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Executive summary:

	Action required:
	Discussion



	Purpose of the Report:
	The Acting CEO’s Report provides a bi-monthly update on key activities and events in the Trust. The report highlights the national context, the Trust’s developments, achievements and provides strategic updates.


	Key recommendations:
	The Council of Governors’ is asked to DISCUSS and NOTE the Acting Chief Executive Officer’s report.




Implications:
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· Partnerships
· Sustainability


	Link to the Trust  Risk Register:
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	Resource:
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ACTING CHIEF EXECUTIVE OFFICER’S (CEO’S) REPORT 

1. PURPOSE OF THE REPORT

The Acting CEO’s Report provides a bi-monthly update on key activities and events in the Trust. The report highlights the national context, the Trust’s developments, achievements and provides strategic updates.

2. [bookmark: _Hlk187677176]PERFORMANCE UPDATE
Urgent and Emergency Care (UEC) performance continues to improve through April and into May. Combined 4‑hour performance improved to 76.3% in April, with Type 1 performance at 57.6% (a marginal improvement on March). While the absolute number of 12‑hour breaches remained unchanged, a reduction in attendances led to a slight increase in the breach rate to 17.8%. However, early May data indicates a positive trajectory, with improvements across both 4‑hour and 12‑hour standards and a sustained reduction in excess hours spent by patients in Emergency Departments (EDs), particularly for non-admitted patients where this has reduced to around half of historic levels. Excess hours for non-admitted patients in the final week of April was 1,488 hours (week commencing 27 April, against an average of ~2,700 hours per week, and recent weeks in March seeing excess hours of ~3,000 hours for non-admitted patients within a single week Trust-wide). Regionally, the Trust is performing mid-tier (9th of 30 providers). 

Patient Flow remains a key constraint, with No Criteria to Reside (NCTR) at 181 against a trajectory of 149, although length of stay reductions on key pathways, particularly Pathway 3 patients which have seen both a reduction in delayed days as well as reduction in overall Length of Stay (LOS) over M1 & M2 to date, evidencing that strengthened daily review processes are beginning to have impact. A comprehensive UEC Rapid Improvement Programme aligned to the Getting it Right First Time (GIRFT) guidance is underway to eliminate actual corridor care by the end of June 2026, supported by enhanced monitoring and reporting of triggers, and of internal professional standards of senior clinical reviews, and diagnostics.
[bookmark: _GoBack] 
At Queen Elizabeth the Queen Mother Hospital (QEQM), there has been no use of the corridors for care since the 17 March, when these locations were closed for care on trolleys or beds. At William Harvey Hospital (WHH) the corridors were closed on 22 April, and have remained closed with the exception of a single day where two patients were moved to Corridor B during the early hours of Monday 11 May, which then were moved and the location closed again later that morning. 

We have agreed with our commissioners, before the definition of corridor care was updated to all non-care spaces, that we would not provide patient care in actual corridors by the end of Q1. This is the message we have communicated with staff and the initial focus of our UEC improvement programme. Care is still being provided in locations which are not normally bedded, and stopping this is the next phase of improvement which will be facilitated by the opening of our new Same Day Emergency Care (SDEC) facilities, further improvement in our clinical reviews and decision making, and partnership working with community and mental health trust colleagues through this month and Q2. Delivery is focused on improving patient flow and reducing demand through ED via front-door alternatives, Strategic SDEC capital builds expansion, and strengthened frailty pathways. Progress includes development of new clinical models, implementation of professional standards, and targeted work on strengthening our processes across the sites for patients, mental health pathways, and discharge processes. System-wide actions, particularly on discharge, community capacity, and alternatives to admission, remain critical to sustaining improvement and achieving constitutional standards.

Cancer performance deteriorated in April, with the faster diagnosis standard (FDS) decreasing to 64% from 73% and 62‑day to 69.3% from 70.9% in March, primarily due to diagnostic delays rather than treatment capacity. First Outpatient Appointment (OPA) timeliness has also reduced, reflecting workforce gaps and limited clinic capacity. The backlog has increased, particularly in Lower Gastrointestinal (GI), driven by delays across endoscopy, virtual colonoscopy and imaging, alongside extended reporting times (~21 days) and limited access to biopsy diagnostics.

Delivery is focused on accelerating diagnostics and strengthening pathway control, including tighter escalation processes, enhanced Patient Tracking List (PTL) oversight and targeted specialty actions. Recovery is dependent on reducing diagnostic turnaround times and restoring timely access to first appointments, particularly in Lower GI and endoscopy.

Diagnostics performance has also deteriorated, with DM01 declining due to booking workforce shortages and equipment related capacity constraints. Pressures are evident across modalities, including MRI over utilisation, CT downtime and biopsy limitations, and workforce gaps in ultrasound and reporting. Analysis has confirmed that structural capacity gap exists in both cardiac CT and general MRI.

These constraints are driving longer waits, cancellations and delays across Referral to Treatment (RTT) and cancer pathways. A Chief Operating Officer (COO-led) recovery programme is in place, focused on workforce stabilisation, improving utilisation, equipment resilience and targeted capacity expansion. Sustained improvement will depend on closing diagnostic capacity gaps and restoring timely access to testing and reporting.

RTT delivery continues to improve, with activity at 101.4% of plan, although inpatient performance remains constrained (81.5%). RTT improved to 56.7% in April, but remains below the 60% target. Long waits have worsened slightly in April, with 52‑week waits at 2.5% (2.3% March 26) and 65‑week waits rising to 81 (61 in March), largely driven by Cardiology. 

Productivity is improving, with theatre utilisation at 77.4% and increased cases per list, alongside strong outpatient utilisation (97.5%) and low Did Not Attend (DNA) rates. Focus remains on reducing long waits, improving productivity and addressing variation, with the Trust continuing under NHS England (NHSE) Tier 1 elective oversight.

3. OTHER AREAS TO NOTE

3.1 Board Capability Rating

Following the announcement by the Secretary of State that EKHUFT is one of five trusts to be placed in the new Intensive Recovery Programme (IRP), and the subsequent decision by NHSE to notify the Trust that we may be in breech of our license (section 111 of the Health and Care Act), NHSE has downgraded the assessment of leadership from amber-red to red. A Director for the IRP has been appointed and started this week to work with NHSE, the Integrated Care Board (ICB) and the Trust, an independent organisation has been appointed to conduct a leadership capability review and make recommendations for the Board, for Council of Governors, and for operational leadership at care group level.

3.2 Thanet Community Health Hub Official Opening

I was pleased to attend the official opening of the Thanet Community Health Hub on 14 May, alongside partners from across the East Kent Health and Care Partnership (EK HCP), NHS colleagues, volunteers and local community organisations.

Since opening its doors to patients in October last year, the hub has supported almost 30,000 appointments, offering more access to diagnostics, GP appointments and specialist community services. The site’s Community Diagnostic Centre (CDC), run by East Kent Hospitals, includes Phlebotomy services, Respiratory sleep clinics, Echocardiogram services and lung function services.

3.3 New Director of Midwifery and Gynaecology Nursing

We have welcomed Stephanie Pease to our Trust as Director of Midwifery and Gynaecology Nursing. Stephanie has worked in the NHS for 40 years, with the majority of her career in women's health and maternity services. She is a registered nurse and midwife and has worked in all aspects of maternity as well as gynaecology outpatient services. Stephanie is also a Care Quality Commission (CQC) specialist advisor for women's health and maternity services.

3.4 Clinical Service Developments

Surgeons at the QEQM have begun offering a new high-level laparoscopic surgical technique for right-sided colonic resections. The procedure, known as intracorporeal anastomosis, has many benefits for patients, including a much smaller incision, reduced pain and a faster recovery.

East Kent Hospitals has also begun offering immunotherapy treatment for skin cancer as an injection, rather than intravenous infusion.

The Council of Governors’ is asked to DISCUSS and NOTE the Acting CEO’s report.
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