new, singular Discharge
Patient Information Leaflet.

Leaflet to include patient expectations of Discharge
Lounge

Q2-4 Monitor patient complaints / feedback related to
discharge with an ongoing action plan for
improvements.

A Patient Safety Partner (PSP) has been formally assigned to the Discharge Assurance
Group, strengthening patient involvement and co-production within discharge improvement
work. Two key areas of focus have been agreed:
o Patient experience of discharge, both pre- and post-launch of the Discharge
Patient Information Leaflet

o Patient experience of medication-related aspects of discharge

The Discharge Assurance Group routinely monitors patient feedback and is working
collaboratively with identified wards to improve the clarity, quality and patient understanding
of information documented within discharge summaries. This includes ensuring discharge
documentation accurately reflects the care provided and is accessible to patients.

The new Discharge Patient Information Leaflet was successfully launched in Q3, providing
patients with consistent, clear information to support safer transitions of care.

A review of the implementation, use and impact of the Discharge Patient Information Leaflet
has been undertaken by the Patient Safety Partner. The review report is currently being
finalised and is scheduled for publication in Q1 2026/27. Findings will be used to inform
further improvements to discharge communication and patient experience.

Executive Leads: Chief Nurse and Medical Director
Implementation Lead: Chief Allied Health Professional, supported by

e Discharge Assurance Group — This is a skill mixed group of Nurses, Allied health professional, Doctors, and other key roles involved in the Discharge process in the Trust
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Quality Account 2025/26 Priority 3 Health Inequalities and Equality and Diversity of our Patients and families/carers.
Aim: To further embed our work on health inequalities and focus on our commitment to equality and diversity, the review and development of services to enhance accessibility for

all patient populations. This would include improving the recording of patient demographics within our EPR and how this is embedded into the Nexus project. Further, ensuring all

patient feedback and Friends and Family Test evaluation include the ability to filter patients with protected characteristics for analysis of their experience. To launch the new
translation service from April 2025 and new ways of working, using technology and ensuring that the new services is accessible to all. Another area to review is Did Not Attend
(DNA) by patient groups to ensure disadvantaged groups are able to access our services.

Background: Within the NHS Long term plan - there is recognition that for reasons both of fairness and of overall outcomes improvement, the NHS should take a more concerted
and systematic approach to reducing health inequalities and addressing unwarranted variation in care (NHS Long Term plan 2019). When assessing high -quality, person-centred
care, under the Single Assessment Framework (CQC 2023) CQC considers the experience of people with protected equality characteristics and those most likely to have a poorer

experience of care or experience inequalities.

Create a new oversight Group not in c) Health Inequalities Panel created with bimonthly A Health Inequalities Panel has been established and meets on a quarterly basis, providing
Health Inequalities Panel | existence. meetings in place. structured oversight and challenge. The Panel reports directly to the Quality & Risk
to support clinical ¢)  Governance structure set up with Terms of Reference 0033&%.. ensuring senior-level governance and alignment with the Trust’s quality and
governance and oversee and group reporting into QRMG safety priorities.
focussed activiies within c) Focussed working groups to be .mc orted by dedicated
the Trust. medical role g group PP y Terms of Reference for the Panel have been agreed and formally ratified, clearly setting
: out its purpose, scope, membership and reporting arrangements.
To support meaningful engagement and evidence-based insight into health inequalities, a
PhD student has been identified to support the facilitation and analysis of patient focus
groups, strengthening qualitative understanding and informing targeted improvement
activity.
Review of patient referrals | Process not in b)  Undertake a literature review and review of population The first Trust self-assessment was undertaken for the period November 2024 to
to identify if they are place data demographics, to include economic deprivation November 2025 and was peer reviewed by regional partners, providing external challenge
representative of the and ethnicity, for analysis of equitability of services. and assurance of the scoring methodology. The services included within the initial
populations we serve to EDS2 completed b Wit : o [ ez Al forer i il assessment were:
assess for equitability to for 2024/25 ) fy any gap v y e  Respiratory Support and Sleep Centre (RSSC)

access.

approaches to operate within current resources.

e Diabetes Services

Under the EDS22 framework, a total score of 8-21 across all domains is rated as
Developing, while a score of 22-32 is rated as Achieving.

The Trust's overall organisational score was 21, resulting in a rating of Developing. This
reflects an early stage of maturity in embedding equality objectives and provides a baseline
for future improvement.
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An EDS22 action plan for March 2026 to March 2027 is in place, setting out clear actions to
address identified gaps and support progression towards an Achieving rating.

Scoping of interventions
aimed to reduce the
health inequalities
experienced by our
patients.

Tobacco
Dependency
programme in
place at start of
2025/26.

Cardiac
Rehabilitation
services in place
at the start of
2025/26.

No overall
Governnace to
pull together all of
the health
inequalities
intervention in
place or under
development.

Defined interventions to address health inequalities and
improve health for the representative patient population
identified, eg interventions to support with Obesity.

Mapping of patient pathways and any resource required
for new interventions.

The Health Inequalities Panel that has been established and meets quarterly, receives
updates, to aid co-ordination and development of ongoing health inequalities programmes.
An example of areas achieved in year are:

A further mapping exercise was underway in relation to the Weight Loss Management
Programme, which commenced in October 2025. This work aligns the with NHS criteria,
with a particular focus on priority cohorts. A generic letter was developed for patients who
are eligible for Mounjaro, or other weight programmes enabling communication with the
patient’s GP, subject to the patient’s consent. This has widened access for patients and
supported many of them with weight loss in year. This programme will continue in 2026/27.

Preventative care remains central to Royal Papworth Hospital's strategy. The Treating
Tobacco Dependency programme, aligned with Core20PLUSS5, continues to develop and
includes participation in the IMPACT study, which addresses household smoking cessation
support to reduce wider health harms and inequalities.

Cardiac Rehabilitation services promote lifestyle change through personalised, inclusive
care menus, supporting patients to engage in sustainable behaviour change. Interstitial
Lung Disease (ILD) and Oncology teams have advanced preventative and equitable
approaches through regional virtual multidisciplinary team (MDT) working, enabling earlier
specialist input and reducing inequities in access to timely treatment. Across ILD and
Transplant services, deprivation indices and demographic trend analysis (including
ethnicity and socioeconomic background) are used to inform service planning and improve
equitable access and patient experience.

Royal Papworth Hospital contributes to reducing cancer inequalities through Integrated
Care System (ICS) collaborations focused on earlier diagnosis and equitable treatment
pathways. Oncology services have participated in pathway redesigns and data-driven
initiatives, informed by socioeconomic and ethnicity-linked trends, under the Core20PLUS5
framework.

Executive Lead: Medical Director
Implementation Leads: Chief Nurse and Medical Director, supported by Health Inequalities Panel Members
Deputy Chief Executive, Deputy Director for Quality & Risk, Head of Quality Improvement & Transformation, Chief Allied Health Professional and Health Inequalities Specialist.
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Quality Account 2025/2026

2.2 Quality Account Priorities for 2026/27

Our priorities for 2026/27 reflect the domains of quality: patient safety, clinical effectiveness, well
led and patient experience. Our priorities are:

Priority 1: Patient experience and engagement and learning from patient/carer feedback and
involvement

Priority 2: Acute Pain Management

Priority 3: Prehabilitation

Equality Delivery Statement: We will ensure patients have access to the right care at the right
time through this quality improvement work our approach will focus on addressing any equality
and health inequalities for patients.

To determine its Quality Priorities for the coming year the Trust reviewed clinical performance
indicators and identified a long list of improvement proposals that were considered with input
from clinical teams, our Patient & Public Involvement Committee and the Quality & Risk
Committee before the final priorities were selected.

Progress and achievement of goals in relation to our priorities will be reported and monitored by

the Quality & Risk Committee (a Committee of the Board of Directors). Reports will also be
presented to the PPl Committee and the Council of Governors.
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Quality Account 2025/2026

Quality Account 2026/27 - Priority 1 - Patient experience and engagement and learning
from patient/carer feedback and involvement

Background: Within the NHS long term plan (2019) and the new CQC Quality statements is the clear
recognition of listening and involving patients and their carers in our services and the care we offer,
ensuring services and providers need to work together to plan and deliver high quality care (CQC 2023).

Proposal: to increase capacity for patient participation and co-production capacity. Continue the scoping
for resource required for further Patient Experience, engagement and co-production of our services and
future services. This would include benchmarking of activity against other Trusts. Embedding of
complaints actions/improvement within our services using themes for learning process followed. To be
able to undertake audit of patient feedback and resulting improvements. Furthermore, working from
engagement to co-production where we would have increased capacity for the involvement of patients,
families and Next of Kin, in the co-production of our services.

Objectives 2026/27

Baseline position for April 2026

How will this be measured?

1a). Scope current provision, capability and
capacity to support progression from our
current patient experience and engagement
model — to what would be required to be
able to develop co-production capacity
model.

1b). To benchmark the Trust’s current
patient experience, engagement activity
against comparable NHS Trusts and
organisations with established
co-production models, in order to identify
best practice, maturity gaps and
transferable approaches that will inform the
Trust's future co-production development
plan.

1c). To develop clear structures and
governance arrangements that enable
patients, families and Next of Kin to
meaningfully engage in, contribute, co-
design and enable co-production of
services, ensuring their views and
participation influence service design,
delivery and improvement.

The Trust has a corporate patient
experience team (4.5WTE) that covers
PALs service, FFT survey, Complaint
process, volunteer workforce (approx. 70
individuals) and the Trust Bereavement
process.

Formal governance arrangements include
a quarterly Patient Carer Experience
Group (PCEG) and a quarterly Public and
Patient Involvement (PPI) Committee led
by a Public Governor, alongside active
patient-led support groups, notably within
Transplant services.

Three part time volunteer Patient Safety
Partners (PSP) are embedded within
patient safety, experience and quality
improvement activity (sessional work is
paid in line with PS roles).

PSPs, volunteers and governors attend
and contribute to visibility rounds, quality
accreditation visits and external service
reviews.

There is no formal structure or
programme of work for co-design or co-
production of our services.

Complete a Trust-wide review of current patient
experience, engagement structures, including
workforce, roles and capacity to identify the
required resources and Governnace to develop
co-production.

Complete and report a gap analysis identifying
actions required to strengthen patient
engagement and support future co-design and
co-production.

Agree key actions to take in incorporating the
patient voice into improvement at an early stage,
including learning from others who do this well,
and identifying ‘quick wins'’ for 2026/27.

Develop a Trust Patient and Carer Strategy
through co-production, clearly setting out the
Trust's vision and commitment to patient
experience, engagement, co-design and
developing our capacity for co-production, and
guiding how patients, carers and families are
involved in shaping services.

2). To review and further develop the
Friends and Family Test (FFT) survey to
ensure alignment with national guidance,
and to explore the inclusion of
locally-developed supplementary questions
to capture richer, more meaningful patient
feedback that informs service improvement
and design.

The Trust currently uses the Friends and
Family Test (FFT) survey, comprising
three national questions measuring
patient satisfaction, privacy and dignity.

The survey is supplemented with
additional locally-developed questions to
support quality monitoring and includes a
free-text section inviting patients to
identify areas for improvement, ensuring
both quantitative and qualitative patient
feedback informs service development.

Complete a review and development of the
mandated Friends and Family Test (FFT) in line
with national guidance, using an updated digital
platform (Formic). To have in place enhanced
reporting and live ‘real time’ dashboard
monitoring of FFT scores and feedback for our
services.

We will look to develop some local FFT surveys
for services, to enhance and help capture
meaningful patient feedback to inform service
improvement, at the time of re-design or
development.

3). To scope and strengthen the collection
and use of Patient Reported Outcome

Limited formal PROM’s and PREM'’s
process in place for our services,

Agreed PROM'’s and/or PREM's criteria and process
in place for services.
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Measures (PROM’s) and Patient Reported | feedback in general measured by FFT

Experience Measures (PREM’s) to improve | survey. Develop and implement tools in agreed services.
patient centred service design and quality
improvement. Conduct an annual audit of Patient Reported

Outcome Measures (PROMs) and Patient Reported
Experience Measures (PREMSs) to assess how
patient feedback is analysed, acted upon and
translated into measurable service improvements.

4). To enhance and embed further our Complaints and FFT process in place, Develop a formal process for the identification,
learning from complaints, FFT surveys and | with monitoring of action developed from | sharing and monitoring of themes, actions and
other feedback (e.g. through social media this feedback process. The outcome of resulting improvements from all our Patient and

platforms) to develop systematic process to | these is reported through QRMG and carers feedback processes to ensure learning is
be able to identify themes, trends and Q&R Committee and within services. embedded within services and contributes to
improvement actions, ensuring sustained quality improvement.

improvements are implemented, monitored | No formal process to capture feedback
and shared to support continuous quality through social media platforms.
improvement and prevent recurrence.
No formal way to systematically bring all
feedback together in one format for
analysis.

Executive Lead: Chief Nurse
Implementation Leads: Chief Allied Health Professional & Deputy Director for Quality & Risk

Supported by:

Patient Experience Manager
Clinical Audit Manager

Two Named Matron leads
Patient Safety Partner
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Quality Account 2026/27 Priority 2 - Acute Pain Management

Background: Effective acute pain management is essential to improving patient recovery, minimising
complications, and supporting enhanced recovery pathways. Evidence from the Royal College of
Anaesthetists (RCoA, GPAS Chapter 11) and the Faculty of Pain Medicine (FPM) Core Standards for
Pain Management Services (2021) highlights that dedicated acute pain services reduce opioid-related
harm, unplanned critical care admissions, and delays to mobilisation or discharge.

Trust position: Patient feedback of experience as evidenced through patient stories and quality
accreditation visit highlighted concerns relating to cultural misconceptions in relation to pain as well as
issues accessing pain relief, opioid management, and pain management on discharge. A comprehensive
review of the Acute Pain Service was undertaken to explore what systemic improvements were needed at
Royal Papworth Hospital (RPH).

Proposal: Consider recommendations from the acute pain review. This involves scoping the service,
establishing baseline data collection and metrics. It also involves developing formal referral pathway,
strengthening education and training to also include enhancing cultural awareness and equality.

Objectives 2026/27

Baseline position for April 2026

How will this be measured?

Scope and strengthen Acute Pain
Management (APS) within the Trust to
ensure it is appropriately resourced and
aligned to the needs of Royal Papworth
Hospital and the population it serves.

A review of the Acute Pain Service (APS)
undertaken in June 2026 concluded that the
current establishment does not meet national
standards for acute pain management,
including Faculty of Pain Medicine core
standards, CQC expectations and the Health
and Social Care Act 2012.

Current provision is limited to 0.25 WTE Pain
Specialist Nurse, 0.5 PA Consultant
Anaesthetist input, and ad-hoc out-of-hours
registrar support. In the absence of dedicated
APS cover, interim support is provided by the
ALERT Advanced Clinical Practitioner team;
however, this diverts them from core duties and
does not provide sufficient specialist support for
complex pain management.

Review current APS provision, capacity and
resource, including workforce and operational
coverage

Define the required role, scope and model for
an Acute Pain Service appropriate to the Trust's
specialist pathways

Benchmark APS provision against comparable
specialist and cardiothoracic Trusts

Develop a business case for investment, where
gaps are identified, to ensure the service meets
clinical demand and quality standards

Develop and upskill the existing
workforce by strengthening education
and training programmes, to support
safe, effective and equitable pain
management and improve patient
experience and outcomes.

The Acute Pain Service (APS) provides
ongoing training and support through a network
of Pain Link Nurses across the Trust,
supporting the consistent application of best
practice.

Educational resources are available on the
Trust intranet to support staff new to the
organisation, and these are currently being
developed into a formal e-learning package to
strengthen and standardise training.

In addition, intranet-based troubleshooting
guides are in place to support staff with pain
management queries, including out-of-hours
requirements.

Explore and evaluate alternative workforce
models, including the expanded use of
Advanced Clinical Practitioners with specialist
pain management training, to improve
resilience, sustainability and clinical capability.
Undertake a training needs analysis to define a
clear novice-to-expert competency pathway for
staff involved in acute pain management.
Develop a standardised suite of Acute Pain
e-learning modules, hosted on HEART (Trust
database for staff), to support consistent
training delivery and provide an auditable
record of completion.

Establish a centralised system for recording
pain management competencies, replacing
locally held spreadsheets to strengthen
governance and oversight.

To address identified governance and
policy gaps by reviewing, updating and
standardising all relevant procedures,
protocols and clinical guidelines,
ensuring they reflect current national
standards, support safe practice and
provide clear accountability.

To include:

Although there is no single NICE guideline for
acute pain, APS practice aligns with nationally
recognised principles across multiple guidance
sources. Pain assessment has recently been
standardised across the Trust using a 0-10
pain scoring tool, replacing previous local
variation.

Standardise pain assessment and
management, through agreed tools and
guidelines for the measurement and treatment
of pain, aligned with best practice.

Review and update all pain management
policies, procedures and guidelines, addressing
identified governance gaps and reducing
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1. Robust referral pathway A suite of pain management policies is in place compliance risk, supported by a sustainable
2. Standardised pain with identified documents requiring update to policy review process.
assessment tool ensure ongoing compliance. e  Establish formal governance arrangements for
A new Acute Pain Standard Operating APS data collection and monitoring, to support
Procedure (SOP) is being developed oversight, quality assurance and continuous
improvement.
Review health Inequalities in relation to | The absence of structured data on ethnicity, To develop a structured approach to capturing and
acute pain management language needs and cultural competence reporting equity-related data through the

training currently limits the Trust's ability to fully | implementation of the new Electronic Patient Record
understand and monitor potential inequalities in | (EPR), enabling improved collection of information
acute pain management across patient groups | on patient characteristics, needs and outcomes to
support monitoring of inequalities and inform service
improvement.

Executive Leads: Chief Nurse & Medical Director
Implementation Leads: Deputy Chief Nurse

Supported by:

e ALERT team
Lead Nurse for Pain
Lead Medic for Pain
Patient Safety Partner
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Quality Account 2025/26 - Priority 3 - Prehabilitation

Background: Prehabilitation is increasingly recognised nationally as a key component of elective care
pathways, supporting patients to optimise their physical, psychological and social wellbeing before
treatment or surgery. Evidence suggests that effective prehab can improve postoperative outcomes,
reduce complications, shorten length of stay, enhance patient experience, and support faster functional
recovery. National programmes such as Waiting Well, Getting it Right the First Time (GIRFT)
recommendations, and the NHS Elective Recovery Plan all emphasise the importance of supporting
patients during waiting periods, particularly those at higher risk of deconditioning, frailty, or poorer

outcomes.

Trust position: At present, the Trust has a number of isolated prehab-related initiatives underway. These
include service-level responses to long waiting lists, often focused on maintaining function or preventing
deterioration and involvement in multicentre trials and externally led demonstration projects, including
digital and app-based approaches. While these activities demonstrate motivation and emerging expertise,
they are currently fragmented. There is no single point of oversight or coordination, and no shared
framework for defining need, prioritising populations, or evaluating impact. This creates a risk that prehab
remains opportunistic rather than systematic, limiting its impact and sustainability.

As a result:

The scale and nature of unmet need are not clearly defined.

There is likely duplication of effort and underutilisation of shared expertise.

Learning from pilots and trials is not consistently captured or spread.

Opportunities to align prehab activity with strategic priorities (elective recovery, health

inequalities, workforce sustainability, digital transformation) may be missed.

Proposal:

o Establish a coordinated, Trust-wide approach to prehabilitation, moving from isolated, service-led
initiatives to a strategic, needs-led model.
e The initial focus will be on creating clear oversight and governance, mapping existing prehab-
related activity, and identifying where intervention is urgent, necessary, and achievable. This will
include understanding the current skills and resources within the Trust, identifying gaps, and
developing a prioritised roadmap for delivery.
By doing so, the Trust can reduce duplication, maximise shared expertise, and ensure that prehab activity
is aligned with elective recovery, Waiting Well, health inequalities, and digital transformation priorities

ultimately improving patient outcomes, experience, and system efficiency.

Objectives 2026/27

Baseline position for April 2026

How will this be measured?

To develop a coordinated, Trust-wide
approach to prehabilitation, moving
from isolated, service-led initiatives to a
strategic, needs-led model that
supports equitable access, optimises
patient outcomes and ensures
consistent delivery across clinical
pathways

There is currently no single, coordinated
Trust-wide model for prehabilitation.

Existing prehabilitation activity takes place
in isolated pockets across services, with
significant variation in scope, access and
delivery, and is largely service-led rather
than strategically planned.

There is no consolidated view of current
provision, no agreed organisational model,
and no benchmarking against comparable
Trusts.

Undertake an organisational appraisal of current
prehabilitation-related activity, identifying
existing provision, gaps, challenges,
opportunities and recommendations to inform
future development.

Complete a benchmarking exercise with
comparable Trusts and draw on internal and
external best practice to inform the development
of options for a coordinated Trust-wide
prehabilitation model.

Agree a preferred Trust-wide prehabilitation
model and implementation approach through the
appropriate governance processes, including
scope, delivery principles and priorities.

Begin implementation of the agreed
prehabilitation model in priority areas, review
early progress and learning, and refine plans to
support wider rollout.

To explore and evaluate digital
approaches to support prehabilitation
delivery, including remote assessment,
education, monitoring and
self-management tools, with the aim of

There is currently no agreed digital solution
for prehabilitation across the organisation.

Identify and map current digital and non-digital
methods used to provide prehabilitation
information, advice and support to patients,
including materials used while patients are on
the waiting list.
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Objectives 2026/27

Baseline position for April 2026

How will this be measured?

improving access, consistency and
scalability of prehabilitation across
clinical pathways.

Review and assess existing and potential digital
platforms that could support prehabilitation
delivery and patient self-management,
considering accessibility, usability and
integration with existing systems.

Test or commence development of a digitally
enabled approach for delivering prehabilitation
information and resources to patients, including
education, guidance and signposting.

Evaluate early progress and learning, and define
next steps for refinement, scaling or wider
adoption of digital prehabilitation approaches
across priority pathways.

To better understand and improve the
patient experience of waiting and
prehabilitation, ensuring patients feel
informed, supported and actively
engaged while awaiting treatment, with
feedback used to shape service design
and delivery.

There is currently limited understanding of
patient experience specifically in relation to
prehabilitation or waiting for treatment with
prehabilitation needs.

While some patient feedback is captured
through existing Trust-wide and
service-level routes, it is not collected in a
structured or consistent way that enables a
clear view of how patients experience
waiting, what support they receive to
optimise their health before treatment, or
where unmet needs exist.

As a result, a baseline dataset on patient
experience of prehabilitation and waiting
does not currently exist, limiting the Trust's
ability to design, evaluate and improve
prehabilitation support in a targeted and
equitable way.

Define a structured approach to capturing
patient experience of waiting for treatment and
access to prehabilitation support, including
agreed PROMs and PREMSs questions and data
collection routes.

Gather baseline patient experience data relating
to time spent on the waiting list, preparedness
for treatment, understanding of prehabilitation,
and access to appropriate support.

Use patient feedback to inform targeted
improvement actions, including enhancements
to prehabilitation information, support offers,
communication and pathway design.

Re-audit or re-evaluate patient experience to
assess whether changes are addressing
identified needs and improving patient
experience, using findings to inform further
refinement and scaling.

To better understand and strengthen
frailty provision across the Trust with
regards to prehabilitation through a
structured scoping of current services
and pathways, alongside a
benchmarking exercise with
comparable Trusts, to identify gaps,
best practice and opportunities for
improvement.

There is currently no specific frailty service
within the Trust, although frailty-related
care is delivered through a range of existing
services and pathways.

The Dementia and Delirium Group is
currently being refreshed and relaunched to
strengthen monitoring, leadership and
assurance.

Scope current provision and link to
prehabilitation service development

Executive Lead: Chief Nurse

Implementation Leads: Chief Allied Health Professional

Supported by:

e Head of Quality Improvement & Transformation

¢ Rehabilitation leads

e Further scoping of stakeholders underway
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2.3 Statements of assurance from the Board

This section contains the statutory statements concerning the quality of services provided by
Royal Papworth Hospital (RPH) NHS Foundation Trust. These are common to all quality
accounts and can be used to compare us with other organisations.

The Board of Directors is required under the Health Act 2009 and the National Health Service
(Quality Accounts) Regulations 2010 as amended to prepare Quality Accounts for each
financial year. NHS England (NHSE) has issued guidance to NHS Foundation Trust Boards on
the form and content of Annual Quality Reports, which incorporate the legal requirements, in
the NHS Foundation Trust Annual Reporting Manual.

Indicators relating to the Quality Accounts were agreed following a process which included the
input of the Quality and Risk Committee (a Committee of the Board of Directors), Governors,
the Patient and Public Involvement Committee of the Council of Governors and clinical staff.
Indicators relating to the Quality Accounts are part of the key performance indicators reported
to the Board of Directors and to Directorates as part of the monitoring of performance.

Information on these indicators and any implications/risks as regards patient safety, clinical
effectiveness and patient experience are reported to the Board of Directors, Governors and
Committees as required.

Part 2.3 includes statements and tables required by NHSE and the Department of Health and
Social Care (DHSC) in every Quality Account/Report. The following sections contain those
mandatory statements, using the required wording, with regard to the Trust.

Full details of our services are available on the Trust web site: https://royalpapworth.nhs.uk
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2.4 Information on Participation in Clinical Audits /National Confidential Enquiries

Healthcare Quality Improvement Partnership (HQIP) is responsible for several national
healthcare quality improvement programmes, including managing and commissioning the
National Clinical Audit and Patient Outcomes Programme (NCAPOP) on behalf of NHS
England. NCAPOP covers two main sub-programmes: the National Clinical Audit Programme
and the Clinical Outcome Review Programmes, which includes 31 National clinical audits and 5
clinical outcome review programmes such as Maternal, Newborn and Infant Clinical Outcome
Review Programme and Medical and Surgical Clinical Outcome Review Programme. Priorities
for the National Confidential Enquiry into Patient Outcomes and Death (NCEPOD) are set by
the Department of Health with advice from the National Clinical Audit Advisory Group (NCAAG).

In the financial year of 2025/26 there were 19 National clinical audits and 1 National Confidential
Enquiry project that were relevant to Royal Papworth Hospital NHS Foundation Trust. During
2025/26, Royal Papworth Hospital participated in all (100%) National Clinical Audits and the
National Confidential Enquiries (100%) relevant to the Trust.

The national clinical audits and national confidential enquiries that Royal Papworth Hospital
NHS Foundation Trust participated in, and for which data collection was completed during
2025/26, are listed below alongside the number of cases submitted to each audit or enquiry as a
percentage of the number of registered cases required by the terms of that audit or enquiry.

| National clinical audits relevant to Royal Papworth Hospital - Participation rate 19/19 (100%) |

I . Compliance with
Audit Title Audit Source audit terms (%)
Case Mix Programme (CMP) Intensive Care National Audit and Research 100
Centre (ICNARC)
National Audit of Inpatient Falls Royal College of Physicians 100
Falls and Fragility Fracture Audit Programme
(FFFAP): National Audit of Inpatient Falls (NAIF)
Learning from lives and deaths — People with a NHS England 100
learning disability and autistic people (LeDeR)
Maternal, Newborn and Infant Clinical Outcome MBRRACE-UK, National Perinatal 100
Review Programme Epidemiology Unit, University of Oxford
Medical and Surgical Clinical Outcome Review National Confidential Enquiry into Patient See breakdown on
Programme Outcome and Death (NCEPOD) next page.
National Audit of Cardiac Rehabilitation University of York 100
National Audit of Care at the End of Life (NACEL) | NHS Benchmarking Network 100
National Cancer Audit Collaborating Centre Royal College of Surgeons of England (RCS) 100
(NATCAN): National Lung Cancer Audit (NLCA)'
National Cardiac Arrest Audit (NCAA) Intensive Care National Audit & Research 100
Centre (ICNARC)
National Cardiac Audit Programme (NCAP): National Institute for Cardiovascular Outcomes | 100
National Adult Cardiac Surgery Audit (NACSA) Research (NICOR)
National Cardiac Audit Programme (NCAP): National Institute for Cardiovascular Outcomes | 100
National Congenital Heart Disease Audit Research (NICOR)
(NCHDA)
National Cardiac Audit Programme (NCAP): National Institute for Cardiovascular Outcomes | 100
National Audit of Cardiac Rhythm Management Research (NICOR)
(CRM)
National Cardiac Audit Programme (NCAP): National Institute for Cardiovascular Outcomes | 100
Myocardial Ischaemia National Audit Project Research (NICOR)
(MINAP)
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National Cardiac Audit Programme (NCAP): National Institute for Cardiovascular Outcomes | 100
National Audit of Percutaneous Coronary Research (NICOR)

Intervention (NAPCI)

National Comparative Audit of Blood Transfusion: | NHS Blood and Transplant 100
National Comparative Audit of NICE Quality

Standard QS138

2025 Audit of Compliance of Major Haemorrhage | NHS Blood and Transplant 100
Protocols

National Pulmonary Hypertension Audit NHS England (formerly NHS Digital) 100
UK Cystic Fibrosis Registry Cystic Fibrosis Trust 100
UK Renal Registry National Acute Kidney Injury UK Kidney Association 100
Audit?

National Diabetes Inpatient Safety Audit (NDISA) | NHS England (formerly NHS Digital) 100

Note 1: The National lung cancer audit records the patients by the hospital in which they were first seen. Since
almost no patients are referred directly from their GP to Royal Papworth Hospital, the data which is completed by
Hospital counts towards the district general hospitals participation rate.

Note 2: Cambridge University Hospitals uploads AKI data on behalf of RPH.

National Confidential Enquiry into Patient Outcome and Death (NCEPOD)

During 2025/26, Royal Papworth Hospital NHS Foundation Trust participated in one NCEPOD
study which was relevant to the Trust. The project, which is detailed below, is due to be
completed in December 2026.

> Stabilisation of the critically ill child - the study has been commissioned by
Healthcare Quality Improvement Partnership (HQIP) as part of the Clinical Outcome
Review Programme into Medical & Surgical care. The final report is due to be published
in Winter 2026.

National Audits collect a large volume of data about local service delivery and achievement of
compliance with standards and provide information about attainment of outcomes. They
produce national comparative data for individual healthcare professionals and teams to
benchmark their practice and performance. The reports of 14 national clinical audits were
reviewed by the relevant clinical teams at Royal Papworth Hospital NHS Foundation Trust in
2025/26. Below is a summary of the audits discussed at relevant divisional meetings.

- Report
Audit Title Published

The National Lung Cancer Audit (NLCA), part of the National Cancer Audit Collaborating Centre (NATCAN) - Y
Information Only

UK Perinatal Mortality Surveillance 2023 (MBRRACE-UK) - Information Only Y
Rehabilitation following critical illness ‘Recovery Beyond Survival' (NCEPOD) Y
The National Respiratory Audit Programme (NRAP) - Information Only Y
The End-of-life care — 2024 State of the Nations report (NACEL) Y
Room for Improvement: Hip fracture care in 2024 (NHFD) - Information Only Y
Inpatient falls — Stepping towards improvement (NAIF/FFFAP) Y
Blood sodium report (Medical and Surgical Outcome Review/NCEPOD) Y
Respiratory care - clinical outcomes and outliers - National Respiratory Audit Programme (NRAP) - Y
Information Only

Stroke Care — State of the Nation Report 2025 (SSNAP) - Information Only Y
Case Mix Programme (CMP) - Cardiogenic Shock Module Y
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National Cardiac Audit Programme (NCAP) Y
. National Adult Cardiac Surgery Audit (NACSA)

. National Audit of Cardiac Rhythm Management (NACRM)
. Transcatheter Aortic Valve Implantation (TAVI) Registry
. Myocardial Ischaemia National Audit Project (MINAP) (Heart attack)
. National Congenital Heart Disease Audit (NCHDA)
. Transcatheter Mitral and Tricuspid Valve procedure (TMTV) Registry
. National Percutaneous coronary interventions (NAPCI)
. Left Atrial Appendage Occlusion (LAAO) Registry
. Percutaneous Foramen Ovale Closure (PFOC)
Lung cancer State of the Nation 2026 (NLCA/NATCAN) Y

Fracture Liaison Service annual report (FLS-DB) - Information Only Y

Local Clinical Audits

In addition to participating in National Clinical Audits, the Trust completed 21 Trust wide priority
audits as identified on the Trust’s clinical audit annual programme for 2025/26 and a further 40
local and divisional clinical audits. Clinical Audits were undertaken across all divisions and
focused on ensuring current practice was in line with guidelines for good practice, assessing
whether our patients were receiving the best quality of care and identifying areas for
improvement.

A sample of the Trust Wide and local/divisional audit activity and the actions resulting from
these projects is listed below:

Consent Audit
A Trust wide audit undertaken annually to measure adherence to the Trust policy for Consent
(DN306). Due to updates in Trust procedures in 2025, it was agreed to include a focus on two
new standards. One ‘Translation services are provided via face-to-face or telephone services,
for those patients whose first language is not English’. Two ‘When the patient lacks the mental
capacity to consent, a Lasting Power of Attorney or appropriate person is in place’. Overall, the
results for 2025/26 remained positive and consistent with last 3 years. Areas of improvement
were identified and recommendations included:
e To establish ways to improve the recording of patients’ language on the electronic
patient record.
o For clinical staff to attend a Mental Capacity Assessment (MCA) masterclass, as
provided by the Safeguarding Team.
e To produce a new Thoracic Surgery leaflet, which includes descriptions, standard risks,
and space for additional risks/sticker if using.

Venous Thromboembolism (VTE) (Including Risk Assessment and Prophylaxis)

This was a Trust-Wide audit which is undertaken annually to measure adherence to the Trust
procedure - DN500 VTE venous thromboembolism Risk Assessment and Prophylaxis and NICE
guideline NG89 “Venous thromboembolism in over 16s: reducing the risk of hospital-acquired
deep vein thrombosis or pulmonary embolism”. Following the audit, several actions were
identified to improve compliance with the standards:

. Improved Electronic Patient Records (EPR) forms
. Strengthened documentation practices
. Focused future audit on prophylaxis timing.

Dementia Audit

This was a Trust-Wide audit which was undertaken to provide an understanding of current
practice and identify priority areas for improvement to support the Trust’'s dementia vision. The
audit highlighted the need for improved documentation, better use of personalised care tools,
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and stronger adherence to structured assessments in line with national dementia standards.
Key actions from the audit include:

Developing Dementia Champions to support staff learning and culture change.
Ensuring all staff complete tiered dementia training and ongoing refresher education.
Improving use of personal information documents to support person centred care.
Ensuring structured pain assessments and nutritional screening are completed and
documented

Atrial Fibrillation (AF) Audit

This was a Cardiology audit to explore the effectiveness of our current clinical practices and
identify areas for improvement. The audit showed that while ablation for AF remains a critical
intervention for many patients, continuous quality improvement efforts and evidence-based
adjustments to practice are necessary to maximize patient outcomes and ensure the ongoing
success of these procedures. Following the audit, several actions were identified to improve
practice:

. Refine follow-up care strategies to ensure early detection of AF recurrence and
better long-term management of patients.

. Further audit/study necessary including comparison with Pulsed Field Ablation
(PFA).

An Audit of Quality of Discharge Summaries in Cardiac Surgery
This was a Cardiac Surgery re-audit looking at the quality of discharge summaries of patients
admitted to Royal Papworth Hospital for Cardiac Surgery. Two audit cycles were completed,

showing an improvement in compliance. Following the re-audit, several actions were identified

to improve practice:

. Education of wider MDT to highlight areas of low adherence to ensure improved
compliance.

. Revision of the discharge summary template is required to allow information
reporting in a succinct, user-friendly format.

. Reaudit to check compliance following changes in 6 months’ time.

Outcomes of the Royal Papworth Hospital home intravenous antibiotic therapy
programme: a review and audit

This was a Thoracic retrospective audit of all patients treated through Royal Papworth Hospital

home IV antibiotic programme to review outcomes, best practice and identify areas in which

patient care could be further optimised. Following the audit, several actions were identified to

improve practices:

. Enhance documentation of diagnosis and antibiotic rationale.

. Strengthen antimicrobial stewardship practices.

. Improve clinical data recording and accessibility in Lorenzo.

. Re-audit in 12 months once all recommendations have been implemented and
embedded.
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2.5 Information on Participation in Clinical Research

The number of patients receiving relevant health services provided or sub-contracted by Royal
Papworth Hospital NHS Foundation Trust in 2025/26 that were recruited during that period to
participate in research approved by a research ethics committee was 2,245. See table below:

2022/23 2023/24 2024/25 2025/26
NIHR portfolio studies 1,192 772 763 832
Non?NIHR portfolio 63 86 213 74
studies
Tissue bank studies 1,149 1,010 1,229 1339
Total 2,404 1,868 2,205 2,245

NIHR = National Institute for Health Research

By maintaining a high level of participation in clinical research, the Trust demonstrates Royal
Papworth’s commitment to improving the quality of health care. Research conducted by the
National Institute for Health Research (NIHR) has shown that research-active hospitals have
better health outcomes for patients.

During 2025/26 the Trust recruited to 79 studies of which 71 were portfolio studies (2024/25: 77
studies and 68 portfolio studies). The current portfolio consists of a large number of complex
early phase studies which recruit smaller number of patients

The Trust continues to have a diverse portfolio of commercial and non-commercial studies. We
have seen a significant increase in the number of early phase studies that are active in the
Trust, many supported by the VPD-HLRI Clinical Research facility. The Trust recently achieved
a European first recruit for an early phase Non-CF Bronchiectasis study “CLEAR”. We have also
appointed a new Research EDI Project Officer post, supported by Royal Papworth Charity, with
an aim to increase inclusion and diversity into research at RPH.

Quality is at the heart of all our research activities, and the Trust remains committed to
improving patient outcomes by undertaking clinical research that will lead to better treatments
for patients undergoing care in the NHS. The Royal Papworth Hospital Charity supports an
annual Innovation Fund which supports pilot and feasibility studies, which all staff members can
apply to. The Trust ran the fifth round in 2025 with 17 applicants and 4 funded projects from a
range of staff groups and clinical areas. Over the past 5 years this fund has supported 21
projects with a value of over £700K.

We would like to say thank you to all those who participated in our research over the past year.
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2.6 Commissioning for Quality and Registrations

Care Quality Commission (CQC) registration and reviews

Royal Papworth Hospital NHS Foundation Trust is required to register with the Care Quality
Commission, and its current registration status is ‘registered without conditions’.

Royal Papworth Hospital NHS Foundation Trust is subject to periodic review and was last
inspected by the CQC in June & July 2019 when we received an overall rating of Outstanding.

We were rated as outstanding because:
o Safe effective, caring, responsive and well-led were rated as outstanding at core service
level.
e Medical care, surgery and diagnostic imaging were rated as outstanding overall.
e Critical care and outpatients were rated as good overall.
e The rating reflected the previous inspection for end-of-life care services which was rated
as good overall.

The aggregated rating for well-led at core service level was outstanding and the CQC rated
well-led at trust-wide level as outstanding. When aggregated with the core services, this gave a
rating of outstanding for the overall trust. The report of this inspection is available on the CQC
website at: https://www.cgc.org.uk/provider/RGM

Clinical Research Facility (CRF) at the Heart Lung Research Institute (HLRI)
CQC registration of the HLRI was successfully achieved in September 2022. This relates to
both the in and outpatient areas of the CRF.

Data Quality

It is essential that data about patient care is accurate and reliable. How the Trust ‘codes’ a
particular operation or illness for example, is important as not only does it impact on income for
the care and treatment that the Trust provide, but it also anonymously informs the wider health
community about iliness or disease trends.

The Trust submits records monthly to the Secondary Uses Service for inclusion in the Hospital
Episode Statistics which are included in the latest published national data.

The percentage completion rate for records in the submitted data as of December 2025 are:

e Overall Data Quality Maturity index of 97.9% which is an evaluation of multiple data quality
metrics done by NHS England

e 100% of patient pathways were recorded with a valid NHS number compared to 92.4%
nationally for admitted patient records and 88.9% nationally for outpatient records.

e 100% of patients recorded with a valid General Medical Practice Code (code of the GP with
which the patient is registered) compared to 95.7% national average for admitted patient
records and 90.8% national average for outpatient records

o 100% of patients with a completed activity treatment code recorded compared to 97.1%
national average of admitted patients and 95.4% national average of outpatient pathways.

Source: Data quality - NHS England Digital
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Governance Toolkit Attainment Levels

Good information governance means ensuring that the identifiable information we create, hold,
store, and share about patients’ and staff is done so safely and legally. Data Security and
Protection Toolkit is the way that we demonstrate our compliance with information governance
standards. All NHS organisations are required to make annual submissions to NHS Digital in
order to assess compliance.

Royal Papworth Hospital NHS Foundation Trust’s information governance assessment report
is that the Trust has submitted a Data Security and Protection (DS&P) Toolkit in June 2025,
which includes requirements relating to the Statement of Compliance and all assurances were
declared as met. The Information Governance Toolkit is available on the NHS Digital website:
https://www.dsptoolkit.nhs.uk/

Clinical Coding

Annually the trusts commissions an independent Information Governance (IG) Audit of Clinical
Coding, which analyses a random sample of 200 Finished Consultant Episode (FCE) of
inpatient coded activity, roughly 10% of its annual coded activity. The audit is based on
methodology detailed in the current version of the Clinical Coding Audit Methodology, set out
by the Clinical Coding Classifications service.

IG attainment is measured in 3 levels: Level 3 being the highest. Level 1 being the lowest,
across two requirements 14-505 concerning the quality of coding and 14-510, concerning the
quality of training and coder development. The current levels held by the Trust for 2025/26 are
Level 3 for 14-505, maintained since 2022-23, Level 3 for 14-510 maintained since 2018-19.
Conclusions and recommendations from each annual audit are presented to the executive
board by the Chief Financial Officer, along with an agreed action plan for future development
and address of any audit findings and concerns. In addition to the annual IG audit, a monthly
audit of coded data, is undertaken by the Clinical Coding Manager and Clinical Coding Senior
lead: - this is a random sample, of around 5% of the months inpatient coded activity, audited to
the same Clinical Coding Audit Methodology as the annual IG audit.

Findings and key actions are presented in the Clinical Coding Monthly Report submitted to the
Head of Commissioning and Income for inclusion in a monthly financial report to the Executive
Directors. They are also presented at the Coding Team monthly meeting. Actions can be
reviewed where necessary through a weekly soft report analysis through the trusts encoder
software Medicode, to ensure errors discovered, has been rectified.

A monthly audit of Delen, the Clinical Coding Classifications Service’s noticeboard for Clinical
Coding Guidance, is also undertaken for any changes to guidance, or responses to Coding
Queries submitted to the service. This is disseminated to all Trust Coding staff at the Teams
Monthly meeting and circulated via email in the form of a Coder's Bulletin's as reference
guidance.

The trusts 2025/26 Audit took place in March 2026. Level 3 was attained and maintained for
both assertions 14-505 and 14-510.
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2.7 Learning from Deaths

In line with national Guidance on Learning from Deaths from NHS England, policies and
guidelines within the Trust have been reviewed to ensure there are clear governance structures
in place to support review of, and learn from, all deaths at Royal Papworth hospital.

Incidence of deaths

During April 2025 to March 2026, 166 Royal Papworth Hospital patients died at the Trust. This
comprises the following number of deaths which occurred in each quarter of that reporting
period: 44 in the first quarter; 43 in the second quarter; 44 in the third quarter; 35 in the fourth
quarter.

Mortality Case Record Review process
There are several processes which work in parallel to comprehensively review all deaths at
Royal Papworth to identify issues and improve quality and safety for patients. These processes
include:

o All deaths in the previous week are presented at the weekly Safety Incident Executive
Review Panel (SIERP)
Medical Examiner (ME) Scrutiny Review
Retrospective Case Record Review (RCR)
Morbidity & Mortality Meeting (M&M) case discussion
Incident Investigation (grading and investigation response agreed at SIERP)

The Royal College of Physicians’ Structured Judgement Review methodology has been
adopted as the agreed method for all case record reviews at Royal Papworth Hospital.
Responsibility for case record reviews lies with the Clinical Directors, Clinical Leads and
Mortality & Morbidity Leads overseen by the Clinical Governance Manager and Associate
Medical Director for Clinical Governance.

If a patient’s death is considered more than 50% likely to have been potentially avoidable
following retrospective case record review, it is reported as a patient safety incident triggering
an incident investigation process.

In 2025/2026, in relation to the 166 inpatient deaths, there were 20 incident investigations or
rapid case note reviews completed. Of this 7 Retrospective Case Record reviews (RCRs) were
requested, with 4 completed and three RCRs being superseded by more detailed clinical
reviews and/or M & M discussions and a further 16 incident investigations were undertaken.
There were no deaths where both a retrospective case record review and an incident
investigation took place. The number of deaths in each quarter for which a incident investigation
or rapid case note review was completed was: 6 in the first quarter; 2 in the second quarter; 4 in
the third quarter; 8 in the fourth quarter.

Following review, 2 patient deaths during the reporting period were judged that they could
possibly have been avoided (more than 50% likely). This equates to 1.2% of all patient deaths

Lessons learnt from Retrospective Care Record Reviews: From the 2 completed RCRs,
learning was identified. Areas highlighted for improvement are summarised below:
¢ Need for further discussion about pre-operative assessment of extent of required
surgery
e Challenges of identifing bleeding points at time of surgery.
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Lessons learnt from Patient Safety incident Reviews: Of the 16 incident investigations (3
RCR and 13 incident reviews), 8 were graded as no harm, 3 moderate harm, 4 severe harm and
1 near miss. This grading may change based on the investigation findings and conclusion.

Initial learning identified included the following areas:

e Use of checklists/buddy systems when checking critical equipment or preparing for
interventions

e Need to review levels of supervision within critical care area and ways of working.

¢ Management of line placement in complex critical care patients, including vascular
access guidelines and use of checklists

e Timely completion of falls risk assessments on admission to a clinical area.
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2.8 Performance against the national quality indicators

The NHS Outcomes Framework (NHS OF) is a set of indicators developed by the Department of Health and Social Care to monitor the health outcomes of adults and
children in England. The framework provides an overview of how the NHS is performing. The following core set of indicators applicable to Royal Papworth Hospital on data
made available to Royal Papworth Hospital by NHSE and data sources are required to be included in the Quality Accounts.

Indicator

2023/24

2024/25

2025/26
(or latest reporting period
available)

Trust considers that
this score or rate is as
described for the
following reasons...

Trust intends to
take/has taken the
following actions to
improve this score or
rate and so the quality
of its services, by:

The percentage of emergency admissions to any
hospital in England occurring within 30 days of the
most recent discharge from hospital after admission.
https://digital.nhs.uk/data-and-
information/publications/statistical/compendium-
emergency-readmissions/current/emergency-
readmissions-to-hospital-within-30-days-of-discharge
The data set indirectly standardised percent with 95% and
99.8% confidence intervals.

The Trust score percentage
was 12.7

The England average score
was 14.8

The Trust score percentage
was 12.7

The England average score
was 14.7

Awaiting data for 25/26 -
Published annually in
November for the previous
Apr-Apr period

The rate continues to
be better than the
England average.

The Trust recognises the
impact of readmissions on
patient experience and
continues to identify areas
for improvement.

The percentage of staff employed by, or under contract
to, the trust during the reporting period who would be
happy with the standard of care provided by this
organisation if a friend or relative needed treatment

National results across the NHS in England | NHS Staff
Survey

Data from National Staff Survey Benchmark report: -
Q25d If a friend or relative needed treatment | would be
happy with the standard of care provided by this
organisation.

88% of the staff employed by,
or under contract to, the trust in
the 2023 staff survey would
recommend the Trust as a
provider of care to their family
or friends.

Average for acute specialist
trusts was 87.8%.

The Highest scoring specialist
trust was 94%.

The Lowest scoring specialist
trust was 73.9%.

90.80% of the staff
employed by, or under
contract to, the trust in the
2024 staff survey would
recommend the Trust as a
provider of care to their
family or friends.

Average for acute specialist
trusts was 89.44%.

The Highest scoring
specialist trust was 93.23%.

The Lowest scoring
specialist trust was 72.39%.

90.81% of staff who
responded to the 2025 staff
survey indicated that they
agreed or strongly agreed
with the statement that they
would recommend the Trust
as a provider of care to a
friend or relative.

The Highest scoring
specialist trust was 91.61%.

The Lowest scoring
specialist trust was 69.83%.

We continue to be at
the higher end of
specialist trusts for
percentage of staff
reporting they would be
happy with the standard
of care Provided by this
organisation if a friend
or relative needed
treatment. Staff
vacancies and staff
turnover has improved
in year which impacts
this metric (staff feeling
they have the time and
staff to provide good
quality care to patients).

Networks. They inform
the work of the inclusive
leadership programme
and the Resourcing and
Retention Improvement
Programme.
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Friends and Family Test - In Patient

https://www.england.nhs.uk/fft/friends-and-family-test-
data/

The Inpatient FFT dataset includes FFT responses for the
latest month from NHS funded acute inpatient services.
Data is submitted monthly by providers via the Strategic
Data Collection Service (SDCS) data collection system

In March 2024 98.5% of our
inpatients and 97.2% of our
outpatients would recommend
our services.

National (March 2024): 94% of
inpatients and 94% of
outpatients.

Trust data In March 2025
98.8% of our inpatients and
96.6% of our outpatients
would recommend our
services.

Latest National published:
(January 2025): 95% of
inpatients and 94% of Trust
outpatients.

Trust data In March 2026
99% of our inpatients and
97.5% of our outpatients
would recommend our
services.

Latest National published:
(February 2026): 95% of
inpatients and 94% of Trust
outpatients.

The Trust continues to
promote the FFT test.

The Trust will continue to
monitor and promote
Friends and Family
scores.

Please see further
information in the Patient
Experience Domain in this
report.

The percentage of patients who were admitted to hospital
and were risk assessed for VTE during the reporting
period.

https://www.england.nhs.uk/statistics/statistical-work-
areas/vte/

Following feedback, the VTE Risk Assessment Data
Collection was reinstated from April 2024, with the first
submission due in July 2024.

The national VTE data
collection and publication was
suspended to release capacity
in providers and commissioners
to manage the COVID19
pandemic.

Trust data as at Q4
2024725, 90.7% of admitted
patients received a VTE risk
assessment.

Latest National published
data is for Q1 as 89.4% for
Acute Hospital care.

The percentage of admitted
patients risk assessed for
VTE was 90% for NHS
acute care providers
between April - Dec 2024

Trust data as at Q4
2025/26, 96% of admitted
patients received a VTE risk
assessment.

Latest National published
data for Q3 25/26 is 92% for
Acute Hospital care.

The percentage of admitted
patients risk assessed for
VTE was 91% for NHS
acute care providers and
93% for independent sector
providers. NHS acute care
providers carry out 97% of
all VTE risk assessments.

We have a Trust Target
of 95% and we continue
to strive for this target

The Trust continues to
promote VTE compliance
and there is an active
VTE oversight.

The rate per 100,000 bed days of cases of C.difficile
infection reported within the trust during the reporting
period.

httos://www.qgov.uk/qovernment/statistics/clostridium-
difficile-infection-annual-data

Trust rate was 30.9 in 2023/24.

The national rate for 2023/24
was 29.5

Trust rate was 24 in
2024/25.

The national rate for
2024/25 was 33

Trust rate was 22.6 in
2025/26.

The national rate for
2025/26, Not yet available
Data is published in
November 2026.

Infection prevention and
control is a key priority
for the Trust.

For further information
see our update on
Healthcare Associated
Infections in this report.
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The number and, where applicable, rate of patient safety
incidents reported within the trust during the reporting
period, and the number and percentage of such patient
safety incidents that resulted in severe harm or death.
(i) Number

(i) Rate per 100 admissions (data unavailable). Rate per
1000 bed days provided 2020-21.

(iii) Number and percentage resulting in severe harm/death

https://www.england.nhs.uk/statistics/statistical-work-
areas/patient-safety-data/#patient-safety-event-data

September 2023 update: NHS-
England paused the annual
publishing of this data in line
with the introduction of the
Learn from Patient Safety
Events (LfPSE) service to
replace the NRLS.

Trust Locally reported Data:

(i) Trust number for 2024/25
was 3,160.

(ii) Trust rate per 1000 bed
days 53.7 for 2024/25.

(iii) Trust rate was 6
resulted in severe harm/1
death equal to 0.23% of the
number of patient safety
incidents.

No National Comparable
Data from LfPSE.

Trust Locally reported Data:

(i) Trust number for 25/26
was 3,363.

(ii) Trust rate per 1000 bed
days 50.74 for 2025/26

(iii) Trust rate was 10
resulted in severe harm
equal to 0.29% of the
number of patient safety
incidents.

Nationally reported rate was
48.3 per 1000 bed days
Compared to an average of
78.9 per 1000 bed days for
all other English acute
trusts.

This is previously
reported data as the
annual publication of
this dataset is on hold
while the results of
consultations are
considered.

The Trust continues to
demonstrate a strong
incident reporting culture
which is demonstrated by
the majority of incidents
graded as low or no harm.
The Trust successful went
live with the National
required Patient Safety
Incident Framework
(PSIRF) in January 2024.
For further information
please see our update on
Patient Safety Domain.

Information Source: From the links added throughout metric reported on in April 2026.

Note 1: Data shows annual counts and rates (per 100,000 overnight bed days) of CDI by acute trust. Rate information, using rate calculations, is not appropriate for comparison. The counts of
infections have not been adjusted to give a standardised rate considering factors such as organisational demographics or case mix. Rate information is of use for comparison of an individual

organisation over time.

Note 2: A patient safety incident is defined as ‘any unintended or unexpected incident(s) that could or did lead to harm for one or more person(s) receiving NHS funded healthcare’. The
‘degree of harm’ for patient safety incidents is defined as follows: ‘severe’ — the patient has been permanently harmed as a result of the incident; and ‘death’ — the incident has resulted in the
death of the patient. As well as patient safety incidents causing long term/permanent harm being classed as severe, the Trust also reports 'Patient Events that affect a large number of
patients' as 'severe' incidents through the Learn from Patient Safety Events (LfPSE) service, which replaced the NRLS.
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Part 3 — Patient Safety, Clinical Effectiveness and Patient Experience

In part three of our report, we have focused on a summary of our performance with quality
performance, patient safety, experience and clinical effectiveness of our care for our
patients.

Review of Quality Performance 2025/26

In 2025/26, as with all NHS Trust we have seen significant challenges relating to patient flow
and increase demand on our services. We have continued to plan the recovery of our
services and undertake some transformational programmes of change to support that
recovery and the optimisation of our hospital. We have also seen excellence in innovation
and working with our system partners supporting winter pressures, prevention of Infection
and Control and a strong Community of Practice (COP) in relation to the continued
embedding of the Patient Safety Incident Response Framework (PSIRF) across our system
and maintaining excellent outcomes for our patients. The Hospital has treated 27,638
inpatient / day cases and 122,302 outpatients contacts from across the UK, an increase from
24/25 (25,144 inpatient/day cases and 112,150 outpatient cases). Our Staff have continued
to work hard, often going above and beyond in providing support for patient safety initiative
activity to treat as many patients as possible thereby reducing the time patients wait for our
services.

For additional information see the Performance Analysis Section of the Annual Report.

The following section of this report provides a review of our quality performance in 2025/26.
We have selected examples from the three domains of quality (clinical safety, clinical
effectiveness of care and patient experience). These priorities reflect issues raised by our
patients and stakeholders, which also feature highly in the Department of Health and Social
Care’s agenda. They include information on key priorities for 2025/26 where these are not
reported elsewhere.

Pulmonary endarterectomy is included as Royal Papworth is the only centre in the UK to
provide this surgery. There is also an update on the Extra Corporeal Membrane Oxygenation
(ECMO) service for which the trust is one of five centres nationally that provide this service
for adults.

Our Quality Vision for 2025/26 - in providing excellent outstanding safe, effective care
and treatment for our patients

We have continued with embedding our vision of quality improvement and continuous
improvement in being our core philosophy and that it is at the heart of every decision that we
make. Our expertise, reputation, and network places us in a unique position to lead the way
in delivering excellence in care through our cardiothoracic, respiratory and transplant
services with outstanding:

» Patient experience and engagement; developing and improving our services for and
with the patients who need them.

> Patient safety; with a focus on eliminating avoidable harm to patients.

» Effectiveness of care; using clear, consistent processes and standards to deliver
successful treatment assessed by clinical outcome measures and the patient’s
experience.
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Commissioning functions of the 59 delegated acute specialised services becomes the
responsibility of the Integrated Care Board’s (ICB), from April 2024. They gained the
responsibilities through the Joint Commissioning Consortium (JCC) and the Specialised
Commissioning Team to continue to work on their behalf with retained specialised services
remain NHSE's responsibility. In April 2026, a new single organisation serving 3.5 million
people across Bedfordshire, Luton, Milton Keynes, Hertfordshire, Cambridgeshire &
Peterborough is now in place, called NHS Central East Integrated Care Board (ICB).

We have continued to develop and strengthen our relationship with our integrated
Commissioners, and with their support we have continued to achieve the embedding of key
national required patient safety strategy within the Trust and as a System. These include
further embedding our second year of our Patient Safety Incident Response Framework
(PSIRF) plan for 2025/26, ensuring that quality improvement projects through this PSIRF
approach focus on the areas identified within our patient safety plan for continuous
improvement. We have also participated and supported any system wide projects that have
been identified by us or system partners. Further updates about PSIRF can detailed later in
this report.

3.1 Patient Safety Domain

Patient Safety Incidents

There were 3363 patient safety incidents including near misses reported on the Trust’s
incident management system (Datix) that occurred in the financial year 2025/26. This is
within our expected variations for incidents reported in year and 208 more than last year
when 3156 were reported. There continues to be a healthy safety culture within the Trust
and an understanding of the importance of learning from incidents and the CQC
requirements to report all incidents under the Safe Domain.

Those graded as near miss, no/low harm over the last 12 months (99%) demonstrate a
continuous readiness to report and learn from all types of incidents. The Trust culture
ensures staff report incidents to demonstrate an open and fair culture of learning. This
process also captures the clinical consideration given to all types of incidents.

The table below displays the number of incidents by severity reported for each year.

Patient safety incidents by
severity

2021/2022  2022/2023 2023/2024 2024/2025 | 2025/2026 Total

Near Miss 308 172 167 105 107 859
No harm 1692 1608 1558 1784 2164 8806
Low harm 914 1265 1326 1245 1066 5816
Moderate harm 21 27 11 13 16 88
Severe harm 4 2 5 5 10 26
Fatal - Death caused by the

incident (LfPSE) 0 2 1 1 0 4
Death UNRELATED to the

incident (Pre-LfPSE) 11 14 18 0 0 43
Total 2950 3090 3086 3153 3363 | 15642

The level of investigation carried out after a patient safety incident is determined by the level
of severity, with all moderate harm incidents and above being reviewed at the Trust’s Safety
Incident Executive Review Panel (SIERP). All moderate harm incidents if confirmed at this
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harm level will be reviewed under an agreed learning response (investigation) with any
associated action plans managed by the relevant division/team and overall monitored by the
Quality & Risk Management Group (QRMG).

Open and Transparent / Duty of Candour

Openness when things go wrong is fundamental to the partnership between patients and
those who provide their care. There is strong evidence to show that when something goes
wrong with healthcare, the patients who are harmed, their relatives or carers want to be
given information about what has happened and would like an apology. Saying sorry, being
open about what is known at the time, and clearly explaining the next steps in a timely
manner can reassure patients that healthcare providers will thoroughly investigate what
happened and take all possible measures to prevent it from happening again

The NHS Standard Contract SC35 Duty of Candour specifically requires NHS provider
organisations to implement and measure the principles of Being Open under a contractual
Duty of Candour which is further underpinned by the CQC Health and Social Care Act 2008
(Regulated Activities) Regulations 2014 (Part 3) Regulation 20. This places a statutory Duty
of Candour on all NHS organisations.

The regulation stipulates that the patient or their family/carer must be informed that a
suspected patient safety incident with potential harm has occurred as soon after the event as
possible. A verbal apology and explanation on what will happen next should be given and
should be followed up with a formal written duty of candour letter which includes details of
the staff member who will act as Engagement Lead to maintain contact for the duration of
the investigation. Trust guidance is provided to support staff undertaking this role (DN791).
Written initial Duty of Candour should be completed within, at most, 10 working days of the
notifiable patient safety incident. The Trust has a policy DN153 to provide detailed
information on the expected Trust standards and roles and responsibilities of staff.

The key elements of being open are:
¢ Providing an apology and explanation of what has happened.
e Undertaking a thorough investigation of the incident.
Providing support for the patients involved their relatives/carers and support for the
staff.
o Offering feedback on the investigation to the patient and/or carer.

Compliance with written Stage 1 duty of candour is monitored at the Trust Safety Incident
Executive Review Panel (SIERP) and QRMG reporting by exception to the Quality and Risk
Committee of the Board of Directors. The Trust also monitor this compliance through
monthly reporting in Papworth Integrated Performance Report (PIPR).

A summary of compliance with stage 1 written Duty of Candour (within 10 working days) is
presented as a percentage in the table below.

Q1 Q2 Q3 Q4

100% 100% 100% 100%

The Trust has consistently undertaken and recorded verbal being open conversations with
patients and families following safety incidents. In 2025 there was a focus on improving
compliance with the 10-working day standard to ensure patients and families receive a
timely, written apology. It is recognised that in exceptional circumstances the written Duty of
Candour may exceed the 10-working day timeframe and these will be documented on a

41



Quality Account 2025/2026

case-by-case basis. Improving patient and family involvement and engagement should a
safety incident occur while under the care of the Trust is a priority focus area for 2026.

Never Events

Learning from what goes wrong in healthcare is crucial to preventing future harm; it requires
a culture of openness and honesty to ensure staff, patients, families, and carers feel
supported to raise a concern and speak up in a constructive way.

Never Events are patient safety incidents that are wholly preventable and where guidance or
safety recommendations that provide strong systemic protective barriers are available at a
national level and have been implemented by healthcare providers. As with all serious
incidents, these events need prompt reporting and detailed investigation to understand what
went wrong and what actions need to be taken to prevent the incident from happening again.

The Trust has reported No (Zero) Never Events during 2025/26.

Patient Safety Incident Response Framework (PSIRF)

The Trust adopted the Patient Safety Incident Response Framework (PSIRF) in January
2024, marking a shift in how incidents are handled and how learning from them is
approached. PSIRF is built on key principles: focusing on improvement, avoiding blame,
promoting proactive learning, fostering collaboration and psychological safety, and
encouraging curiosity. This approach aims to build a supportive, learning-focused safety
culture by moving away from attributing incidents to individual error and instead examining
the wider systems that influence safety. It enables the organisation to identify its main safety
priorities and respond to patient safety events in a proportionate, proactive way. Central to
the approach is ensuring that patients, families, and staff are central to all improvement
work.

For 2025/26, embedding PSIRF has remained a priority through annual planning and
evaluation. The Trust’s second annual plan for 2025/26, had three priority areas which were
selection based on incident data, Trust priorities, and existing workstreams—where there
was the greatest potential for harm due to volume or underlying risk:

1. Medication safety incidents - with a focus on medication administration.

2. Unintended outcome of treatment or procedure - where there has been a delay in
recognition of or escalation of a change in patient condition.

3. Patient pathway issues - where harm or potential for harm may occur due to the
unavailability of appointments and waiting lists.

Evaluation and learning from the 2025/26: Trust incident and risk profile has helped us to
horizon scan for the 2026/27 safety improvement priority focus. These are:

Priority 1: Medication Safety - Continue to improve medication prescribing, preparation,
dispensing, and administration and discharge processes

Priority 2: Recognised but Unintended Outcome of Treatment or Procedure — with
focus on communication of patient care/treatment plan and escalation as the common
thread. Focus on cross-specialty communication, escalation, and patient monitoring.
Priority 3: Implementation of Care — with a focus on systems and processes throughout
the patient care pathway from referral through to discharge. This includes waiting lists,
diagnostics and administrative processes.

Further details on the Trusts PSIRF Evaluation for 2025/26 and plan for 2026/27 can be
accessed via this link: Add link -in Final (Communication team to add)
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Patient Safety Partners

A Patient Safety Partner (PSP) is a volunteer who is actively involved in how we learn from
patient safety events. They will help to ensure that the people who use our services are at
the heart of our learning and improvement by contributing to the development of the safety
culture and patient safety systems within the organisation. We welcomed our Patient Safety
Partners to the Trust in September 2024. Throughout 2025 they have provided a unique
perspective and patient voice to support the Trust quality and safety priorities. In 2025 our
Patient Safety Partners have:

» Supported a patient centred culture and contributed to developing and implementing
relevant strategies and policies and supported the delivery of the Trust Patient Safety
Incident Response Framework (PSIRF) Plan

» Provided unbiased support to ensure the perspective of the people who use our
services, their carers’ and their family members are represented and listened to.

» Provided a balanced view of what it feels like to receive care and substantiate where
changes are necessary.

» Been a patient voice in the Trust Quality Accounts Priority workstreams for 2025/26

» Been members of the designated Trust quality and improvement groups

Safer Staffing

Trust Boards have a duty to ensure safe staffing levels are in place and patients have a right
to be cared for by appropriately qualified and experienced staff in a safe environment. These
rights are set out within the National Health Service (NHS) Constitution, and the Health and
Social Care Act (2012) which make explicit the Trust Board corporate accountability for
quality and safety. The National Quality Board (NQB) 2016, set out expectations and a
framework within which organisations and staff should make decisions about staffing that
puts patients first.

Developing workforce safeguards (NHS England, 2018) state that effective workforce
planning is vital to ensure appropriate levels and skills of staff are available to deliver safe,
high-quality care to patients and service users. In line with NQB policy, nursing
establishments are set using an evidence-based tool, Safer Nursing Care Tool (SNCT),
combined with professional judgement and patient outcomes. Establishments are set
annually in this way, with a mid-year review and reported to the Board of Directors.

The SNCT is not designed for use outside of inpatient wards. In these areas guidance and
standards for safe staffing is derived from specialist faculties or societies i.e. Intensive Care
Society, The Association of Peri-operative Practise.

The annual nursing inpatient establishment review for 2025/2026 was undertaken in line with
national policy and regulation, with due process followed as detailed in the DN860 Trust’s
Nursing Establishment Setting Policy.

The following conclusions were made following the 2025/26 review:

e |t was recognised that a respiratory ward requires a slight increase in unregistered
support. This is currently mitigated by the use of temporary staffing to maintain
safety.

o Registered nurses and unregistered nurses are maintained in terms of balance for
skill mix and number of posts.

e The outcomes from the annual establishment review will be presented to the Clinical
Practice Advisory Committee and Workforce Committee in May 2026 with
submission to the Trust Board of Directors due in July 2026.
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The following improvements were noted:

e Streamline rosters ensuring templates match the budgeted and worked WTE for
transparency and correct reporting.

e Continued bi-annual roster compliance meetings with Chief Peoples Officer and
Chief Nurse.

o SafeCare system now utilised by the Cath Laboratories.
Continued monthly staffing reviews and Roster key performance indicators (KPI)
monitoring.

e Allied Health Professionals and Pharmacy have begun to adopt the use of red flags
for their departments to highlight when staffing levels need addressing.

¢ Quality Impact Assessments are now completed for any establishment change as
recommended by the NQB.

The Safer Staffing Working Group continues in 2025/26 to provide advice and direction to

nursing teams in the monitoring of SafeCare and ensuring delivery and evaluation of safer
staffing for ‘ward to board’ assurance.

3.2 Clinical Effectiveness

Visibility and clinical rounds

Regular inclusive visibility rounds, led by the Chief Nursing Office, continued in 2025/26.
The themes of rounds were wide ranging (as per the table below) with all staff groups and
grades of staff, including our Patient Safety Partners, with many attended by non-executive
directors, governors and external parties such as Cambridgeshire and Peterborough ICB
Clinical Quality and Patient Safety Lead.

Themes of Visibility Inclusive Nursing Rounds

Medicines Safety Staff Well Being

Patient Environment In My Shoes

Quality & Safety 15 Steps

Food & Nutrition Safeguarding

Infection Prevention and Control Hospital at night

Falls Prevention Clinical Governance

Harm Free Care Patient and Career Experience
Information Governance Chief Nurse Round

Healthcare Associated Infections

The Trust places infection control and high standards of hygiene at the centre of effective

management and clinical practice. The prevention and control of infection remained a key

priority throughout 2025/26 and continues to form an integral part of the Trust’s overall risk
management strategy. As clinical practice evolves, new challenges in infection prevention

and control arise, requiring continuous review.

The Trust is committed to allocating appropriate resources to ensure the effective protection
of patients, their relatives, staff, and visitors. Particular emphasis is placed on preventing
healthcare-associated infections, reducing antibiotic resistance, and maintaining excellent
standards of cleanliness across the hospital. A range of infection prevention and control
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measures are in place to minimise the risk of infection transmission. These include hand
hygiene, environmental cleaning, adherence to infection control protocols, patient screening
for specific organisms, and ongoing staff education. All measures were continuously audited
during 2025/26 as part of the annual infection prevention and control audit programme.
Compliance levels were monitored through the Infection Control Pre and Peri-operative Care
Committee (ICPPC).

MRSA Bacteraemia and Clostridioides difficile Infection Rates

During 2025/26, there were 15 cases of Clostridioides difficile (C. difficile) infection meeting
the inclusion criteria (positive cases identified after two days of admission or within 28 days
of discharge). This figure remained below the threshold of 18 cases set by the UK Health
Security Agency (UKHSA). No outbreaks of C. difficile occurred during this period.

Despite a regional and national increase in C. difficile cases—and the declaration of a
national incident in 2025, our hospital maintained lower incidence rates compared to other
Trusts. The availability of single-room facilities played a significant role in containing the
spread of infection.

There were zero cases of MRSA bacteraemia reported in 2025/26, successfully meeting the
UKHSA target of zero. All cases of MRSA bacteraemia and C. difficile are reported to the
Integrated Care Board (ICB). Post-infection reviews (PIRs) are conducted for each case to
assess contributing factors and identify opportunities for improvement.

Goals Outcome 2023/24 | Goals Outcome 2024/25 | Goals Outcome 2025/26

2023/24 2024/25 2025/26

No MRSA 2 MRSA 0 MRSA 0 MRSA 0 MRSA 0 MRSA

bacteraemia | bacteraemia bacteraemia | bacteraemia bacteraemia bacteraemia

No more 19 cases of No More 15 cases of No more than | 15 cases of

than 7 C. C.difficile for the than 18 C.difficile =3 18 C. difficile. | C. difficile for the

difficile. year = 10 over C.difficile below the year = 3 cases
threshold. threshold. below the

threshold.

Data Source: Mandatory Enhanced Surveillance System (MESS) and UK Health Security Agency Associated
Infection Data Capture System. *Please note: The figures reported in the table are the number of C. difficile
cases and MRSA bacteraemia attributed to the Trust and added to our trajectory/ yearly threshold.

Carbapenemase-Producing Enterobacteriaceae (CPE)

Carbapenemases are enzymes that inactivate carbapenem antibiotics, leading to
antimicrobial resistance. These enzymes are produced by a small but increasing number of
Enterobacteriaceae strains. As carbapenems are often considered a last line of defence
against multi-resistant bacterial infections, the emergence of CPE presents a significant
clinical challenge. Many countries, as well as regions within the UK, report a high prevalence
of healthcare-associated CPE. Royal Papworth Hospital has implemented robust procedures
to mitigate this risk, including comprehensive screening of all inpatients and the isolation of
affected individuals where necessary.

During 2025/26, a total of 29 CPE cases (2024/25 = 33) were identified through admission
screening. Importantly, there were no cases of onward transmission or outbreaks within the
hospital. The number of hospital-acquired CPE cases remained at zero. Ongoing screening
processes continue to play a key role in preventing transmission.
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Escherichia coli (E. coli) and Other Reportable Organisms

Additional reportable organisms monitored by the Trust include Escherichia coli, Klebsiella
species, and Pseudomonas aeruginosa bloodstream infections. The UK Health Security
Agency (UKHSA) sets thresholds for these infections, which healthcare organisations are
expected not to exceed.

In 2025/26:
o E. coliinfections totalled 7 cases, against a threshold of 8

e Klebsiella spp. infections totalled 3 cases, against a threshold of 7
e Pseudomonas aeruginosa infections totalled 1 case, meeting the threshold of 1

These figures indicate that infection rates within the Trust remain low in comparison to
national levels.

Mycobacterium abscessus

Mycobacterium abscessus is a rare infection that can pose serious risks to individuals with
underlying respiratory conditions or those who are immunosuppressed. Following routine
testing in 2019, an investigation was initiated into cases linked to hospital-acquired infection.
In response, enhanced safety measures were implemented, including strengthened water
safety protocols and ongoing education for both staff and patients. These interventions have
significantly reduced the number of cases.

In 2025/26, two cases of M. abscessus associated with the hospital water system were
identified. Enhanced governance and management arrangements remain in place during
2025/26, with continued oversight and input from external stakeholders including UKHSA,
NHS England (NHSE), and the Care Quality Commission (CQC).

Influenza (Flu)

The Trust remains committed to delivering a comprehensive influenza vaccination
programme for all staff. In 2025/26, vaccine uptake among frontline staff reached 50%,
representing an improvement on the previous year and aligning with national trends.

The Trust continues to provide specialist care for patients requiring extracorporeal
membrane oxygenation (ECMO) due to influenza-related complications. On average, five
such patients required ECMO support during the year.

An increase in influenza cases was observed in December 2025 and January 2026, with a
total of 11 cases recorded, including 3 classified as nosocomial (hospital-acquired). No
outbreaks were identified during this period.

Table of influenza Figures for 2025-26:

Quarter 1 Quarter 2 Quarter 3 Quarter 4 Total
Apr | May | Jun | Jul | Aug [ Sep | Oct | Nov | Dec | Jan | Feb | Mar

Total 1 0 0 0 0 1 1 3 6 5 3 2 | 22

cases

HCA 0 0 0 0 0 0 0 1 1 1 0 0 3

COVID-19

During 2025/26, the Trust continued to respond to COVID-19, with a steady number of
patients testing positive on admission. A total of 43 COVID-19 positive cases were identified,
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representing a reduction of approximately 40% compared to the previous year (2024/25=71).
None of these patients required critical care support, and no admissions were directly
attributable to COVID-19 as the primary diagnosis.

There were 8 nosocomial (hospital-acquired) cases recorded during the year. All cases were
fully investigated, with key learning shared across the Trust to support continuous
improvement. No outbreaks were identified in 2025/26.

Quarter 1 Quarter 2 Quarter 3 Quarter 4 Total
Apr | May | Jun | Jul | Aug | Sep | Oct | Nov | Dec | Jan | Feb | Mar

Total | g 2 2 | 4 5 5 6 4 2 1 2 4 | 43

cases

Possible
sl 1l oo 2]ofo]|1|o0o]o0o]o0o]|oO0]|o0] 4
Definite
fealo]lofo]Jo]lofo]|2|1]o0o]o0o]|oO0]| 1] 4

Harm Free Care at Our Hospital (Falls, Pressure Ulcer Care, VTE & Diabetes)

Reducing falls and reducing harm from falls

The Trust has an ongoing focus on Harm Free Care and on reducing the number of falls
sustained by patients and the level of ensuing harm to patients. Monitoring of numbers of
falls is achieved through Datix incident reporting system and feeds into the Ward Scorecard
and forms a core focus of the Falls Prevention Specialist Nurse and the Falls Prevention and
Management Group. The group meets regularly to review events and lead on improvement
and is attended by a range of professions.

Falls per 1000 bed days are monitored monthly via the Papworth Integrated Performance
Report (PIPR) report, with a target level of <4.0.

2025/26 | April | May | June | July | Aug | Sept | Oct Nov Dec Jan Feb March

Falls per
1000 bed | 1.58 | 2.0 1.7 1.8 1.8 239 |23 1.9 3.1 2.0 2.5 2.2
days

In 2025-2026 a total of 172 falls were reported, compared to 156 the previous year. In the
year there were 13 Near Miss falls, 71 No Harm falls, 82 Low Harm falls, 3 Moderate Harm
incidents and 3 Severe Harm incidents (three patients have since died). The table below
demonstrates the number of actual falls per quarter across the five years.

Financial year
2021/2022 29 45 34 42 150
2022/2023 35 38 38 35 146
2023/2024 37 32 38 44 151
2024/2025 41 30 50 35 156
2025/2026 34 45 51 42 172

Source: Datix 07/04/2026

All incidents of falls are reviewed by the Falls Prevention Lead and learning from falls
incidents is shared at the monthly Quality & Risk Management Group and among various
clinical and nursing forums to facilitate teaching for individual staff, groups of staff, changes
to policies and procedures, changes to practice and Quality Improvement initiatives.
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As well as individual patient fall reviews, a thematic review of falls was undertaken looking at
why these falls had happened and proposed actions. Factors identified included frailty of
patient demographic, falls assessments and reassessments and 1:1 nursing care. An
Improvement Action Plan has been developed and is being overseen by the Falls Prevention
Group:
¢ Ajoined-up approach to frailty risk assessments and access to appropriate support
and interventions to reduce risk of falls
o Trust Falls assessment to capture patient factors and preventative measures should
include MDT, patient and family involvement.
e Patients receiving 1:1 care should be supported during personal care. Requests for
privacy should be risk assessed and safety prioritised.
e 1:1 care should be available from staff skilled in provision of such care.

In April 2025 NICE issued new updated falls guidelines (CG 249 Falls: assessment and
prevention in older people and in people 50 and over at higher risk) which cover all aspects
of the population including people in the community, residential homes and acute, but not
specifically specialist, Trusts. We have carried out a baseline assessment against this new
guidance and quality Improvement work for Falls within the Trust is focused on implementing
and embedding the new NICE guidance, alongside training and education regarding related
issues such delirium, care of the patient requiring one to one supervision and dementia.

Prevention of Venous Thromboembolism (VTE)

Venous Thromboembolism (VTE) Assessment on Admission is mandated by National and
Trust Policy for all inpatient admissions. VTE Trust policy utilises national guidance from
NICE and the Department of Health as its foundation. The criteria for the Trust’s monthly
VTE Assessment on admission audit are as below:

e The percentage of patients who stayed overnight, who had a VTE risk assessment
completed within the first 24 hours of their admission, for patients who had a length
of stay of greater than 24 hours.

o Data is reported against the patient's first admit location within any spell.

The trend in compliance over the last four years can be seen in graph below, (target 95%).
The VTE assessment compliance is now sustained at >92% across the Trust, achieving
95.5% in March 2026.

Trust-wide VTE assessment within 24 hours of
admission for patient admitted overnight (%)
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Source: Clinical Audit Team Data: 21/04/2026
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VTE remains an area of particular focus and continues to be monitored through monthly
Quality & Risk Management Group, quarterly Harm Free Care Meetings and Quality and
Risk committee meetings. Improvement work with clinical teams has continued throughout
the year to support VTE assessment compliance. This has included completion of a Trust
wide audit and identification of areas of focus. Additional work includes production of a VTE
newsletter for distribution across the Trust, as well as continued focus on Resident Doctors
training and plans for a monthly bulletin.

Medical champion roles continue with VTE link nurses and Allied Health Professionals
meeting bi-monthly, and representation from the resident doctor team and the ALERT team
at the oversight meetings.

Digital options for a clinical prompt for outstanding VTE assessments will be taken forward
with any new Electronic Patient Records (EPR) system. The VTE clinical indicator view
within the current electronic patient record has been reviewed annually and optimised to
highlight patients in need of VTE risk assessment before the 24-hour target. This has been
publicised across the Trust through the ‘Message of the Week’ communication to clinical
teams. VTE assessment reminders have been updated and remain on all medical
documentation forms across the divisions.

Overall, we show continued improvement in VTE assessment compliance, and this has been
sustained. There continues to be no solely hospital attributable thrombosis events, and no
harms occurred from incidents reported.

Pressure Ulcer Care

Pressure ulcers have been defined as ulcers of the skin due to the effect of prolonged
pressure in combination with a number of other variables which include patient co-
morbidities and external factors such as shear and skin moisture (NPUAP 2019). NHS
England (NHSE) describe eight main pressure ulcer categories, ranging from category 1 to
4, deep tissue injury (DTI), an unstageable category, medical device related skin pressure
ulcers (MDRPU) and moisture associated skin damage (MASD) (NHSI & NHSE 2018). The
paper states that all pressure ulcers should be reported through local reporting systems with
the exception of category 1 ulcers. At Royal Papworth Hospital (RPH), we agreed through
pressure ulcer scrutiny panel that for the purposes of clarity and to enact early interventions,
we will report all categories of pressure ulcers and MASD.

How we monitor pressure ulcers:

Category 2 pressure ulcers or deeper are confirmed where possible, in person, by the
Wound Care TVN team or an experienced TVN link nurse once an incident report has been
raised. In keeping with the NHSE guidance, category 2 ulcers or deeper, are subject to a
root cause analysis (RCA) of the incident.

NHSE guidance directs trusts to validate rates of pressure ulcers using multimodal
monitoring strategies. This is because it is recognised that no single system of pressure
ulcer monitoring is infallible in representing true rates of pressure ulcers experienced by
patients (Gannon et. al., 2021, Fletcher and Hall 2018, Smith et. al., 2017). For example, the
trust uses Datix as our primary reporting system which is reliant on clinicians recognising
and identifying the correct category of pressure ulcer and then reporting it appropriately
following training in how to use the system.

The trust biannual point prevalence audits record the number of pressure ulcers on a set
date and are useful in validating the trends that are identified through Datix reporting.

A strong clinical presence by the Wound Care TVN team is a vital part of our monitoring
strategy as visibility and availability play an invaluable role in the correct identification and
grading of pressure ulcers along with supporting our very engaged clinical link teams. This

49



Quality Account 2025/2026

expert clinical presence supports NHSE standards regarding confirming the category of
ulcers before they are reported formally.

In total, there were 307 pressure ulcers, medical device related pressure ulcers (MDRPU),
and moisture associated skin damage (MASD) reported during 2025/2026 that developed in
our hospital. This represents a decrease from 2024/2025 when 335 were reported. Of those
reported in 2025/2026:

e 67 were true pressure damage over bony prominences compared to 84 noted in the
previous recording year.

e 146 were superficial skin injuries caused by moisture exposure — not a true pressure
ulcer and caused by excoriation - compared to 140 in the previous reporting year.

e 94 were related to the placement of medical devices — all superficial skin injuries -
compared to 111 in the previous reporting year.

10 were reported (10 in 2024/25) as category 2 superficial depth pressure ulcers, 19 (24 in
2024/25) were deep tissue injuries (DTI) and 3 (2024/25: 2) were unstageable depth. There
were no deep category 3 or 4 pressure ulcers reported.
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There have been 28 less pressure ulcers reported this year compared to 2024/2025. The
decrease may be explained by the embedding of the updated Trust Pressure Ulcer
management guidelines. The guidelines are supported in practice by a very strong clinical
presence by the Wound Care Tissue Viability Nurse (TVN) Team who draw on a culture of
Make every contact count to embed key prevention and management messages. The
reintroduction of link nurses to Critical Care Area (CCA) and 5 North where our highest risk
cohorts are located and teaching both on induction programs and at trust wide wound and
pressure ulcer study days held regularly.

CCA remains the area with the highest rate of incidents reported due to the acuteness of
their patient cohort and the reliance on devices to support intensive therapy that are
positioned in close contact with skin. However, a marked reduction in all categories was
noted this year with the exception of a slight rise in MASD.
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Prevalence audits:

The TVN team undertake a biannual point prevalence audit where they inspect the skin of all
inpatients on two set dates, and the results from the audits undertaken in December 2025
and February 2026 found rates of pressure ulcer development to be low. During the audit, it
was reassuring to note comparability between pressure ulcers reported through incident
reporting and those seen on bedside audit were consistent.

Pressure Ulcer Scrutiny Panel Outcomes:

As described previously, a root cause analysis (RCA) investigation is conducted for all
pressure ulcers of category 2 and above. The RCA is reviewed at the trust Pressure Ulcer
Scrutiny Panel which meets quarterly. The panel is made up of trust wide nursing
representation and reviews each RCAs and then concludes whether all appropriate care was
in place and whether the pressure ulcer could have been prevented. The panel also
identifies learning and agree, develop action plans with the clinical teams and monitors
trends in pressure ulcer development, as well as having oversight on the performance of
current preventive and management projects.

Overall, the number of incidents associated with acts/omissions in care is consistent with
previous years despite the embedding of reporting standards which likely resulted in the
overall reported incidents increasing this year. This coincides with significant education
initiatives provided by industry partners in pressure ulcer care, our team and ward link teams
focusing on reporting standards at ward handover, simplification of the SSKIN care bundle
document within the patients electronic records, the embedding of the Simple Safety for Skin
project to the general ward areas and the introduction of the Dynamic Air Managed Mattress
Service to all ward areas.

Action highlights from 2025/26

1. Documentation: Pressure ulcers associated with acts and or omissions in care were
largely linked to the standard of documentation in the Lorenzo EPR system where
patients may have had the care needed but this was not documented. This was a
trend not seen in Metavison (EPR used on Critical Care).

2. Simple safety for skin project — addressing the MASD challenge: During the
COVID-19 pandemic, the need for critical care increased, and the introduction of this
simplified system led to a significant reduction in MASD’s which our data indicated
was the most common skin injury. This project was extended beyond the Critical
Care Area and launched in September 2023 on the wards. It simplified pressure ulcer
and MASD hygiene to one single type of skin friendly wash, with one long-acting skin
protectant product, and a focus on repositioning schedules and use of the dynamic
mattress system for high-risk patients.

This system was accepted for publication in the journal Wounds UK in 2021 and this
bundles approach is consistent with the most recent clinical evidence as a primary
approach to reduce MASD. The newest data, derived from this project reflecting the
effectiveness of the Nimbus mattress series in preventing pressure ulcers will be
published in the Journal of Wound Care in 2026. This evidence base is supporting
our own practice and is networked out to other hospitals across UK and Ireland and
internationally through various education meets where our team present our data
outcomes.

3. Addressing the MDRPU challenge: The ‘Two Birds campaign’ which was found in
previous reporting years to be an effective bedside education tool to reduce the risk
of pressure ulcers caused by endotracheal tubes (tubes used for patient ventilation)
on CCA, was led this year by a medical student. Endotracheal tube related medical
device pressure ulcers are the most common type of device related pressure ulcers
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encountered. It is likely that this education program played a key part in reducing this
type of skin injury along with education provided at the bedside by CCA link nurses at
the induction teaching of new starters on CCA. This ensures that all nursing staff on
CCA have training in how to prevent and manage pressure ulcers.

Conclusion:

o The decrease in pressure ulcers was likely caused by multifactorial interventions,
including a strong education program.

e There is a strong and robust reporting culture in place to record pressure ulcers using
a multi-modal monitoring strategy.

¢ MASD and MDRPU remain a principal challenge in respect to prevention.

e There remain challenges in ward documentation with the architecture of our current
EPR systems (Lorenzo) despite support from our IT team to simplify the relevant
forms.

Diabetes

During 2025/26, Royal Papworth Hospital continued to strengthen the safety, quality and
governance of inpatient diabetes care through audit, education, digital surveillance and
structured learning from incidents. A Diabetes Clinical Lead has been appointed to provide
expert clinical leadership.

Patient Safety and Harm Reduction

The Trust established a sustainable monthly submission process to the National Diabetes
Safety Audit (NDSA), enabling national benchmarking against GIRFT standards for the first
time. Nationally defined inpatient diabetes harms remained low, with no inpatient acquired
diabetic foot ulcers or hyperglycaemic hyperosmolar states reported, and a small number of
severe hypoglycaemia events, providing assurance that serious harm remains uncommon.

A Trust wide audit assessing compliance with clinical standards for hypoglycaemia and
hyperglycaemia management highlighted areas requiring improvement, particularly
documentation and timely treatment of hyperglycaemia. However, results demonstrated
improved compliance compared with the previous year, providing a robust baseline for
further quality improvement.

Diabetes related patient safety incidents were routinely reviewed through established
governance processes. Themes included insulin prescribing errors, variable rate intravenous
insulin infusion (VRIII) management, monitoring failures and discharge related issues.
Increased reporting reflected improved safety awareness rather than increased harm.
Review of incidents provided assurance that no widespread or systemic patient harm had
occurred, while learning informed guideline updates, electronic prescribing improvements
and targeted education.

Workforce Education and Capability

Improving staff knowledge was a key priority. The Cambridge Diabetes Education
Programme (CDEP) was implemented as essential to role training, providing tiered
education aligned to staff responsibilities. This was supported by regular diabetes
workshops, targeted training for high risk areas and awareness campaigns such as Insulin
Safety Week. Education uptake is monitored to ensure impact on safety and quality.

To further strengthen quality improvement and assurance, a Diabetes Clinical Lead has
been appointed, providing expert clinical leadership across diabetes safety, education, audit
and service improvement. This role strengthens strategic oversight, supports consistency of
practice and enhances multidisciplinary engagement in improving diabetes outcomes.
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Digital Innovation and Discharge Safety

The Trust expanded digital surveillance of hypoglycaemia and hyperglycaemia, enabling
proactive identification of high-risk patients. Charitable funding supported the introduction of
continuous glucose monitoring (CGM) to enable safe and timely discharge where diabetes
optimisation was the only barrier. Electronic prescribing risks were further mitigated through
system changes, with post implementation review demonstrating sustained reduction in
duplicate insulin prescribing.

Patient Experience

A Diabetes Inpatient Satisfaction Survey demonstrated overall positive patient experience,
with high confidence in staff decision making. Areas for improvement included staff
knowledge, respect for patient preferences in self-management, and availability of
appropriate meals. These findings are informing education priorities and ward level
improvement work.

Overall, 2025/26 shows measurable improvement in diabetes safety, assurance and
governance, while recognising ongoing risks related to insulin use and staff knowledge.
Strong foundations have been established to support further improvement in 2026/27
through education, audit maturity and continued focus on person-centred diabetes care.
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Surgical Site Infections Report 2025/26

Surgical Site Surveillance at our hospital consists of identifying cardiac surgery patients that
develop a surgical wound infection. To be classified as having a surgical site infection (SSI)
they must meet the SSI criteria set by the UK Health Security Agency (UKHSA). We have
conducted surveillance just on patients who underwent Coronary Artery Bypass Grafts
(CABG) and heart valve surgery. However, as a result of the increased SSI rates reported at
the Trust, October 2023 saw the commencement of surveillance on additional cardiothoracic
surgeries. This includes pulmonary endarterectomy (PTE) surgery (PTE only - excluding in
addition to CABG/valve/other); heart, lung or both transplantations and other cardiac
surgeries (non-CABG and non-valve). Please note that this also does not include surgeries
for the implantation of mechanical devices and does not include thoracic surgeries.

We report our CABG infection rates to UKHSA quarterly. As of March 2024, we additionally
submit our valve and other cardiac surgery rates under the ‘non-CABG’ category. This
reporting category includes all valve surgeries and other surgical procedures on the heart.
Transplants, aortic and PTE surgeries are not included in the UKHSA categories for
reporting SSls, so rates of infection in these groups are for internal monitoring only.

As part of UKHSA reporting, SSI patients are grouped in terms of how they are identified:
e Inpatient (during current surgical admission) or readmission due to wound infection

e Other post discharge follow-up e.g., outpatients’ clinic/community team
¢ Or the patient reported themselves (self-reported).

From this data, we can compare our hospital rates to all hospitals that submit their SSI rates
by gaining a benchmark figure. However, this benchmark figure consists only of those
identified as an inpatient/readmission. As per the UKHSA, “the benchmark comprises
inpatient and readmission data only, as it is mandatory for all hospitals to use these two
detection methods. Not all hospitals have the resources to undertake other forms of post
discharge surveillance; hence we currently use inpatient and readmission data only for
benchmarking”. However, at our hospital we do identify patients via the other methods, so it
is still important that these are recorded and taken into consideration for internal monitoring.

Surgical Site Surveillance monitors patients for one year post surgery. This means that
identification of SSls can still occur quite some time after the original operation.
Consequently, figures that are reported are subject to change.

Surgical Sites Infection rates 2025-2026 (Data is current as of 13t May 2026)

Coronary Artery Bypass Grafts (CABG)

In 2025-2026 we have continued to see an elevated rate of surgical site wound infections at
RPH. Our annual figures show that following CABG surgery the rate of surgical wound
infection is 6.9% (62 infections out of 900 surgeries). This is slightly higher than the annual
rate of 6.4% in 2024-2025; however, the denominator number of CABG surgeries is lower in
2025-2026 (900 in comparison to 965 last year).

Our inpatient/readmission CABG SSI rates have also remained higher than the national
benchmark reported by UKHSA, reaching a rate of 6.6% this year (Quarter 1), with the
annual national benchmark remaining at 2.8%. However, 2025-2026 has seen a downward
trend in inpatient/readmission SSIs (Q1 6.6%; Q2 5.5%; Q3 4.2% and Q4 4%) and Q4 rates
are the lowest seen in the Trust since 2021.
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Categories of 55| Rates for CABG surgery (2021-present)
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Valve and non-CABG

Our annual figures for 2025-2026 show that following valve surgery, the rate of surgical
wound infection is 2.9% (20 infections out of 683 operations). This is our total rate of
infection which has been reported since 2016.

Additionally, with data since October 2023, the non-CABG category of reporting (valve and
other surgical procedures on the heart) gives us an inpatient/readmission benchmark for this
group of patients. During the whole year, the quarter with the highest inpatient/readmission
non- CABG infection rate was quarter 1 (3.5%). The annual national benchmark

has remained at 1.1%.

PTE, Transplant and Other Cardiac Surgeries
o Annual figures for 2025-2026 show for PTE surgery the rate of surgical wound
infection is 1.7% (3 infections out of 177 operations).
¢ Annual figures for 2025-2026 for transplant surgery show the rate of surgical wound
infection is 1.3% (1 infection out of 79 operations).
¢ Annual figures for 2025-2026 for other cardiac surgeries show the rate of surgical
wound infection is 2.2% (2 infections out of 90 operations).

Depth of SSIs

The depth of SSls in 2025/2026 has remained predominantly superficial. There have been
deep and organ space infections throughout the year in CABG and valve surgeries,
however, for CABG surgery there has been a significant decrease in deep infections in
comparison to 2024/2025.

In valve surgery, there has been a decrease in all depths of infection in comparison to
2024/2025.

Further detail in the graph on the next page:
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Surgical Site Infection Stakeholder Group

The SSI Stakeholder Group was first established in 2022 to deliberate over the rise in deep
wound infection rates and instruct and monitor actions aimed at reducing SSls following an
increase in infection rates after the move to new Royal Papworth Hospital in May 2019. An
SSI dashboard was developed for oversight and monitoring of SSI rates.

A further enhanced SSI governance structure was established with effect from June 2023.
This included 5 task and finish groups: Clinical Practice, Communications and Engagement,
Staff engagement, Environmental and Decontamination and Patient Scrutiny Review.
Existing SSI improvement actions transferred to these groups along with recommendations
and opportunities for quality improvement following the peer reviews undertaken by
Cambridgeshire & Peterborough Integrated Care System (ICS), NHS England (NHSE) East
of England Regional and NHSE National IPC team. In February 2024, the governance
structure was refreshed as a number of improvement actions were completed and
embedded and had moved to business-as usual process.

In 2025/2026 SSI governance has been supported by a Consultant with expertise in quality
improvement and overseen in surgical, theatres and anaesthetics division (STA)
Additionally, the Environmental and Decontamination Group meet monthly, and the SSI
Scrutiny Panel meet quarterly. 2025/2026 has seen the SSI Scrutiny Panel now have
representatives from all relevant areas including surgical, anaesthetics, microbiology,
infection control and nursing, and meets to review and comment on all RCAs of organ space
infections, in order to continually identify any learning or areas for improvement along the
surgical pathway.
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Sepsis Management

Effective sepsis management remains a critical priority within the NHS, recognising sepsis
as a life-threatening condition that demands rapid identification and treatment. Recent
updates to NICE guidance on suspected sepsis, including the evolution of NG51 into age
and population specific guidelines (NG253, NG254, NG255), emphasise early recognition
using tools such as NEWS2 and timely initiation of antibiotics and source control to reduce
mortality.

Complementing this, the Sepsis 6 care bundle; six essential actions delivered within one
hour, including oxygen, blood cultures, IV antibiotics, IV fluids, lactate measurement and
urine output monitoring, has been shown to significantly improve outcomes and reduce the
risk of death by nearly half when implemented reliably in frontline care. Together, adherence
to NICE evidence-based recommendations and consistent delivery of the Sepsis 6 underpin
a robust, standardised approach to improving sepsis outcomes across NHS services.

At our hospital we have a low incidence of sepsis due to being a specialist Trust with no
emergency department. However, we monitor local data through our Papworth Integrated
Performance Report (PIPR) on a quarterly basis. This report covers data for patients
admitted to our clinical areas, including Critical Care (CCA), for the period 1%t April 2025 —
March 31!, 2026. The standards measured are listed below.

Audit Standards

Aspect to be measured Expected
standard
1 Sepsis screening required 100%
2 Screening completed 100%
3 Sepsis 6 care bundle documentation completed 100%
4 IV antibiotics are given within 1 hour (excluding pts already on antibiotics) | 100%

Sepsis audit analysis data: A detailed breakdown of Q1-Q4 data for 2025/26 of those
suspected to have sepsis and the compliance of completion of the standards from our
quarterly audits against the Sepsis 6 bundle Trust wide (All wards and CCA) is shown below.

Q1 Q2 Q3 Q4
90% 81.5% 90%

The Q2 audit data was below the trust target of 90%. This is felt to be due to accuracy of
CCA sepsis data collection process in Q2, which was noted to be limited due to the lack of
clear distinction between sepsis and infection screening within MetaVision (the patient
electronic patient record system for CCA), along with low compliance in documenting
suspected infection sources and clinical presentation. Ongoing improvement work is in
place, which has increased the oversight of our patient screening cohort in CCA, but
decreased compliance in Q4 for CCA, however the wards achieved 95% compliance.

Improvement updates from 2025/26 and ongoing into 2026/27:
¢ Enhancing Accuracy of CCA Data: An education programme will be introduced to

improve completion of documentation, ensuring clinicians consistently record the
infection source and clinical categorisation (infection, sepsis, septic shock). In
parallel, MetaVision will be updated to clearly differentiate between infection
screening and sepsis screening. Future work will include collaboration with ALERT
and Microbiology teams to support Trust wide auditing and strengthen sepsis
management across the organisation.

57



Quality Account 2025/2026

¢ Implementation of Updated NICE Guidance: A dedicated working group has been
established to fully implement the required changes from NICE guideline NG253
(Suspected sepsis: recognition, diagnosis, and early management for patients aged
16 and over, not pregnant). Updates published in November 2025 have been
incorporated into the hospital’s internal guideline, DN598 Management of Sepsis,
which is now accessible to all staff via the hospital intranet.

o Completion of the Multidisciplinary HAP Project: The multidisciplinary Hospital
Acquired Pneumonia (HAP) project has been completed, introducing practical
nursing interventions aimed at reducing HAP incidence. The project also highlighted
a trend toward overprescribing antibiotics in the local patient cohort, prompting the
introduction of enhanced Antimicrobial Stewardship (AMS) education.

Sepsis Quality Improvement on the Wards: A Surgical Advanced Clinical
Practitioner (ACP) has been allocated protected nonclinical time to lead a Sepsis
Quality Improvement (Ql) project focused on ward-based care, supporting earlier
recognition and intervention.

¢ Integration of Sepsis Care into the New EPR: Ongoing collaboration with the
Nexus team continues to ensure that Sepsis Care pathways and prompts are fully
integrated into the forthcoming Electronic Patient Record (EPR), supporting improved
standardisation and real time clinical decision making.

Acute Kidney Injury (AKI)

Acute Kidney Injury (AKI) is a sudden decline in kidney function, commonly triggered by
conditions such as sepsis, cardiac events, or major surgery. It is particularly prevalent in
cardiac surgery and cardiopulmonary bypass, with an incidence of approximately 26%
(Maruniak et al., 2024). Following an Acute Myocardial Infarction, AKI incidence ranges from
8.7% to over 26%, with heart failure further increasing risk (Wang et al., 2022).

While AKIl is often temporary, early recognition and timely intervention are essential to
prevent progression to chronic kidney disease (CKD) or the need for renal replacement
therapy. NICE guideline NG148 emphasises early detection, prevention, and effective
management to reduce complications and improve patient outcomes. Nationally, AKI affects
13—-18% of all hospital admissions, with older adults being disproportionately impacted
(NICE, 2024).

Acute Kidney Injury (AKI) Pathway

At our hospital, patient blood samples are processed at CUH (on the biocampus)
biochemistry laboratories. Any creatinine change meeting AKI criteria triggers an automated
AKI alert. Once received by clinical teams, the AKI care bundle is initiated in line with NICE
NG148 and the Trust's DN622 AKI Pathway (updated January 2025).

The AKI bundle aims to minimise patient harm and prevent progression to severe AKI stages
requiring ITU admission or renal replacement therapy. Key components include: Clinical and
medicines review, Enhanced physiological observations, Optimisation of fluid status,
Monitoring urine output and fluid balance, Daily weights and Daily renal blood tests. These
measures continue until renal function returns to baseline.
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AKI Bundle Audit Compliance 2025/26

Following issues identified with CUH reporting processes and limitations in the previous audit
method, a new Trust-wide AKI audit approach was introduced in May 2025 as part of a Ql
initiative. Each ward now audits five patients with AKI per month, assessing compliance with
NICE NG148 and DN622 via documentation on the EPR. This ward-led model supports timely
local improvement. Although no formal KPI currently exists, a 90% compliance rate is
considered necessary to deliver safe, effective AKI care and reduce long-term complications.

Audit Compliance for 2025/26

Review of 205-26 audit data demonstrates that AKI bundle compliance remains below the
expected standard across a number of core measures. While there has been improvement in
some areas, particularly AKI bundle completion, NEWS2 recording, renal blood monitoring,
and physiological review, performance is inconsistent and has not yet been sustained.

Compliant >90% Partially Compliant 76 — 94% Non-compliant <= 75%
Standards Expected | Compliance | Compliance | Compliance | Compliance

Compliance Q1 Q2 Q3 Q4

Is the AKI diagnosis documented in >90% 56% 58% 54% 83%

the medical notes?

Has the cause of the AKI been >[=95% 25% 31% 22% 63%

identified?

Has the AKI bundle been opened >[=95% 50% 44% 1 68% 86%

and documented?

Has the patient's renal function >I=95% 75% 61% 188% * 66%

(U&E's) been taken within 6 hours
of hospital admission?

Has the patient had daily bloods >[=95% 86% 88% 75% 92%
(U&E’s) during the acute phase of

AKI

Has the patient had a physiological >[=95% 36% 52% 1 75% 50%

review (Medical/ACP) within 6 hours
of the AKI warning stage test result?
Has the patient had a NEWS2 score >I=95% 44% 51% 1 89% 97%
calculated within 6 hours of AKI
warning stage result?

Has the patient been commenced >[=95% 70% 53% 1 69% 75%
on a fluid balance chart?
Is there evidence the patient had >[=95% 44% 26% 1 43% 61%

fluid resuscitation if
required/appropriate?

Is there evidence of a medication >I=95% 58% 43% 1 57% 70%
review?

Has urinalysis been performed? >[=95% 16% 19% 1 24% 27%
Has the patient been referred to the No Target 4 patients 7 referrals 4 referrals 2 referrals
nephrology team or ITU if referred

deteriorating and meets RRT
requirements?
If urinary obstruction or No Target None None 2 None
pyonephrosis has the patient been required required required
referred to urology and/or an
ultrasound occurred within 6-12hrs?
Has the patient been weighed daily >/=95% 61% 30% 1 39% 75%
since AKI diagnosis?
*Patients seen in preadmission clinics will already have renal bloods assessed and checked against on admission
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Key Performance Actions and next steps

The action plan for 2026/27 will therefore focus on the elements with the largest and most
persistent gaps, particularly medical documentation, identification of AKI cause, medicines
review, urinalysis, fluid management, and daily monitoring.

Improvement Plan 2026/27

1.

Medical review and documentation: Reinforce medical responsibility to document
AKI diagnosis, stage, likely cause, and management plan at the point of alert and
during subsequent review. Add this as a specific prompt within ward rounds, resident
doctor induction, and EPR training.

AKI bundle completion: Continue education on bundle location and use within the
EPR, supported by local ward reminders and inclusion in induction materials. Monitor
bundle completion monthly at ward level.

Timely clinical review: Standardise escalation expectations following an AKI alert,
ensuring medical/ACP review and NEWS2 completion occur promptly. Use ward-
based education and safety huddles to reinforce the requirement.

Medicines review: Embed pharmacy support into the AKI pathway through the AKI
link pharmacist role and progress implementation of a digital AKI flag to prompt
timely medicines review and documentation.

Fluid balance and fluid resuscitation: Deliver targeted ward-level teaching on fluid
balance monitoring and documentation. Reinforce nursing and medical roles in
assessing fluid status and recording management plans. Include this within the
focused QI workstream. Measure of success: >95% compliance for fluid balance
chart completion and documented fluid resuscitation where clinically indicated.
Urinalysis: Introduce urinalysis as a specific ward-level improvement target, with
clear expectation that this is completed and recorded for all appropriate AKI patients.
At present does not sit on the AKI bundle — this is with the digital team to update.
Ensure equipment availability and staff awareness.

Daily monitoring: Reinforce daily weight and blood test requirements within the AKI
bundle and nursing documentation standards. Ward audits should specifically review
missed daily monitoring elements and escalate recurring barriers.

Digital oversight and assurance: Finalise and deploy the digital AKI dashboard to
provide ward, divisional, and Trust-level visibility of compliance. Continue quarterly
reporting to the Deteriorating Patient Steering Group and QRMG.

Quality improvement and ward engagement: Continue the focused QI approach
led by ALERT ANP, with ward-based support on quick wins including fluid balance,
daily weights, urinalysis, and documentation. Use link roles and governance
meetings to maintain momentum.

Summary

The priority for 2026/27 is to move from partial improvement to consistent delivery of the full
AKI bundle. Focus will be placed on strengthening clinical documentation, medicines review,
ward-based monitoring, and digital oversight. Although patient harm has been mitigated
through strong safety-netting by ALERT and Surgical ANP teams, the current audit findings
show clear opportunity to improve reliability, reduce unwarranted variation, and achieve the
standard of care expected under NICE NG148 and the Trust AKI pathway.
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3.3 Patient Experience Domain

Patient stories

Patient stories continued to form an integral element of capturing the patient experience
throughout 2025/26. Members of staff representing a variety of professions have presented
at the Board of Directors, Quality & Risk Committee, and at professional meetings such as
the Clinical Professional Advisory Committee, Band 7 meeting, Management Executive,
Patient and Public Involvement Committee, and the Patient Experience and Safeguarding
groups. Patient stories are also included in monthly Matron reports for the Clinical Divisions
which provide a valuable opportunity for discussion directly with the senior multidisciplinary
team and reports are circulated to teams for further learning. Quarterly divisional quality
reports to the Quality and Risk Management Group also include examples of patient stories,
for shared learning.

Learning from Patient Stories

Durning May 2025, the Trust Board meeting, a Heart Valve Specialist Nurse at Royal
Papworth Hospital (RPH) shared a patient story related to a 76 year-old patient who had
lived an active lifestyle, but in 2023 had attended their GP surgery with symptoms of
breathlessness on exertion, at which time a heart murmur was detected. The patient was
referred to James Paget Hospital for further investigation where an echocardiogram
confirmed severe aortic stenosis. A cardiologist confirmed seriousness of the patient’s
condition. There were no medications that could treat the aortic valve and if left untreated,
this had a 50% mortality within two years.

The case was borderline for open heart surgery or Transcatheter Aortic Valve Implantation
(TAVI), so the patient was referred to RPH for further investigations. The patient was seen
by a TAVI consultant, and as a result was placed on the TAVI pathway and this treatment
was confirmed as the most appropriate option by a Multi-Disciplinary Team (MDT). There
was 16 months between the diagnosis and the procedure taking place, which was a
success, however there was a marked decline in the patients’ abilities during this time. After
the procedure the patient experienced significant bruising and pain to the access site, along
with the need for oxygen support. Urgent imaging took place. The patient received the care
and treatment plan via the TAVI nurses and ward staff.

The patient provided feedback around their care some of which being that when they were
nil by mouth they were sat with others that could eat, and lack of medical communication the
day of the scans. The patient praised the hospital environment, describing it as “restful”, she
felt “safe” and was treated with respect and dignity throughout her care. The patient helpline
was also regarded as useful. The learning from this patients experience in relation to nil by
mouth experience and lack of medical communication was taken forward for improvements.

In September 2025, the Trust Board was presented with a patient story by the patient and
their husband. The patient shared a personal account of a significant family history of
cardiomyopathy, including multiple bereavements associated with undiagnosed heart
conditions. Early clinical review led to the identification of dilated cardiomyopathy, with
preventative treatment including device implantation. Initial complications with the device
contributed to anxiety and required psychological support.

Over time, the patient experienced progressive cardiac deterioration, including multiple
cardiac arrests and worsening heart function, necessitating advanced cardiac device
therapy. Pregnancy introduced further clinical complexity, requiring specialist monitoring and
ongoing care, followed by continued decline in subsequent years.
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Between 2020 and 2023, the patient’s condition worsened significantly, resulting in severe
physical limitations, multi-organ impact, reduced quality of life, and associated mental health
challenges. Following specialist assessment, heart transplantation was identified as the only
viable treatment option. The patient was listed urgently and received a donor heart within six
days.

Post-transplant recovery was positive, with no evidence of rejection and a marked
improvement in overall health. Organ function normalised, and the patient regained physical
strength and wellbeing within a relatively short period.

The patient highlighted the high standard of care received, particularly the compassion
shown by nursing and support staff, alongside strong personal support from family. Since
recovery, the patient has resumed an active lifestyle and is now engaged in community,
advocacy, and fundraising work, including a voluntary first responder role and ambassadorial
involvement with cardiac services. The patient also maintains ongoing contact with the donor
family.

In March 2026, the surgical matron shared a patient story related to a young patient who
was transferred to the surgical ward from critical care following a double lung transplant. The
story demonstrated how complex hospital processes and digital systems negatively
impacted both patient experience and staff morale, especially when staff felt powerless
despite doing the right things.

The story highlighted the difficulties of two separate electronic record systems that do not
communicate, as well as a reliance on a small group of staff (in this case anaesthetists) as
the only group who are able to write a prescription for epidural pain relief. When staff tried to
contact the anaesthetist on this particular night shift, they were busy with an emergency and
unable to attend.

The board discussed that there is a planned pain management review taking place and this
will be brought back to the board meeting when complete. It highlighted the issues with two
separate electronic systems and raised the need for review of mitigations in place until the
new Trust-wide system is in place in 18 months. The route for nursing staff to escalate
patient concerns to the on-call consultant team was also highlighted.

Dementia Care

Dementia is a progressive condition affecting cognition, communication, behaviour, and the
ability to manage everyday activities. People living with dementia may present with a wide
range of symptoms, and their needs can vary significantly. NICE guidance emphasises that
dementia care is inherently complex due to the variation in presentation, the need for
coordinated multidisciplinary support, and the importance of enabling informed involvement
from carers. Staff capability, communication approaches, and environmental considerations
are all central to safe and personalised care.

Patients with actual or suspected cognitive impairment may require additional support during
preassessment, admission, procedures, discharge planning, and decision-making
processes. Ensuring early identification, appropriate reasonable adjustments, and consistent
communication pathways with carers remains essential to maintaining safety, reducing
distress, and delivering equitable care.

Understanding Dementia care

Local population data from the Cambridgeshire and Peterborough; All-Age Dementia
Strategic Plan 2018-2023 showed a continued upward trend in dementia diagnoses across
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the region. This increase is expected to continue as the local population ages, resulting in a
higher number of people living with dementia requiring healthcare across the system.

For our hospital, this means that patients with actual or suspected cognitive impairment are
increasingly likely to present across multiple points in the patient pathway, including pre-
assessment, admission, peri-procedural care, and discharge planning. Ensuring that these
patients are identified early and supported appropriately is therefore an important component
of maintaining safe, equitable care within a specialist cardiothoracic setting. The regional
data reinforces the need for consistent cognitive screening, clear dementia informed
pathways, and staff confidence in recognising when adjustments or enhanced support are
required and this context continues to shape the Trust’s developing Dementia Vision.

NHS Dementia Guide (2020)

National guidance, including the NHS Dementia Guide (2020) and the Care Act (2014), sets
clear expectations that people living with dementia must be protected from abuse and
neglect, and must receive personalised, dignified, and well-coordinated care. These
principles underpin the Trust’s approach to caring for patients with cognitive impairment.

At Royal Papworth Hospital, patients who are vulnerable are identified daily through the Site
Safety Briefing and during Board Rounds. This enables teams to plan for additional support
needs, ensure appropriate communication with families and carers, and make adjustments
that reduce distress and safeguard patient wellbeing.

A Trust wide dementia audit was completed in January 2026, providing assurance on current
practice and highlighting areas for further strengthening. Key recommendations included:
¢ Implementation of the Dementia Vision
Sharing progress with system partners and stakeholders
Deployment of dementia champions in clinical areas
Development of staff resources to support personalised care
Introduction of carers’ passports
Continued annual auditing of dementia care

Together, these measures reinforce the Trust’'s commitment to delivering safe, individualised
care for people living with dementia and provide a clear framework for continued quality
improvement.

Dementia Vision 2025-2030: Governance & Oversight
Implementation of the Trusts Dementia Vision 2025-2030 is overseen by the Dementia
Vision Implementation Group. Membership includes medical, nursing, AHP, pharmacy,
estates, clinical audit, palliative care, safeguarding, social care, health inequalities, and the
Alzheimer’s Society.
The group is responsible for:

e Prioritising workstreams and coordinating delivery

¢ Monitoring progress through a detailed project tracker

o Ensuring alignment with quality, safeguarding, and patient experience objectives

o Reporting to established Trust governance structures

This governance framework (reporting to the safeguarding committee) provides ongoing

assurance that actions arising from the 2026 audit and the wider Vision are being delivered
in a structured and risk aware way.
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Implementation Priorities
The Dementia Vision was delivered through four agreed priorities:
Early identification: Consistent screening and clear escalation pathways.
o Workforce capability: Role specific dementia training and increased staff
confidence.
e Multidisciplinary pathways: Clear referral routes and reduced variation in practice.
o Engagement and lived experience: Embedding patient, carer, and partner input.

Delivery of the Dementia Vision is being rolled out based on project priorities and complexity
of intervention:

Short term (0-12 months):
e Awareness raising and Trust wide communication
e Strengthening early identification and screening
e Initial rollout of dementia specific training
Medium term (1-3 years):
¢ Embedding multidisciplinary pathways
¢ Refining training based on feedback and audit outcomes
e Expanding dementia champions across clinical areas
Long term (3-5 years):
e Sustaining cultural change
¢ Continuing prevention focused and inclusive approaches
e Measuring impact through ongoing audits and quality improvement

As part of the implementation phase, a structured launch of the Dementia Vision is being
planned to ensure consistent awareness and engagement across the Trust. The group is
working with the Communications Team to deliver a multi-channel approach, including:

¢ Inclusion within the weekly Trust briefing

e Coverage through internal Newsbites

e Use of atrium screens and screensavers

In addition, the vision will be presented to relevant governance and engagement forums for
formal ongoing review and oversight.

Learning Disabilities and Autism

Learning disability is defined by Mencap as ‘a reduced intellectual ability and difficulty with
everyday activities, for example household tasks, socialising or managing money which
affects someone for their whole life.’

Autism is defined by the National Autistic Society as ‘a lifelong developmental disability
which affects how people communicate and interact with the world. More than one in 100
people are on the autism spectrum and there are around 700, 000 autistic adults and
children in the UK.’

Respecting and Protecting Rights

A patient story relating to the experience of a person with a learning disability was presented
at the Safeguarding Committee. Following this discussion, the Committee agreed that the
absence of a Learning Disability Nurse within the Trust should be formally recorded on the
corporate risk register (ID3890). Mitigation against this risk and support for individuals with
Learning Disabilities and Autism (LDA) continues to be monitored through safeguarding
governance structures.

From review of 2025/26 cases the Safeguarding Committee report, the number of cases and
level of complexity involving individuals with learning disabilities and autism remained similar
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across quarters. Intervention are usually around needing hospital passports completion and
reasonable adjustments taking into account communication and support needs as well as
mental capacity queries and carer/family coordination.

Inclusion and Engagement

The Trust has registered to participate in the NHS England Learning Disability Improvement
Standards review, a national data collection commissioned by NHS England and delivered
by the NHS Benchmarking Network to support organisations in assessing and improving
services for people with learning disabilities. The submission date is 315t March 2026. The
detail and outcome of this submission will help to shape our focus on Learning Disability
care for 2026/27.

Workforce
The Oliver McGowan Mandatory Training on Learning Disability and Autism continues to be
the national standard for training health and social care staff.

Tier 1 training remains ongoing within the Trust. As of March 2026, compliance is 87.85%.

Tier 2 training has been registered as a Corporate Trust Risk due to challenges in securing
ongoing provision. National funding for face-to-face delivery is expected to expire in March
2026 after which organisations will be required to establish their own training provision. The
Trust is exploring options with system partners, and we have encouraged teams to prioritise
completion of Tier 2 training where opportunities are available across the system.

Training provision updates and mitigation plans are being led by the Education Team and
were presented to the Workforce Committee in January 2026. The workforce team continues
to engage with regional and national forums on the provision of Tier 2 training. Alongside
this, the Safeguarding Committee continues to provide oversight of training compliance and
workforce development relating to learning disabilities and autism.

Martha’s rule

Martha’s Rule is a national patient safety initiative introduced by NHS England to support the
early identification and timely management of clinical deterioration in hospital. It provides
patients, families, carers, and staff with a clear and consistent mechanism to request a
clinical review by a senior clinician when there are concerns that a patient’s condition is
deteriorating and these concerns are not being adequately addressed.

Royal Papworth Hospital introduced Martha’s Rule as part of the Phase 2 national rollout
across inpatient services. Since December 2025, the hospital has implemented all three core
components of the rule. This includes enabling patients, families, and carers to request a
clinical review by a senior clinician, as well as allowing any member of staff to activate the
same escalation pathway. At Royal Papworth Hospital, a dedicated 24-hour telephone line is
available for patients, carers, and staff, which connects directly to the Operational Matron
and the ALERT team for timely clinical review.

In addition, the Trust is rolling out the Patient Wellness Questionnaire, through which
patients are asked at least daily how they feel and whether they feel their condition to be
improving or worsening. Responses are reviewed and acted upon in a structured manner.

The introduction of Martha’s Rule aims to strengthen a culture of listening, reduce
hierarchical barriers, and ensure that concerns about deterioration are escalated and
addressed promptly, ultimately improving patient safety and outcomes. Findings from data
analysis are being used to drive local quality improvement measures, supporting ongoing
improvements in the quality of care and early recognition/prevention of deterioration. Use
and effectiveness of this implementation will be monitored throughout 2026.
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Patient Led Assessments of the Care Environment (PLACE)

All healthcare providers are required to take part in the national Patient-Led Assessment of
the Care Environment (PLACE) annual inspections. The assessments are of the non-clinical
aspects of the patient environment, how it supports patients' privacy and dignity, and its
suitability for patients with specific needs e.g. disability or dementia. The tool provides a
framework for assessing quality against common guidelines and standards defined by
professional healthcare service delivery organisations and field experts. PLACE is a national
self-assessment tool designed to measure standards of:

* Cleanliness,

* Food comprising Organisation Food and Ward Food

» Privacy, Dignity & Wellbeing,

» Building Condition, appearance & maintenance,

* Dementia friendly environment

» Disability friendly environment

The Health & Social Care Information Centre (HSCIC) provide comprehensive guidance on
the organisation and conduct of assessments and separate guidance documents for staff
assessors and patient assessors. PLACE assessments are carried out by internal and
external assessors within inpatient facilities and the surrounding patients assessed
environment. Assessors include Governors, Volunteers, Trust members and representatives
from the Trust's facilities contractors. Staff areas and clinical treatments are excluded from
this assessment. The following tables demonstrate the Trust performance against the
national average. The Trust has scored above the national average in the following areas:
cleanliness; food including organisation food and ward food; condition, maintenance and
appearance, dementia and disability, demonstrating that the site is of an exceptional
standard.
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The table below details further the standards and the report comments that were gathered at

the time of inspection:

Cleanliness 100%

Food 97.8%
(comprising
Organisation

and Ward

Food)

Organisation  95.1%
Food
Ward Food 99.4%

Privacy, 88.2%
Dignity &
Wellbeing

Condition, 100%
Appearance

&

Maintenance

Dementia 92.3%

Disability 96.3%

98.7%

92.3%

91.8%

93.4%

90.4%

97.1%

87.5%

88%

The Trust’s cleaning service OCS continue to uphold high levels of site cleanliness
and managed to maintain staff numbers throughout the year. Audit results show that
cleaning has scored above the national average and that at the time of audit the
assessment was one of cleanliness across the site.

It is pleasing to see the food score for this year has again seen an increase on
previous year which reflects a significant level of work between Trust and OCS
teams to ensure patient food quality is of a high level. A significant amount of time
has been spent improving training, education and leadership for the Patient Catering
Team, and the Trust employs a Soft FM Manager and a Patient Catering Manager to
ensure standards are constantly maintained. The roles of the managers are to assist
with development of our Patient Catering Team'’s skills such as presentation,
understanding of allergies and service times to maintain an effective catering
relationship with clinical colleagues, which in turn allows us to deliver a more efficient
food service.

Whilst the score for Ward Food is encompassed within the overall Food score, it is
worth noting the significant increase in score from previous year’s score, reflecting
the high quality of meals and delivery service for patients/visitors.

This year's score has increased slightly on last year's (87.12%) and remains slightly
below national average. The provision of single ensuite rooms, enhanced patient
entertainment systems and a more patient focused care environment has helped the
score, however further work will be done to review where improvements can be
made. Commentary from the audit focused on spaces for private conversation in
rooms alternative to the patient bedroom.

This is an area that the Trust has continued to focus on with our Private Finance
Initiative (PFI) partners to ensure we maintain the condition and maintenance of the
site, with particular focus placed on the clinical areas. It is essential and remains a
priority for the Estates and Facilities team to demonstrate that we continue to deliver
a safe and well-maintained environment for our patients and visitors.

It is particularly pleasing to see that the Trust has improved on our previous years’
scores in these areas, for our most vulnerable patients. The trust works with
Disability and Dementia-friendly advisors who are able to help us review and
improve the environment where opportunities exist.

Summary: Overall, the trust compliance was high and there were a few minor comments
that were shared relating to privacy, dignity and wellbeing during the feedback session. Due
to regular Patient Environmental rounds, maintenance issues identified during the PLACE
audit were successfully captured and completed.
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We are grateful for the continuing support of Governors, volunteers and past patients
who have participated in the assessments. Once again, the outcome shows that
while we have a diverse spread of inpatient environments, the quality of the
cleanliness and condition, appearance and maintenance remain at a high standard
across the whole Trust. This is reflected in the Trust score being above the national
average in almost all categories.

Patient Assessors Feedback: The Governors and staff assessors who spoke to patients
reiterated the excellent standards to which the Hospital is being maintained.

Listening to Patient Experience and Complaints

Listening to the patient experience and taking action following investigation of concerns and
complaints is an important part of our Quality Improvement framework and provides an
opportunity for the Trust to learn from valuable patient feedback to improve the services we
provide.

The patient experience team set local goals to be achieved during the period 2025/26: To
build resilience within the Patient Experience Team by improving cross-cover to ensure no
loss of service during periods of staff annual leave and sickness.

o We successfully recruited a substantive Clinical Governance Officer role in the
Summer of 2025, to primarily draft complaint responses, along with other complaint
and claims administrative duties.

o We also successfully recruited a part-time (0.4WTE) Volunteer Coordinator in
December 2025, who will support the Patient Advice & Liaison Service (PALS) office
staff during times when the PALS Officer is undertaking their split role as a Medical
Examiners Officer.

e The PALS Supervisor has also successfully completed a professional award in
complaint handling and work is in progress to train and develop them to support the
Clinical Governance Officer and Patient Experience Manager with drafting formal
complaint responses when needed.

¢ In addition, the PALS office has operated a hybrid model since May 2025, welcoming
in-person contact from 9am to 1pm Monday to Friday allowing the PALS staff to
catch up on cases in the afternoons, while still providing in-person support by
appointment.

Patient Advice & Liaison Service (PALS) Enquiries

PALS enquiries from service users and their families typically require either signposting or
support from other departments within the Trust. Subjects for PALS enquiries are primarily in
regard to expectations or delays about appointments or scan results, or requests for
information in regard to hospital services and referrals.

In the year 2025/26, the PALS team logged 1,390 enquiries, compared to 2024/25; 1,290.

Informal Complaints

137 Informal Complaints were processed and resolved at a local level in in 2025/26,
compared to 101 in the previous year 2024/25. Informal complaints are issues that the
complainant has agreed they would like to resolve through local resolution, without a formal
complaint process being followed. The process is a more personalised approach to gain
resolution to the concerns raised and this is often resolved with clinical team involvement or
with PALS support.

68



Quality Account 2025/2026

The graph below shows informal complaint by month over the last 3 years

Informal complaints received per month
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Formal Complaints

Every year the Trust must state under the NHS Health & Social care Act 2009 how many
complaints has been received, their subject, the issues raised, whether or not they were well
founded, and any actions taken. During the year 2025/26 we processed 74 complaints. This
compares to 53 formal complaints in the previous year 2024/25.

As a Trust we take all complaints very seriously and we encourage feedback from service
users to enable the Trust maintain continuous improvement. All formal complaints received
are subject to a full investigation, and throughout the year service improvements have been
made as a result of analysing and responding to complaints.

The graph below shows All Complaints (Informal and formal) and Pals enquires received per
month 2025/26.

AllComplaints and PALS enquiries recieved by Month for 2025/26
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Subjects of complaints

The most frequently occurring themes from Formal and Informal complaints received in
2025/26 were communication/Information (54%), delay in diagnosis/treatment or referral
(28%) and clinical care/clinical treatment (27%)

Sub subjects of complaints

The five most frequently occurring sub subjects, specific issues raised within complaints
about communication/information, delay in diagnosis/treatment or referral, or clinical
care/clinical treatment were: lack of information for patients, delay in diagnosis/treatment,
and dissatisfied with medical care/treatment/diagnosis outcome.
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How many formal complaints were well founded?

In the language of the complaint’s services, the terminology used states whether or not the
complaints are upheld. Just over half of all complaints closed in 2025/26 (51%) were
concluded as being fully upheld or partially upheld. This means that at least one of the
concerns raised by the complainant required concerted action on the part of the hospital to
address the issue. Of the 71 closed there were 33 that were recorded as partially upheld, 3
classed as upheld, and 29 that were agreed to be not upheld of those closed by the end of
the financial year.

The Trust uses the Model Hospital Metric to benchmark the number of formal complaints
received against the total number upheld. Model Hospital reports the percentage of
formal complaints upheld and provides a common basis for comparing the rate of
upholding complaints, between organisations. This is monitored monthly as part of the
Papworth Integrated Performance Report (PIPR) and quality and risk reporting. Of the 71
formal complaints closed in 2025/26, three (4.2%) were fully upheld.

The below graph shows the data from 2024/25 when 10.5% of the total number of
resolved formal complaints were fully upheld. Comparing this to 2023/24 data we have
moved into the lowest quartile for the number of complaints upheld (as seen in graph
below where the peer median was 21%) and 9.1% above the national provider median
(19.6%), based on the national comparative data. The shift in our provider value could be
attributed the subjective nature of whether a complaint is partly or fully upheld. The model
hospital data will be updated again in October 2026 following the KO41A submissions
from all Trusts, so we will be able to compare this year’s annual figure further at this point.
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Data source: NHS Model Hospital (Governance & Risk-Formal complaints-PALS and compliments-Formal complaints volumes) — 15/04/2026
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Learning from Complaints

Actions are taken over the year and should demonstrate a clear connection from the concern
raised to the change the organisation has made. Below are some of the quality
improvements to our services we have made from the actions agreed and implemented from

the complaint received in year:

You said...

We did...

Care home staff raised concern that
their staff did not have training for
patients with CPAP

Training sessions arrange for care home staff for people
with CPAP

Patient concerned that there was a
delay in diagnosing compartment
syndrome by nursing staff

Educational sessions arranged for nursing staff to support
learning and strengthen observational skills, with focus on
compartmental syndrome

Poor confusing signage for Blue
Badge holders

Signage updated throughout site for Blue badge holders

Relatives raising concern that they
were not involved in patient’s
discharge planning

The discharge checklist has been updated to include a
section on proposed communication with next of kin,
subject to patient consent. This may include sharing
information on the care plan, discharge arrangements,
home support provisions, or making a courtesy call to
inform families that their loved one is being discharged and
is on their way home.

Patient raising concerns about
discomfort caused by catheter
insertion and ongoing issues since

Ward staff have been reminded that all catheter insertions
should be in line with Trust guidelines and an immediate
review of positioning should be done

Patient concerned that atrial
fibrillation was detected but patient
not advised until much later

The protocol for the AF referral clinic and the weekly
physiologist/consultant devices escalation protocol has
been updated and shared with staff

Patient raising concern they have
been unable to contact booking team

Opening hours for booking team have been reviewed and
appointment letters will be amended with revised times

Family had been expecting patient to
be repatriated to local hospital but
was instead discharged home with
no additional support

We have further review how we can strengthen and review
the scope for the involvement of our palliative care team on
a more routine basis at an earlier stage in patients with
terminal conditions
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NHS “Friends and Family” test (FFT) to improve patient experience and care in
hospital.

The Trust seeks to provide the best Patient experience possible. This aligns with our
Trust values and motivates everyone to improve care and the experience of our patients,
as well as any users or visitors to our hospital. The Patient Experience team does this in
a multitude of ways, such as with complaint handling and the management of the PALS
service. One key method used in improvement is the Friends and Family Test. This is a
survey used throughout the NHS and is the primary feedback system. Reviewing this
feedback and making improvements allows our teams to proactively introduce positive
change and continuous improvement.

We have a digital FFT survey, as our main way to collect this feedback, with a few paper
copies in some areas for ease of access. This approach enables all service users, including
inpatients, outpatients, private patients, and day cases, to share both positive experiences
and areas where improvements could be made. Access to the feedback forms is available
via on the Trust website and QR codes positioned at key points throughout the patient
journey. For inpatients, QR codes are promoted via patient calling screens in the atrium,
outpatient waiting areas, the Continuous Positive Airway Pressure (CPAP) hub, and the
discharge lounge. Outpatients are also typically invited to participate in the survey through a
follow-up text message after their visit.

Survey responses are compiled into a monthly report, enabling easier review and
interpretation of the data. Positive feedback scores are calculated for each ward and
department, while all written comments are distributed to matrons, senior ward teams, and
directorate management. Key themes, particularly those highlighting opportunities for
improvement, are identified and shared with staff to support service development. Updates
on actions taken are often communicated back to patients through “You said — We did’
boards displayed on wards, reinforcing the importance of patient feedback and
demonstrating how it drives change.

Friends and Family inpatient results 2025/26:

Throughout the last year from April 2025 to March 2026, we have continued to be well above
our Trust target of 95% recommendation score for our inpatient and outpatient scores
collected from our FFT surveys. Our scores from the Friends and Family inpatient survey for
2025/26 are shown in the graph below.

FFT Positivity score 2025/26

100.0%
98.0% — _\’/\ ————
S6.0%
94.0%
92.0%
g 4 & P P P e e P P @
R \j\@* & N & {-9@9 o~ <8 < 3 <@ 2@
May- Aug- | Sep- Mov- | Dec- Mar-
Apr-25 ,:: Jun-25|Jul-25 ?:‘ Q?s Oct-25 ?F: g Jan-26|Feb-26 g

Inpatient 99.2% |99.2% 98.8% 99.0% 99.1% 99.0% 99.0% 98.9% 99.0% 98.9% 98.5% 98.7%

Outpatient |98.4% |97.4% 98.0% 98.1% 96.5% 98.4% 97.3% 97.5% 96.8% 97.4%  97.6%  98.6%
Trust target 95% @ 95% | 95% | 95% | 95% | 95% | 95% | 95% | 95% | 95% | 95% | 95%
e npatient e—Qutpatient —e—Trusttarget

72



Quality Account 2025/2026

Examples of Compliment Feedback received in 2025/26:

o “First class care, always considering the needs of the patient at every level.”

o “Very pleasant stay here for my procedure. Staff here have been truly wonderful.”

e “l was able to explain all my symptoms and felt that | was listened to. The advice
given to me was informative.”

o “Welcoming concourse, clean and refreshments are available although some what
busy at times. Easy book in system, seen on time and procedure carried out promptly
and efficiently by professional staff.”

e “Was appreciated to see a friendly face. Thank you for always showing me and my
family kindness it never goes unnoticed so thanks for that.”

o ‘| would be very grateful if you could pass on my thanks to everyone | had contact
with in the hospital and day centre unit for the professional and friendly way | was
looked after. This was from initial contact with main reception right through to
discharge by the recovery team. | really did feel cared for as an individual, and not

just 'another patient’.

Valuing Our Volunteer Service

Delivering the highest standards of care remains a core priority for the Trust. This includes a
continued focus on improving the experience of patients, carers, and visitors at Royal
Papworth Hospital. Volunteers play an integral role in this, contributing to a variety of ways to
help create a welcoming and positive environment.

Our volunteers work alongside Trust staff across a wide range of roles. Most commonly, they
support patients on the wards, provide a meet-and-greet service in the atrium, assist the
pharmacy team, and contribute to departments such as the Day Ward and the Tobacco
Dependency Programme. Over the past year, the team has grown both in size and impact.
Volunteers have supported the Quality Accreditation Assessment (peer review) process,
assisted patients with participation in the FFT survey, and contributed to charitable events
including the Ely Cathedral carol concert and the Cambridge Half Marathon.

This year also saw the appointment of a new Volunteer Services Co-ordinator towards the
end of Q3. As they settle into the role, a number of new initiatives will be introduced over the
coming months. These will include a Quarterly Volunteer Newsletter, Meet & Greet sessions,
and a range of essential administrative and clerical activities. The focus will be on reviewing
and maintaining the active volunteer list, supporting volunteer recruitment, monitoring
mandatory training renewals, and auditing DBS checks. In addition, a project will be
developed to introduce a My Impact dashboard (on our Trust Betterlpact digital system) for
volunteers, providing improved visibility of volunteer activity, including who is on site each
day, where volunteers are located, and the number of hours contributed.

Volunteer hours have now significantly exceeded pre-pandemic levels, with local record-
breaking contributions being achieved on a regular monthly basis. This increase reflects the
success of ongoing recruitment efforts over the past two years. Currently, 76 volunteers are
registered on our database, with a further three progressing through the recruitment process.

In May, the Trust introduced the Pets As Therapy (PAT) dog initiative, which has been met
with overwhelmingly positive feedback from patients, visitors, and staff. One comment

received highlighted the impact: “I can't begin to express my gratitude for the PAT dog visit
to critical care today. Staff and relatives alike have shared how much it lifted their mood. It
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has made a real difference to the unit.” We currently have six handlers and their therapy
dogs supporting the programme, with two more in the process of being recruited.

In June 2025, we marked National Volunteers’ Week as an opportunity to recognise and
thank our volunteers for their invaluable contributions. Celebrations included the distribution
of thank-you packages, featuring certificates, gifts, and restaurant vouchers. We also take
every opportunity to acknowledge their efforts more widely. On 18 December, at the Trust’s
staff awards ceremony held at Queens’ College, Cambridge, three volunteers were
nominated in the “Volunteer of the Year” category.

Between April 2025 and March 2026, our amazing volunteers have contributed a total of
5,230 hours in supporting our staff make a real difference to our patients, their families,
friends, and relatives. This compares to 4,811 hours in 2024/25, and 3,609 hours in 2023/24.
That is a near 9% increase in hours volunteered in a year, and a near 45% increase in 2
years.

The figure below shows the total number of Volunteer hours for each month in 2025/26.

Hours Volunteered 2025/26
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Bereavement and bereavement follow up services

There is dedicated bereavement support at Royal Papworth Hospital, available through the
Patient Advice & Liaison Service (PALS). PALS provides information and guidance on
bereavement, bereavement follow up, the coroner’s process, and the Medical Examiner
process to families and staff across the Trust. The service offers support throughout what is
often a tremendously confusing, challenging, and difficult time. Many families require clear
direction and realistic expectations regarding timelines, particularly in relation to planning
and managing the immediate aftermath of a bereavement.

The PALS team continues to work closely with ward clerks, Medical Examiners, Medical
Examiner Officers, the Hospital Chaplaincy, the Supportive & Palliative Care team, and the
mortuary team based at Cambridge University Hospital. We operate a hybrid role known as
the “Bereavement and PALS Advisor,” which has strengthened collaboration between the
PALS team and the Medical Examiner’s Office. This integrated approach allows for
smoother coordination and more efficient management of Royal Papworth Hospital
bereavement cases.

Below are some statistics and information based on PALS and their involvement with
Bereavement in 2025/26:

¢ 166 patients died at RPH (68 of these cases were referred to the coroner).
¢ In this period the team contacted 135 families via the Bereavement follow-up
process. Each family of a hospital bereavement is sent a letter between 6-8 weeks
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after the date of bereavement offering them an opportunity to discuss their loved-
one’s care and death with the medical team. This offers the chance to understand
their loved one’s medical journey, often providing them with better understanding and
providing the opportunity to have any questions they have answered by the care
team involved. This can be a hugely important part of the grieving process and helps
the families at such a difficult time. During this period, the PALS team co-ordinated
and attended 41 such meetings.

A listening organisation - What our patients say about us — The NHS Adult
Inpatient Survey 2024

¢ Royal Papworth Hospital NHS Foundation Trust has been named as one of the top
NHS Trusts in the country for inpatient care, according to the Care Quality
Commission Adult Inpatient Survey 2024. It is the sixth year-in-a-row that our hospital
has been named in the top category

e The annual survey looks at the experiences of people who stayed at least one night
in hospital. It asked patients aged 16 years and over for their views on all aspects of
their care, such as: the hospital environment; communication with staff; involvement
in decisions; and being treated with dignity and respect.

¢ Royal Papworth was one of eight hospitals to have achieved the highest band of
‘much better than expected’, which is based on the proportion of patients who
responded positively compared to the national average. On average, patients rated
the overall experience as 9.1 out of 10.

e The Trust scored particularly highly for privacy (9.8), cleanliness (9.7), getting
enough to drink (9.8), having confidence and trust in the doctors (9.6) and nurses
(9.4), being treated with respect and dignity (9.6), being treated with kindness and
compassion (9.5) and being given enough information about their condition or
treatment (9.3).

¢ Dr lan Smith, Chief Medical Officer at Royal Papworth Hospital NHS Foundation
Trust, said: "We’re delighted to see more excellent results in the CQC Adult Inpatient
Survey. “Achieving and sustaining such high standards is a clear reflection of the
exceptional care our teams provide every single day. Their dedication, teamwork and
commitment to our values of excellence, compassion, and collaboration are evident
in the positive experiences our patients report.

“'m incredibly proud of their work and I’'m sure they’ll take pride in these results too."

o Eilish Midlane, Chief Executive at Royal Papworth Hospital NHS Foundation Trust,
added: “We're incredibly grateful to every patient who took the time to complete the
CQC Adult Inpatient Survey. Their feedback helps us recognise areas we're doing
well in, while also highlighting others where more attention is required. “Whether from
patients, visitors or staff, feedback we receive throughout the year is invaluable,
helping us to continuously improve and help shape services that truly meet the needs
of those we care for.”

The report summarises the experiences of more than 62,000 patients who used NHS adult
inpatient services during November 2024.
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Patient Support Groups

There are a number of national and local patient support groups that are available to our
patients and families. These include:

The Papworth Pulmonary Fibrosis Support Group was established to provide
information, support and the opportunity for people living with pulmonary fibrosis, their
family and friends in welcoming and social surroundings. They meet every two months
and are an opportunity to learn more about this condition and the services available, as
well as useful and practical personal advice from chatting with other members around
issues such as managing symptoms and side effects of medication.

The Royal Papworth Pulmonary Hypertension Support group is no longer actively
meeting in person, but there are plans for virtual meetings in the future. This is
overseen by the Pulmonary hypertension Lead Nurse.

The Royal Papworth Transplant Patients Group is active in providing a broad range of
activities. Examples of these are:

o Patient face-to-face meeting took place on 28th June 2025. Attended by
approximately 40 patients and their families. Supported by both medical and nursing
staff.

e Transplant lunch in day room monthly — OT with support from the nursing team
arranged for pre- and post-transplant patients to have lunch together in the day room.
This has a positive impact on the transplant patients, supporting and sharing their
own stories.

e Patient face-to-face meeting took place on 27th September 2025. Attended by
approximately 30 patients and their families. Supported by both medical and AHP
staff.

e Patients met for Christmas party. Attended by 70 patients and family

e Continued input into patient Facebook group, now at 893 members
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3.4 Quality Accreditation Programme & Internal Reviews

Quality Accreditation and Self Assessments - Internal reviews

In March 2025 the Trust introduced a Quality Accreditation (QA) programme. This is a 2-
step process which assesses the Trust against the CQC fundamental standards aiming to
provide assurance of compliance with regulatory standards. We aim to provide robust
evidence of quality assurance and quality improvement activities, alongside monitoring of
clinical effectiveness of any improvements identified.

The Trust introduced the self-assessment process in ward/patient facing areas against the
fundamental standards in 24/25 and this continued to be embedded throughout 25/26 as an
integral part of internal monitoring processes.

The initial pilot of the Quality Accreditation Assessment (a peer review approach using a
quality accreditation assessment tool against the standards, assessed by a multi-disciplinary
team and patient safety partners) was undertaken in Cardiology in the previous reporting
year; this was followed by an assessment of the Surgical wards on Level 5 in July 25. A
third assessment was planned for October of the Thoracic wards, however this was
postponed due to unforeseen circumstances and is now rescheduled for April 26.

Work is ongoing to implement improvements identified as a result of the self-assessments
and the accreditation assessments; self-assessments will be widened to include specialist
clinical areas and non-clinical areas over the next year.

CQC requests for information are responded to by the Chief Nurse as they occur. Enquiries
during 25/26 have related to improvement plans for several serious and fatal incidents and a
workforce issue.

lonising Radiation (Medical Exposure) Regulations (IR(ME)R)

CQC is the enforcing authority for IRIME)R in England. Its powers of enforcement for
IR(ME)R derive from the Health and Safety at Work etc. Act 1974 (‘HSWA’). The last CQC
IR(ME)R inspection was in November 2022. An increased level of robustness around
lonising Radiation Regulations and Radiation Protection has continued since this inspection
with the support of the East Anglian Regional Radiation Protection Service (EARRPS) and
the Trust’s Radiation Protection Committee which has ward to board assurance through the
Health and Safety Committee and the Quality & Risk Committee.

Reportable incidents

During 2025/26, there were 6 IR(ME)R incidents where advice was sought from EARRPS; of
which only 2 were deemed as CQC reportable and the associated action plans were
reviewed and implemented by the Trust with immediate incident closures confirmed by CQC.

Internal Inspection Audits:

An IR(ME)R inspection audit was undertaken in Nuclear Medicine by EARRPS in December
2025 Initial feedback from this and an audit undertaken in Q4 2024/25 indicate no significant
areas of non-compliance with CQC regulation in respect to IR(IME)R. Diagnostic reference
levels (DRL) and local DRLs have been reviewed, assessed and updated.

Trust IR(ME)R and radiology policies and procedures have been reviewed in line with
internal governance procedures and published internally. Non-medical referrers who request
scans have been identified as needing review and a scoping meeting has been arranged by
EARRPS for early Q1 2026/27. This action oversight will be monitored by Health and Safety
Committee.
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3.5 Patient Outcomes and Clinical Innovations in Practice

Cardiovascular Outcomes

For the 2025/26 financial year we performed 1648 cardiac operations, the highest total
number since moving to the new hospital. The in-hospital mortality was 1.64% (95% CI 1.1%
- 2.4%), significantly better than the predicted mortality of 4.57% by EuroSCORE II.

We report to the National Cardiac Audit Programme (NCAP) which aims to drive quality
improvement in the design and delivery of cardiovascular services. In their latest report for
the year 2024/25, national comparisons demonstrate that we performed the third highest
volume of cardiac surgery in the UK (against national average only 732 cases per annum).
We also performed the highest volume of aortic and mitral valve surgery, and the second
highest volume of emergency aortic surgery (over double the national average).

For the morbidity outcomes we compared much better than average with low rates of post-
operative bleeding, lower than average rate of intervention for deep sternal wound infection,
average stroke rate, but higher than average requirement for post operative renal support.

Royal Papworth Hospital leads in Donor Organ Utilisation

The Trust continues to be one of the UK’s top-performing hospitals for heart and lung
transplants, according to a report published by NHS Blood and Transplant (NHSBT) in
September 2025. NHSBT’s reported in their Annual Report on Cardiothoracic Organ
Transplantation, that we performed more cardiothoracic transplants in 2024/25 than any
other hospital in the UK. We also had the lowest decline rate for donor organs, meaning that
we accepted a higher proportion of organs offered for transplantation than any other UK
centre.

The data within the report in relation to transplantation waiting times showed that:
e Our patients have a shorter waiting time for a heart or lung transplant than in any
other UK cardiothoracic transplant centre.
e Our median waiting time for a routine heart transplant is 248 days compared to
national median waiting time of 788 days.
e Our median waiting time for a routine lung transplant is 200 days compared to
national median waiting time of 449 days.

The report demonstrated that our survival after heart transplantation is above average:

e The national 90-day survival after adult heart transplantation is 92.9% and ranged
from 90.7% to 94.4% between centres and our result were 93%.

e The national 1-year survival is 89% and ranged from 86.4% to 91.2% between
centres, and our rate is 90.2%.

e The national 5-year survival is 74.8% (n=627 heart transplant patients) and the non-
risk adjusted confidence interval was between 71.2% to 78.1% across the UK. Royal
Papworth Hospital was above the national average for 5 years survival at 78.6%.

For lung transplantation results on survival rates showed that:
e The national 90-day survival rate after adult lung transplantation is 90.3% and ranged
from 87% to 92.8% between centres, and our rate is 91.3%.
e The national 1-year survival is 83.7% and ranged from 79.7% to 86.9% between
centres, and our rate is 81.9%.
e The national 5-year survival was 54.8% and ranged from 50.9% to 58.6% between
centres, and our rate is 52%.
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Further information can be found at https://www.odt.nhs.uk/statistics-and-reports/organ-
specific-reports/

Additional statistics about organ donors, organ offers and declines, transplant waiting lists,
transplant activity and survival rates after transplantation to relevant healthcare professionals
and public and patient groups can be found at www.odt.nhs.uk

Respiratory Extra Corporeal Membrane Oxygenation (ECMO)

We are one of eight centres in England and Scotland that provide the highly specialised
Respiratory Extra-Corporeal Membrane Oxygenation (ECMO) Service, including specialised
advice and retrieval of patients from referring hospitals.

ECMO supports patients with severe potentially reversible respiratory failure by oxygenating
the blood through an artificial lung machine. The extracorporeal life support is used to
replace the function of failing lungs, usually due to severe inflammation or infection. It is
used to support patient groups with potentially reversible respiratory failure such as Acute
Respiratory Distress Syndrome (ARDS), sometimes seen in patients with community-
acquired pneumonia, seasonal flu or COVID19.

The aim of ECMO in respiratory failure is to allow the injured lung to recover whilst avoiding
certain recognised complications associated with conventional ventilation. It is high risk and
is only used as a matter of last resort. The procedure involves removing blood from the
patient, taking steps to avoid clots forming in the blood, adding oxygen to the blood and
removing carbon dioxide, then pumping the blood back into the patient.

ECMO is a complex intervention and is only performed by highly trained specialist teams
including intensive care consultants, ECMO specialists, perfusionists together with ECMO-
trained nurses. It is a form of support rather than a treatment, and its aim is to maintain
physiological homeostasis for as long as it takes to allow the lung injury or infection to heal.

Summary of activity for ECMO for adult patients with severe respiratory failure at
Royal Papworth Hospital since December 2018 - March 2025

Year Referrals | Accepted | Supported ECMO Survival to [Survivalto |30 day 30 day
with ECMO | bed days |discharge* |discharge* [survival survival (all
(ECMO) (all (ECMO) accepted)
accepted)

Dec 2018/19 |201 54 54 959 76% 76% 76% 76%
2019/20 192 42 42 707 71% 69% 69% 69%
2020/21 1012 106 104 4063 63% 64% 62% 63%
2021/22 507 46 45 2162 62% 63% 62% 63%
2022/23 241 37 35 "7 69% 69% 68% 68%
2022/23 241 37 36 861 68.75% 70.6% 62.5% 64.7%
2023/24 289 35 35 1133 74.3% 74.3% 71.4% 71.4%
2024/25 226 45 43 1001 76% 78% 76% 78%
2025/26 217 44 38 641 78.9% 79.5% 76.3%" 77.2%*

*Discharge from Royal Papworth Outcomes in the above table do not include these patients:
**one patient has not reached 30 days survival at time of data submission.
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Our ECMO/CCA Nurse Consultant is currently seconded to be the National Clinical Lead for
the Severe Respiratory Failure ECMO Service The role has been instrumental in developing
a Network approach to ECMO services across the UK to improve patient care. This work has
included the development of multi centre, interprofessional working groups including the
Education group led by our Consultant Intensivist which has held Webinars attracting >100
participants.

The ECMO team is committed to working collaboratively with all referral teams, to facilitate
discussion and shared learning. We hosted a symposium in March for referral teams, the
day opened with a patient story and included updates on outcomes in addition to case study
presentations. The day was well evaluated with plans to repeat annually.

Whilst difficult to compare due to the multiple conditions treated and the absence of risk
stratification, survival rates are in keeping with international figures. This is remarkable in
patients who were referred because of their high likelihood of death.

Pulmonary Endarterectomy

Chronic Thromboembolic Pulmonary Hypertension (CTEPH) is a type of pulmonary
hypertension (high blood pressure in the lung circulation). It is a serious disease that leads to
right heart failure and premature death. The disease is a complication of acute pulmonary
embolism (blood clots, usually from the deep veins of the legs moving to the pulmonary
arteries). In most people these blood clots dissolve and cause no further problems, but in a
small proportion of people, the blood clots do not to CTEPH.

There are now three treatments for CTEPH, and all are available at our hospital, (a) licensed
drug therapy for inoperable patients, (b) balloon pulmonary angioplasty (BPA) for inoperable
patients and, (c) the guideline recommended treatment, the Pulmonary Endarterectomy
(PEA) surgery. The PEA operation removes the inner lining of the pulmonary arteries to
clear the obstructions and reduce the pulmonary artery pressure back to normal levels. This
procedure allows recovery of the right side of the heart with a dramatic improvement in
symptoms and prognosis for the patient.

We have been commissioned to provide this surgery for the UK since 2000, and since 2001
has been designated as one of the seven adult specialist PH medical centres. It is also
commissioned as the national provider for BPA since 2015. We have the second largest
series of Pulmonary endarterectomy (PTE or PEA) operations in the world with > 3200
operations. For the 2025/6 financial year we performed a record 203 operations with an in-
hospital mortality of 2.0%.
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Clinical Innovations in Practice — Highlights and updates from 2025/26

Throughout 2025/26, Royal Papworth Hospital teams continued to innovate and develop
new initiatives to treat patients, as well as continuing with existing innovations. Here are a
small selection of these celebrated below within the year:

>

Heart transplant patients celebrate 10th anniversary of pioneering operation:
Twenty patients returned to our hospital in Cambridge to celebrate 10 years of a new
type of heart transplant which has saved all of their lives.

In February 2015, Royal Papworth became the first hospital in Europe to
perform a heart transplant using a non-beating heart. The DCD (donation after
circulatory death) technique now represents 25% of all adult heart transplants in the
UK.

Royal Papworth teams have now performed 134 DCD heart transplants, the
highest number of any UK centre and one of the highest in the world.

New outreach ventilation clinic takes specialist respiratory care to patients’
homes. We launched a brand-new ventilation home visit service that will benefit
people across the East of England by offering seamless specialist care for patients
on home mechanical ventilation. The service is led by our respiratory support and
sleep centre (RSSC), which provides long-term respiratory support in the community
for over 1,500 people. Patients who can be supported on ventilation at home and
able to travel are asked to come back into the RSSC in Cambridge for subsequent
check-ups. Most of these patients receive non-invasive ventilation, but some require
tracheostomy ventilation and need to have their tracheostomy replaced every four
weeks. In several cases, travelling to Cambridge for subsequent appointments is
extremely difficult. Patients who are wheelchair-bound or bed-bound, for example,
need to travel by ambulance. We are now providing a dedicated service for these
patients that takes their specialist hospital-level of care out to patients on home
mechanical ventilation.

Enhanced recovery unit (ERU) celebrates its first anniversary: The ERU is
intended for patients who are predicted to be in critical care for fewer than 48 hours
following their operation, before being discharged to the surgical ward. Of the 1,483
patients who were cared for in the ERU over the first year, 86% were discharged
within 48 hours. More than half (55%) were actually discharged to the ward within 24
hours. Nearly 1,500 people were cared for on the unit in 12 months, and surgical
activity has increased by 18%. In addition, waiting times for patients have improved,
with 65% of cardiac patients currently treated within 18 weeks of their referral. This
was down at 48% before the ERU opened.

Patients with heart valve disease given new lease of life: Historically, TAVI
(transcatheter aortic valve implantation) has been used to treat aortic valve stenosis.
This is where calcium deposits in the aortic valve cause a narrowing of the valve and
restrict blood flow out of the heart, causing life-limiting symptoms. Now, using the
Trilogy valve, our teams can perform TAVI as a minimally invasive treatment for
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aortic regurgitation. This means patients in the East of England no longer need to
travel to London or undergo much riskier cardiac surgery.

» From hospital to home: Redefining heart health monitoring: As part of our
Innovation Fund, a new research study is attempting to revolutionise how we monitor
patients with congenital heart disease (CHD). Adults with CHD often need regular
monitoring to track their heart health - typically through hospital-based exercise tests
that measure peak VO, (oxygen). Our respiratory physiology team is looking into
whether wrist-worn wearables accurately estimate peak VO, levels as patients go
about their everyday activities and whether this kind of monitoring can enable safer,
earlier interventions for patients whose health may be starting to deteriorate.

» Targeting the immune system could prevent future heart attacks, clinical trial
suggests: A treatment that targets the immune system could help stop repeat heart
attacks in people who have recently had one, according to the results of an early-
stage clinical trial run in Cambridge including at our hospital. The treatment called
Aldesleukin, reduces inflammation in major blood vessels by boosting the activity of
'regulatory T cells', a part of the immune system. Aldesleukin is already used in much
higher doses in the treatment of some kidney cancers. Two years after joining the
trial, none of the participants that received treatment had further heart attacks.

» Rethinking medical research: Could measuring nurses’ stress improve patient
care? Hospitals are high-pressure, emotionally intense environments. Yet, unlike
elite athletes who have coaches and psychologists monitoring their performance, that
kind of support isn’t always available in the NHS. Intensive care and anaesthetic
consultant at Royal Papworth Hospital NHS Foundation Trust, Dr Rob Gatherer, is
keen to change that to help create a healthier workforce. Through our Innovation
Fund, he's leading a pioneering study exploring how tracking nurses’ stress levels
could improve performance, teamwork, and ultimately, patient outcomes.

» Named the UK’s first pilot hub for preserving and assessing lungs donated for
transplant. We have become the first UK transplant centre to begin an NHS pilot as
an Assessment and Recovery Centre (ARC) for donor lungs to be preserved and
assessed, which could improve the number of lungs available for donation and
benefit more patients currently waiting for a lifesaving lung transplant. The pilot,
organised by NHS Blood and Transplant (NHSBT) and funded by the Department of
Health and Social Care (DHSC), is trialling the use of several transplant centres as
regional perfusion (reconditioning) hubs to improve organ utilisation for the lungs,
liver and kidneys.
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4.0 Listening to and developing our staff

This last section, part 4, focuses on listening to our staff and the development of our staff
and cover updates from our Freedom to Speak Up support, the outcome of our NHS Staff
survey and update on our Compassionate and Collective Leadership programme.

4.1 Freedom to Speak Up 2025/26

Positively, the drive to encourage staff to speak up has been strengthened over the past
year with the introduction of the anonymity reporting platform, increasing numbers of speak
up champions and an increase in dedicated administrative support.

The acquisition and implementation of the digital anonymity speak up platform is a new
initiative developed to complement our existing reporting options for staff and to enhance the
opportunities available to staff. There has been value and benefit in providing staff with both
options with indications of those benefits being realised across the year. This continues to
echo the sentiments proposed by Sir Robert Francis QC’s “The Freedom to Speak Up”
(2015), making speaking up business as usual.

Activities to promote staff to speak up have included holding information stalls in high
visibility areas of the trust, utilising online and in person staff drop in speak up sessions, and
wide organisational attendance into trust committees and networks. Attendance at trust and
medical staff inductions ensured all new staff have been sighted on the importance of
speaking up and the supportive service available when staff chose to do so. It is essential to
utilise existing structures and formats and developing new ones to enable the message that
speak up matters and is taken seriously by the trust.

Over the year, submissions to existing profession specific newsletters have also increased
and strengthened this message. Such activities have encouraged the direction, supported by
the Trust board, of the continued desire towards an open, transparent and safe place to
work, which enables staff to speak up safely with confidence, and that their concerns are
taken seriously. The endeavours here work towards enabling the provision of safe and
effective care.

Teaching and training within the trusts line management programme has continued and
within more bespoke sessions has also enabled middle and senior leaders to understand the
scope and responsibilities more fully in supporting the drive for a speak up culture. Speaking
up continues to maintain an established leadership structure which supports speaking up,
building on the work developed by the Freedom to Speak Up Guardian (FTSUG) alongside
and in partnership with the Trust’s leadership team.

Support for speaking up was further enhanced in 2025/26 with increasing interest in staff
wishing to become FTSU champions (FTSU C) with the number of FTSU C currently at 45.
Each champion acts to support staff by listening and signposting colleagues towards
possible resolution options. This is a highly effective and respected role, recognised by the
Trust. All are provided with training and ongoing support from the FTSUG. An ambition over
the next 2-3 years is to see the number of champions grow from 45 to 100.

Summary of key activities undertaken by the FTSUG, supported by our FTSU C during this
period of reporting (2025/26):

¢ continuation in maintaining the importance of speaking up on issues of concern.

e provided guidance through signposting to staff on speaking up and raising concerns in
line with the Trust’s speaking up processes and policies.
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Reviewed and enhanced staff access to FTSU service through flexible working
arrangements, responsive trust communications and the FTSU C network.

working as a network in providing confidential advice and support to staff in relation to
patient safety concerns.

contributed to identifying themes of reported concern for service areas so they may be
informed for consideration and actions.

monitoring of actions undertaken where staff identify a particular concern with Trust
processes and outcomes, and where appropriate and requested, engage directly with
formal policy processes.

contributed to training and development opportunities regarding incivility,
microaggression, bullying, harassment, task and finish groups, and policy developments
from both local and national initiatives.

worked to ensure all new staff across all staff groups receive speak up advice through
Trust inductions (corporate, medical and new learners into the trust).

Maintaining contemporary appreciation of the skills and knowledge for effective FTSUG
practice, in line with national guidance and training requirements to ensure live FTSUG
registration.

Supported and initiated research to help identify speak up needs of overseas trained
staff, in collaboration with nursing internship programme.

Policy initiative developments to improve supports for learners calling out poor
behaviours when on clinical practice placements

Internal and external governance

The Trust has been fully engaged with the National Guardian’s Office and supports the
FTSU G’s engagement with the national, regional, and local network of Guardians. This
provided the opportunity to explore and apply best practice.

Ongoing and reinforcing the established internal and external governance process as
required by the National Guardian Office, with internal trust requirements in overseeing the
reporting and monitoring of incidents raised through the Trust’'s FTSUG. Within 2025/26,
governance processes included:

The Trust Board being were regularly sighted on the frequency of incidents reported per
quarter (numerical and categorical in line with National Guardian’s Office (NGO)
guidance), with thematic narrative as explanatory considerations. In keeping with NGO
and NHS contract expectations.

The submission of quarterly timely reports to the FTSU - NGO.

Independent anonymised incident scrutiny of quarterly submission data against NGO
categories — undertaken by a FTSU C (process of internal validation).

Anonymised incident case review discussion with FTSU C and relevant service leaders
to aid learning and development purposes. In keeping with the Trust's anonymity
standard operating procedure.

Quarterly FTSU C business meetings to provide for network support and planning speak
up initiatives

Reporting issues of concern as themes into service operational groups.

Communicating issues of concern when directed by staff permissions or where public
safety necessitates.

Meeting regularly with executive directors, non-executive director lead for speaking up,
and engaging with relevant senior and operational clinical and non-clinical leads.
Providing thematic narrative analysis of issues into trust wide operational and EDI
network forums.

Involvement with workforce policy development initiatives.

Development of oversight principles and operational procedures to guide implementation
and management of anonymity reporting platform.
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National Guardian Office (NGO) reporting

The quarterly reports to the NGO and Trust provides reassurance that staff do speak up
about concerns and issues. However, both through incident reporting conciliation and NHS
survey outcomes, staff report dissatisfaction that issues will be taken seriously, acted upon
and feel safe when doing so. There is strategic ambition in making speaking up business as
usual, it continues to be a challenge for some groups of staff and is echoed across the NHS.
It is central to the Trusts newly approved strategy.

Reported by the NGO (2025), confidence in speaking up across the healthcare sector has
plateaued in comparison to previous years, highlighting concerns that speaking up may in
fact be sliding back into disengagement and silence. Triangulation of Trust incident reporting
has correlated with NHS survey outcomes where confidence in speaking up shows a
decline, although showing some slight improvement by some groups, with the overall trend
appearing to plateau. Indeed, most staff speaking up to the FTSUG during 2025/26 indicated
a reluctance to do so again. There also appears a decreasing number of staff willing to
answer this specific question following the reporting of their concerns to the FTSUG as a
percentage of those initially having spoken up. Nationally, although unclear locally,
amplifying the voice of overseas trained staff presents with an additional set of barriers and
concerns (NGO, 2025; Brap & Kline, 2024, Lanada & Culligan, 2024). A local chief nursing
internship research initiative, guided by the FTSUG’s for Royal Papworth Hospital and
Cambridge University Hospital is due to conclude (May 2026). Results of this will be
reviewed for further information on this subject.

As expected, all trust quarter and annual reports were submitted to the NGO and presented
to the trust board on time, providing the opportunity for critical discussion and exploration
against themes of concern. Incident reports submitted to the NGO for this period have
contributed to the development of the NGO annual report to parliament (March 2025- the
Parliamentary Under Secretary of State for Mental Health and Women’s Health).

Further developments following the conclusion of the secretary of state’s commissioned
reported “The Dash Report, 2025” also saw the recommendation of a series of changes to
the role National Guardian Office (role and function) resulting in its anticipated closure in
April 2026. Transition to operational oversight of FTSUG’s will be into NHS England, with
eventual oversight being undertaken by the DOHSC in 2027. The key message is that
FTSUGs continue as an effective and established role, a continued NHS contractual
expectation. This is likely to see greater local determents to inform role, function and
reporting. Further guidance is anticipated.

Trust FTSUG reporting and speaking up initiatives

Celebrating ‘Speak Up Month’ in October 2025 was held in our central atrium which sought
to promote the key theme of listening up. We also had additional promotion of the
anonymity reporting platform alongside these stalls.

The trust confirmed an uplift of incidents reported to the FTSUG from previous years. The
number of incidents reported for 2025/26 totalled 179. This is an increase of 23 incidents
from 2024/25. As per NGO reporting categories, and like 2024/25, most incidents fell within
the category of poor staff behaviours, with bullying and/or harassment the 2nd most reported
concern. Of the 179 staff who spoke up and increasing proportion said they were less likely
to speak up again and this is in keeping with the NGO national trends.

Strategies in supporting staff through wellbeing initiatives continued to be available, with
enhanced options for staff to access timetabled speak up drop-in sessions alongside
conventional methods. In 2025/26, further workshops, facilitated by the Equality Diversity
and Inclusion manager and FTSUG, provided additional workshops to help develop a better
understanding of microaggression and incivility-based behaviours, with opportunities to
consider and apply calling out models. As per previous years, workshop evaluations
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summarised these to be effective in defining such behaviours and increasing appreciation of
the importance of bystander engagement in calling out poor behaviours and maintaining
safety iffwhen doing so.

Other initiatives in 2025/26 have included continued investment in Transformational
Reciprocal Mentoring, input into leadership and management training, preceptorship
workshops for newly qualified non-medical staff, and inputting into Health care support
workers development programme, as well as contributing to bespoke away-day events.

The FTSUG, supported by the trusts Operational Director and Workforce Executive lead and
Non-Executive Director (NED) lead for speaking up, maintained action on the eight principles
(2022 — 2024) as identified within the National Guardian Office reflection tool. Developed
and agreed with both Trust leads, this work remains on hold for a further year as NHS trusts
await guidance following outcomes of the Dash Review (2025).

The FTSUG has continued to have access to administrative support (5 hrs per week) in
undertaking duties, responsibilities and tasks as designated. This is now an established
provision of support for the FTSUG, alongside confirming the provision of fulltime hours for
the role.

Actions going forward 2026/27:

¢ NGO self-assessment (Freedom to speak up: A reflection and planning tool NGO 2022 -
2024) was completed in 2022/23 with agreement to accommodate eight key principles as
actions. We will now consider next steps following application of Dash Report outcomes.

¢ Extending the delivery of sexual safety training and support where and when
necessitated and as directed by the Trust's operational requirements.

e Engagement with the range of forums in continuing to profile speaking up, including
service business meetings, all staff briefings, Equality Diversity and Inclusion (EDI)
network committees, Joint Staff consultative committee, and other appropriate and
relevant working groups.

¢ Continue to promote speak up access mechanisms, particularly for ethnic minority
workers who find this more difficult. For example, anonymity reporting through
alternative conventional reporting modes.

e Extend anonymity reporting option to learners during their clinical placement periods

e Increase awareness of speaking up support for all learners, including specific support
when reporting matters related to sexual safety.

e Contribute to the facilitation of line management leadership development programme
through the delivery of modular provision.

e Plan and provide time-tabled speak up staff drop-in sessions alongside conventional
access to the FTSU Guardian and champions.

¢ Plan and provide time-tabled speak up sessions for staff and learners

e Continue to increase FTSU Champion network with regular opportunities for case
support, whilst also seeking to increase the number of champions to 100 by 2029.

Several of the actions to be progressed in 2026/27 either build on existing provisions or are
new initiatives. This is because the key principle of speaking up is to ensure all staff and
workers know how to speak up and feel safe and encouraged to do so. The FTSUG,
supported by our champions, continue to promote the importance of speaking up through
established communication initiatives and networks. Recognising the factors which act as
barriers to a speak up will be assisted by increasing access to speaking up in 2026/27.

It is recognised that we have need to address our specific concern of bullying and the

various harassments and incivilities experienced and reported by staff over successive
years. Unfortunately, this is a mirrored concern, appearing as a national trend across all
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NHS Trusts (NGO,2025). As concerning and which invites more targeted attention is the
support for ethnic minority who are less likely and less confident in speaking up on issues of
concern. This is an ongoing need which informs several of the actions undertaken this year
and will be for 2026/27.

The Chief People Officer is the responsible executive director for raising concerns, with the
identified Non-Executive Director lead in support, with additional reporting to the board and
other executive leads including the chief executive officer.

4.2 Staff Survey 2025

Results published from the 2025 NHS Staff Survey in March 2026 show continued small
improvements in the reported working experience of staff.

The national survey is structured around nine key elements: the seven themes of the NHS
People Promise, along with staff engagement and morale.

Royal Papworth Hospital is benchmarked against 13 acute specialist trusts and achieved the
top score for ‘we work flexibly’. We are rated above average for ‘we are compassionate and
inclusive’, ‘we are recognised and rewarded’, ‘we are a team’, morale and staff engagement.

There have been improvements in eight of the nine themes with the score for morale
increasing significantly compared with 2024. This continues a trend of steady improvement
over the past three years and for the majority of questions, we have scored the best we have
done in five years.

Add link to RPH staff survey — in final copy (communications team to do on publishing)

4.3 Compassionate and Collective Leadership programme

Leadership plays a vital role in shaping the culture at Royal Papworth. When colleagues feel
valued, empowered and proud we can deliver high-quality, compassionate care to our
patients. That is why our approach is grounded in compassionate and collective leadership.
Equality, diversity and inclusion shape how we lead, creating shared responsibility for
positive colleague and patient experience. Our values of Compassion, Excellence and
Collaboration guide our behaviours and set the standard for how we work together. Our
values also underpin our eight priority areas for organisational improvement; the key areas
we are focusing on to help our culture continue to thrive.

Training is available in a range of formats to meet the needs of our staff — these include a 9-
month Leadership and Management development programme, a one-day course on
fundamentals for line managers and a 3-hour face-to-face skills workshop.

We have just started a new initiative, The Inclusive Workforce Programme which is a
12-month Organisational Development (EDI led) initiative running from February 2026 to
March 2027, sponsored by our Royal Papworth Charity and NHS Charities together. This
programme is designed to build a more inclusive, compassionate, and anti-racist workplace
culture across key clinical and non-clinical teams.

It has been developed in response to staff feedback and an independent cultural review, the

programme supports leaders and staff to understand bias, strengthen allyship, and create
meaningful, measurable improvements in team culture.
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The overall Programme consists of two distinct strands, each developed in response to
stakeholder feedback, and aligned with the Trust’s wider five-year commitment to the East of
England Regional anti-racism strategy.

4.4 Royal Papworth Staff Awards and Long Service Awards

In October 2025, we held our annual Long Service Awards in the Heart and Lung Research
Institute (HLRI), next to our hospital. The event recognises and gives thanks to long-serving
members of staff who have worked at our hospital for either 15, 20, 25, 30, 35 or 40 years.
This year, we had members of staff — one a surgeon and one our switchboard manager -
who each celebrated a remarkable 40 years of unbroken service to Royal Papworth
Hospital.

Then, in December 2025, we once held our annual Staff Awards at Queen’s College in
Cambridge. We had 45 finalists recognised across 15 award categories, from hundreds of
nominations, aligned to our values or ongoing initiatives such as quality improvement,
leadership and environmental sustainability. The awards were an opportunity to recognise so
many outstanding achievements from our people and our teams, and the night itself was a
wonderful opportunity to mix with colleagues and build connections. The event was
generously sponsored by a number of companies, as well as the hospital’s charity.
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Performance of Trust

Throughout 2025/26 we have continued to measure our quality performance against a number of metrics. The Table below sets out our
performance against the national operational metrics identified in Appendix 3 to NHS Improvement’s (NHSI’s) Single Oversight Framework
which are applicable to Royal Papworth Hospital.

Operational performance Metrics

Indicator Target | Apr-25 | May-25 | Jun-25 | Jul-25 Aug-25 | Sep-25 Oct-25 Nov-25 Dec-25 | Jan-26 | Feb-26 | Mar-26 | YTD
pa actual
18 weeks Referral | >92%

to Treatment

(RTT)*

62 day wait for 1st | >85%

Treatment from
urgent referral
62 day wait for 1st | >85%

Treatment from
consultant
upgrade
31 day cancer >96%
wait 100% | 100% 100% 100% 100% 100% 96.9% 100% 100% 98.3%
6 week wait for >99%
diagnostic
Monitoring C.Diff Less
(toxin positive) than
18 pa
Number of >95% 94.3% 93.3% 96.5% 95.8% 93.5% 92.8% 92.2% 93.8% 93.5% 91.3% 93.7% 95.5% 95.5%
patients assessed
for VTE on
admission

*The definition of this indicator can be found in Annex 3 of this report.
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Annex 1: What others say about us

healthwatch healthwatch

Cambridgeshire Peterborough

Healthwatch Cambridgeshire and Peterborough
Royal Papworth NHS Foundation Trust Quality Account 2025/2026

Healthwatch Cambridgeshire and Peterborough welcomes the opportunity to
comment on Royal Papworth Hospital NHS Foundation Trust’s Quality Account for
2025/26 and, in particular, the proposed Priority for 2026/27 relating to patient
experience, engagement, and learning from patient and carer feedback.

We are particularly encouraged by the Trust’s recognition that meaningful patient
engagement must move beyond consultation and towards genuine co-production
with patients, carers, families and next of kin. The proposed work demonstrates a
genuine commitment to putting patients, carers and families at the centre of how

services are designed, improved and delivered.

Healthwatch Cambridgeshire and Peterborough strongly supports the Trust’s
commitment to reviewing its current patient engagement arrangements and
identifying how greater co-production capacity can be developed across the
organisation. We welcome the acknowledgement within the report that, whilst there
are already strong foundations in place through the Patient Carer Experience Group,
Public and Patient Involvement Committee, Patient Safety Partners, volunteers, and
patient-led support groups, there is currently no formal structure for co-production.
The Trust’s openness in identifying this gap demonstrates a positive and reflective
approach to improvement.

We particularly welcome the intention to develop a Trust Patient and Carer Strategy
through co-production. Ensuring that patients and carers are involved from the
earliest stages of service design and improvement is essential to delivering services
that are responsive, accessible, and centred around the needs and experiences of
the people who use them. We also support the Trust’s plans to benchmark its
engagement approaches against other organisations and identify best practice
models which can help strengthen patient voice and involvement.

The proposed work to improve the use of Friends and Family Test feedback, alongside
the development of richer local feedback mechanisms, Patient Reported Outcome
Measures (PROMs) and Patient Reported Experience Measures (PREMSs), is also
encouraging. We welcome the Trust’s recognition that qualitative feedback, free text
comments, and lived experience are valuable sources of insight that should directly
inform quality improvement and service redesign.

Healthwatch Cambridgeshire and Peterborough particularly welcomes the Trust’s
focus on ensuring that patient feedback is not only collected, but demonstrably
acted upon. We know from our own engagement with local communities that people
want reassurance that their experiences lead to meaningful change. The
commitment within this Quality Account to auditing patient feedback, monitoring
resulting improvements, and strengthening governance arrangements around
learning and action is therefore very positive.
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We also welcome the Trust’s wider commitment to improving accessibility, reducing
health inequalities and strengthening inclusion across services. Ensuring that
engagement and co-production approaches involve diverse communities, including
seldom-heard groups and those who may face barriers to accessing care, will be
essential to the success of this work.

Healthwatch Cambridgeshire and Peterborough looks forward to continuing to work
collaboratively with Royal Papworth Hospital NHS Foundation Trust to support the
development of meaningful patient involvement, co-production, and person-centred
improvement across the organisation.

Healthwatch Cambridgeshire and Peterborough, Community Interest Company, no. 08516179
Web: www.healthwatchcambridgeshire.co.uk and www.healthwatchpeterborough.co.uk
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NHS Wales Joint Commissioning Committee
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The Joint Commissioning Committee commissions services on behalf of the seven Health
Boards in Wales. The NWJCC are proud to have such close links with Royal Papworth
Hospital so that individuals from Wales have access to the expertise and specialist services
they provide. We have this year visited the site and have been impressed by the quality of
the care provided and this has been supported when speaking to patients at the time of the
visit. This Annual report supports the quality of care and improvements made to further
enhance care and innovation.

Carole Bell
Director of Nursing Quality
NHS Wales Joint Commissioning Committee

06 May 2026
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Specialised Commissioning — East of England

This annual report demonstrates the proactive approach RPH has taken to monitor and
continuously improve quality for all their patients.

The Clinical Quality Report Group (CQRG), consisting of RPH and Specialised
Commissioning Team from NHS England, has worked effectively over the past year. The
quarterly meetings have enabled both RPH and Specialised Commissioning to
collaboratively review Papworth Integrated Performance Reports (PIPR) and hold important
clinical discussions. This has supported consistent oversight and a shared understanding of
quality performance across specialised services.

The CQRG provides a valuable forum for communicating challenges, sharing assurances,
and supporting effective decision-making. There has been excellent joint working and a
consistent approach to quality monitoring and improvement.

NHS England
Specialised Commissioning

15 June 2026
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NHS Central East Integrated Care Board

NHS

Central East
Integrated Care Board

MHS Central East Integrated Care Board response to the Quality Account of Royal Papworth Hospital NHS
Foundation Trust for 2025,/2026

Central East Integrated Care Board (CE ICB) welcomes the opportunity to review the Royal Papworth
Hospital NHS Foundation Trust Quality Account for 2025/26.

The ICB considers that this Quality Account provides a clear, comprehensive and balanced overview of the
quality of services delivered by the Trust. It reflects a strong commitment to continuous improvement,
supported by robust governance, effective use of data, and active particdipation in clinical audit, research
and innovation.

The ICB recognises the Trust's continued commitment to delivering high-quality specialist cardiothoracic
services for local, regional and national populations. We particularly acknowledge the significant
improvements made during 2025,/26 in:

« reducing referral-to-treatment waiting times

« improving cancer pathway performance

« strengthening harm-review processes and governance for waiting list oversight

« developing digital tools to support validation and risk management

« improving discharge assurance, including enhanced discharge summaries, strengthened governance

and a focus on patient experience and medication safety

These achievements demonstrate strong organisational focus and collaborative working across clinical and
operational teams to improve timely access to safe, effective care.

The ICB welcomes the Trust's progress and achievements during the year, including:
+ the establishment of the Health Inequalities Panel
« the Trust's commitment to improving equitable access and addressing inequalities experienced by
patients and families
« the focus on population health, preventative care and improved demographic data collection
+ the continued emphasis on staff wellbeing, inclusive leadership and organisational culture,
recognising the link between workforce experience and high-quality care

The proposed quality priorities for 2026/27 are well aligned with both Place and system priorities. The focus
on:

« patient experience, engagement and co-production

& acute pain management

« prehabilitation
represents a balanced and appropriate approach to improving safety, outcomes and experience.
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NHS

Central East
Integrated Care Board

As the Trust moves forward, the ICB encourages continued focus on:
« demonstrating measurable impact from improvement initiatives
& strengthening patient and carer voice, induding evidence of co-production
+ enhancing benchmarking and comparative data to provide additional context on performance

Central East ICB wishes to acknowledge and commend the staff at Royal Papworth Hospital NHS Foundation
Trust who continue their ongoing commitment to support the NHS and deliver high-guality, safe and
effective care to populations served in our system. We also commend the Trust's commitment to
improvement and innovation.

We look forward to continuing to work in partmership with Royal Papworth Hospital NHS Foundation Trust
over the forthcoming year and hope that the Trust finds these comments helpful.

ok .

Rowan Procter
Deputy Director Quality Assurance
MHS Central East Integrated Care Board




Quality Account 2025/26

Cambridgeshire County Council Adults and Health Committee

Cambridgeshire

AV County Council

Royal Papworth Hospital NHS Foundation Trust
Quality Account 2025/26

Statement by Cambridgeshire County Council Health Scrutiny
Committee
The Health Scrutiny Committee received the draft Quality Account for Royal
Papworth Hospital NHS Foundation Trust (RPH) on 15t May 2026. A Task and Finish
Group made up of committee members was established to consider the draft under
the committee’s statutory health scrutiny function.

Royal Papworth Hospital was last inspected by the Care Quality Commission in
summer 2019 when it was rated as Outstanding across all domains. The trust was
ranked 5™ out of 134 acute care trusts in England in the NHS Trust Performance
League Tables issued in September 2025.

Committee members found the tone of the Quality Account to be professional,
patient-centred and appropriately reflective. The layout was clear and the
explanation of acronyms on first use made it more accessible to the lay reader. The
chief executive’s statement was data driven and candid, and balanced celebrating
the trust’'s many achievements with an honest appraisal of areas where there is still
room for improvement. The inclusion of patient stories, trend data and next steps
provided valuable insights, and our only suggestions would be considering a short
paragraph on key risks for 2026/27 if that is permitted within the prescribed format of
the quality account and the use of more infographics in future years to further
increase readability.

We welcome the decrease in surgical site infection (SSI) rates following a period of
focus by the trust and feel this might have been given more prominence earlier in the
report. We would though like to have seen a bit more information about the action
plan going forward in relation to patient safety. We also feel it would be helpful to
include more information about what improvement work is taking place and the
timelines to bring down wound infection rates for patients undergoing coronary artery
bypass graft (CABG) from the Quarter 3 rate of 5.6% to the national benchmark of
2.6%. The committee would welcome a note in six months’ time on SSI and sepsis
rates and acute kidney injury (AKI) bundle compliance with a view to potential
scrutiny.
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The patient satisfaction rates evidenced through the friends and family test (FFT)
remain exceptionally high with 99% of inpatients and 97.5% of outpatients saying
that they would recommend the trust’s services in March 2026. This is a tremendous
achievement and we congratulate the trust’s staff and leadership team on the
outstanding patient care which they are consistently providing. The committee notes
the link drawn between organisational culture, staff happiness and patient
experience and feel it would be interesting to see this explored in a bit more detail in
future reports, alongside the evidence base. While recognising that the maijority of
patient experiences were positive we were pleased to see the inclusion of a ‘you
said, we did’ section providing examples of some of the improvements made in
response to patient feedback and complaints.

Committee members welcome the Safeguarding Committee’s decision to add the
absence of a Learning Disabilities Nurse within the trust to its corporate risk register
and to monitor the mitigations put in place through safeguarding governance
structures. We also commend the trust’s decision to register to participate in the NHS
England Learning Disability Improvement Standards review. The committee has
taken a close interest in recent years in the health services provided to local people
with learning disabilities through public scrutiny sessions on improving health
outcomes for people with learning disabilities in December 2023 and annual health
checks for people with learning disabilities in October 2025. We look forward to
hearing how this helps shape the trust’s care and support to people with learning
disabilities in the future and would welcome its learning being shared with system
partners.

The Health Scrutiny Committee looks forward to continuing an open and constructive
relationship with the trust’s leadership team during the coming year and beyond.
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Royal Papworth Hospital Council of Governors
Patient and Public Involvement Committee

The committee has received and considered the Quality Accounts Report 2025-2026 and approved it
at the meeting held on 11/06/2026.

The report is clear and accessible, comprehensively highlighting the Trust’s excellent work and
achievements during the period 2025-2026, and accurately identifying the priorities for 2026-2027.
It demonstrates a clear commitment to patient outcomes being at the forefront of everything the
Trust does.

The committee is pleased to see that patient and carer experience and engagement are a formal
focus of the Trust under the Quality Accounts priorities 2026-2027, thus ensuring full governance of
the patient and carer experience strategy alongside its development.
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Annex 2: Statement of Directors’ responsibilities in respect of the Quality
Report

The Directors are required under the Health Act 2009 and the National Health Service (Quality
Accounts) Regulations to prepare Quality Accounts for each financial year.

NHS Improvement has issued guidance to NHS foundation trust boards on the form and
content of annual Quality Reports (which incorporate the above legal requirements) and on
the arrangements that foundation trust boards should put in place to support the data quality
for the preparation of the Quality Report.

In preparing the Quality Report, directors are required to take steps to satisfy themselves that:

The content of the Quality Report meets the requirements set out in the NHS Foundation
Trust Annual Reporting Manual 2025/26.

The content of the Quality Report is not inconsistent with internal and external sources of
information including:

o Board minutes and papers for the period April 2025 to 1 June 2026

o Papers relating to quality reported to the Board over the period April 2025 to
1 June 2026

Feedback from Specialised Commissioning — East of England June 2026

Feedback from NHS Central East Integrated Care Board (ICB) June 2026

Feedback from the Patient and Public Involvement Committee (PPI)
Committee dated May 2026

Feedback from Healthwatch Cambridgeshire dated May 2026

Feedback from Cambridgeshire Health Committee dated May 2026

Feedback from NHS Wales Joint Commissioning Committee May 2026

The Trust’s complaints report published under Regulation 18 of the Local
Authority Social Services and NHS Complaints Regulations 2009

o The 2024 National Inpatient Survey

o The 2025 National Staff Survey

o The Trust’s Annual Governance Statement 2025/26

o The Head of Internal Audit’'s annual opinion of the Trust’s control

environment dated June 2026
o CQC Inspection Reports published 16 October 2019

O O O

O O O O

¢ The Quality Report presents a balanced picture of the NHS Foundation Trust’s
performance over the period covered.

e The performance information reported in the Quality Report is reliable and
accurate.

e There are proper internal controls over the collection and reporting of the
measures of performance included in the Quality Report, and these controls
are subject to review to confirm that they are working effectively in practice.

e The data underpinning the measures of performance reported in the Quality
Report is robust and reliable, conforms to specified data quality standards and
prescribed definitions, is subject to appropriate scrutiny and review and

e The Quality Report has been prepared in accordance with NHS England’s
annual reporting manual and supporting guidance (which incorporates the
Quality Accounts regulations) as well as the standards to support data quality
for the preparation of the Quality Report
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The Directors confirm to the best of their knowledge and belief that they have
complied with the above requirements in preparing the Quality Report.

By order of the Board

Dr Jag Ahluwalia - Chairman

Date:22 June 2026

Eilish Midlane - Chief Executive

Date:22 June 2026
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Annex 3: Mandatory performance indicator definitions

Percentage of incomplete pathways within 18 weeks for patients on incomplete
pathways.

Source of indicator definition and detailed guidance

The indicator is defined within the technical definitions that accompany Everyone counts:
planning for patients 2014/15 - 2018/19 and can be found at www.england.nhs.uk/wp-
content/uploads/2014/01/ec-tech-def-1415-1819.pdf

Detailed rules and guidance for measuring referral to treatment (RTT) standards can
be found at http://www.england.nhs.uk/statistics/statistical-work-areas/rtt-waiting-times/rtt-

gquidance/

Detailed descriptor
E.B.3: The percentage of incomplete pathways within 18 weeks for patients on incomplete
pathways at the end of the period

Numerator
The number of patients on an incomplete pathway at the end of the reporting period who
have been waiting no more than 18 weeks.

Denominator
The total number of patients on an incomplete pathway at the end of the reporting period

Accountability

Performance is to be sustained at or above the published operational standard. Details of
current operational standards are available at: www.england.nhs.uk/wp-
content/uploads/2013/12/5yr-strat-plann-guid-wa.pdf (see Annex B: NHS Constitution
Measures).

Indicator format
Reported as a percentage.

Maximum waiting time of 62 days from GP referral to first treat for all cancers.

Detailed descriptor’
PHQO3: Percentage of patients receiving first definitive treatment for cancer within 62 days
of an urgent GP referral for suspected cancer

Data definition
All cancer two-month urgent referral to treatment wait

Numerator

Number of patients receiving first definitive treatment for cancer within 62 days following an
urgent GP (GDP or GMP) referral for suspected cancer within a given period for all cancers
(ICD-10 C00 to C97 and D05)

Denominator

Total number of patients receiving first definitive treatment for cancer following an urgent GP
(GDP or GMP) referral for suspected cancer within a given period for all cancers (ICD-10
C00 to C97 and DO05)
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http://www.england.nhs.uk/wp-

Quality Account 2025/26

Accountability

Performance is to be sustained at or above the published operational standard. Details of
current operational standards are available at: /www.england.nhs.uk/wp-
content/uploads/2013/12/5yr-strat-plann-guid-wa.pdf (see Annex B: NHS Constitution
Measures).

' Cancer referral to treatment period start date is the date the acute provider receives an
urgent (two week wait priority) referral for suspected cancer from a GP and treatment start
date is the date first definitive treatment commences if the patient is subsequently
diagnosed. For further detail refer to technical guidance at
www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuid
ance/DH 131880
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Annex 4 Glossary

AKIANP

ALERT

ANP

CABG

Cardiac surgery

Care Quality

Commission (CQC)

CCA
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Allied Health Professional. AHPs are the third largest workforce in the
NHS and consist of 14 professions. At RPH we have we have 6 of the
recognised professions working as AHP teams
e Physiotherapy
Occupational Therapy
Radiographers
Dietitians
Speech and Language Therapists
Operating Department Practitioners

Acute Kidney Injury. AKI encompasses a wide spectrum of injury to the
kidneys. AKl is a serious and common illness that, in the hospital setting,
is often preventable. It is an independent predictor of mortality, and
increasing severity is associated with increased risk of death. Patients
with AKI have a longer hospital and critical care stay when compared to
those with normal renal function.

A team of Advanced Clinical Practitioners (ACPs) who support the
nursing and medical staff throughout the Trust in the management of the
deteriorating patient to ensure timely and efficient care. The team have
a Trust wide approach to identify patients at risk of developing critical
illness, and to monitor those patients recovering from a period of critical
illness

Advanced Nurse Practitioners are nurses who have undertaken a
master's level in clinical practice beyond their initial nursing degree,
typically at a master's level.

Coronary artery bypass graft is a surgical procedure used to treat
coronary heart disease, also called heart bypass surgery. Itis a
procedure to improve blood flow to the heart and may be needed when
the arteries supplying blood to the heart, called coronary arteries, are
narrowed or blocked.

Cardiovascular surgery is surgery on the heart or great vessels
performed by cardiac surgeons. Frequently, it is done to treat
complications of ischemic heart disease (for example, coronary artery
bypass grafting), correct congenital heart disease, or treat valvular heart
disease from various causes including endocarditis, rheumatic heart
disease and atherosclerosis.

The independent regulator of health and social care in England. The
CQC monitor, inspect and regulate services to make sure they meet
fundamental standards of quality and safety. The CQC publish what it
finds, including performance ratings to help people choose care.
www.cqc.org.uk

The Critical Care Area is an area of the hospital where patients are
admitted if they require intensive therapy or care.


http://en.wikipedia.org/wiki/Surgery
http://en.wikipedia.org/wiki/Heart
http://en.wikipedia.org/wiki/Great_vessels
http://en.wikipedia.org/wiki/Surgeon
http://en.wikipedia.org/wiki/Ischemic_heart_disease
http://en.wikipedia.org/wiki/Coronary_artery_bypass_grafting
http://en.wikipedia.org/wiki/Coronary_artery_bypass_grafting
http://en.wikipedia.org/wiki/Congenital_heart_disease
http://en.wikipedia.org/wiki/Valvular_heart_disease
http://en.wikipedia.org/wiki/Valvular_heart_disease
http://en.wikipedia.org/wiki/Endocarditis
http://en.wikipedia.org/wiki/Rheumatic_fever
http://en.wikipedia.org/wiki/Rheumatic_fever
http://en.wikipedia.org/wiki/Atherosclerosis
http://www.cqc.org.uk/
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CKD

Clinical audit

Clostridium difficile
(Clostridioides difficile;
C. difficile, or C. diff)

Coding

CPAP Hub

CPE

CRF

CTEPH

CUH
D

Data Quality

DATIX
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Chronic Kidney Disease is a long-term condition where the kidneys do
not work as well as they should.

A quality improvement process that seeks to improve patient care and
outcomes by measuring the quality of care and services against agreed
standards and making improvements where necessary.

Clostridium difficile are bacteria that are present naturally in the gut of
around two-thirds of children and 3% of adults. C. difficile does not
cause any problems in healthy people. However, some antibiotics that
are used to treat other health conditions can interfere with the balance of
'good' bacteria in the gut. When this happens, C. difficile bacteria can
multiply and produce toxins (poisons), which cause iliness such as
diarrhoea and fever.

There are ceiling targets to measure the number of C. difficile infections
which occur in hospital.

An internationally agreed system of analysing clinical notes and
assigning clinical classification codes

The Continuous Positive Airway Pressure (CPAP) Hub provides
centralized care for CPAP patients, including starters and follow-up
appointments.

CPAP is a non-invasive form of ventilation, using a machine which
gently blows air into the throat. It consists of a mask worn during sleep
which is designed to fit snugly over the nose and sometimes mouth. It is
connected to a small, quiet machine which gently blows air into the
throat, stopping it from flopping shut, as occurs in obstructive sleep
apnoea (OSA).

CPAP is a very effective treatment for OSA. It improves sleepiness and
snoring and prevents any further damage to your health which OSA may
be causing.

Carbapenemase-producing enterobacterales (bacteria that has become
very resistant to antibiotics)

Clinical Research Facility
Chronic Thromboembolic Pulmonary Hypertension or PH is raised blood
pressure in the blood vessels (arteries) of the lungs. Many people have

systemic (rest of body) hypertension but PH is a rare condition

Cambridge University Hospitals

The process of assessing how accurately the information we gather is
held.

Incident reporting system and adverse events reporting.
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DCD

Dementia

DHSC

DNA

E

Extracorporeal
membrane oxygenation
(ECMO)

E. coli

EPR

ERIC

F

FFT

Foundation Trust (FT)

FTSUG
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Donation after circulatory death transplant using a non-beating heart
from a circulatory determined dead donor. (Previously referred to as
donation after cardiac death or non-heart-beating organ donation).

Dementia is a general term for a decline in mental ability severe enough
to interfere with daily life.

Department of Health and Social Care - The Government department
that provides strategic leadership to the NHS and social care
organisations in England.

www.dh.gov.uk/

“Did Not Attend” refers to a patient missing an appointment without
cancelling or rescheduling. This situation can impact the efficiency of
NHS services and resources

ECMO is a technique that oxygenates blood outside the body
(extracorporeal). It can be used in potentially reversible severe
respiratory failure when conventional artificial ventilation is unable to
oxygenate the blood adequately. The aim of ECMO in respiratory failure
is to allow the injured lung to recover whilst avoiding certain recognised
complications associated with conventional artificial ventilation. The
procedure involves removing blood from the patient, taking steps to
avoid clots forming in the blood, adding oxygen to the blood and
pumping it artificially to support the lungs.

Escherichia coli is a bacterium commonly found in the intestines of
humans and animals. Most strains of E. coli are harmless and even
beneficial, but some can cause infections and illness.

Electronic Patient Record

Estates Returns Information Collection is a mandatory collection for all
NHS trusts

The Friends and Family Test asks patients to rate their experience of
NHS services

NHS foundation trusts were created to devolve decision making from
central government to local organisations and communities. They still
provide and develop healthcare according to core NHS principles - free
care, based on need and not the ability to pay. Royal Papworth Hospital
became a Foundation Trust on 1 July 2004.

Freedom to Speak Up Guardians provide an additional route to support

staff to speak up, encouraging a positive culture where people feel they

can speak up and their voices will be heard, and their suggestions acted
upon.


http://www.dh.gov.uk/
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Governors

HQIP
|

ICNARC

Indicator

Information Governance
Toolkit

Inpatient survey

IR(ME)R

L

Local clinical audit

Lorenzo

Methicillin-resistant
Staphylococcus
aureus (MRSA)
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Foundation trusts have a Council of Governors. For Royal Papworth the
Council consists of 18 Public Governors elected by public members,
seven Staff Governors elected by the staff membership and four
Governors nominated by associated organisations.

Healthcare Quality Improvement Partnership (HQIP)

Intensive Care National Audit and Research Centre is an independent,
scientific, not-for-profit organisation, established in 1994 whose mission
is to improve the quality of critical care through audit, research and data
services conducted with, and in the interests of, patients and those who
care for them.

A measure that determines whether the goal or an element of the goal
has been achieved.

Information governance ensures necessary safeguards for, and
appropriate use of, patient and personal information. The toolkit provides
NHS organisations with a set of standards against which compliance is
declared annually.

An annual, national survey of the experiences of patients who have
stayed in hospital. All NHS Trusts are required to participate.

lonising Radiation (Medical Exposure) Regulations 2017. The
regulations provide safeguards for individuals exposed to ionising
radiation from medical equipment for imaging, treatment or research
purposes.

A type of quality improvement project that involves individual healthcare
professionals evaluating aspects of care that they themselves have
selected as being important to them and/or their team

This is the name of one of the current Royal Papworth electronic patient
record

Staphylococcus aureus (S. aureus) is a member of the Staphylococcus
family of bacteria. It is estimated that one in three healthy people
harmlessly carry S. aureus on their skin, in their nose or in their mouth,
described as colonised or a carrier. Most people who are colonised with
S. aureus do not go on to develop an infection. However, if the immune
system becomes weakened or there is a wound, these bacteria can
cause an infection. Infections caused by S. aureus bacteria can usually
be treated with methicillin-type antibiotics. However, infections caused
by MRSA bacteria are resistant to these antibiotics. MRSA is no more
infectious than other types of S. aureus, but because of its resistance to
many types of antibiotics, it is more difficult to treat.
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M&M meeting

MASD
MDRPU
MDT

Message of the Week

Model Hospital

N

National clinical audit

NCAAG
NCAPOP
National Institute for

Health and
Care Excellence (NICE)

National Institute for

Health Research (NIHR)

National Institute for
Health Research (NIHR)
Portfolio research

NCEPOD
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Morbidity and Mortality meetings are where healthcare professionals,
particularly in surgical settings, discuss and review the quality of the care
that is being provided to their patients with the goal of improving patient
care and learning from mistakes.

Moisture Associated Skin Damage
Medical device related skin pressure ulcer
Multi-disciplinary team

A weekly internal communication cascaded to all staff concerning the
important topical messages and reminders

The Model Health System is a data-driven improvement tool that
supports health and care systems to improve patient outcomes and
population health. It provides benchmarked insights across the quality of
care, productivity and organisational culture to identify opportunities for
improvement.

A clinical audit that engages healthcare professionals across England
and Wales in the systematic evaluation of their clinical practice against
standards and to support and encourage improvement and deliver better
outcomes in the quality of treatment and care. The priorities for national
audits are set centrally by the Department of Health and Social Care. All
NHS trusts are expected to participate in the national audit programme.

National Clinical Audit Advisory Group
National Clinical Audit and Patient Outcomes Programme
NICE is an independent organisation responsible for providing national

guidance on promoting good health and preventing and treating ill health
http://www.nice.org.uk/

The National Institute for Health Research (NIHR) is a UK government
body that coordinates and funds research for the National Health
Service It supports individuals, facilities and research projects, in order
to help deliver government responsibilities in public health and personal
social services. It does not fund clinical services.

The National Institute for Health Research Clinical Research Network
(NIHR CRN) Portfolio is a database of high-quality clinical research
studies that are eligible for support from the NIHR Clinical Research
Network in England.

National Confidential Enquiry into Patient Outcome and Deaths.
NCEPOD is independent of Government bodies and the professional
associations and its aim is to assist in maintaining and improving
standards of healthcare for the benefit of the public.


http://www.nice.org.uk/
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Never events

NEXUS

Newsbites

NEWS2

NGO

NHSE

NHS number

NICOR

NIHR

NIV

NQB

OCS

PALS
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Never events are serious, largely preventable patient safety incidents
that should not occur if the relevant preventative measures have been
implemented. Trusts are required to report if a never event does occur.

This is the name given to the project defining the RPH'’s next electronic
patient record system.

This is an internal weekly newsletter.

National Early Warning Score (version 2) — a nationally used early
warning score designed to help detect and respond to clinical
deterioration in adult patients.

National Guardian Office is an independent, non-statutory body in
England that focuses on promoting and supporting "speaking up" (which
includes raising concerns and sharing ideas for improvement) within the
healthcare system.

NHS England leads the National Health Service (NHS) in England and
promotes high quality health and care for all through the NHS Long
Term Plan.

The NHSE supports NHS organisations to work in partnerships to deliver
better outcomes for patients and communities and provide value for
taxpayers.

On 13 March 2025 the UK Government announced that NHSE would be
abolished, and Its duties returned to the Department of Health and
Social Care.

A 10 digit number that is unique to an individual. It can be used to track
NHS patients between organisations and different areas of the country.
Use of the NHS number should ensure continuity of care.

National Institute for Cardiovascular Outcomes Research

National Institute for Health Research

Non-invasive ventilation. NIV works by allowing air to flow into the lungs
until a pre-set airway pressure limit is reached (positive pressure
gradient - i.e. airway pressure is greater than alveolar pressure) at which

time expiration occurs.

National Quality Board

OCS is a Facilities Services Group

Patient Advice and Liaison Service (PALS) offer confidential advice,
support and information on health-related matters. They provide a point
of contact for patients, their families and their carers.
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Patient and Public
Involvement Committee
(PP1)

PCEG

PEA (formally PTE)

Percutaneous coronary
intervention (PCI)

Primary percutaneous
coronary intervention
(PPCI)

PIPR

PLACE

Pressure ulcer (PU)

PSIRF

PSP

Priorities for
improvement
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A Committee of the Council of Governors that provides oversight and
assurance on patient and public involvement.

Patient and Carers Experience Group. A group to enable a hospital-
wide patient and carer group to become an integral part of the Royal
Papworth patient partnership by working concurrently with other patient
and public involvement bodies in the hospital and within the local health
and social care area of Cambridgeshire and the wider community that
the hospital serves, to ensure patients’ and carers’ views are heard at
every stage of organisational development and quality improvement.

Pulmonary Thromboendarterectomy or Pulmonary Endarterectomy.

The term percutaneous coronary intervention (sometimes called
angioplasty or stenting) describes a range of procedures that treat
narrowing or blockages in coronary arteries supplying blood to the heart.

As above, but the procedure is urgent and the patient is admitted to
hospital by ambulance as an emergency.

The Papworth Integrated Performance Report (PIPR) is designed to
provide the Trust Board of Directors and its Committees with a balanced
summary of the Trust’s performance within all key areas of operation on
a monthly basis. To achieve this, the Trust has identified the Board level
Key Performance Indicators (“KPIs”) within each category, which are
considered to drive the overall performance of the Trust, which are
contained within this report with performance assessed over time. The
report highlights key areas of improvement or concern, enabling the
Trust Board and its Committees to identify those areas that require the
most consideration. As such, this report is not designed to replace the
need for more detailed reporting on key areas of performance, and
therefore detailed reporting will be provided to the Board to accompany
the PIPR where requested by the Board or where there is a significant
performance challenge or concern.

Patient-led assessments of the care environment (PLACE) is the system
for assessing the quality of the hospital environment, which replaced
Patient Environment Action Team (PEAT) inspections from April 2013.

A pressure ulcer is localized injury to the skin and/or underlying tissue
usually over a bony prominence, as a result of pressure, or pressure in
combination with shear and/or friction.

Patient Safety Incident Response Framework (PSIRF), which has
replaced the Serious Incident Framework. Implemented into the Trust
from 2024.

A Patient Safety Partner (PSP) is a volunteer who is actively involved in
how we learn from patient safety events. They will help to ensure that
the people who use our services are at the heart of our learning and
improvement by contributing to the development of the safety culture
and patient safety systems.

There is a national requirement for trusts to select three to five priorities
for quality improvement each year. These must reflect the three key
areas of patient safety, patient experience and clinical effectiveness.
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Q

QRMG

RCA
RCR

RSSC

RTT

RRT

S

Safeguarding

SAFER (practice)

SIERP

SNCT
SSI
SSS

SSKIN

TAVI
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Quality Risk Management Group

Root Cause Analysis
Retrospective Case Record Review

Respiratory Support and Sleep Centre is a specialist sleep
centre dealing with all non-respiratory and respiratory sleep disorders.

Referral to Treatment is patient's right under the NHS Constitution to be
treated within a maximum waiting time.

Renal Replacement Therapy

Safeguarding means protecting people’s health, wellbeing and human
rights, and enabling them to live free from harm, abuse and neglect. It is
fundamental to creating high-quality health and social care.

Safe working practices are a set of procedures, rules, and processes
designed to ensure the health and safety of people in the workplace.

Safety Incident Executive Review Panel provides assurance to the
executive team, trust board and Commissioners that the required level of
incident investigation and reporting is in place. The purpose of weekly
meeting of SIERP is to ensure that all patient safety incidents where
patient harm has occurred, Never Events and significant near misses
are appropriately reviewed and the level of investigation commissioned
in line with Patient Safety Incident Response Framework (PSIRF) and
the Revised Never Event Policy and Framework (2018).

Safer Nursing Care Tool is a NICE-endorsed evidence-based tool
Surgical Site Infection
Simple Safety for Skin

The Surface, Skin Inspection, Keep Moving, Incontinence/Moisture, and
Nutrition (SSKIN) bundle is a five-step tool to help monitor skin concerns
and reduce the risks of developing a pressure ulcer

Transcatheter Aortic Valve Implantation (TAVI) is a minimally invasive
procedure used to replace a narrow or damaged aortic valve without the
need for open-heart surgery. It involves inserting a new valve through a
catheter, usually via a blood vessel in the leg, and guiding it into the
heart to replace the old valve.
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TVN
U

UKHSA

VTE
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Tissue Viability Nurse

UK Health Security Agency is an executive agency, sponsored by the
Department of Health and Social Care to prevent, prepare for and
respond to infectious diseases, and environmental hazards.

Venous thromboembolism (VTE) is the term used to describe a blood
clot that can either be a deep vein thrombus (DVT), which usually occurs
in the deep veins of the lower limbs, or a blood clot in the lung known as
a pulmonary embolus (PE). There is a national indicator to monitor the

number of patients who have been risk assessed for VTE on admission
to hospital.
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