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Performance Committee
Part 1 meeting
Held on 26 March 2026
0900-1040hrs

in-person HLRI Room 88 or via MS Teams
[Chair: Dave Jones, Non-Executive Director]

MINUTES
Present
D Jones (Chair) DJ Non-Executive Director
C Paddison CP Non-Executive Director
T Glenn TG Deputy CEO & Director for Innovation and Strategy
H McEnroe HMc | Chief Operating Officer
E Midlane EM Chief Executive
A Raynes* AR Chief Information Officer
L Sanford LS Interim Chief Finance Officer
M Screaton MS Chief Nurse
| Smith IS Medical Director

In Attendance

A Colling AC Executive Assistant (Minutes)

T Collins TC Public Governor (Observer)

J Dyer* JD Public Governor (Observer)

H Eccles HE Public Governor (Observer)

J Elwood JE Associate Director of Corporate Governance

L Howard-Jones* LHJ | Deputy Director of Workforce

M Kaiser MK Director of Operations Improvement & Delivery (For ltem 8.1)
R Mahoney RM Public Governor, Observer

In attendance for Radiolo

y Divisional Presentation

B Agrawal

BA Consultant Cardiac & Thoracic Radiologist and Clinical
Lead for the Eastern Diagnostic Imaging Network (EDIN)

A Furness AF Specialist Radiographer

H Rodriguez HR Operations Manager, Radiology

A Vuylsteke* AV Divisional Director, STA and Radiology.
J Ahluwalia* JA Trust Chairman

D Leacock® DL Non-Executive Director

Apologies

C Conquest CC Non-Executive Director

S Harrison SH Interim Chief Finance Officer

S Rackley SR Director of Estates & Facilities

M Wheeler MW | Interim Deputy Chief Finance Officer

* Attendance via MS Teams.

[Note: Minutes in order of discussion, which may not be in Agenda order]
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Bobby Agrawal -Consultant Cardiac & Thoracic Radiologist and Clinical
Lead for the Eastern Diagnostic Imaging Network (EDIN)

Helen Rodriguez, Operations Manager, Radiology

Amy Furness — Specialist Radiographer

Alain Vuylsteke, Divisional Director, STA and radiology.

BA thanked the committee for the opportunity to present.
Key areas were highlighted and explained:

Key is growth in diagnostic activity

A graph presented showed the national increase in diagnostic activity
since 2012 to date. There has been sustained growth over that time and
this is mirrored in RPH activity. MRI activity has plateaued since 2022 —
which reflects the restriction in capacity to image.

The projected demand has risen in both modalities. There is disparity
between demand which is growing and capacity which is static.

BA explained how RPH Radiology Services support all other services in
the Trust. Support is provided to specialist services such as TAVI.
Radiology supports 20 clinical MDT meetings. Image reporting forms a
small part of the radiology day where over 50% of the time is spent doing
other work. The team also supports regional and national services with
regards to imaging. He explained the importance of the role with EDIN.

AF briefly detailed the aspects of the radiographer role at RPH:
e Supports day work, out-of-hours and overnight. There is some lone
working.
e Primarily this is a clinical role which involves prepping patients and
support to nurses with prepping patients.

Co-ordinate waiting lists.

Quality assurance on all equipment.

Work as part of MDT team with nurses and cardiologists.

Administer some drugs which saves 4-5 mins per scan.

Non-clinical work involves responding to calls, support to booking

team, checking radiology protocols, supporting safety investigations

with patients.

e Governance: audits to comply with radiation and safety and service
improvement projects.

e Perform appraisals.

e Support education with in-house training on specialist radiology
scans. Support is given to students from CUH and work experience
training.

e Support other hospitals in developing their services.

Agenda Action | Date
ltem by
Whom
1 WELCOME, APOLOGIES AND OPENING REMARKS
26/51 The Chair welcomed all to the meeting and apologies were noted.
2 DECLARATIONS OF INTEREST
26/52 There is a requirement that Board members raise any specific declarations
if these arise during discussions. No specific conflicts were identified in
relation to matters on the agenda. A summary of standing declarations of
interests is appended to these minutes in the Reference Pack.
5 DIVISIONAL PRESENTATION: Radiology Division
26/53 In attendance:
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0924hrs
MK
joined

¢ Achievements of the team include optimised CT scanning protocols.
e Attending reciprocal mentoring and line management programme and

AHP leadership programmes.

o Governance has improved with dedicated time for this. There is an

Audit lead to ensure compliance with governance for radiology.

e The biggest achievement in the last year has been in education and

the training programme has been overhauled. The focus is on MRI
training as this is the most pressured area and a CT sign-off exam.
There are monthly education sessions, including sessions with CUH.
The first radiographer apprentice is now a qualified radiographer.

o Well-being: The department morale has increased in the last year.

Sickness rate is 2.5-4.9%. The training plan has increased motivation
and retention for new starters and long-term staff.

e Education plan has helped retain staff. Vacancy rate is down to 5.6%

from 22% in 2020.

HR updated on:

Staffing levels: Stabilisation in consultant staffing areas. Appointed two
Consultants in September 2025 and now appointed a further two.
Radiographers are now fully staffed and stable.

Admin team: there has been a review of workload and priorities, and this
is being embedded.

Use of hybrid mail for patient letters. There is a detailed review of
waiting list. Friends & Family reviews remain positive with positive
feedback from patients. Regular audits are undertaken and we take
actions and learnings where required.

General improvement: a decrease in the amount of radiation given to
patients and updated protocols. There is support from LCI colleagues to
CT colleagues. We have rolled out Medica outsourcing during February.
Waiting list position: This is showing a downward trajectory. The
DMO1 - 6 week diagnostic target is showing an improvement since
August 2025

Summary on main modalities:

CT has a decreasing waiting list. The longest wait is 10 weeks. The
average report turnaround is down to 17 days.

MRI has an increasing waiting list. Activity is broadly static due to
resources. There are some long waits in MRI which is under review.
Scanner utilisation is well over 90% and report time down to 5 days.
Work in oncology cancer recovery programme: Trialling 3 biopsy lists
per week, giving 9 slots a week available to the oncology team.

There is now a nursing role on day ward to support patients through the
biopsy list. This is patient advocate support to ensure the patient voice is
heard and this is working well.

We are looking at modelling on lung cancer screening along with some
diagnostic tool modelling.

BA updated on digital aspects:

VPN upgrading has improved home-based reporting. Radiology is
involved in the Nexus project along with PACS — which is joint work with
CUH.

There is use of Al and machine learning which supports projects such as
Soliton, robotic process automation and Thrive. He noted challenges
with capacity in the digital team.

Action

9
Whom

Date
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There can be some delays through Trust governance processes and
project initiation where there are complexities to get these to fruition. We
aim to be at the forefront of care, and keen to speed up some of these
processes.

Radiology: increasing complexity.
He referred to TAVI including in-house and external scans where the
reporting time for this is much longer.

Radiology reporting: 4000-5000 studies per month. We are looking to
implement the national turnaround times.

Current options to improve:

With increased demand and complexity along with regional demand,
various options are being considered.

- Limit access to RPH services

- Working at adjusting radiographer rostering.

- Move to a 6-7 day service — would need to use the uplift in
radiographers via agency. The aim would be to recruit radiographers.
- Mobile scanners are not possible on this site.

Risks:

Time to recruit and train substantive radiographers.

Expansion of other services

Radiology — SWOT analysis:

This highlighted strengths, weaknesses, opportunities, threats
summarised:

Referrals outstripping capacity

Consultant vacancy gap

Digital infrastructure still needs work to strengthen this

Rise in demand for imaging

Trust wide elective recovery programme

Sustaining DMO01 recovery

Staff burn-out

Increase in MDT meetings

Increase in direct access from GPs for imaging (NHSE drive).

Action

9
Whom

Date

Questions from the Committee:
DJ was pleased to see the improvement in staffing, morale and reduced
radiation.

AV concurred with the positive position and positive outlook on

opportunities.

JA was also pleased to see the improved processes and congratulations

to all. He was pleased to learn of the internal staff appointments. He had

two questions:

1) Referring to the many MDTs, which are an expensive use of
resource, should we be looking overall at MDT meetings, the value of
these and move to an MDT working process.

2) How many patients go from CT scan then to MRI and vice versa, are
we selecting the right imaging to start with.

BA advised that on review of cases, there is a 2% conversion rate.
Some clinicians refer for both and these are reviewed as to which scan is
priority.
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AR acknowledged the digital components and work in this area, where
he was pleased to see the support digital services provide to radiology.

CP noted there are some significant pressures with complexity and
demand. What can we do differently? More of the same may not be the
solution. Can the committee be assured that this is being looked at?
Can we have a more ambitious and strategic approach to this i.e,
innovations, better use of Al and other forms of data to manage demand
and improve efficiency? What support do you need to do this?

BA suggested that a faster way of bringing solutions through the Trust
would help. Some are fully funded but still take time, sometimes years,
to embed. Streamlining would be helpful to review this overall in the
Trust, asking the question, what would help patient flow through the
Trust as well as through imaging i.e., streamlining of patient pathways.

DL referred to the threat of staff burnout and staff retention. We are now
in a better place staffing-wise, but what can be done differently to help
retain staff.

BA suggested the following:
¢ Having clear job plans, clear expectations and rostering to do this
plan, and not adding on other work.
e Giving new staff opportunities to develop and extend talents.
¢ Not overloading staff — use our outsourcing resource to cover
excess workload.

MS also asked what can we do differently? |s there any change in
tolerance or culture in terms of things like follow up scans — any change
in practice in this area?

BA noted that there is an intolerance of not following up. Guidelines are
conservative and it is difficult to break some cultures. Image requests by
less experienced junior staff are high. The opposite of this can be seen
during Resident Doctor strikes, where Consultant-led inpatient imaging
requests are vastly reduced due to being more experienced and less risk
averse (this has been seen 12 times in the last 2 years).

EM, as Chair of the System Diagnostic Board, acknowledged the
improvement detailed.

She referred to the potential of duplicating requests, with tests repeated
in-house when patients arrive with us — do we do this.

BA advised that this does not happen routinely. He explained that
external images are reviewed at MDT and not duplicated unless there is
a need to assess increase due to an increase in disease.

We can push out for local imaging where some are re-checked but not
repeated. We work well with partners not to repeat imaging.

DJ referred to the delay in getting systems in. With increase in demand,
can we improve our solutions and tooling rather than more staff. It would
be useful to have more detail offline on what these tech-based tools are,
which are needed now and, in the future, to determine what action may
be needed.

DJ noted the update on improvements of staffing, waiting times etc, can
this be reported on impact to patient outcomes specifically?

AF referred to ‘burnout’ with radiologists, she also linked this to
radiographers — whereby increasing radiographer capacity is still quite

Action

9
Whom

Date
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limited and we need a bigger pool who can cover everything to reduce
burnout of staff.

HMc summarised that we have seen a marked improvement on delivery
from a year ago. There is a recognition that there remains unacceptable
delay in MRI imaging and access to CT. These areas do not offset the
benefit seen in the last year, where there are still delays in the access
pathway. The longest wait in MRI is 33 weeks which is not acceptable.
This needs to be improved.

AV, BA, HR and AF left the meeting.

Action
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3

MINUTES OF THE PREVIOUS MEETING: 26 February 2026

26/54

Approved: The Performance Committee approved the Part 1 minutes of
the 26 February 2026 meeting and authorised for signature by the Chair
as a true record.

Chair

26.03w.26

4.1

TIME PLAN OF TODAY’S AGENDA ITEMS

26/55

No adjustments to the agenda were raised.

4.2

ACTION CHECKLIST

26/56

The Committee reviewed the Action Checklist and updates were noted.

IN YEAR

PERFORMANCE & PROJECTIONS

6

REVIEW OF THE BOARD ASSURANCE FRAMEWORK (BAF)

26/57

Received: A summary of the BAF risks and mitigations in place for risks

above target. A copy of the BAF tracker report was attached in the papers.

Reported: JE

The report was taken as read, with key points noted as:

Work is ongoing on reviewing the assurance map and risk appetite for
BAF; how to improve this to ensure it can be clearly presented. This
includes how to pull data through from Datix into BAF, which is currently a
manual process and prone to error.

Discussed:
DJ noted the importance for all committees and Board to maintain
accuracy, completeness and consistency in reporting.

Noted: The Performance Committee noted the review of BAF.

6.2

BAF DEEP DIVE INTO RISK AND ASSURANCE

26/58

Reported: Verbal update by Exec leads.

Risk 858 EPR (AR reported):

Risk rating 12, no change. Three linked risks. Updated in February and
reviewed in March.

Mitigation is monitoring of the system and how it is supported. This is
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commercially sensitive. The risk remains as we remain on the legacy
Lorenzo system and looking to Nexus Programme to manage this.
Assurances on this risk. Support is recognised through digital committees,
Strategic Projects Committee and ICB support.

In summary, the risk remains at 12. There is no movement in risk — it is
fair and balanced.

EM highlighted gaps in assurance particularly where there is a gap in
confirmation of affordability of new EPR system. AR will take away to
review.

Risk 1021 Cyber Risk (AR reported)

Risk rating 20, target 16 — which remains the same. Mitigation is by
testing, working our systems and looking at backups and Disaster
Recovery Plans (DRPs) along with working to national guidance and
policies. We ensure embedding of continuity with disaster recovery team
along with tabletop tests. He referred to phishing tests, where we can do
more of this with requests through NHSE. In terms of business
understanding for staff to know that in times of outage; ensure battle-
boxes are up to date and that staff are fully aware of processes and
testing, along with committee support for this work. Cyber risk essentials
include the Digital Security Protection Toolkit (DSPT) and internal auditor
review of work. The risk remains at 16. Further testing planned in-year.

CP had highlighted this risk at the last committee meeting relating to
levels of assurance. She cannot see clarity on the update in the BAF
notes. She does not feel there is a clear narrative between 20/20 on
mitigated risk and unmitigated risk. She requested a clear narrative in the
papers which responds to the level of quality level and assurance. She
would appreciate a clear response to the questions raised today and
previously.

DJ suggested this is taken away as an action with JE to follow up with AR,
along with a verbal update to the next Perf Committee.

CP noted the time spent in the meeting discussing/problem solving issues
within papers, where it would help to take the narrative within the paper as
read rather than repeating this information.

Risk 2829 Achieve financial balance (LS reported)

Risk rating 20. The position is driven by the risk around delivery of a
break-even position in future years. Mitigations include ongoing
discussions with commissioners, development of CIP schemes and
delivery of high quality cost effective care.

Risk 2904 ICS deliver financial improvement to break even position:
LS explained the change in financial framework 26/27. The system
position for 25/26 position shows it is still stating a break-even position
with one Trust being supported to get to this position.

Risk 3649 Sustainable development approach

Risk rating 12 with target of 8

Sustainability Board in place, along with Sustainability Strategy and a
green plan. Delivery of this strategy is monitored by the Strategic Projects
Committee along with monitoring of action plans. This is reinforced by a
recent internal audit in this area with recommendations which will be
monitored through Audit Committee.

Action

9
Whom

AR

JE

Date

30.04.26

30.04.26
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Risk 372 Capital plan (LS reported)

Risk rating 20.

The current score is driven by the commitment to secure future funding
for future years on the new EPR. This is secure for 26/27 but a risk for
27/28. LS explained access to funding streams as mitigation.

Risk 3873 Manage clinical capacity (HMc)

Risk rating 12.

Key changes in month are updates to gaps in assurance which are
articulated in the actions and the risk rated as adequate. This is linked to
work in the wider PIPR which speaks to continued delivery of both the
RTT cancer and diagnostic recovery which are above trajectory. The risk
relates to next year’s plan, operating framework and ability to deliver.

Discussion:
DJ commented:

1) The committee should be aware of all the risks presented.

2) Are the committee confident that the risks as noted and presented to
the Performance Committee cover all areas of focus needed? We
should look at these risks to ensure they are covered in the scope of
this Committee.

TG referred back to the earlier radiology presentation — where MS raised a
question relating to the process of referral, triage, access criteria and risk,
which is a significant issue looking forward. He suggested some thought
outside of the meeting as to where it is the best place to have this
discussion on clinical risk management - should this be Quality & Risk
Committee? This risk could be transferable between committees.

HMc suggested that there is a risk in the way we currently manage that

risk. What is the criteria for access and is the right pathway actually in

place?

MS added that there could be more curious questioning as to the

effectiveness of protocol.

3) Does the Committee understand how risk scores are calculated? DJ
is unsure and would like to understand this better.

4) An understanding based on all risks as a committee - what are the
actual actions needed to reduce these risks. He is not sure that this is
clearly stated to show how risks will reduce and this needs clarity.

5) At Performance Committee, he suggests doing a deep dive on one
risk only rather than reviewing all at the meeting — this was agreed by
the Committee.

EM welcomed the helpful comments noting that there is a review of BAF
due in May. These questions will feed into that review process.

Noted: The Performance Committee noted the update and discussion on
BAF.

Action
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71

FINANCIAL REPORT — Month 11 February 25/26

26/59

Received: Financial Report which provided oversight of the Trust’s
financial position as at Month 11, February 2025/26.

Reported: LS summarised with key points:
There is a small surplus position year-to-date at the end of Month 11.
Drivers of the in-month position remain consistent as in previous months
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There was a pay overspend against set budget and under delivery of non-
pay CIPs, which is offset by the use of resources in non-recurrent CIP.
The position includes £700k re. depreciation charges 24/25 and 25/26.

Whilst challenges to the financial position continue; the Trust will deliver a
break-even position for the year.

Capital — the position remains below plan where some items have been
brought forward from 26/27 to utilise the underspend. LS explained the
under-shoot of capital plan by £2m which is offset to support the position
at NWAFT through the ICS.

Discussed: No items were raised.

Noted: The Performance Committee noted the financial position.

Action
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7.2

INVESTMENT GROUP - Chair’s Report

26/60

Received: Chair’s update summarising the Extra Ordinary meeting held
on 19 February 2026

Reported: LS

The report was taken as read.

The report noted a review of an ATIR to purchase memory capacity, which
also looked at future strategy and approach. This was approved.

Discussed:

DJ referred to inflated prices globally due to Al including memory; at
£178k, he would view this as an exceptionally high price to pay for
memory and would like to understand how much memory was bought for
this cost. LS advised this is for 4 terabytes of memory.

DJ asked, how are we identifying that resource constraint today which
seems a lot of memory to purchase, and it would be good to understand
what process led to this decision on this amount of memory.

AR noted the significant increase in price across digital technology. The
price links to a significant increase in costs relating to enterprise software
(server and memory) and also due to rising chip costs. This is noted on
the risk register. AR offered to come back with further information.

DJ would welcome further commentary around this.

Noted: The Performance Committee noted the update from the
Investment Group.

AR

30.06.26

7.3
7.4

A BRIDGE TO EXCELLENCE (CIP) REPORT: Month 11 February 25/26
COST IMPROVEMENT PLAN 2026/27

26/61

Received: An update report to Month 11 February 25/26.

Reported: HMc

The report was taken as read; HMc gave a verbal summary of the
position, also explaining the moving of CIP pipeline opportunities to
delivery stage. This represents huge progress. There is approximately
£1m of CIP opportunities at ‘amber’ stage, with confidence in the ability to
deliver on this. It is acknowledged that there is still a gap which is a risk.
MK thanked all those involved, in progressing this work: finance,
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workforce, nursing team and divisions who have all engaged with this
work.

A total of 47% of schemes are operational. The work includes lots of
improvement work and a focus on things to make a difference as well as
saving money.

HMc added that priority in the programme has focussed on service
improvement which either improves productivity and/or releases funds.
Divisions are fully focussed on this and keen to improve efficiency. The
risk remains in terms of the CIP gap.

TG acknowledged the good progress since February, but there is a long
way to go from £6.4m CIP achieved against a target of £9.3m.

The CIP programme has not made progress in low value interventions
giving value to patients and although some improvement has been seen in
the workforce pay bill, this does need significant improvement to make the
position sustainable.

Discussed:

DJ asked if there is a date or point in time where we will have a validated
on-target plan?

TG advised that this was set out in January to be 31 March and, with five
days to go to financial year-end, we are still working on getting closer to
the target.

EM noted that the ideas pipeline continues after year-end.

CP agreed with TG's point, asking, what can we do differently — how do
we build that narrative and who will build this? It would be good to see a
strategic plan on how to achieve this. There is a need to spot emerging
risk and how to mitigate these, along with managing and mitigating digital
risks. TG noted the importance of this point which needs addressing. TG
suggested this is reviewed by Executives; it is not an issue solely related
to Performance Committee,

It was agreed for TG to give a verbal update to the next Performance
Committee.

CP referred to the Executive conversation asking, will we get strategic
oversight across multiple pathways to understand what to prioritise?

Noted: The Performance Committee noted the update on CIP M11 25/26.

Action
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TG

Date

30.05.26

8 OPERATIONAL REPORTS
8.1 Elective Care Recovery (ECR) Priorities

(Including 52-week breaches: actions and recovery)
26/62

Received: Report as above.

Reported: HMc

The report on Elective Care Recovery was taken as read.

HMc highlighted the work on 52-week breaches where the focus is on
those areas which sit in control of the Trust to improve outcomes for
patients. He explained the daily validation process of the 52-week patient
group and pathways.

Key areas noted in the report refer to issues and solutions; the team have
looked at the drivers for longer delays which includes review of longer
delays from some Trusts.
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HMc noted that the main issues are where patients are with us from 0
weeks. He explained how this has been reviewed at MDTs. There are
some areas where we have no control such as dental solutions, where we
do not have control over this access pathway.

Access to radiology and issues in CT waits are noted; the wait has now
been reduced to 4 weeks. MRI issues remain outstanding (12-18 week
wait); these are in our control with plans to improve.

EM advised that the issue has been discussed by the Executives,
identifying the need to redraw the trajectory for 52-week waits, particularly
for internal waits. She assured the committee that there is a plan being
followed and actioned.

Theatre cancellations

HMc noted misinformation stating that access to cardiac CT had driven 7-
days of cancellations. This statement was incorrect. He explained how it
related to CT access for four patients, over four separate dates and these
were rescheduled within 7 days.

Noted: The Performance Committee noted the report updates and
committee discussion.

Action
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9.1 PAPWORTH INTEGRATED PERFORMANCE REPORT (PIPR)
26/63
Received: PIPR for M11 February 2026.
Summary of the position was ‘Amber’, which comprised:
* One domain rated as Green (Caring)
» Two domains rated as Amber (Safe and People Management &
Culture)
* Three domains rated as Red (Effective, Responsive and Finance).
Discussed:
The report was taken as read with no items raised.
Noted: The Performance Committee noted the PIPR for M11 February
2026.
10 AD-HOC REPORTS
No items due.
11 ANNUAL REPORTING
Operational Planning 2026/27
11.1
26/64 Received: Update on operational planning 2026/27.

Reported: LS

The report gives a deep dive on the risk of financial sustainability and
break-even plan. The financial risk against key bridging items in the plan
has been reassessed as per the report.

The deficit has been driven on the view of growth, status of commissioner
discussions and improvement on CIP position, which gives a £4.4m deficit
position.

If we are unable to improve this further, LS noted this has been discussed
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by the Board around shifting the midpoint deficit position closer to a break-
even position.
Discussed: No items were raised.
Noted: The Performance Committee noted the update on Operational
Planning 2026/27.
FUTURE PLANNING
12 QUARTERLY REPORTS
No items due.
13 POLICY APPROVAL
No items due.
14 ISSUES FOR ESCALATION TO OTHER COMMITTEES
No escalations were raised.
15.1 COMMITTEE FORWARD PLANNER
26/65 Received: The updated Forward Planner for review
Discussion:
If there are any comments on the Forward Planner, please let DJ know. ALL
Noted: The Performance Committee noted the Committee Forward
Planner.
15.2 REVIEW OF MEETING AGENDA & OBJECTIVES
26/66 No items were raised by the Committee.
15.3 BAF end of meeting wrap-up
No items were raised.
15.4 Emerging Risks
None identified.
16 ANY OTHER BUSINESS
26/67 As this was LS's last meeting in her role as Interim Chief Finance Officer,
DJ thanked LS for her support during the period July 2025 to date, which
was much appreciated.
Close: The meeting closed at 1040hrs
FUTURE MEETING DATES
2026 Time Venue Divisional Presentation Apols
rec’d
30 April 0900-1100hrs | MS Teams
28 May 0900-1100hrs | MS Teams Estates
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25 June 0900-1100hrs | MS Teams

30 July 0900-1100hrs | MS Teams Histopathology

27 August 0900-1100hrs | MS Teams

24 September 0900-1100hrs | MS Teams Transplant

29 October 0900-1100hrs | MS Teams

26 November 0900-1100hrs | MS Teams RSSC

17 December 0900-1100hrs | In person HLRI rooms 88 & 89

Abbreviations and Acronyms

Part 1 Minutes ratified and approved.

Signed: D Jones (Chair), Non-executive Director
Date: 30 April 2026

Royal Papworth Hospital NHS Foundation Trust
Performance Committee Part 1 Meeting held on 26 March 2026

BAF Board Assurance Framework

BAU Business as usual

CCA Critical Care Area

CDEL Capital Departmental Expenditure Limit
CIP Cost Improvement Programme

ERP Elective Recovery Programme

FIPB Financial Improvement and Productivity Board
ICB Integrated Care Board

ICS Integrated Care System

NED Non-Executive Director

PIPR Papworth Integrated Performance Report
PTL Patient Tracking List

Q&R Quality & Risk Committee

QIA Quality Impact Assessment
Royal Papworth Hospital
Referral to Treatment
52 week wait

RPH
RTT
52W
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