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Foreword 
 
We are pleased to present the Royal Free London NHS Trust’s annual Equality Information 
Report covering the period April 2015 to March 2016. This report is designed to provide a 
picture of what we have done to promote equality and to deliver on our statutory duties, 
under the Equality Act 2010, Public Sector Equality Duty and the NHS Equality Delivery 
System (EDS2).  
 
The trust’s Equality Information Report is one of the ways in which we make visible the 
extent to which we are meeting our obligations to recognise diversity and promote equality. It 
reflects the work we undertake with our staff and patient groups; to include carers, as well as 
reporting key equality data/ information. This report provides us with an opportunity to 
celebrate some of our successes in terms of the advancement of Equality and Diversity, both 
within our organisation and the patients we are proud to serve.  
 
We personally feel that, as an organisation, we have moved forwards positively in this area 
over recent years, and we find it even more pleasing that much of this work has achieved 
positive outcomes for many members of our staff and patients. That said, we have identified 
a number of ways in which we believe we can further improve the way we engage with both 
our communities and our staff, areas which we will focus on during the next reporting period. 
 
We hope that you will find that this report provides both the detail of our plans and an 
assurance of our commitment. 
 
 

    Deborah Sanders - director of nursing 

David Grantham – director of workforce     
and organisational development   
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We want to share the information contained in this report with our staff, our patients, our 
patients’ families and carers and our professional and community partners. We can provide 
this report in different formats including large print and braille, in audio or in alternative 
languages. 
 
For further details, please contact our communications team on 020 3758 2000 or 
rf.communications@nhs.net   
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1 Putting patients first 

1.1 Why equality and diversity has a fundamental role in 
helping us to achieve this aim 

“First, patients will be at the heart of everything we do. So they will have more choice and 
control, helped by easy access to the information they need about the best GPs and 
hospitals. Patients will be in charge of making decisions about their care.” (Equity and 
excellence:  Liberating the NHS 2010) 

At the Royal Free London, well before liberating the NHS, the trust recognised the 
importance of making patients central to everything we do and in order to achieve this, as a 
trust we need to ensure all our arrangements for care and services are equitable and 
accessible to all. 

Our trust’s equality objectives are outcome focused, and we aim for these to be challenging, 
measurable and achievable. We are mainstreaming the trust’s equality objectives into our 
business planning and decision making by ensuring that they are compatible within our own 
key business objectives and that they can be driven through our mainstream operations. 

Through this annual equality information report we wish to demonstrate we are working 
towards a culture throughout the Royal Free London that places the quality of patient 
experience at the heart of everything that we do and always strives to exceed expectations.  

We know that patient experience is more than just meeting our patients’ physical needs, but 
also about treating each patient with the dignity, compassion and respect that they deserve 
as an individual. There is emerging evidence that organisations with a strong emphasis on 
providing high-quality patient experience have found that better patient experience is linked 
to better health outcomes. 

This annual equality information report has been designed to demonstrate that the Royal 
Free London NHS Foundation Trust has a strong equality and diversity agenda to underpin 
effective patient experience. Through delivering the Accessible Information Standard we will 
continue to push the boundaries in how we deliver healthcare to our richly diverse 
communities.  

1.2 Putting Patients First: the NHS England Constitution 

The aim of the NHS Constitution is to safeguard the enduring principles and values of the 
NHS. The Constitution also sets out clear expectations about the behaviours of both staff 
and patients. It is intended to empower the public, patients and staff by setting out existing 
legal rights and pledges in one place and in clear and simple language. By knowing and 
exercising their rights, the public, patients (their carers and families) and staff can help the 
NHS improve the care it provides. 

• respect and dignity • compassion • working together with 
patients 

• commitment of quality  
care 

• improving lives • everyone counts 
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At the Royal Free London NHS Foundation Trust, we define patient experience as ‘the sum 
of all interactions, shaped by the culture of the Royal Free London, that influence patient and 
carer perceptions across their pathway’. 

1.3 The equality and diversity agenda is embedded at the 
Royal Free London through our world class care (WCC) 
values  

 
 

 

 

 
 
 
 
 
 

In April 2015 the WCC values ‘living our values’ behavioural framework was introduced with 
30 minute launch events at each of the main hospitals. Delivered by the chief executive, 
directors and senior clinical leads, a total of 617 staff attended these events and the ‘living 
our values’ behavioural framework booklet was distributed. There is a link to a short training 
film below or on our website. 

https://youtu.be/EYJvSmXcR68  

The values further embed the trust’s governing objectives of 

• Excellent outcomes in our clinical services, research and teaching  
• Excellent experience for our patients and staff 
• Excellent financial performance 
• Safe and compliant with our external duties 
• Continual development of a strong and highly capable organisation 

In 2015/16 there have been a number of trust-wide and divisional equality activities which 
are reported in the workforce and organisational development section of this report. 
  

 

 

https://youtu.be/EYJvSmXcR68
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2. What the Equality Act 2010 requires the trust to report 

2.1 Equality Act 2010 

As a trust, we have to comply with the public sector equality duty of the Equality Act 2010 
which has two parts: 

The general equality duty requires public authorities, in the exercise of their functions, to 
have due regard to the need to: 

• eliminate discrimination, harassment and victimisation and any other conduct that is 
prohibited by or under the Equality Act 2010 

• advance equality of opportunity between people who share a relevant protected 
characteristic and people who do not share it  

• foster good relations between people who share a relevant protected characteristic 
and those who do not share it. 

The specific duties require public bodies to: 

• publish relevant, proportionate information demonstrating their compliance  
o with the general equality duty by 31 January 2017 

• to set and publish specific, measurable equality objectives by 6 April 2017 

The three processes required of the Royal Free London to demonstrate our equality 
compliance are: 

• Public sector equality duty (PSED) – collection, collation and analysis of equality 
data, functions and information.  

• Equality delivery system2 (EDS2) – public engagement and involvement process 
leading to the setting and implementation of equality objectives over a four-year 
period. 

• Equality analysis – assurance that trust documentation is equality compliant. 

2.1.1 Reporting period 

In previous years, we presented the information in the annual equality information report for 
the previous financial year, and last year we extended the financial year to June 2015. 
Therefore, this report will cover the period July 2015 to June 2016 for this and all future 
reports. To ensure our commissioners, staff and patients have the most up to date 
information possible. 

2.1.2 Equality Act 2010 – protected characteristics 

• age                 • carers                         • disability         • transgender 

• marriage and civil partnership           • maternity and pregnancy 

• race                • religion and belief       • sex                 • sexual orientation 

2.2 The evidence we are required to provide 

Organisations who review and monitor our work seek evidence that we are actively working 
to improve staff support and experience, access to our services, patient experience and the 
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quality of care. We publish this information by protected characteristics as far as is possible. 
This includes: 

2.2.1 For patients, carers and families 

• access to services, customer satisfaction with services, including any complaints  
• performance information for functions which are relevant to the aims of the general 

equality duty 
• complaints about discrimination and other prohibited conduct from patients 
• details and feedback of engagement with patients 
• quantitative and qualitative research e.g. patient surveys 
• records of how we have had due regard to the aims of the duty in decision making, 

including any assessments of impact on equality and any evidence used 

2.2.2 For our workforce 

• applications for employment 
• employee relation cases, i.e. summary of disciplinary, grievance, bullying and 

harassment, capability, sickness absence cases 
• appraisals         
• evidence of trust workforce by protected characteristic for baseline information for 

future comparison 
• mandatory and statutory training (MaST)        
• equality analysis for workforce policies   
• equality and diversity training    
• workforce equality, diversity, and inclusion working group 
• promotions     
• equal pay audit           
• leavers  
• engagement with staff networks 
• engagement with trade unions representatives 
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2.3 Royal Free London equality, diversity and inclusion (EDI) 
strategy 2015-2019  

 

Figure 1 

“Values stand at the very core of human decision‐making. When we work in an organisation whose 
culture aligns with our personal values, we feel liberated. We are able to bring our full selves to 
work. We not only bring our energy, our creativity, and our enthusiasm, we also bring our 
commitment to the well‐being of our staff and the success of the organisation. Unleashing this 
energy is tantamount  to liberating the corporate soul.” 

(Richard Barrett, Building a Values-Driven Organization: A Whole-System Approach  to Cultural 
Transformation, Boston: Butterworth-Heinemann, 2006.) 

  

Great place to work 

• Better health outcomes 
for all patients 

• Improved patient access 
and experience 

• A representative and 
supported workforce 

• Inclusive leadership 

Short-term vision                        
12-18 months 

Medium-term vision 2-3 years 

Long-term vision 3-5 years 

Governing objectives 

Mission  
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2.3.1 What is discrimination? 

The trust has developed an EDI strategy to ensure our staff, patients, their carers and families are 
well supported and free from discrimination, as required by the Equality Act 2010.  In order to 
achieve this we must clarify discrimination in all forms. 

• Direct discrimination - When a service or organisation treats an individual with a protected 
characteristic in a worse manner than they would treat an individual to whom that difference 
does not apply. 

• Indirect discrimination- When a service or organisation is designed or monitored in a way 
that delivers an inferior service to some people more than others. 

• Discrimination arising from a person having a protected characteristic - When there is 
a lack of access to a building for a wheelchair user, lack of hearing loops, lack of interpreters 
or literature in other languages, no easy read versions available, running clinics for pregnant 
mums at school pick up time, etc. 

• Discrimination by association - When a person receives worse treatment because of a 
family member or someone they know or support. 

• Discrimination by perception - When a service organisation treats someone unfairly 
because they think they are from a protected characteristic group, or are acting on hearsay 
without checking the facts. 

• Victimisation - When a service or organisation treats someone unfairly because they have 
complained or spoken up about an issue. 

• Harassment - Picking on someone or upsetting them on purpose. Targeting the individual 
for specific unfair treatment. 

2.3.2 What we are required to do 

• Reasonable adjustment - Changes that individuals and organisations must make to give a 
person who is at a disadvantage the same chance of success/access as anyone else.  
Trying to achieve the same outcome for all. 

• Positive action - Our planning processes must demonstrate an intention for positive action 
and a proactive approach to eliminating discrimination. 

2.4 Public sector equality duty (PSED)  

This annual equality information report has been written to assure trust committees and the trust 
board that we have sound structures in place to support staff and deliver a service that is equality 
compliant. 
To explain how the trust’s structures, monitoring and data collection processes, collecting and 
recording data and activity as evidence of work completed and data collected are analysed and 
used. 
We are required to publish this report on our public website on or before the 31 January 2017. 
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2.5 Trust EDI delivery and monitoring structures 

 
 

 

Equal access groups                                            (please see workforce section) 

Membership: 

• Representatives of community groups supporting a protected characteristic 
• Members of the patient experience team: EDI, patient experience, Patient Advice and 

Liaison Service and complaints, chaplaincy, dementia lead 
• Colleagues from other divisions and directorates 

Purpose: 

To meet quarterly to be part of the planning and delivery of the trust’s equality workplan and to be an 
informed part of the trusts EDS2 grading and review processes. 

There are three Equal Access Groups 

Barnet Hospital              Chase Farm hospital            Royal Free Hospital 

 

 

 

 

Membership: directors, deputy directors, heads of services, specialist leads 

Purpose: to meet quarterly shortly after the equal access groups and the EDI staff working group to 
receive the minutes from these groups and to be advised of the working of the groups and any 
issues arising. The work of these groups informs the equality steering group workplan. To receive 
evidence of Equality Analysis compliance 

 

 

 

 

 

 

The purpose is to present the board with actioned outcomes 

equal access groups/ EDI staff working group 

 

equal access groups/ EDI staff working group 
report to                                                     

equality steering group 

 

 

equality steering group 

patient and staff experience committee 

RFL trust board 
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2.6 Equality Delivery System2 (EDS2) 

The EDS2 is the staff and public engagement and involvement process leading to the setting 
and implementation of equality objectives over a four-year period -2015-2019. 

There is a specific obligation to collect, publish, use and monitor organisational 
equality data and information.  This work was delivered by the Royal Free London in 
2013/14 using the Equality Delivery System2 which has four core objectives. 

For the Royal Free London, objectives one and two are delivered by the nursing 
directorate, objectives three and four by workforce and organisational development. 
Work towards outcomes three and four are included in the workforce report. 

The EDS2 grading and objective report is attached as appendix 1 

2.7 Equality analysis – ensuring trust documentation is equality 
compliant 

The trust has worked to further develop and embed equality analysis in trust processes 

2.7.1 What is equality analysis? 

• The Equality Act 2010 removed the requirement to follow a prescriptive equality impact 
assessment, but not the requirement to demonstrate equality compliance. Nationally the 
NHS has promoted the development of appropriate local equality analysis tools, which are 
both transparent and simple to use. 

• The Equality Act has identified nine protected characteristics (see page 8). We must analyse 
the effect of any policy, practice, function, business case, project or service change on staff 
or people who use our services from the nine protected characteristics. 

• An equality analysis is a review of documentation or process which establishes whether 
there is a negative or positive impact on particular social groups.  In turn this enables the 
organisation to demonstrate that it does not discriminate and that it does promote equality. 
This is an opportunity to report the good practice that is part of current service delivery and 
enables the collation of equality information for Monitor, the Care Quality Commission, NHS 
Litigation Authority or other statutory review processes. 

• Trust policies and procedures with an equality analysis (EA) attached are approved for the 
EA prior to receiving committee approval. Each is then logged onto the equality analysis 
registry and reported quarterly to the equality steering group. Once approved the registry is 
published on Freenet, the trust’s intranet.  

• The embedding, training and monitoring of equality analysis is an EDS2 objective and a core 
element in the EDS2 action plan. 

2.8 Trust equality statement 

The trust equality statement was approved at the trust board meeting in June 2013 and is required 
as an integral part of all trust policies, guidelines, procedures, protocols, strategies and business 
plans.   
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“The Royal Free London NHS Foundation Trust is committed to creating a positive culture of 
respect for all individuals, including job applicants, employees, patients, their families and 
carers, as well as community partners. The intention is, as required by the Equality Act 2010, 
to identify, remove or minimise discriminatory practice in the nine named protected 
characteristics of age, disability (including HIV status), gender reassignment, marriage and 
civil partnership, pregnancy and maternity, race, religion or belief, sex or sexual orientation. 
It is also intended to use the Human Rights Act 1998 to treat fairly and value equality of 
opportunity regardless of socio-economic status, domestic circumstances, employment 
status, political affiliation or trade union membership, and to promote positive practice and 
value the diversity of all individuals and communities.   

This document forms part of the trust’s commitment. All staff are responsible for ensuring 
that the trust’s policies, procedures and obligation in respect of promoting equality and 
diversity are adhered to in relation to both staff and service delivery.” 

This statement is included in trust documentation to remind the author of their responsibility to 
ensure each document considers the equality impact on staff, patients and carers or visitors. 

In the policies template it is inserted as section four and in guidelines and other documents as early 
in the document as possible, preferably after the contents section.  
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3.  Our community and public health services 

3.1 Community and public health services 

The Royal Free London is part of the North Central London Sustainability and Transformation Plan 
(STP). The partnership covers five local authorities/CCGs with a population of approximately 1.45m.  
The aim of the STP is to transform care in order to provide the best possible health and wellbeing 
outcomes to the whole of the local population, reducing inequalities. The Royal Free London’s public 
health department works within the STP’s framework, driven by the needs of local people.  

The summary below was extracted from  the Sustainability and Transformation Plan Case for 
Change published in September 2016 (available at 
https://www.uclh.nhs.uk/News/Documents/NCL%20case%20for%20change.September%202016.pd
f) and the North Central London Sustainability and Transformation Plan published in October 2016 
(available at http://s3-eu-west-
1.amazonaws.com/files.royalfree.nhs.uk/News/20161021_NCL_STP_draft_strategic_narrative_-
_updated.pdf) 

Figure 2 below shows the area covered by the North Central London STP.  

 

Figure 2: North Central London boroughs and local hospitals 

https://www.uclh.nhs.uk/News/Documents/NCL%20case%20for%20change.September%202016.pdf
https://www.uclh.nhs.uk/News/Documents/NCL%20case%20for%20change.September%202016.pdf
http://s3-eu-west-1.amazonaws.com/files.royalfree.nhs.uk/News/20161021_NCL_STP_draft_strategic_narrative_-_updated.pdf
http://s3-eu-west-1.amazonaws.com/files.royalfree.nhs.uk/News/20161021_NCL_STP_draft_strategic_narrative_-_updated.pdf
http://s3-eu-west-1.amazonaws.com/files.royalfree.nhs.uk/News/20161021_NCL_STP_draft_strategic_narrative_-_updated.pdf
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3.2 Summary 

North Central London is an ethnically diverse area with high mobility levels and differing degrees of 
health and social care needs among its residents. Deprivation and inequality are widespread in local 
boroughs, with high levels of homelessness and temporary housing. Around a third of children live in 
poverty and child health indicators show poor outcomes. Local people are living longer, but in poor 
health and lifestyle choices put them at risk of ill health and early death. Rates of mental illness are 
high amongst both adults and children. There is, therefore, a need for more prevention in NCL in 
order to reduce hospital admissions as well as local variation and inequalities, to achieve the best 
possible health and wellbeing for all residents.  

3.3 Characteristics of our local population 

3.3.1 Ethnicity and diversity 

North Central London has a diverse population with a high proportion of residents from black and 
minority ethnic (BME) groups, ranging from 32% in Islington to 42% in Enfield. The largest BME 
communities are Turkish, Irish, Polish and Asian (Indian and Bangladeshi) with high numbers of 
black Caribbean and African residents particularly in Haringey and Enfield. The number of people 
from BME communities is much greater in younger age groups. 

Figure 3 below shows the proportion of BME residents in each NCL borough.  

 

Figure 3: % of residents from a BME group (2015) 

Health needs vary across BME communities. For example, there is a greater risk of diabetes, stroke 
or renal disease for some BME groups compared to white English and people from some BME 
communities, including black Caribbean, African and Irish, use more hospital services.  
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A quarter of local people do not have English as their main language.  This presents challenges, 
both in addressing potentially new and complex health needs and delivering accessible healthcare 
services. 

The North Central London population is highly mobile: around 8% of local people move into or out of 
NCL boroughs each year and there is a high proportion of non-native inhabitants. This has a 
significant impact on access to health services and health service delivery, such as GP registrations 
and immunisation and screening programmes. Additionally, high numbers of people work in NCL but 
live in other areas. These people sometimes use health and social care services, particularly urgent 
care, whilst being registered with a GP outside NCL. 

3.3.2 Socioeconomic context 

Deprivation and inequalities are widespread in North Central London. Poverty is experienced by 
both adults and children, with pockets of high deprivation in all boroughs. There is a wide spread of 
deprivation across NCL, but people tend to be younger and more deprived in the east and south, 
and older and more affluent in the west and north.   

Higher levels of deprivation are linked to many health problems, such as prevalence of long term 
health conditions, and are key drivers of poor health and wellbeing outcomes, affecting life 
expectancy: for example, men living in the most deprived areas of Camden live on average 10 years 
less than those in the least deprived areas. 

There is a growing demand for housing in NCL with increasing levels of homeless households. All of 
the NCL boroughs except Camden are in the top 10% of areas in England for homeless households 
with a priority need and all five are in the top 10% for number of households in temporary 
accommodation. Housing is often one of the main causes of poor health and wellbeing, especially 
for children, and buying or renting housing locally is very expensive. 

Figure 4 below shows levels of deprivation in local boroughs, with darker shades representing high 
levels of deprivation.  

 

Figure 4: Deprivation levels across NCL: Index of Multiple Deprivation 2015 (Office of 
National Statistics) 
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3.3.3 Children and young people 

Children make up 25-30% of the North Central London population.  NCL children do not always get 
the best start to life. 30% of children grow up in child poverty and 6% live in workless households. 60 
children take up smoking every day. 

Although there have been some improvements recently, London as a whole has the highest rates of 
childhood obesity nationally. Within NCL, the number of overweight children aged 10 to 11 years is 
much higher than the England average in three of the five boroughs – Enfield, Haringey and 
Islington. It is likely that being overweight is partly responsible for more than a third of all long term 
health conditions in NCL.  

Figure 5 below shows prevalence of obesity among Year 6 children in NCL in 2014-15.  

Additionally, immunisation levels are particularly low in NCL compared to other similar areas and a 
third of children do not reach a good level of development by age five.  

A considerable body of research suggests that foetal exposure to an adverse environment in-utero 
sets the trajectory for child and adult health in terms of congenital malformations, obesity, diabetes 
and cardiovascular disease. Therefore, smoking cessation, weight reduction, optimisation of blood 
sugar control for diabetics and improvement of diet in pregnant women and generally in women of 
reproductive age has the potential to reduce the health needs of children.  

Active travel, sport and play for children in schools also need to be promoted in order to improve 
children’s health and wellbeing outcomes.   

  

Figure 5: Prevalence of obesity in Year 6, NCL boroughs (2014-15) 
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3.3.4 Older people 

NCL people are generally living longer with life expectancy increasing for all residents, but in poorer 
health. Older people in NCL are living the last 20 years of their life in poor health, which is worse 
than the England average. There are a large number of care homes in the north of NCL.  

Older people (aged 65+) are the fastest growing age group in the area (although the actual number 
will still be the second smallest in 2020, after the 0-4 age group).  

Figure 6 below shows the increase in number of NCL residents aged 65+ between 2015 and 2035.  

 

Figure 6: increased in number of residents aged 65+ in NCL boroughs (2015 to 2035) 

Older people have higher levels of healthcare needs, i.e. are more likely to have long term 
conditions and therefore are more likely to be users of healthcare services.  Around 78% of the 
population in NCL is mostly healthy and use an estimated 37% of health and social care. However, 
17% of people with one or more long-term conditions use an estimated 35% of health and social 
care. The estimated 71,000 older people with long term conditions in NCL are particularly high users 
of health and social care.  

The number of people with undiagnosed dementia is higher than the London average in two of the 
five boroughs. 

3.3.5 Mental health 

There are high rates of mental illness amongst both adults and children in NCL, and many 
conditions go undiagnosed.  
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The number of children with a mental health disorder is above the England average in Enfield, 
Haringey and Islington, which have large areas of deprivation. 50% of all mental illness in adults 
begins before 14 years of age and 75% by 18. Children with mothers with mental ill health are much 
more likely to develop mental health issues themselves. Three of NCL boroughs have the highest 
rates of child mental health admissions in London. 

The number of people with serious mental illness (psychotic disorders) is higher than the England 
average in all five boroughs.  

Figure 7 below shows mental wellbeing indicators in NCL boroughs.  

 

Figure 7: Mental wellbeing indicators 

People with mental health conditions are more likely to have a lifestyle that may lead to poor 
physical health. For example, almost half of adults with severe mental illness are smokers, 
compared to less than a quarter of people without a severe mental illness. It is well established that 
people with a mental illness often also have poor physical health. There are high rates of early death 
amongst those with mental health conditions in NCL, particularly in Haringey and Islington, and the 
rate of inpatient admissions amongst this population is above the national average. 

Therefore, mental and physical ill health should be treated in a joined up way. Mental ill health in 
children should be addressed as early as possible, developing antenatal and postnatal interventions 
for mothers with mental ill health, improving services for parenting support, health visiting, and 
signposting and creating targeted services that focus on vulnerable high-risk families. 

3.3.6 Lifestyle and primary prevention 

It is estimated that almost half of people in NCL have at least one lifestyle-related clinical problem 
(e.g. high blood pressure) that is putting their health at risk, but have not yet developed a long term 
health condition. The biggest killers in NCL are circulatory diseases and cancer: these diseases are 
also the biggest contributors to the differences in life expectancy across NCL. 
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Support needs to be offered to residents, families and communities to look after their health: 
smoking and drinking less, eating more healthily and being more active, as well as looking after their 
sexual health and mental health. These will all reduce hospital admissions from preventable causes 
such as smoking, alcohol and falls, and achieve reductions in associated ill health and early deaths. 
The STP programme includes workforce training to ‘Make Every Contact Count’.  

Many people in NCL are healthy and well: around 40% of local adults have a healthy weight, do not 
smoke and do not have any clinical problems. Empowering people, families and communities to stay 
healthy, including having good mental health, will help ensure they need less health and social care 
in future. However, many of these people, especially those aged 40+, are at risk of developing long 
term health conditions such as obesity, raised cholesterol and high blood pressure.  

Much of the ill health, poor quality of life and health inequalities across NCL could be prevented. 
Between 2012 and 2014, around 20% (4,628) of deaths in NCL were considered preventable. 
Haringey, Islington and Camden have particularly high levels of avoidable deaths, with around a 
quarter of deaths considered preventable.  

Figure 8 below shows the number of preventable deaths by borough in 2012-14.  

 

Figure 8: Preventable deaths in NCL, 2012-14 

Levels of avoidable deaths may be linked to the fact that NCL CCGs are in the bottom quintile for a 
number indicators relating to health and wellbeing, including the number of local people with chronic 
kidney disease and coronary heart disease. 

In addition, the wider determinants of health such as poverty, housing and employment have a 
significant impact on individuals’ health and wellbeing. 

3.3.7 Secondary prevention 

Diagnosis of clinical risk factors and long term conditions needs to happen much earlier to increase 
life expectancy of NCL residents. Many people (including children) in NCL are unwell but do not 
know it, meaning they have undiagnosed conditions. For example, there are thought to be around 
20,000 people who do not know they have Type 2 diabetes and, in one area of NCL, a quarter of 
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people attending A&E because of chronic obstructive pulmonary disease (COPD) did not know they 
had the condition. 

One-year cancer survival rates in NCL are similar to other parts of London. However, compared to 
other countries such as Sweden, the UK has much lower survival rates, suggesting that 
improvement could be made. Late diagnosis of cancers is a particular issue that contributes to lower 
one-year survival rates in England. The percentage of cancers detected at an early stage in NCL is 
low, especially in Haringey, Camden and Islington, although Islington has improved significantly 
between 2013 and 2014. 

Figure 9 below shows one-year survival rates across London for all cancers for 2013 diagnoses.  

 

Figure 9: One-year survival rates across London for all cancers, 2013 diagnoses 

One issue is that levels of screening for cancer are generally low. For example, in NCL less than 
half the target numbers of people are screened for bowel cancer.  

Around 20% of people do not have their cancer diagnosed until they arrive in A&E with a serious 
problem, and there is a lack of awareness of the symptoms of cancer, especially among black and 
minority ethnic groups.  

3.3.8 Overview of Royal Free London’s public health projects in 2015-16 

Through their primary role, hospitals investigate, treat and care for people who are ill. However, as 
health care institutions they also have huge potential to improve the health of every person who 
comes through their doors. 

This expanded role is becoming increasingly crucial – prevention and early intervention are sorely 
needed to ensure we have a sustainable health care system.  Each year about 1.6 million patients 
visit our trust’s three hospitals and we employ around 10,000 staff.  This gives us plenty of 
opportunity to ‘make every contact count’ - to encourage and promote prevention and health 
improvement, as outlined above.  We have a duty of care to our patients, staff and the community 
we serve, to help them make healthier choices. 
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Our public health programmes include:  

• Smoking cessation: smoking is still the leading cause of preventable death. Our trust has 
an important role in reducing smoking prevalence through supporting patient and staff to quit 
and providing a smoke-free environment. We offer a stop smoking service for staff, in-
patients and out-patients.  

• Obesity: hospitals can play an important role in tackling the obesogenic environment. We do 
this by reducing the availability of high sugar and high fat food and drinks and supporting 
individuals to eat healthily and maintain a healthy weight. We made it easier to choose 
healthier options by changing the offer and layout of our restaurants as well as working with 
our food and drinks providers, increasing the amount and visibility of healthier foods.   

• Alcohol and assaults: Our trust has an important role in identifying issues early to reduce 
alcohol misuse, assault and domestic violence. We provide an alcohol liaison service for help 
and advice and are proud to be part of the Greater London Authority’s Information Sharing to 
Tackle Violence, a London-wide project to reduce violence.  

• Domestic abuse and violence: our trust promotes awareness of domestic violence to 
ensure that domestic violence and abuse is recognised and service users and staff are 
provided with information and support to minimise risk. The trust hosts independent domestic 
and sexual violence advisors, who provide practical and emotional support to patients and 
staff affected by domestic violence, deliver staff training and act in an advisory capacity 
around domestic violence procedures and policies.  

• Staff health and wellbeing: NHS organisations which prioritise staff health and wellbeing 
achieve enhanced performance, improve patient care, are better at retaining staff and have 
lower rates of sickness absence. The trust provides quality assured and evidence based 
occupational health and wellbeing services to promote staff and organisational wellbeing and 
effectiveness.  

For more information, please visit: www.royalfree.nhs.uk/about-us/public-health 
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3.4 Our hospital population 

3.4.1 Patient demographics across our hospitals 

Following the growth of our trust to include Barnet Hospital and Chase Farm Hospital in July 

2014, we are now planning our services as one unit and have therefore adopted a trust-wide 
approach to our reporting. 

The sections that follow describe the characteristics of our trust’s patient population, focusing on 
protected characteristics where this data is available. 

We report this analysis along with graphs to show the demographic profile of our patients attending 
all trust sites between July 2015 and June 2016. Until our new patient record system is operative we 
can only report effectively for age, gender and ethnicity. We can break down a wider data source for 
individual wards and clinics and this is reported to the teams to support service development, 
however currently this information cannot be aggregated across all sites. 

Reporting care episodes for: 
• in-patients  
• out-patients  
• emergency department  

3.4.2 In-patients 

• Elective admission – a planned admission  
• Non-elective admission – an emergency or unplanned admission 

 Summary 
There were 156,474 admissions to the trust between July 2015 and June 2016 – an average of 
13,000 a month, or 3,000 a week. Of these, 51% were day cases, 40% were non-elective 
admissions and 9% were elective admissions.  

 In-patients by age  
Around one in 10 in-patients were children aged 0-14 (9% of all admissions during the reporting 
period).  Younger adults (aged 15-34) accounted for 15% of all admissions. Around one in three in-
patients were middle to older adults aged 35-64 (36%) and two in five were older patients (40%).  
One in four of all admissions (24%) were for patients aged 75+.  

 Children (0-14) 
The vast majority of in-patients aged 0-4 (86%) were admitted non-electively, with this age group 
making up 13% of all non-elective admissions. 10% of this age group were admitted as day cases 
and the remaining 4% were elective admissions. 

In the 5-14 age group the majority of patients were also admitted non-electively, but in a lower 
proportion than the younger age group (53%). 37% were day cases and 10% were elective 
admissions.  

 Younger adults (15-34) 
47% of admissions for patients aged 15-34 were non-elective and 45% were day cases. The 
remaining 8% were elective admissions.   
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 Middle to older adults (35-64) 
More than half of all in-patients aged 35-64 (60%) were admitted as day cases and 29% were 
admitted non-electively. However, the proportion of non-elective admissions was higher (36%) in the 
younger age group of middle to older adulthood  (age 35-44). 43% of all elective admissions, 
including day cases, were in the middle to older adults age group.  

 Older patients (65+) 
Older patients aged 65+ made up 40% of all day cases and 39% of non-elective admissions during 
the reporting period. Just over half (52%) of patients in this age group were day cases and 40% 
were admitted non-electively.  

63% of patients aged 85+ were admitted non-electively compared to 28% of those aged 65 to 74.  
Conversely, 11% of admissions for patients aged 65 to 74 were elective (other than day cases), 
compared to only 5% of admissions for patients aged 85+.  

65-74 year olds were the single largest 10-year age group accounting for 16% of all admissions 
during the reporting period. 

 

Figure 10: admissions by category and age group (July 2015 to June 2016) 

 In-patients by ethnicity 
64% of in-patient stays across the trust during the reporting period were for patients identifying 
themselves as white, with white British and Irish accounting for 47% of all admissions. 10% of in-
patients identified themselves as Asian, 7% as black, 2% as mixed race and 8% as belonging to 
another ethnicity. Ethnicity was unknown/not stated for 10% of admissions. All patient categories 
(day cases, elective, non-elective) show a similar split.  

More than half of all admissions (52%) for patients who identify themselves as white British or Irish 
were day cases and 39% were non-elective admissions. In the other white group, 45% were day 
cases and 46% were non-elective admissions.  
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Patients from BME (black and other minority ethnic) groups show a similar split to white other, with 
47% being day cases and 45% non-elective admissions.  

The proportion of elective admissions, other than day cases, is similar across all ethnicities (around 
9%).  

The higher proportion of elective admissions for white British and Irish patients, compared to other 
ethnic groups, could be due to differences in the age composition of local residents, with older 
people requiring more elective care. According to projections for 2016 from the Greater London 
Authority, 20% of the White British population and 29% of the Irish population of our core catchment 
area (Barnet, Camden and Enfield) is aged 65+. 

However, only 7% of the BME population and 9% of ‘white other’ population is aged 65+. Only 13% 
of Irish residents and 28% of white British residents are under 25, compared to 39% of all BME 
residents. 

 

Figure 11: admissions by category and ethnicity (July 2015 to June 2016) 

 In-patients by gender 
53% of in-patients were women and 47% were men. The split between elective and non-elective 
activity is similar for both sexes: 50% of admissions where the patient was a woman and 52% of 
those where the patient was a man were day cases. Elective admissions, other than day cases, 
were 9% for both sexes.  Non-elective admissions were 41% for women and 39% for men. 
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Figure 12: admissions by category and sex (July 2015 to June 2016) 

3.4.3 Out-patients 

Between July 2015 and June 2016 more than one million out-patient appointments (1,266,103) were 
made at the trust: an average of 105,000 a month, or 24,000 a week. 

13% of these appointments (more than 163,000) were not attended.  

 Out-patients by age 
14% of all out-patient appointments were for patients under 25. More than half (54%) were for 
patients aged 25-64 and around a third (32%) for patients aged 65+.  

Similarly to in-patients, 65-74 year olds were the single largest 10-year age group, accounting for 
15% of all appointments during the reporting period. 

The proportion of appointments not attended appears to generally decrease with age: the ‘did not 
attend’ (DNA) rate for patients under 25 was 17%, whereas for patients aged 25-64 it was 14% and 
for patients aged 65+ it was 9%. 
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Figure 13: out-patient appointments by attendance status and age group (July 2015 to June 
2016) 

 Out-patients by ethnicity 
More than half (58%) of all out-patient appointments were for patients who identify themselves as 
white, with white British accounting for 40% of all appointments. Appointments for patients who 
identify themselves as BME were less than a third (29%). Ethnicity is unknown or not stated for 12% 
of out-patient appointments.    

The ethnic group most likely to not attend an appointment was black, with 17% of appointments not 
attended, compared to 11% among white patients. Overall, the DNA rate among BME patients was 
14%. This could be because, as discussed above, the BME population is generally younger and 
younger patients were more likely to not attend an appointment.  
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Figure 14: out-patient appointments by attendance status and ethnicity (July 2015 to June 
2016) 

 Out-patients by gender 
58% of all out-patient appointments were for females and 42% were for males.  

Women were slightly more likely to attend their appointment, with a DNA rate of 12% compared to 
14% for men.   

 

Figure 15: out-patient appointments by attendance status and sex (July 2015 to June 2016) 
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3.4.4 Emergency department 

Between July 2015 and June 2016 our emergency departments (ED) provided emergency care for 
261,662 attenders: an average of nearly 22,000 attendances a month or 5,000 a week. 

 ED attendances by age 

Children aged 0-4 made up 12% of all ED attendances. Just over one in four (28%) of all attenders 
were young adults aged 15-34 and one in three (31%) were middle aged adults aged 35-64. Older 
persons aged 65+ accounted for one in five (20%) of all attendances, with patients aged 75+ 
accounting for 13% of all attendances.  
The single largest 10-year age group for ED attendances is 25-34 year olds accounting for 16% of 
all attendances. A younger group compared to in-patient admissions and out-patient appointments.  

 

Figure 16: Emergency department attendances by age group (July 2015 to June 2016) 

 ED  attendances by ethnicity 

The majority of ED attenders identified themselves as white (62%) - 37% as white British and 23% 
as ‘other’ white. BME attenders accounted for around one in three (31%) of all attendances. One in 
10 attenders (10%) was Asian. 
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Figure 17: Emergency department attendances by ethnicity (July 2015 to June 2016) 

 ED attendances by gender 

Slightly more women attended ED during the reporting period: 52% of attenders were women and 
48% were men.  

 
Figure 18: Emergency department attendances by sex (July 2015 to June 2016) 
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4. Developing our services in 2015/16 
Summary of some of the achievements and programmes initiated by colleagues who are 
members of the patient experience team. 
4.1 Patient experience 
4.2 Dementia team 
4.3 PALS and complaints  
4.4 Interpreting services 
4.5 Equality, diversity and inclusion 
 
Summary of some of the achievements and programmes initiated by colleagues from teams 
the patient experience team work closely with 
4.7 Learning disability 
4.8 Accessible Information Standard 
4.9 Estates 
4.10 Facilities 
 
Please note the patient experience team works with every directorate and division, there are 
many more work programmes in progress that the patient experience team is part of.  
 

 

4.1 Patient experience 

The Friends and Families Test is a quick, consistent, and standardised patient experience feedback 
mechanism which provides organisations, staff and the public with quality data through asking two 
questions; it is based on near real-time experience. 
The two questions are: 

1. How likely are you to recommend our service to friends and families if they needed similar 
care or treatment? 

2. Please could you tell us the main reason for the answer you have given? 
 

There are a number of benefits of the FFT for the trust; a key benefit is that patients can give their 
feedback in near real time and the results are available to staff more quickly than traditional 
feedback methods and in greater numbers. This enables staff to take swift and appropriate action 
should any areas of poor experience be identified.  

Women who have recovered from breast cancer are offered the 
chance to attend cancer survivor courses at Chase Farm Hospital. 

Those enrolled on the ‘moving forward’ course can pick up tips and 
get advice on a range of topics, including managing stress, diet 
and lymphedema (swelling of the arm following surgery) as well as 
looking out for signs and symptoms of the cancer recurring. 

These sessions are about enabling patients to support themselves. It’s a way of 
helping patients see that life doesn’t stop when you have cancer.    



 

                                                                                                31 
 

 

Figure 19 

 

Figure 20 

 

Figure 21 



 

                                                                                                32 
 

 

 
Figure 22 

4.2 Dementia team 

The dementia team has implemented national initiatives 

• Implemented Johns campaign on 16 of our wards across the trust 
• Published CAPER (collateral, assessment, partnership, enablement, role-modelling) Anchor 

book and launched trust-wide CAPER Anchor days as part of the care certificate 
• introduced electronic ‘forget me not’ identification system on nursing handover database 

Within the trust we have: 

• Introduced dementia friendly crockery on the older patient wards at the Royal Free Hospital 
with a view to rolling out trust wide 

• Run monthly dementia cafes for patients and carers at Barnet Hospital 
• Published a free, nationwide e-book on admission avoidance aimed at carers of people with 

dementia that we will be distributing to carers 
• Launch of trust-wide delirium pathway aimed at improving detection, treatment and 

prevention of patients with delirium 
• Launch of ward-based cognitive stimulation activity group piloting on 10 North 

4.3 PALS and complaints  

4.3.1 Introduction 

Feedback from patients, relatives and carers provides the trust with a vital source of insight about 
people’s experiences of healthcare at the trust and how our services can be improved.  

The patient advice and liaison service (PALS) is a first contact point for people with questions, 
concerns and suggestions about our services.  Our PALS team offers help and support and tries to 
facilitate answers to questions and resolution to concerns quickly and informally.  

The CAMHS service has decorated their waiting room wall with 
FFT feedback from patients. 

The service wants to ensure that patients and visitors feel 
valued and listened to, so they gathered all their comments from 
feedback forms over a six month period and created this display 
to show where they are succeeding and what they can to 
improve in.  

A large number of patients and visitors sit reading the comments 
while they’re waiting; this has proven to be a great way of working with patients and 
visitors to see how we can improve our service.  
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The complaints department deals with all formal complaints that come into the trust and ensures that 
any matters raised are investigated thoroughly and responded to in a timely manner in line with trust 
procedure and national legislation.   

The ultimate aim of both the PALS and complaints teams is to listen and respond to the issues being 
raised and use the information received to improve trust services and the patient experience.   

We collect information about the background of complainants and people making contact via PALS 
and identify where equality issues are at the centre of the issue(s) being raised. This information is 
reviewed and presented to the trust’s equality steering group (ESG) on a quarterly basis.  The ESG 
is chaired by the deputy director of patient experience and is made up of senior managers from 
across the organisation. The group reports directly to a board sub-committee.  

Between 1 July 2015 and 30 June 2016 there were 12,743 concerns raised with PALS and 1,528 
complaints formally registered with the trust. 

4.3.2 Access to the complaints and PALS departments 

Patient information advising patients how to make a complaint or raise a concern with PALS is 
available on the trust website, the easy-read leaflet ‘Comments, concerns and complaints’, which is 
disseminated throughout the trust and is available in other languages, including British sign 
language (BSL), upon request.  There is also a poster ‘Have you got a concern or complaint and 
don’t know where to turn?’, which is disseminated throughout the trust. 

Reasonable adjustments are made to enable disabled service users to submit complaints to the 
trust and complaints can be submitted via e-mail, online forms, in writing, over the telephone (also 
via Typetalk) or in person with our PALS and complaints staff.  Interpreting and translation will be 
provided if needed and our PALS and complaints staff will formally type up complaints raised.  Face 
to face meetings will, within reason, will be held at a time and place convenient for the service user 
and in a room appropriate for their needs.  Advocacy services that may be of interest to the 
complainant are made available from the outset of the process.  

The PALS offices at the Royal Free Hospital and Barnet Hospital are based at the front of the 
hospital entrances, on the ground floor near to the main reception desks, in order to ensure that the 
service is visible and accessible to those attending the hospitals. The service is staffed from Monday 
to Friday.   

The complaints team at the Royal Free Hospital is based on the second floor, in the executive 
offices and is accessible by lift.  The complaints team at Barnet Hospital has various meeting rooms 
on site in order to be accessible to patients and the public.   

4.3.3 Ethnicity 

The ethnic breakdown of contacts to PALS was recorded in 46% of cases received (a number of 
contacts with PALS are anonymous and ethnicity is therefore unknown, or is not sought where a 
simple piece of advice is provided there and then to resolve an issue). As shown by the graph 
below, the majority of those recorded were white British.   
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Figure 23 

The ethnic breakdown of patients, who were the subject of the complaint and not necessarily the 
complainant, was recorded in 100% of complaints received.  The breakdown can be seen below.  
The majority (40%) of the patients were white British, 34% have not stated their ethnicity to the trust 
and 9% were of other white background. 
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Figure 24 

4.3.4 Subjects of PALS cases and formal complaints  

The five most common subjects for PALS cases and complaints received between July 2015 and 
June 2016 are set out below.  

Top five subjects for PALS: 

 General assistance / enquiries e.g. checking on the status of a referral, confirming an 
appointment time or location, helping to cancel and rebook appointments or trying to facilitate 
an appointment being brought forward. 

 Communication e.g. unclear communication or difficulties contacting departments. 
 Appointments e.g. issues with scheduling, lack of availability, not scheduled. 
 Poor access e.g. difficulties contacting departments or individuals. 
 Delays / cancellation e.g. delays in clinic or appointment cancellations. 

Top five subjects for complaints: 

 Clinical treatment e.g. unhappy with outcome of treatment, a lack of treatment or believing 
they have received incorrect/inappropriate treatment. 

 Communication e.g. unclear communication or lack of communication with patient and 
relatives 

 Appointments e.g. cancellations, delays with scheduling. 
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 Staff attitude e.g. rudeness, lack of assistance, not listening to the patient’s needs. 
 Parking e.g. parking charge notices, blue badge arrangements, signage. 

4.3.5 PALS cases and formal complaints about discrimination  

There was one PALS case recorded between 1 July 2015 and June 2016 with discrimination as a 
subject.  The issue raised by the patient was actually in relation to the behaviour of another patient 
who attended appointments at the same time as them.  The patient who was behaving unacceptably 
was spoken to and had their appointment slot changed to a different but appropriate time.  

There were no complaints recorded with discrimination as a subject matter. 

4.3.6 PALS cases and formal complaints regarding a patient with a 
known disability or vulnerable status 

Of the complaints and PALS cases received between 1 July 2015 and 30 June 2016 2,131 were 
identified as involving patients with a known disability, impairment or a characteristic that made them 
(potentially) vulnerable.   

The most common disability, impairment or reason(s) recorded for the patients’ vulnerable status 
were age, physical disability or a combination of factors.  The breakdown of the patients’ status can 
be seen in the table below. 

Table 1 

Age 1,775 
Confusion / dementia 10 
Learning disability 26 
Mental health 30 
Physical disability 123 
Sensory impairment 42 
Any combination of the above 125 

 
The top five subjects for PALS cases and complaints for our vulnerable patients are very similar to 
the top five subjects recorded for complaints and PALS cases across the trust as a whole and are 
listed below.  The main differences are with concerns regarding patient transport, car parking 
arrangements and patient discharge: 

 General assistance / enquiries e.g. checking on the status of a referral, confirming an 
appointment time or location, helping to cancel and rebook appointments or trying to facilitate 
an appointment being brought forward. 

 Communication e.g. unclear communication or difficulties contacting departments. 
 Delays / cancellation e.g. delays in clinic or cancellations to appointments and admission 

dates. 
 Staff attitude e.g. rudeness, lack of assistance, not listening to the patient’s needs. 
 Car parking arrangements e.g. changes to the process and blue badge requirements at 

Barnet and Chase Farm Hospitals, unclear signage. 
 Patient transport e.g. delays or failure to collect. 
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4.3.7 Example actions taken in response to complaints and PALS cases 

We have systems in place to systematically review the feedback received (including a PALS and 
complaints satisfaction questionnaire) and ensure that investigations are undertaken appropriately, 
in line with legislation, and escalated within the trust as necessary.  

We collect information about the background of complainants and people making contact with 
PALS, and identify where equality issues are at the centre of a concern.  The data collected is used 
to inform reports, is disseminated amongst divisional teams and taken to various committees to 
inform ongoing work within the trust. 

The trends highlighted in this report relate to communication, delays (often in clinic), staff attitude, 
issues with the new parking arrangements at Barnet Hospital and Chase Farm Hospital, transport 
delays and discharge arrangements.  The responses provided invariably outline action(s) that have 
been taken in response to the concerns raised or explain what is planned as a result of issues 
identified during the investigation. Examples of actions taken in response to those complaints and 
concerns are listed below: 

 Communication  
 Matron has reviewed the patient information provided regarding pre-admission for peritoneal 

dialysis catheter insertion.  The outcome of this review is that a new patient information leaflet 
will be produced for patients having surgery on ward 3 East C, which will cover the issues of 
surgical stockings, transfer to theatre, recovery from surgery and the discharge process.   

 There is to be a patient information leaflet produced to better explain the cryotherapy treatment 
and healing process. 

 Delays/appointments 
 The radiology department, in conjunction with the plastic surgery department, has drastically 

revised the pathway for patients who experience a contrast extravasation injury in order to 
enable appropriate management of patients at the time of the extravasation and subsequent 
follow up. Lessons learned from this incident have been shared across the radiographic group in 
the monthly staff meeting and a resilient model for the management of these incidents has been 
devised at its patient experience meeting.    

 We are very much aware of the pressures on the podiatry service and the trust is currently 
reviewing a business case for employing another podiatrist for the wards. 

 To address concerns about a lack of wheelchairs near the front entrance of RFH, the trust is: 
 emphasising the importance of returning chairs and not holding them 
 currently looking at purchasing additional chairs. 
 submitting a bid to the charity for static chairs to be situated along the front of the building 

at the drop off points.   
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 Attitiude 
 A new call logger system is being introduced in the outpatient appointment centre, which will 

enable us to track all calls to the centre and know which member of staff patients have spoken 
with.   

 The doctor involved has reflected on the complainant’s feedback with a senior colleague and is 
very apologetic for the upset experienced and any lack of communication and compassion 
portrayed.  He has advised that, in future, he will be more compassionate about a child’s current 
distress and circumstances before commencing his examination.  He will also give consideration 
to letting the child and parents wait in the waiting room until the child is more settled before 
commencing his examination.  

 The staff nurse who dealt with a patient in the ED has reflected on the feedback with his matron.  
He commented that he felt under pressure and stressed and, regrettably, allowed this emotion to 
be conveyed in his communication with the patient. He is aware that he spoke in a manner that 
was brusque and not at all how we would expect him to speak to a patient.  Matron has 
explained to staff nurse very clearly that this was not acceptable and she has put in place a 
number of measures to ensure that this does not happen again.  Matron will ensure that his 
communication is monitored and she will follow up on his performance in this respect. 

 Parking 
 Parking queries accounted a lot contacts (particularly with our PALS team) and, once again, as 

well as parking charge notices being cancelled as a gesture of goodwill, explanations and 
updates were provided to patients and blue badge holders regarding the trust’s parking 
arrangements.  The PALS team also helped devise a new parking proforma for patients to use in 
order to challenge parking charges more easily.   

 Transport 
 There were numerous concerns and complaints raised with the trust regarding the transport 

service being provided.  The level of service expected was not being met and, ultimately, the 
transport provider was replaced.  
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4.4 Interpreting services 

4.4.1 Introduction 

The trust’s services are used by a diverse population.  It is committed to ensuring that there is 
effective communication with patients, their relatives and carers, and to ensure that their overall 
experience of the service they receive is of the highest quality and fully participative.   

The trust has a statutory and moral responsibility to patients and the public to ensure that the 
services it provides are equally and easily accessible to all sections of the communities it serves.  
We recognise that patients, relatives and carers with an everyday understanding and use of English 
may have difficulty with complex medical language and the written word when discussing complex 
medical conditions and giving informed consent for procedures.  

Staff who have patient contact should make every effort to understand the communication needs of 
patients/families/carers they are working with in order to ensure that they receive a sensitive and 
professional service and have access to the support they require.   

To this end the trust offers an interpreting service, with a dedicated administrative team overseeing 
the running of the service.  There are three main types of interpreting provided by the trust: 

• Face-to-face interpreting 
• Telephone interpreting  
• Sign language interpreting 

Departments are able to stipulate interpreter requirements as required by the department or patient 
e.g. interpreters booked for antenatal appointments are always female.  The needs of patients with 
different impairments can also be accommodated, for instance, touch signing or lip reading can be 
facilitated if required. 

4.4.2 Top five languages across the different hospitals 

The table below shows the top five requested languages across the Royal Free Hospital, Barnet 
Hospital and Chase Farm Hospital.  The different demographics of the areas local to the hospitals is 
reflected in the languages required, and there are differences for all three hospitals.  However, Farsi, 
Turkish and Polish appear in all three lists.   

Table 2 

Barnet Hospital Chase Farm Hospital Royal Free Hospital 
Turkish 694 Turkish 1,302 Turkish 654 
Farsi 429 Polish 172 BSL 475 
Romanian 255 Farsi 149 Farsi 441 
Polish 192 Romanian 116 Arabic 425 
BSL 154 Albanian 103 Polish 389 
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The demand for interpreting services has grown again over the last year and is demonstrated in the 
table below, with an additional 1,568 requests received from patients overall.   

Table 3 

 
2013-2014 2014-2015 2015-2016 

Barnet Hospital 3,968 4,518 4,012 
Chase Farm Hospital 3,952 3,850 3,365 
Edgware Community Hospital 984 1,209 1,424 
Finchley Memorial Hospital 29 37 42 
Royal Free Hospital 2,840 3,262 5,601 
Total 11,773 12,876 14,444 

 
Figure 25 

  

Nurses at Barnet Hospital helped a 104-year-old dialysis patient celebrate his 
birthday on Monday 10 October. Sidney Benjamin, from Finchley, is thought to be 
one of the oldest people in the country to be receiving 
dialysis treatment. He has been on dialysis for the past eight 
years after his kidney deteriorated at the age of 96. 

The nurses in the renal unit bought balloons and a birthday 
cake to help him celebrate. 

 



 

                                                                                                41 
 

4.5 Equality, diversity and inclusion (EDI) 

The core work for EDI is driven by the support requirements of colleagues in the patient experience 
team and from colleagues across the trust. The community voice is supported through the equal 
access groups and the issues arising from these quarterly meetings. There too many individual 
examples to mention them all. 

Highlights 

4.5.1 EDS2 evidence collection 

In 2015/16 we further developed the EDS2 template to collect evidence of how patients with one of 
the nine protected characteristics are supported. This also supports the evidence required by the 
CQC fundamental standards to create a snapshot of each service’s equality compliance. 

Outcome 

The templates not only supported the collection of evidence from an increased number of teams, 
(please see EDS2 report - appendix 1) but supported the teams to present their evidence for the 
2016 CQC inspection. 

We have started to collect more information than we can reasonably expect our community EDS2 
graders or equal access groups to monitor. NHS England has advised we negotiate four areas of 
interest for our 2017 EDS2 review, and present these in depth to demonstrate the range of work and 
ongoing development we are committed to. 

We will prepare four presentations and area leads will present to our graders and answer questions 

4.5.2 Training  

 Accessible ward, clinic or team programme 

In 2015/16 we rolled out a variety of sessions varying from seven 30-minute sessions delivered 
weekly, to two half days. These were planned to suit the clinic or team and delivered in a meeting 
room close to the workplace.  

We developed eight sessions on the following topics: 

General disability, race, religion and culture, sensory impairment, learning disability, mental health, 
lesbian, gay, bisexual, transgender experience, discrimination, bullying and harassment, a human 
rights approach in healthcare. 

The sessions were designed to raise awareness of the implications of not collecting equality data, of 
not ensuring informed consent and the importance of being aware of the range of needs within a 
team and the expertise offered by the patient experience team. 

In 2015/16 we also supplemented these sessions with a 30 minute safeguarding update for teams. 



 

                                                                                                42 
 

 Deaf awareness training 
Action for hearing loss ran deaf awareness sessions at each of our main sites, Barnet Hospital, Chase 
Farm Hospital and the Royal Free Hospital. Action for Hearing Loss also ran a follow-up session on each 
site offering an introduction to British Sign Language for staff who had attended one of the awareness 
sessions. 

This training was over-subscribed, and we are identifying funding for more sessions in 2017/18. 

 LGBT training 
Opening Door London ran LGBT training sessions on each of our three main sites.  The sessions 
were well attended. The trust has a good working relationship with Opening Doors London and will 
continue to work with them and plan further training sessions for 2017/18 

4.5.3 Outpatient 360 pilot project 

 What we planned? 
We planned an audit of one clinic over two days, a range of focussed questionnaires were given to: 
patients, carers and family, reception staff, nurses, doctors, allied health workers, domestic staff. 
Each questionnaire was designed to allow patients and staff to share positive outcomes and issues 
that had a negative impact. 

 Outcomes 

Positive: 

• Small issues were identified and rectified almost immediately  
• Longstanding issues were formally identified and escalated to the correct teams 
• Staff became aware of the impact their issues had on other teams using the area 
• A clinic using the area one day was not managed by reception and therefore patients had no 

point of help or support – issue resolved 
• Notice board for patients identifying late clinics was too small – issue resolved 
• The report was in-depth and offered data and information to the outpatient workstream 

project 

Negative: 

• This was a very time consuming and resource heavy pilot 
It was identified this would be an excellent process for specific small areas to gain a snapshot of 
a working day/clinic/ward. 
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4.6 Learning disability 

4.6.1 Learning Disability Report for the Annual Equality Report 2016/17 

The trust currently employs two full-time acute liaison nurses (ALN) covering each of the Royal Free 
sites, one based at Barnet and Chase Farm, the other at the Royal Free Hampstead.  We provide a 
variety of support to patients with learning disabilities, providing support and advice prior to 
attending hospital appointments or admissions, during the admission, through to supporting with the 
discharge process.  We have updated our internet site so that patients with learning disabilities have 
access to information about their hospital stay prior to admission: 
www.royalfree.nhs.uk/learningdisability  

The acute liaison nurses will support staff to implement reasonable adjustments that need to be put 
in place to ensure the patient with learning disabilities is able to receive the right care and treatment 
and their needs are understood.  Examples of reasonable adjustments are ensuring that the patient 
with learning disabilities has a hospital passport; this is an important tool as a patient with learning 
disabilities is often unable to express their needs and therefore their needs may be overlooked or 
their behaviour may be put down to the fact they have a learning disability rather than recognising 
they may be in pain – this is termed reasonable adjustments.  Other examples of reasonable 
adjustments would be having flexible visiting times, allocating the patient a side room, using easy 
read information to explain their health need in a way they can understand, these are a few 
examples and are put in place according to patient need. 

 

 
Figure 26:Royal Free London - acute liaison nurses for learning disabilities holding copies of 

the learning disability passport 

Learning Disability training is available across the trust at different levels, from a half hour Learning 
Disability Awareness training, which is commonly delivered to the wards, to a more comprehensive 
2 hour training that has been delivered to student nurses, all training is available by contacting the 
ALN.   

http://www.royalfree.nhs.uk/learningdisability
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The 2010-13 the Confidential Inquiry into Premature Deaths of People with Learning Disabilities 
(CIPOLD), carried out by the University of Bristol) found that nearly a quarter of people with learning 
disabilities were younger than 50 years when they died, with women dying on average at a younger 
age than men. CIPOLD also reported that up to a third of the deaths of people with learning 
disabilities were from causes of death which could have possibly been addressed by better 
healthcare provision.  

The establishment of a national mortality review programme for people with learning disabilities was 
one of its 18 key recommendations. NHS England has commissioned the Healthcare Quality 
Improvement Partnership (HQIP) and the University of Bristol to undertake the first national 
programme to review – and ultimately reduce – premature deaths of people with learning disabilities.  
As a trust, we have agreed to be a pilot site for the National Learning Disabilities Mortality Review, 
which means that we will be reporting every death of a patient with a learning disability within our 
trust, which will then undergo a review.  Both ALN’s have undergone training to be reviewers. 

Finally, we are in the process of applying for charity funding to put sensory boxes and equipment in 
place on each of the sites, using sensory equipment has been found to be very effective in engaging 
with certain patients particularly with more profound learning disability and autism. 

4.6.2 Carer feedback 

 

4.7 Accessible Information Standard (AIS) 

We are working across the trust to implement the NHS England’s Accessible Information Standard  

(AIS). The AIS is a mandatory standard that directs a consistent approach to meeting the  steps 
which need to be taken to ensure trusts are delivering the standard correctly: 

“May I also take this opportunity to say how pleased Chris is to have made the transfer to 
Barnet General Hospital a year ago. Chris had a period of care at another hospital after being a 
patient at Great Ormond Street since birth until he was 18 years old.  

But his support and hospital attendance has been transformed by Barnet General under the 
‘Clinical Lead Endocrinologist’, into a very positive experience and for the first time in many 
years we no longer dread the appointments.  In fact Chris bounces out of the hospital feeling 
fired up to do his best to look after himself better.  And, as Chris's main carer, I also feel 
supported and valued too. 

The ‘Dietician’ told me she already sees two gentlemen with autism and diabetes and has now 
suggested a joint appointment with the ‘Diabetes Nurse’.  And she took the trouble to simply 
introduce us to the ‘Diabetes Nurse’ so that Chris would recognise her when the time comes to 
see them both in April 2017. 

We don't expect people to be able to understand everything about Chris.  That takes time.  But 
to feel the empathy with the challenges he faces and for me to feel supported and valued is a 
major contribution to a good outcome for Chris.  Well done, Barnet! 

We look forward to receiving the Hospital Passport electronically.   

Figure 27 
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1. Ask people if they have any communication needs or need to be given information in a 
certain way. 

2. Make sure everyone’s needs are recorded in the same way and that they are easy to 
understand. 

3. Make it easy to see when a person has information or communication needs and how those 
needs can be met. This is so anyone who looks at their file can find this out. 

4. Share the information with other providers of NHS care and adult social care. This should 
only happen if they are allowed to see it. 

5. Make sure that people get information in a way they can access and understand. They 
should also get support with communication if they need it. 

Our aim is to provide people with suitable support to improve the experiences of individuals with 
disability, impairment or a sensory loss. 

For more information, visit the NHS England AIS website, 
https://www.england.nhs.uk/ourwork/accessibleinfo/patient/  which includes a number of information 
sheets which can be downloaded. 

4.7.1 Information Management and Technology (IM&T) 

The Royal Free London currently uses the Cerner Millennium Patient Administration System. 

The current system allows staff to record some patient support needs in the system as alerts. This 
means the staff can open the alert and check the patient record for the support need. 

Cerner are in the process of improving the system to capture needs in a more robust manner.  This 
is currently being trialled at Barts and we are in the early stages of preparing for the new system. 

The Trust is working with Cerner to understand scope and timescales.   

Once in place the trust will be able to identify support and access needs of patient and the system 
will trigger accessible letters and communication  

4.7.2 Patient Information - translation and interpreting 

The trust offers an interpreting service, please see page 39 for more information. 

The Royal Free London NHS Foundation Trust's services are used by a diverse population. The 
trust is committed to ensuring that there is effective communication with patients, their relatives and 
carers, and to ensure that their overall experience of the service they receive is of the highest quality 
and fully participative.   

Departments are able to stipulate interpreter requirements as required by the department or patient 
e.g. interpreters booked for antenatal appointments are always female.  The needs of patients with 
different impairments can also be accommodated, for instance, touch signing or lip reading can be 
facilitated if required. 

Departments can also approach the team for support in the translation of information for patients, 
carers and their families. 

https://www.england.nhs.uk/ourwork/accessibleinfo/patient/
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We recognise that patients, relatives and carers with a day-to-day understanding and use of English 
may have difficulty with complex medical language and the written word when discussing complex 
medical conditions and giving informed consent for procedures.  

Staff who have patient contact should make every effort to understand the communication needs of 
patients/families/carers they are working with in order to ensure that they receive a sensitive and 
professional service and have access to the support they require.   

4.8 Estates 

4.8.1 Accessibility at Chase Farm Hospital 2015/2016 

Over the last year the hospital has continued to undergo major changes to the site as the new 
hospital and energy centre is being constructed. A series of complex moves and enabling works 
have been carried out to allow services to be relocated. It has been a challenging time ensuring that 
services are maintained to the rest of the site and that there is the minimum disruption to patients, 
visitors and staff. At the same time the Trust has endeavoured to maintain and improve the patient, 
visitors and staff environment. 

4.8.2 Main changes 

1. Surgical appliances outpatient department was located in an isolated cramped area with 
difficult access from the main entrance of the Clock Tower.  

o there was no formal arrival point for patients  
o they had to wait in the corridor   
o there was a lack of privacy and dignity.  

The department has been relocated to an area adjacent to Clinic 4 with level access from the 
main entrance of the clock tower.  

o It has a dedicated waiting area with space for wheelchairs  
o changing rooms for privacy and dignity 
o They now also have additional clinical space  

2. A quiet room where staff from the multi-disciplinary teams such as Mc Millian can come to 
talk to patients and relatives in a calm, peaceful and confidential environment. 

3. The Pre assessment outpatients department also had difficult access  

o with a very narrow entrance making wheelchair and pushchair access difficult  
o the waiting area was cramped and uninviting with a limited range of waiting room 

chairs. 
• This department has moved to the first floor of the Highlands wing  

o It now has a light and airy waiting room with ample wheelchair space   
o a variety of waiting room chairs of differing heights and with arms.  

• They share their first floor space with cardiology department echo and ECG.  
• Echo and ECG were previously located in two separate locations a considerable distance 

apart.  
o In both the old clinics the waiting areas were not very suitable one had limited space 

and the other was in a main corridor.  
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o The new cardiology department on the first floor of Highlands shares the airy, easily 
accessible waiting area with pre-assessment.   

o By locating the two departments together it has created a one stop shop for patients.  

4. Endoscopy outpatient department has been relocated into a brand new purpose built facility  

o with single rooms all with their own en-suite toilets for privacy and dignity  
o It has state of the art nurse call and patient monitoring systems 

5. On the wards new blue plates are being introduced to make it easier for partially sighted 
patients and patients with dementia 

4.8.3  Chase Farm Hospital site changes 

The relocation of these services has been accompanied with improved external signage and maps 
clearly showing the safe pedestrian routes car parking and public transport links 

Along the safe pedestrian routes drop down kerbs with tactile paving have been installed and the 
lighting improved.  A ramp has been installed to the post grad centre to improve access. Additional 
external and internal seating has been installed along the route. A concierge has been employed at 
the entrance to Highlands opposite the multi-storey car park to assist patients and visitors in finding 
their way around the site.  

The existing Greenfields restaurant is not easily accessible on the first floor it is reached by a steep 
flight of stairs or the goods lift via the service yard. A new easily accessible café with accessible 
toilet has been installed adjacent to the Chapel and new outdoor gym.  

4.9 Facilities 

The Trust is currently rolling out colourful dementia friendly crockery across all our hospital sites. In 
addition, on the Royal Free Hospital site, a working group is working on a dementia friendly menu to 
assist with patient feeding and nutrition on the HSEP wards. On the Chase Farm Hospital site “finger 
foods” have been introduced to encourage patients to increase their food intake.  

In terms of improving accessibility to support services. The Chase Farm Hospital site opened a 
brand new dining facility known as the Clock Café at the entrance to the hospital site. This offers full 
accessibility for all users and will replace the services provided by the Greenfields restaurant which 
had poor levels of access for less mobile customers.  
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5. Workforce section – setting the scene 
Royal Free has a long standing culture of commitment to delivering its Public Sector Equality duty 
(PSED) for its workforce. In the last 12 months, Royal Free Trust Board and its senior management 
have led a refreshing and invigorating focus, totally committed to the equality, diversity and inclusion 
agenda. As a result the Trust’s governance structure for equality is robust with clear ownership, 
regular feedback on measurement of outcomes, and accountability at the senior, operational and 
staff network levels in the organisation.    

In demonstrating its “due regard” to the delivery of PSED, the Trust held an EDS2 stakeholder event 
in March 2016. This enabled the Trust to collect and analyse equality information on its workforce 
and discuss with stakeholders i.e. trade union representatives, equality staff network members, staff 
and managers. The outcome enabled the development of its workforce equality objectives for 
workforce and a renewed focus on creating a work environment where all staff are included to 
contribute to the very best patient care.  

5.1 Workforce equality objectives 

The trusts two key workforce equality objectives are derived from the Equality Delivery System 
(EDS2) equality objectives set out as follows:  

a. a representative and supported workforce  
b. inclusive leadership representative of the communities we serve  

To support delivery of these 2 workforce equality objectives, the trust has developed a staff 
experience and retention plan (SERP) which includes actions on equality, diversity and inclusion. 
Please see pages 102 -109 for full details of SERP.  

We are working to deliver the equality objectives through these key objectives:  

5.1.1 A representative and supported workforce  

• Applying fair recruitment and selection processes that will lead to a more representative 
workforce at all levels;  

• Ensuring equal pay for work of equal value through job evaluation of roles in the Trust;  
• Providing training and development opportunities for all staff and monitoring take up and 

reviewing staff evaluation of the training;  
• Making sure that, staff are free from abuse, harassment, bullying and violence from any 

source while at work;  
• Providing flexible working options for all staff consistent with the needs of the service; 
• Enabling staff to report positive experiences of their membership of the workforce. 

5.1.2 Inclusive leadership representative of the communities we serve 

• Making adjustments to support people with disabilities;  
• Responding to staff feedback to improve their experience;  
• Boards and senior leaders routinely demonstrating their commitment to promoting equality 

within and beyond the organisation;  
• Papers that come before the Board and other major committees identify equality-related 

impacts including risks, and say how these risks are to be managed; 
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• Middle managers and other line managers support their staff to work in culturally competent 
ways within a work environment free from discrimination. 

5.2 Workforce Equality Profile 

5.2.1 Overall Royal Free Workforce Equality profile  

The Trust’s overall head count is 9,641 as at 31 October 2016 excluding bank workers and honorary 
contracts. This section provides an overview of the workforce by the following protected 
characteristics. The Trust’s overall workforce diversity profile broadly reflects the community it 
serves.   

• Age 
• Disability  
• Marriage and Civil Partnership  
• Gender 
• Race/Ethnicity  
• Religion or Belief  
• Sexual Orientation  

 Age Profile  

The data in table 4 - 5 and Figure 28: Age profile below shows that the majority of staff employed in 
the Trust are between the ages of 36 – 55. 

Table 4: Overall workforce age profile 

Age Profile Headcount % 
Under 20 25 0.26% 

21-25 721 7.48% 

26-30 1423 14.76% 

31-35 1238 12.84% 

36-40 1305 13.54% 

41-45 1311 13.60% 

46-50 1166 12.09% 

51-55 1065 11.05% 

56-60 818 8.48% 

61-65 432 4.48% 

66-70 112 1.16% 

71+ 25 0.26% 

Grand Total 9641 100.00% 

Table 5 

Age Group Profile Headcount % 
Under 20 25 0.26% 

21 - 35 3382 35.08% 

36-55 4847 50.27% 
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Age Group Profile Headcount % 
56 + 1387 14.39% 

Grand Total 9641 100.00% 
  

 

Figure 28: Age profile 

 Disability  
The data in Table 6 and Figure 29 below shows less than 1% of total staff have a disability, this 
indicates under reporting. Further work in 2017 will focus on communicating the benefits of 
disclosing disability status as w1ell as the support available in the Trust for staff. This protected 
characteristic requires further awareness of the benefits of disclosure guidance for staff.  Re-
launching the Staff Disability Forum will help raise the profile of disclosure and provide peer support 
group in the staff network.   

Table 6: Disability workforce profile 

Disability Profile Headcount % 
No 7070 73.33% 
Yes 94 0.98% 
Not Declared 322 3.34% 
Undefined 2155 22.35% 
Grand Total 9641 100.00% 
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Figure 29: Disability profile 

 Gender   

The data in Table 7 and Figure 30 below shows majority of Trust employees are female in line with 
national trend in the NHS.  

Table 7: Gender workforce profile 

Gender Profile Headcount % 
Female 7079 73.43% 
Male 2562 26.57% 
Grand Total 9641 100.00% 
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Figure 30: Gender profile 

  Race/Ethnicity 
 The data in table 5 – 7 and graph 4 below shows white staff accounts for 52.72%, black, minority 
and ethnic (BME) staff accounts for 45.99% and 1.29% are disclosed as “Other” not defined. Overall 
the Trust workforce broadly reflects the local population it serves.  

Table 8: race workforce profile 

Ethnic Group Profile Headcount % 
Asian 2067 21.44% 
Black 1601 16.61% 
Mixed 276 2.86% 
Other 124 1.29% 
Other BME 490 5.08% 
white 5083 52.72% 
Grand Total 9641 100.00% 

Table 9: race workforce profile by national categories 

Ethnicity Profile Headcount % 
African/Black British African 1009 10.47% 
Any other Asian background 875 9.08% 
Any other mixed/multiple ethnic 
background 95 0.99% 
Bangladeshi/British Bangladeshi 89 0.92% 
Black/Black British Other 194 2.01% 
Caribbean/Black British Caribbean 398 4.13% 
Chinese 146 1.51% 
Indian/British Indian 826 8.57% 
Other 124 1.29% 
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27%

Gender Profile
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Other BME 490 5.08% 
Pakistani/British Pakistani 131 1.36% 
White and Asian 71 0.74% 
White and black African 48 0.50% 
White and black Caribbean 62 0.64% 
White British 3546 36.78% 
White Irish 350 3.63% 
White other 1187 12.31% 
Grand Total 9641 100.00% 

Table 10: race workforce profile by groups 

BME Profile Headcount % 
BME 4434 45.99% 
Other 124 1.29% 
White 5083 52.72% 
Grand Total 9641 100.00% 

Figure 31: Race/Ethnicity profile 

 

 Marital Status & Civil Partnership workforce profile 

The data in Table 8 and Figure 32 below shows most staff are in both married and single categories.   

Table 11: Marital Status and civil partnership profile 

Marital Status Profile Headcount % 
Civil Partnership 113 1.17% 
Divorced 363 3.77% 

21%

17%

3%
1%

5%

53%

Ethnic Group Profile

Asian

Black

Mixed

Other

Other BME

White



 

                                                                                                54 
 

Legally Separated 108 1.12% 
Married 3860 40.04% 
Single 4207 43.64% 
Unknown 743 7.71% 
Widowed 62 0.64% 
(blank) 185 1.92% 
Grand Total 9641 100.00% 

 

 

Figure 32: Marital Status profile 

 Religious Belief   
The data in Table 12 and Figure 33 below shows majority of staff employed are Christians at 
38.40%, followed closely by those who do not have a defined religious belief at 19% and those who 
do not wish to disclose at 15.41%.  This protected characteristic requires further awareness of the 
benefits of disclosure guidance for staff.   

Table 12: Religious belief workforce profile 

Religious Belief Profile Headcount % 
Atheism 845 8.76% 
Buddhism 85 0.88% 
Christianity 3702 38.40% 
Hinduism 465 4.82% 
Islam 525 5.45% 
Jainism 35 0.36% 
Judaism 187 1.94% 
Other 434 4.50% 
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Religious Belief Profile Headcount % 
Sikhism 44 0.46% 
I do not wish to disclose my 
religion/belief 

1486 15.41% 

Undefined 1833 19.01% 
Grand Total 9641 100.00% 

Figure 33: Religious Belief profile 

 

 Sexual Orientation workforce profile   
The data in Table 13 and Figure 34 below shows that the majority of staff employed in the Trust are 
heterosexual and 17.75% have not defined their sexuality and 14.32% do not wish to disclose. This 
protected characteristic requires further awareness of the benefits of disclosure guidance for staff.   

Table 13: Sexual Orientation profile 

Sexual Orientation Profile Headcount % 
Bisexual 53 0.55% 
Gay 104 1.08% 
Heterosexual 6366 66.03% 
Lesbian 26 0.27% 

I do not wish to disclose my sexual orientation 1381 14.32% 
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Sexual Orientation Profile Headcount % 
Undefined 1711 17.75% 
Grand Total 9641 100.00% 

   

 

Figure 34: sexual orientation profile 

5.3 Workforce equality achievements in 2016  

Over the last 12 months the Trust’s has focused on visible leadership and staff engagement in the 
area of equality, diversity and inclusion.  

The following are some of the key achievements of the Trust led by the Trust Board with emphasis 
on extensive programme of engagement with staff to better understand the levers of change. In 
return, staff feedback has helped shape the rigour, robustness and sustainability of the Trust to meet 
its Public Sector Equality duty.     

5.3.1 Non-Executive BME Board member appointment 

The Trust’s council of governors appointed a BME Non-Executive Director, Akta Rajah to the Trust 
Board in November 2016. Prior to this appointment, the Trust Board was 100% white and not 
representative of the local population it served. With this appointment it has begun the journey of 
being representative. Akta Rajah is a corporate lawyer and investment banker bringing new 
expertise and experience to the Trust board. Akta states “I am delighted to be joining the Royal Free 
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London’s board. This is an incredibly exciting time for the Trust and I look forward to working with 
the rest of my colleagues to ensure that it continues to thrive.”   

5.3.2 Improvement in workforce equality monitoring data  

 Royal Free Workforce Data Gap Analysis  
The Trust’s overall workforce data has improved significantly over the last 12 months. 

Data completeness in 3 key areas has increased as outlined below: 

• Sexual orientation improved by 19% 
• Religious belief improved by 21% 
• Disability improved by 9%   

 
The data for age, gender and race accounts for the most complete sets of data in the Trust. This in 
turn helps the Trust to have robust data for analysis and be able to identify areas for further actions.  
In 2016, a lot of work was undertaken in the Trust to raise the profile of equality, diversity and 
inclusion to help the overall workforce know more about the Trust’s equality and diversity staff 
networks. A series of staff engagement events with senior management, seeking staff contributions 
to policy development and presence at Clinical Practice events has enabled staff to see the benefits 
of disclosure. This in turn helps staff to feel re-assured to disclose which has improved the Trust’s 
equality data significantly. In 2017, more focus will be placed on raising staff awareness about 
disability and the benefits of having a complete data set through staff disclosure. Please see full 
details in Table 14 below. 

Table 14: Royal Free equality data gap analysis 

Protected Characteristics  Royal Free 2015 
equality data  

Royal Free 2016 data  Improvement  

Age  100% 100% complete data  
 

Gender  100% 100% complete data  
 

Race  99.28% 99.95% 0.67% 
 

Disability  68.61% 77.65% 9.04% 
 

Sexual Orientation 62.72% 82.25% 19.53% 
 

Marriage and Civil 
Partnership  

62.72% 90.37% 27.65% 

Religious Belief  59.97% 80.99% 21.02% 
 

 

The Trust will continue to promote and encourage staff to provide us with their equality data, regular 
briefings on what the data is used for, how it is kept and demonstrating how the data helps the Trust 
in making decisions about our workforce is critical to completeness of data.  
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The data also helps Trust to eliminate bias and helps to spot patterns or trends that are adverse in 
order to address them.    

The Trust’s electronic staff record (ESR) system nationally does not record gender –re-assignment.  

5.3.3 Unconscious Bias online testing and training 

The Trust Board, council of governors, workforce and recruitment teams, senior managers in 
Women’s and Children and TASS division as well as the Service Transformation team have 
undergone the Unconscious Bias online testing and training.  

These are part of the key groups of senior staff delivering operational processes that impact on 
equality and diversity decisions in the Trust. This would then bring the total number of key decision 
making staff who have undertaken the training to 150. 

5.3.4 Royal Free women’s network 

As a result of the unconscious bias training for the Trust Board, a new women’s network led by staff 
is being set up at the Trust to support and develop leadership skills, working practices, personal 
contacts and career opportunities for women at all levels of the organisation. 
 
The network is administered by a small group of volunteer ‘board members’ with a non-executive 
director ‘sponsor’ who has an oversight of the group. The aim of the group is to be a supportive 
community and to lead a number of initiatives including support circles and a register of those are 
willing to be mentors and those who would like to be mentored. There will be the opportunity to 
network with individuals from across the organisation and to hear from inspiring speakers. The 
women’s network is open to all members of staff, including men. All members should support and 
advocate women within the organisation, join a supportive circle and take part in the 
mentoring/mentee scheme. 

5.3.5 Disability Confident  

In order to progress disability equality in the Trust, Royal Free has signed up to the first level of 
“Disability Confident Committed Employer” on 30th October 2016. The Department of Works and 
Pensions new scheme replaced the “Two Ticks Symbol” with the “Disability Confident” scheme 
developed by employers and representatives of disabled people.   

There are 3 levels for employers to sign up to voluntarily: 

1. Level 1 is “Disability Confident Committed Employer”. 
2. Level 2 is “Disability Confident Employer”.  
3. Level 3 is “Disability Confident Leader”.  

 
The Trust is committed to demonstrating implementation in these 5 key areas and to have evidence 
in the next 12 months in order to move up the ladder to “Disability Confident Employer”: 

Level 1 Commitment as Disability Confident Committed Employer:  

1. Ensure Trust’s recruitment process is inclusive and accessible; 
2. Communicate and promote vacancies;  
3. Offer interviews to disabled people;  
4. Anticipate and provide reasonable adjustments as required; 
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5. Support any existing employee who acquires a disability or long term health condition to stay 
in work.  

5.3.6 Bullying and harassment pathway and policy 

Feedback from the 2015 NHS staff survey has been analysed in detail and the key themes that have 
emerged have proved invaluable in informing ongoing discussions around staff experience 
enhancement plan. Although some good progress has been made since last year’s survey, there 
are still many areas that we need to improve on, which include bullying and harassment. 

The Trust Mediation and Facilitation services has been re-organised and a time table of mediators 
agreed a year ahead to ensure cases are addressed swiftly. Staff are reminded regularly via the 
Trust’s communication channels about the four different pathways an individual can follow to help 
support them to tackle bullying or harassment, is available on HR online. 

In addition, the Trust has launched a Bullying and Harassment overview group in Dec 2016. The 
membership of the group is: Director of Workforce & OD, Chief Operating Officer, Director of 
Nursing and Deputy Director of Workforce. The group’s objectives are to have an oversight of all 
formal B&H cases, review themes arising, identify common learning points and to initiate strategic 
interventions where appropriate. 

5.3.7 BME Staff Listening sessions 

As part of Trust’s commitment to making improvements in equality, diversity and inclusion, members 
of the executive team have held a total of 13 black ethnic minority (BME) staff listening sessions in 
the last 12 months. The sessions are an opportunity for staff to ask questions and provide feedback 
on BME related issues. Dominic Dodd, chairman, Sir David Sloman, chief executive, and other 
Directors and Non-Executive Directors have discussed topics with staff including access to career 
progression and development, and shadowing and mentoring opportunities.  

Key Themes: 
 

• Belonging, and being appreciated with all staff in the team treated fairly was a hallmark for 
those who had positive experiences in the Trust. 

• The staff experiences and stories either positive or negative were invariably linked to their 
line managers capabilities.  

• Transparency in all employment decision processes, i.e. appointments, promotion, training, 
allocation of study leave/day, allocation of annual leave and management of sickness 
absence. 

• Line managers informing staff of vacancies and giving quality feedback from recruiting 
manager post interview, and have quality staff appraisals. 

• More guidance and support for CV/application and interview preparation for staff 
• Regular information on Trust’s vacancies (this has been addressed via Freemail) 
• Breaking barriers with more briefing meetings with middle management about BME issues 

i.e. inclusive management and using discretion fairly. 
• Positive presence of BMEs in Trust publications and attendance at award ceremonies 
• More coaching and mentoring for staff to identify support for leadership training and 

transparent criteria 
• Ability to access training for career development and not just for staff current role 

http://freenet/freenetcms/?&s=2&p=2400&m=3361
http://freenet/freenetcms/?&s=2&p=2400&m=3361
http://freenetplus/sites/hronline/policiesguidance/harassment-bullying/Pages/default.aspx
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• There is a generational variation in staff experience, younger staff in age 20 – 30 are more 
likely to have positive experiences than older staff. Some staff also felt the atmosphere at 
work had improved from what it was like some years back.  

As a result, the trust has implemented Diverse Interview Panels, and mandatory recruitment and 
selection training for all interview panel members.   

5.3.8 London Pride 2016 – June 2016 

Staff and friends from the Royal Free lesbian, gay, bisexual and transgender (LGBT) forum 
took to the streets of London in June as part of the London Pride parade.  

Pride is the city’s biggest one-day event and was once again attended by more than one million 
people. There were 28 staff from the trust at the event with their family and friends.  

David Rushton, LGBT forum co-chair, said: “The atmosphere in central London was electric with a 
real sense of coming together in celebration of diversity. “The reaction from the crowds was fantastic 
with many people chanting in support of the NHS as we passed by.” 

5.3.9 Black History month celebrations in October 2016 - Working 
together for Black History Month  

During the month of October 2016, the trust celebrated black history, culture and heritage through a 
range of events for its entire staff to promote “working together”. A key theme was the celebration of 
black nurse’s contribution to healthcare by choosing Mary Seacole as the historical figure for the 
month. The trust’s communication channels, i.e. screensavers, posters and banners were used to 
communicate the essence of the months celebrations across the trust’s sites to honour and 
appreciate the contributions of the over 100 nationalities working in the trust. 

5.3.10 Black history day - Wednesday 12 October   

The trust held its Black History Day on Wednesday 12th October on both Royal Free Hospital and 
Barnet Hospital sites. Roger Kline, Workforce Race Equality Standard (WRES) national NHS 
director was invited to chair the occasion. trust Chairman, Dominic Dodd led the BME staff listening 
sessions for the day. The event enabled both senior management and BME staff to share their 
personal experiences in addressing race equality. A discussion session was also held on the 
migration of black culture into the UK and why Black History month is celebrated. 

Mentees and Support for Application and Interview process workshops were held for staff to 
enhance their career development; diverse dishes were served across the trust’s staff restaurant to 
celebrate the Black History month. 

5.3.11 Trip to the Albert Dock Museum in Liverpool – Saturday 15th 
October  

The black minority ethnic (BME) staff network arranged a day trip to the Albert Dock Museum in 
Liverpool. Staff, their family and friends are invited on the coach trip which took place on Saturday 
15 October to learn more about the historical journeys of BME people into the UK. Liverpool is home 
to the International Slavery Museum, with exhibitions including Afro Supa Hero, Broken Lives and 
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Continuing the Journey. Staff also had the opportunity to visit the Maritime Museum, World Museum, 
Tate Liverpool, the Liverpool One shopping centre and to walk around the Albert Dock, a world 
heritage waterfront site with a large collection of Grade 1 listed buildings. The trip helped to build 
friendship and enabled further team building amongst staff.   

5.3.12 Board mentoring BME staff  

The Royal Free first BME Board mentoring pilot scheme was rolled out in October 2015. Mentees 
were taken from the BME staff group at Band 8 and above. Board members and non-executive 
directors acted as Mentors. Training took place in Sept 2015 for Mentors and Mentees to ensure 
shared expectations and understanding.  Those involved in the scheme made personal profiles 
available and Mentees were involved in the matching process whereby they selected their preferred 
Mentor. The outcome of was confirmed to both Mentors and Mentees. 

18 staff were offered the opportunity and 3 left the scheme along the way due to their workload. 
Feedback was sought via questionnaire and 2 dates for short face-to-face feedback sessions were 
offered to Mentees. All Mentees were sent a questionnaire to capture learning and impact of the 
pilot scheme. Without exception the response has been very positive. The mentees have 
commented on the degree of openness and honesty shown to them and the sense of appreciation 
experienced from their Mentors. Particularly helpful were the degree of informality and the relaxed 
nature of the mentoring sessions, along with the genuine interest Mentors showed in getting to know 
‘the whole person’. 

Mentees benefited from being challenged and said this made them think differently and were able to 
understand better how the trust Board operates. All those who responded spoke of increased self-
confidence and other ‘feel good’ factors. More quantifiable outcomes include the following: 

• I have gained insights into senior roles and responsibilities 
• I think differently now, especially when problem solving 
• I make better decisions. I’m rethinking my decision making around innovation whilst maintaining 

operational delivery 
• I am more aware of my accountability to the trust’s financial stakeholders as well as staff and 

patients 
• I understand the tough decisions – how and why they are made 
• My critical thinking skills have developed 
• This has helped me identify future opportunities in the trust 
• My relationship with my own Mentee has improved. I think I’m a better Mentor now that I am 

being mentored myself 
• Greater self- awareness – I was guided to use tools e.g. 360 
• I’m more confident in challenging in difficult situations 
• my Mentor at the Trust Executive Committee and Clinical Quality and Risk Committee meetings 

broadened my knowledge of how the hospital is managed and run financially with regards 
quality, safety and assurance 

• I have a better understanding of the direction of travel at Board level and the governance 
processes involved 

• It has broadened my thinking. I look forward to shadowing more operations managers in different 
disciplines so that I understand how they work. This will enable me to decide on my next role 

• I reflect more and question how I need to change 
• My thinking has broadened both laterally and horizontally 
• The experience has been very positive. It has been good to have time to reflect on work, career 

and patterns of behaviours. 
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• I have found the experience very enriching. Just to see be able to speak to my mentor about the 
types of things that occur at that level was good 

• Very good scheme. 
• The programme has enabled me to have a number of useful and insightful conversations with 

my mentor about operations and processes at Board level increasing my understanding of and 
appreciation for activities that individuals in senior leadership positions carry out.  

• I have learnt a little more about the trust’s strategic planning and the demands of the 
organisation. 

• My mentor has encouraged me to identify important skills sets readily transferrable to positions 
outside of my current role. 

• My mentor is very insightful who clarified things succinctly and helped me to come to 
conclusions, which may have taken me a bit longer to get to.  

• I feel much more confident in my own abilities (& strengths) which has slowly been chipped away 
the last few years. 

• The regular meetings were cathartic as it also gave me another perspective on difficulties and 
helped me to find solutions and shift the feeling (I sometimes get) of being stuck.  

• I feel much more enthusiastic about work and my role in it.  
• I think it has helped me become more decisive. There is a quick and calculated element to 

decision making at board level so being exposed to it has helped me. 

5.3.13 Harmonisation of Equality, Diversity and Inclusion Policy 

The trust has agreed its newly harmonised Equality, Diversity and Inclusion policy with the staff side 
representatives. 

The new policy sets out how the trust will deliver on its commitment to the principles of Equality, 
Diversity and Inclusion. It details how the trust will meet its legal, moral and ethical responsibilities 
as an employer under The Equality Act 2010. 

The policy provides more scope for staff to raise concerns and helps managers to have clarity in 
tackling issues of inequality, opportunity of access, discriminatory practices, to eliminate unfair and 
unlawful discrimination in line with current equality legislation. 

The policy sets out a zero tolerance to all types of discrimination, bullying, harassment and 
victimisation.  

In order to support the implementation and delivery of the EDI policy, the trust’s senior management 
regularly receives equality data with analysis to demonstrate improvements and where there are 
gaps what actions are in place to address them. The annual equality report for the trust is 
scrutinised by the trust Board and signed off for publication.  

The new policy will be cascaded to divisions for further dissemination to staff to be discussed at 
various meetings; this will enable managers and staff to know more about the support staff networks 
available to them. The complaints procedure also ensures that staff are able to raise concerns and 
be assured that they will be dealt with swiftly. 

The trust’s communication channels’, i.e. Freemail, Manager’s Briefing, HR Online News will be 
used to disseminate the new policy. The trust’s staff networks will also be sharing the new policy 
information with staff across the trust.   
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5.3.14 Improvement in Workforce Race Equality Standards (WRES) 

The trust has been tracking the overall workforce data for WRES over the last 12 months as part of 
trust contract from 1st April 2015. Implementing WRES is a requirement for NHS Commissioners and 
NHS provider organisations. The NHS Equality and Diversity Council chaired by NHS Chief 
Executive, Simon Stevens announced on 31st July 2014 that it had agreed implementation to ensure 
employees from Black and Minority Ethnic (BME) backgrounds have equal access to career 
opportunities and receive fair treatment in the workplace.  

There are 9 indicators within WRES measuring the gaps between white and BME staff group 
experiences. The expectation is to reduce the gap and have a balanced experience  for both staff 
groups. 

 Bands 8a – 9 & General appointments 
The trust has noted an increase in the number of BME Managers recruited in Bands 8a and above 
by a total of 9 in the last 12 months. Diverse Interview panels were implemented for all posts. The 
relative likelihood of BME staff being appointed from shortlisting has improved by 0.33. 

 Formal Disciplinary Process 
The relative likelihood of BME staff to enter a disciplinary process has reduced from 1.49 times more 
likely 1.11 times more likely. a reduction of  0.38 so we are heading in the right direction.  

For the largest occupational staff group in the trust, Nursing and Midwifery, all allegations are 
reviewed by the Director of Nursing and the Head of ER before any formal processes commence to 
identify whether or not a disciplinary investigation is the most appropriate route to take. 

 Access to Non-Mandatory Training  
The relative likelihood of BME staff accessing non-mandatory training is higher than white staff. It 
has been tracked from 1.15 more likely in April 2015, it increased to 1.32 in April 2016 and reduced 
to 1.12 times in September 2016. The ideal position is for there to be no difference, one group are 
not more likely that the other to access. .  

For indicators 5 – 8, the results of 2016 NHS Staff Attitude survey is currently awaited and Table 15 
below shows the full details of the WRES tracker.  

Green – indicates progress 
Red – indicates no change 

Table 15 

WRES Indicators April 2015  April 2016  September 2016 

Indicator 1 – percentage of 
white and BME managers in 
bands 8 - 9 

11.72% (499) white 
managers  

3.96% (168) BME 
managers  

(No change) 

Total white staff: 5033 

Total BME staff: 4264 

Total staff: 9413 

11.34% (574) white 
managers   

3.96% (168) BME 
managers 

(No change)  

Total white staff: 4950 

Total BME staff: 4301 

Total staff: 9447 

11.09% (556) white 
managers   

4.04% (177) BME 
managers 

(Slight increase in BME 
manager %)  

Total white staff: 5013 

Total BME staff: 4383 

Total staff: 9531 
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Indicator 2 (relative 
likelihood of BME staff being 
appointed from shortlisting 
compared to white staff)  

white staff are 1.69 times 
more likely than BME 
applicant to be appointed 
from shortlisting. 

white staff are 1.41 times 
more likely than BME 
applicant to be appointed 
from shortlisting. (This 
indicator has improved 
by 0.28).  

white staff are 1.36 times 
more likely than BME 
applicant to be appointed 
from shortlisting. (This 
indicator has improved 
by 0.33). 

Indicators 3 (relative 
likelihood of BME staff 
entering the formal 
disciplinary process 
compared to white staff. 

BME staff are 1.49 times 
more likely to enter the 
formal disciplinary 
process than white staff. 

BME staff are 1.25 times 
more likely to enter the 
formal disciplinary process 
than white staff. (This 
indicator has improved 
by 0.24). 

BME staff are 1.11 times 
more likely to enter the 
formal disciplinary process 
than white staff. (This 
indicator has improved 
by 0.38). 

Indicator 4 (relative 
likelihood of BME staff 
accessing non –mandatory 
training and CPD as 
compared to white staff) 

BME staff are 1.15 more 
likely to access non 
mandatory training than 
white staff.    

BME staff are 1.32 times 
more likely to access non 
mandatory training than 
white staff. 

BME staff are 1.12 times 
more likely to access non 
mandatory training than 
white staff.  (This 
indicator has improved 
by 0.03). 

 

WRES Indicators 5 - 9 Royal Free 
National WRES 
position 

White staff  
2014 

BME Staff 
2014  

White staff  
2015 

BME Staff  
2015 

Indicator 5 - % of staff 
experiencing 
harassment, bullying or 
abuse from patients, 
relatives or the public in 
the last 12 months 

Unfavourable 
result for BME 
staff (Lowest 
(best) 20%) 

31% 34% 31% 
(No 
change) 

32% 
(Reduced by 
2%) 

Indicator 6 -  % of staff 
experiencing 
harassment, bullying or 
abuse from staff  in the 
last 12 months 

Unfavourable 
result for BME 
staff (Highest 
worst 20%) 

27% 36% 32% 
(Increased 
by 5%) 

36% 
(No change) 

Indicator 7 - % of staff 
believing that the 
organisation provides 
equal opportunities for 
carer progression or 
promotion 
 

Unfavourable 
result for BME 
staff (Highest 
worst 20%) 

85% 66% 84% 
(reduced 
by 1%) 

65% 
(Reduced by 
1%) 

Indicator 8 – % of staff 
having personal 
experience of 
discrimination from 
manager/team leader or 
colleagues 

Unfavourable 
result for BME 
staff (Highest 
worst 20%) 

8% 19% 8% (No 
change) 

18% 
(Reduced by 
1%)  

Indicator 9 
Boards broadly 
representative of 
population served).    
 

Total number on the Trust Board including Non-Executive Directors = 12  
91.7% white 
8.3% BME   - Non-Executive BME Appointment – Akta Raja has just been appointed 
in November 2016   

5.3.15 Diverse interview panels 

The trust implemented Diverse interview panels on the 1st September 2016 as a key action to help 
applicants feel comfortable and confident to demonstrate their full range of skills, attributes, and 
experiences throughout the interview process.  

It is important that the trust interview panels reflect the overall workforce and the local population it 
serves as part of its commitment to eliminating discrimination.  
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A total of 250 BME staff have been trained to sit on interview panels and the recruiting manager is 
able to choose a substantive BME member of staff to join the interview panel and participate as a 
full member of the interview panel following completion of the trust’s recruitment and selection 
training.  

5.4  Workforce Recruitment equality data  

5.4.1 Age profile 

The trust’s workforce recruitment equality data covers the period 1st July 2015 – 30th June 2016, 
excluding bank recruitment. A total of 19,608 applications were received over a period of 12 months 
and 2,707 applicants were successful at the end of the process. This accounts for 13.8% of the total 
number of applicants.  

The age profile data in Table 16 below shows that the age group most likely to be recruited are 21 – 
40, similar to last year’s trend, the least likely age group to be recruited is age 46 – 50 as well as 51 
- 60. 

Table 16: Age profile 

Age Profile Applicants Shortlisted Appointed 
%  of Total 
Applicants 

% of Total 
Shortlisted 

% of Total 
Appointed 

Under 20 395 94 31 2.01% 1.19% 1.15% 

21-25 3923 1468 520 20.01% 18.62% 19.21% 
26-30 4321 1808 669 22.04% 22.94% 24.71% 
31-35 2947 1184 439 15.03% 15.02% 16.22% 
36-40 2453 1054 353 12.51% 13.37% 13.04% 
41-45 1998 797 251 10.19% 10.11% 9.27% 

46-50 1673 693 208 8.53% 8.79% 7.68% 

51-55 1115 457 136 5.69% 5.80% 5.02% 

56-60 592 253 71 3.02% 3.21% 2.62% 

61-65 161 54 22 0.82% 0.69% 0.81% 

66-70 27 17 5 0.14% 0.22% 0.18% 

71+ 2 2 2 0.01% 0.03% 0.07% 

(blank) 1 1 0 0.01% 0.01% 0.00% 

Grand Total 19608 7882 2707 100.00% 100.00% 100.00% 

5.4.2 Disability profile 

A total of 683 disabled applicants applied for posts over a period of 12 months covering1st July 2015 
– 30th June 2016 out of the total 19,608. This accounts for 3.4% of the total number of applicants. A 
total of 75 disabled applicants were successful accounting for 2.7%. Table 17 below shows that 
applicants disclosing disability are less likely to be appointed; this is a similar trend to the previous 
12 months.  
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Table 17: Disability Profile 

Disability Profile Applicants Shortlisted Appointed 
%  of Total 
Applicants 

% of Total 
Shortlisted 

% of Total 
Appointed 

No 18636 7455 2557 95.04% 94.58% 94.46% 

Yes 683 292 75 3.48% 3.70% 2.77% 
I do not wish to 
disclose whether or 
not I have a 
disability 233 79 21 1.19% 1.00% 0.78% 

(blank) 56 56 54 0.29% 0.71% 1.99% 

Grand Total 19608 7882 2707 100.00% 100.00% 100.00% 

In the light of the trust signing up to Disability Confident Committed Employer, Level 1, The trust’s 
recruitment and selection training has been up-dated to reflect this commitment. Managers are 
trained to be fair in the recruitment process and from 1st April 2017, it is mandatory for all recruiting 
managers and members of an interview panel to have been trained in Recruitment and Selection in 
order to sit on an interview panel. 

Further work is planned to raise awareness of “Disability Confident” across the trust in 2017. 
Collaborative workshops will be held with Access to Work Regional Leads to provide managers in 
the trust with information and support in areas such as supporting disabled applicants post 
recruitment and through the induction of new starters. The workshop will be planned with the 
recruitment, workforce and learning and development teams. This will help embed more disability 
awareness in the recruitment process as well as the employment cycle in the trust. 

5.4.3 Ethnicity Profile 

A total of 7,768 white applicants applied for posts over a period of 12 months covering1st July 2015 – 
30th June 2016 out of the total 19,608 and 1,466 were appointed accounting for 54% of the total 
number of applicants. A total of 11,340 BME applicants applied for posts over the same period and 
1,161 were appointed accounting for 42.8% of the total number of applicants. Table 18 shows 
broadly the breakdown between white and BME staff group, Table 19 shows the wide range of 
outcomes within BME staff groups, and the Table 20: Ethnicity profile shows each ethnicities 
performance which varies widely. This is a similar trend to the previous 12 months. 

Table 18: Ethnicity profile 

BME Profile Applicants Shortlisted Appointed 
%  of Total 
Applicants 

% of Total 
Shortlisted 

% of Total 
Appointed 

BME 11340 4045 1161 57.83% 51.32% 42.89% 

Other 500 199 80 2.55% 2.52% 2.96% 

White 7768 3638 1466 39.62% 46.16% 54.16% 

Grand Total 19608 7882 2707 100.00% 100.00% 100.00% 

Table 19: Ethnicity profile 

Ethnic Group 
Profile Applicants Shortlisted Appointed 

%  of Total 
Applicants 

% of Total 
Shortlisted 

% of Total 
Appointed 
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Asian 5257 1900 578 26.81% 24.11% 21.35% 

Black 4555 1526 375 23.23% 19.36% 13.85% 

Mixed 797 316 105 4.06% 4.01% 3.88% 

Other 444 143 26 2.26% 1.81% 0.96% 

Other BME 731 303 103 3.73% 3.84% 3.80% 

White 7768 3638 1466 39.62% 46.16% 54.16% 

(blank) 56 56 54 0.29% 0.71% 1.99% 

Grand Total 19608 7882 2707 100.00% 100.00% 100.00% 

Table 20: Ethnicity profile  

Ethnicity Profile Applicants Shortlisted Appointed 
%  of Total 
Applicants 

% of Total 
Shortlisted 

% of Total 
Appointed 

African/Black British 
African 2921 968 231 14.90% 12.28% 8.53% 
Any other Asian 
background 1722 684 233 8.78% 8.68% 8.61% 
Any other 
mixed/multiple ethnic 
background 266 109 33 1.36% 1.38% 1.22% 
Bangladeshi/British 
Bangladeshi 612 161 42 3.12% 2.04% 1.55% 
Black/Black British 
Other 690 226 73 3.52% 2.87% 2.70% 
Caribbean/Black 
British Caribbean 944 332 71 4.81% 4.21% 2.62% 

Chinese 171 75 26 0.87% 0.95% 0.96% 

Indian/British Indian 2047 760 208 10.44% 9.64% 7.68% 

Other 444 143 26 2.26% 1.81% 0.96% 

Other BME 731 303 103 3.73% 3.84% 3.80% 
Pakistani/British 
Pakistani 705 220 69 3.60% 2.79% 2.55% 

White and Asian 140 71 25 0.71% 0.90% 0.92% 
White and Black 
African 191 67 23 0.97% 0.85% 0.85% 
White and Black 
Caribbean 200 69 24 1.02% 0.88% 0.89% 

White British 4526 2191 915 23.08% 27.80% 33.80% 

White Irish 449 281 145 2.29% 3.57% 5.36% 

White Other 2793 1166 406 14.24% 14.79% 15.00% 

(blank) 56 56 54 0.29% 0.71% 1.99% 

Grand Total 19608 7882 2707 100.00% 100.00% 100.00% 

5.4.4 Gender profile 

The data in Table 21: Gender Profile below shows there is a higher proportion of females appointed 
from the recruitment process than men; this is a national trend and similar trend to the previous 12 
months.  
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Table 21: Gender Profile 

Gender Profile Applicants Shortlisted Appointed 
%  of Total 
Applicants 

% of Total 
Shortlisted 

% of Total 
Appointed 

Female 12805 5523 1979 65.30% 70.07% 73.11% 

Male 6751 2339 724 34.43% 29.68% 26.75% 
I do not wish to 
disclose 52 20 4 0.27% 0.25% 0.15% 

(blank)       0.00% 0.00% 0.00% 

Grand Total 19608 7882 2707 100.00% 100.00% 100.00% 

5.4.5 Marital Status profile 

The data in Table 22: Marital Status & Civil Partnership below shows that applicants in a single 
status are more likely to be successful in the recruitment process, followed closely by applicants with 
married status. This is a similar trend to the previous 12 months.   

Table 22: Marital Status & Civil Partnership 

Marital Status 
Profile Applicants Shortlisted Appointed 

%  of Total 
Applicants 

% of Total 
Shortlisted 

% of Total 
Appointed 

Civil Partnership 349 143 54 1.78% 1.81% 1.99% 

Divorced 496 224 71 2.53% 2.84% 2.62% 

Legally Separated 154 68 24 0.79% 0.86% 0.89% 

Married 6911 2749 867 35.25% 34.88% 32.03% 

Other 275 118 46 1.40% 1.50% 1.70% 

Single 10834 4299 1534 55.25% 54.54% 56.67% 

Widowed 79 32 11 0.40% 0.41% 0.41% 
I do not wish to 
disclose this 454 193 46 2.32% 2.45% 1.70% 

(blank) 56 56 54 0.29% 0.71% 1.99% 

Grand Total 19608 7882 2707 100.00% 100.00% 100.00% 

5.4.6 Sexual Orientation profile 

The data in Table 23: Sexual orientation below shows that applicants in heterosexual profile are 
more likely to be successful in the recruitment process, and those in Lesbian, Bisexual, and Gay 
profiles are less likely to be successful. There is also a proportion of applicants who are not 
disclosing their profiles at 7.89%. The trust’s LGBT staff forum continues to raise awareness of 
disclosure to help staff be free to be who they are. This is a similar trend to the previous 12 months. 

Table 23: Sexual orientation 

Sexual 
Orientation 
Profile Applicants Shortlisted Appointed 

%  of Total 
Applicants 

% of Total 
Shortlisted 

% of Total 
Appointed 

Bisexual 123 48 16 0.63% 0.61% 0.59% 

Gay 348 149 51 1.77% 1.89% 1.88% 

Heterosexual 17481 6956 2364 89.15% 88.25% 87.33% 
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Lesbian 53 29 8 0.27% 0.37% 0.30% 
I do not wish to 
disclose my 
sexual orientation 1547 644 214 7.89% 8.17% 7.91% 

Undefined 56 56 54 0.29% 0.71% 1.99% 

Grand Total 19608 7882 2707 100.00% 100.00% 100.00% 

5.4.7 Religious belief profile 

The data in Table 24 below shows that applicants with Christian beliefs are more likely to be 
successful in the recruitment process, followed by those with atheist beliefs. Those with Hindu and 
Islamic beliefs are the least likely to be successful. There is also a proportion of applicants who are 
not disclosing their religion or beliefs profiles at 10.64% and 2.03% leaving the information space 
blank accounting for 12.67%. This is a similar trend to the previous 12 months.     

Table 24: Religious belief profile 

Religious 
Belief Profile Applicants Shortlisted Appointed 

%  of Total 
Applicants 

% of Total 
Shortlisted 

% of Total 
Appointed 

Atheism 1660 849 363 8.47% 10.77% 13.41% 

Buddhism 247 96 33 1.26% 1.22% 1.22% 

Christianity 9914 3977 1323 50.56% 50.46% 48.87% 

Hinduism 1571 565 159 8.01% 7.17% 5.87% 

Islam 2287 754 217 11.66% 9.57% 8.02% 

Jainism 102 35 10 0.52% 0.44% 0.37% 

Judaism 195 113 52 0.99% 1.43% 1.92% 

Other 1267 522 185 6.46% 6.62% 6.83% 

Sikhism 127 61 22 0.65% 0.77% 0.81% 

Undisclosed 2181 853 288 11.12% 10.82% 10.64% 

(blank) 57 57 55 0.29% 0.72% 2.03% 

Grand Total 19608 7882 2707 100.00% 100.00% 100.00% 

5.5 Workforce Employee Relations equality data  

The trust monitors all employee relations cases with regards to all nine protected characteristics on 
an annual basis. The employee relation cases in this report cover the periods 1st July 2015 – 30th 

June 2016, inclusive of managing sickness absence cases. 
Overall there were 727 formal cases in the last 12 months, accounting for 7.6% of the workforce. In 
comparison this is an increase from the 590 cases reported in the previous year (2014/2015).  

5.5.1 Age (employee relations)  

Staff in ages 36 – 55 appears to have a higher proportion of employees represented in employee 
relations cases including bullying and harassment cases in comparison to other age groups. This 
age group is the largest group in the workforce, therefore it is not disproportionate. Please see  
Table 25 below for details. 
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Table 25: employee relation cases by age 

Age 
Group 
Profile Headcount 

ER 
Cases 

% of 
Headcount 

 % of ER 
Cases 

B&H 
Cases 
Only 

B&H 
Cases 
Only as % 
of Age 
Group 

Under 20 25 2 0.26% 0.28% 0 0.00% 
21 - 35 3278 137 34.68% 18.84% 4 9.76% 
36-55 4796 361 50.74% 49.66% 28 68.29% 
56 + 1354 227 14.32% 31.22% 9 21.95% 
Grand 
Total 9453 727 100.00% 100.00% 

 
41 

 
100% 

5.5.2 Disability (employee relations) 

88 staff have disclosed their disability in the trust out of which 11 were involved in the formal 
employee relation cases, accounting for 1.51% of the overall cases and 12% of staff with disabilities 
in the trust. One disabled member of staff was involved in a bullying and harassment case. 

There is a high level of non-disclosure i.e. 293 staff going through employee relation cases had not 
disclosed whether they had a disability or not, the figure was much lower last year whereby 199 staff 
going through the employee relations has disclosed.   

This area requires more work in promoting the benefit of disclosure, the support and reasonable 
adjustments available. Please see full details in Table 26 below. 

Table 26: employee relations by disability 

Disability 
Profile Headcount 

ER 
Cases 

% of 
Headcount 

 % of ER 
Cases 

B&H Cases 
Only 

B&H Cases Only 
as % of Disability 
Group 

No 6773 423 71.65% 58.18% 30 73.17% 
Not Disclosed 2592 293 27.42% 40.30% 10 24.39% 
Yes 88 11 0.93% 1.51% 1 2.44% 
Grand Total 9453 727 100.00% 100.00% 41 100.00% 

5.5.3 Gender (employee relations) 

Female staff account for the majority of the employee relation cases i.e. 548 at 75% and 82% of all 
bullying and harassment cases. This is not disproportionate as female staff constitutes 73% and 
male staff accounts for 17%. Please see full details in Table 27 below.  

Table 27: employee relations by gender 

Gender 
Profile Headcount 

ER 
Cases 

% of 
Headcount 

 % of ER 
Cases 

B&H Cases 
Only 

B&H Cases Only 
as % of Gender 
Group 
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Gender 
Profile Headcount 

ER 
Cases 

% of 
Headcount 

 % of ER 
Cases 

B&H Cases 
Only 

B&H Cases Only 
as % of Gender 
Group 

Female 6936 548 73.37% 75.38% 34 82.93% 
Male 2517 179 26.63% 24.62% 7 17.07% 
Grand Total 9453 727 100.00% 100.00% 41 100.00% 

5.5.4 Ethnicity (employee relations)  

Table 28: employee relations by ethnicity 

BME Profile Headcount 
ER 
Cases 

% of 
Headcount 

 % of ER 
Cases 

B&H 
Cases 
Only 

B&H 
Cases 
Only as 
% of 
Ethnic 
Group 

BME 4345 368 45.96% 50.62% 26 63.41% 
Other 160 17 1.69% 2.34% 0 0.00% 
White 4948 342 52.34% 47.04% 15 36.59% 
Grand 
Total 9453 727 100.00% 100.00% 

 
41 

 
100.00% 

Overall the white staff group accounts for 342 cases (47%), this is proportionate as they account of 
52% of the workforce. There were 15 cases of bullying and harassment accounting for 36% of the 
cases. BME staff group accounts for 368 cases (50.6%), this is disproportionate as they account for 
45.9% of the workforce. There were 26 cases of bullying and harassment which accounted for 63% 
of the cases; this is also in line with the 2015 staff survey result.  

There is ongoing work in the trust to address the over representation of BME staff in the employee 
relations process as part of WRES action. The Director of Nursing and the Head of Employee 
Relations reviews all Nursing and Midwifery cases to ensure fairness and consistency before they 
go through a formal disciplinary process since August 2015. 

This piece of work has helped reduced the relative likelihood of BME entering the formal process 
from 1.49 times more likely in April 2015 to 1.11 more likely in September 2016. 

A new project using Quality Improvement methodology in conjunction with NHS England and the 
Institute of Health Improvement is focusing on how to close the gap between the two staff groups. 
This work has commenced in TASS as the pilot area working with management, staff who have 
gone through the process and trade union representatives. 

Broadly there has been a substantial increase in employee relation cases for both white and BME 
staff.  

Further work around other occupational staff group leads reviewing cases will be an area to develop 
in the next 12 months. Please see full details in Table 28 above.  



 

                                                                                                72 
 

5.5.5 Marital status (employee relations) 

Overall both married and single status staff are more likely to go through formal employee relation 
cases and bullying and harassment cases than other marital status groups. This is proportionate 
and there is no adverse trend identified. Please see full detail in Table 5 below.  

Table 29: marital status (employee relations) 

Marital Status 
Profile Headcount 

ER 
Cases 

% of 
Headcount 

 % of ER 
Cases 

B&H 
Cases 
Only 

B&H Cases Only 
as % of Marital 
Status Group 

Civil Partnership 107 7 1.13% 0.96% 0 0.00% 
Divorced 354 29 3.74% 3.99% 3 7.32% 
Legally Separated 104 15 1.10% 2.06% 0 0.00% 
Married 3841 244 40.63% 33.56% 16 39.02% 
Single 3981 264 42.11% 36.31% 14 34.15% 
Widowed 58 7 0.61% 0.96% 0 0.00% 
Unknown 1008 161 10.66% 22.15% 8 19.15% 
Grand Total 9453 727 100.00% 100.00% 41 100.00% 

5.5.6 Sexual Orientation (employee relations) 

Overall both the majority of staff are in the Heterosexual group and account for 18 cases at 53.6%, 
while the remaining 22 staff have not disclosed their sexual orientation. This is proportionate and 
there is no adverse trend identified. Please see full detail in Table 6 below.  

Table 30: sexual orientation (employee relations) 

Sexual Orientation 
Profile Headcount 

ER 
Cases 

% of 
Headcount 

 % of ER 
Cases 

B&H Cases 
Only 

B&H Cases Only 
as % of SO Group 

Bisexual 49 4 0.52% 0.55% 0 0.00% 
Gay 101 5 1.07% 0.69% 1 2.44% 
Heterosexual 6081 332 64.33% 45.67% 18 43.90% 
Lesbian 21 2 0.22% 0.28% 0 0.00% 
Not Disclosed 3201 384 33.86% 52.82% 22 53.66% 
Grand Total 9453 727 100.00% 100.00% 41 100.00% 

5.5.7 Religious belief (employee relations)  

Overall majority of staff are in “Not Disclosed” group with 406 cases at 36% and 24 bullying and 
harassment cases accounting for 58%. The second largest group are those in the “Christian” belief 
group with 210 cases at 37% and 10 bullying and harassment cases at 24%. This is proportionate 
and there is no adverse trend identified. Please see full detail in Table 7 below.  
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Table 31: religious belief (employee relations) 

Religious Belief 
Profile Headcount 

ER 
Cases 

% of 
Headcount 

 % of ER 
Cases 

B&H 
Cases 
Only 

B&H Cases 
Only as % of 
RB Group 

Atheism 750 29 7.93% 3.99% 3 7.32% 
Buddhism 75 3 0.79% 0.41% 1 2.44% 
Christianity 3571 210 37.78% 28.89% 10 24.39% 
Hinduism 446 15 4.72% 2.06% 0 0.00% 
Islam 502 20 5.31% 2.75% 1 2.44% 
Jainism 35 0 0.37% 0.00% 0 0.00% 
Judaism 171 9 1.81% 1.24% 0 0.00% 
Other 431 35 4.56% 4.81% 2 4.88% 
Sikhism 39 0 0.41% 0.00% 0 0.00% 
Not Disclosed 3433 406 36.32% 55.85% 24 58.54% 
Grand Total 9453 727 100.00% 100.00% 41 100.00% 

5.5.8 Occupational Staff Groups (employee relations)  

Overall the majority of staff going through employee relation cases in the trust are in the Nursing and 
Midwifery staff group at 269 cases accounting for 37% of all cases. This group also registers 21 
cases of bullying and harassment, the highest at 51%. 

The second largest staff group is the Administrative and Clerical staff group at 157 cases accounting 
for 21% of all cases. This staff group had 9 bullying and harassment cases accounting for 22% of 
the cases.   

The third largest staff group is the Additional clinical service, i.e. Health care workers/assistants at 
126 cases accounting for 17% of all cases. This group accounted for 8 bullying and harassment 
cases at 19%. 

A targeted approach focused at these 3 broad staff groups using lessons learnt from the Quality 
Improvement WRES project would be an area for development in the next 12 months. The benefits 
would release managers and staff from time spent on these processes for patient care. Please see 
full detail in Table 8 below. 

Table 32: occupational staff groups (employee relations 

Staff Group Profile Headcount 
ER 
Cases 

% of 
Headcount 

 % of ER 
Cases 

B&H Cases 
Only 

B&H Cases Only 
as % of Staff 
Group 

Add Prof Scientific and 
Technic 266 17 2.81% 2.34% 

0 0.00% 

Additional Clinical 
Services 504 126 5.33% 17.33% 

8 19.51% 

Administrative and 
Clerical 2157 157 22.82% 21.60% 

9 21.95% 

Allied Health 565 33 5.98% 4.54% 0 0.00% 
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Staff Group Profile Headcount 
ER 
Cases 

% of 
Headcount 

 % of ER 
Cases 

B&H Cases 
Only 

B&H Cases Only 
as % of Staff 
Group 

Professionals 
Estates and Ancillary 301 81 3.18% 11.14% 1 2.44% 
Healthcare Assistants 845 0 8.94% 0.00% 0 0.00% 
Healthcare Scientists 255 30 2.70% 4.13% 1 2.44% 
Medical and Dental 1587 14 16.79% 1.93% 1 2.44% 
Nursing and Midwifery 
Registered 2936 269 31.06% 37.00% 

21 51.22% 

Students 37 0 0.39% 0.00% 0 0.00% 
Grand Total 9453 727 100.00% 100.00% 41 100.00% 

5.5.9 Pay bands (employee relations)  

Overall majority of staff going through employee relation cases in the trust are in the pay bands 1 – 
7. 

Staff in pay bands 5 – 7 had the highest number of cases at 345 representing 47.46% of the cases. 
They also had the highest number of bullying and harassment cases at 23 (56%).  

Staff in pay bands 1- 4 with 343 cases representing 47.18% of the cases, also had 14 bullying and 
harassment cases at 34%. 

Staff in bands 8a and above had 25 cases representing 3% of the cases and 3 bullying and 
harassment cases.  

While staff in medical and dental had 14 cases representing 2% of the cases with one bullying and 
harassment case.  

The trust project on QI will be seeking to understanding better why these pay bands are highly 
represented in this process and what can be done to stem their flow right from the recruitment 
process, local indication stage, etc. Please see full detail in Table 9 below. 

Table 33: pay bands (employee relations) 

Band Profile Headcount 
ER 
Cases 

% of 
Headcount 

 % of ER 
Cases 

B&H Cases 
Only 

B&H Cases Only 
as % of Band 
Group 

1-4 2912 343 30.81% 47.18% 14 34.15% 
5-7 4271 345 45.18% 47.46% 23 56.10% 
8A+ 681 25 7.20% 3.44% 3 7.32% 
Medical & Dental 1588 14 16.80% 1.93% 1 2.44% 
VARY 1 0 0.01% 0.00% 0 0.00% 
Grand Total 9453 727 100.00% 100.00% 41 100.00% 
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5.5.10 Length of service (employee relations)  

Overall majority of staff going through employee relation cases in the Trust are staff who have 
worked with the Trust for over 10 years, with a total of 264 cases accounting for 29% of all cases. 

The second largest group are those who have worked in the Trust for 5yrs – 10 years with 184 
cases representing 20% of the cases. Please see full detail in Table 34 below.  

Table 34: length of service (employee relations) 

Length of Service Profile Headcount ER Cases 
% of 
Headcount 

 % of ER 
Cases 

B&H 
Cases 
Only 

B&H Cases 
Only as % of 
LOS Group 

< 1 year 2076 72 21.96% 9.90% 1 2.44% 
1 - 3 Years 1853 131 19.60% 18.02% 11 26.83% 
3 to 5 years  906 76 9.58% 10.45% 6 14.63% 
5 to 10 years  1890 184 19.99% 25.31% 7 17.07% 
> 10 years 2728 264 28.86% 36.31% 16 39.02% 
Grand Total 9453 727 100.00% 100.00% 41 100.00% 

5.6 Workforce Training equality data  

Overall, the current Trust’s compliance levels for all mandatory and statutory training is 76.5%. 

In addition to the statutory and mandatory training, the Trust has in place a wide range of training 
and development programmes for staff, in order to monitor access to training, this data analyses 
Licence to Lead modules, AMSPAR Level 2 and 3, Interview and Application skills, Appraisal and 
Development Review, Assertiveness Skills, Passport Modules 1 – 3, Introduction to Medical 
Terminology, Customer Care, Recruitment and Selection, ILM Level 2 Team Leading, First Line 
Management Level 3 and Certificate in Management Level 5. These data covers the period 1st July 
2015 – 30th June 2016.  

The purpose of the analysis is to identify trends and where there are gaps to ensure actions are in 
place to address them. 

5.6.1 Age (training and development access) 

Overall all staff groups by age groups are accessing training and development proportionately, 
except the age group 56 +. This area may require analysis, please see full detail in Table 35 below.  

Table 35: age (training and development access) 

Age Group Profile 
Trust 
Headcount 

Headcount of those 
who attended 
Development Training  

Headcount as 
% of All Staff 

Headcount as % of all 
attended 

Under 20 25 0 0.26% 0.00% 
21 - 35 3278 465 34.68% 39.14% 
36-55 4796 631 50.74% 53.11% 
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56 + 1354 92 14.32% 7.74% 
Grand Total 9453 1188 100.00% 100.00% 

5.6.2 Disability (training and development access)  

Overall staff with disabilities groups are less likely to attend development training, out of a total of 
88, 9 have attended development training in the last 12 months accounting for 0.76%. In the next 12 
months the re-launching of the disability staff network will target these areas to promote awareness. 
Pease see full detail in the table below.  

Table 36: disability (training and development access) 

Disability Profile 
Trust 
Headcount 

Headcount of those 
who attended 
Development Training  

Headcount as % 
of All Staff 

 Headcount as % 
of all attended 

No 6773 931 71.65% 78.37% 
Yes 88 9 0.93% 0.76% 
Not Disclosed 2592 248 27.42% 20.88% 
Grand Total 9453 1188 100.00% 100.00% 

5.6.3 Gender (training and development access)  

Overall the gender balance in the overall workforce is reflected in staff numbers accessing training 
and development courses. Pease see full detail in the table below.  

Table 37: Gender (training and development access) 

Gender Profile 
Trust 
Headcount 

Headcount of those 
who attended 
Development Training  

Headcount 
as % of All 
Staff 

 Headcount as % of all 
attended 

Female 6936 921 73.37% 77.53% 
Male 2517 267 26.63% 22.47% 
Grand Total 9453 1188 100.00% 100.00% 

5.6.4 Ethnicity (training and development access)  

Overall all staff groups by ethnicity are accessing training and development proportionately. Please 
see full detail in the table below.  

Table 38: Ethnicity training and development access) 

Ethnic Group 
Profile Trust Headcount 

Headcount of those 
who attended 
Development Training  

Headcount as % 
of All Staff 

 Headcount as 
% of all 
attended 

Asian 2019 293 21.36% 24.66% 
Black 1584 195 16.76% 16.41% 
Mixed 272 37 2.88% 3.11% 
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Ethnic Group 
Profile Trust Headcount 

Headcount of those 
who attended 
Development Training  

Headcount as % 
of All Staff 

 Headcount as 
% of all 
attended 

Other BME 470 77 4.97% 6.48% 
White 4948 579 52.34% 48.74% 
Other 160 7 1.69% 0.59% 
Grand Total 9453 1188 100.00% 100.00% 

5.6.5 Marital status (training and development access)  

Overall all status are accessing training and development proportionately. Please see full detail in 
the table below.  

Table 39: Marital status (training and development access) 

Marital Status 
Profile 

Trust 
Headcount 

Headcount of those who 
attended Development 
Training  

Headcount 
as % of All 
Staff 

 Headcount as % of 
all attended 

Civil Partnership 107 24 1.13% 2.02% 
Divorced 354 34 3.74% 2.86% 
Legally Separated 104 24 1.10% 2.02% 
Married 3841 468 40.63% 39.39% 
Single 3981 535 42.11% 45.03% 
Widowed 58 4 0.61% 0.34% 
Unknown 1008 99 10.66% 8.33% 
Grand Total 9453 1188 100.00% 100.00% 

5.6.6 Sexual Orientation (training and development access)  

Overall all sexual orientation groups are accessing training and development proportionately. Please 
see full detail in the table below.  

Table 40: sexual orientation (training and development access) 

Sexual 
Orientation 
Profile 

Trust 
Headcount 

Headcount of those who 
attended Development 
Training  

Headcount 
as % of All 
Staff 

 Headcount as % of 
all attended 

Bisexual 49 3 0.52% 0.25% 
Gay 101 17 1.07% 1.43% 
Heterosexual 6081 896 64.33% 75.42% 
Lesbian 21 0 0.22% 0.00% 
Not Disclosed 3201 272 33.86% 22.90% 
Grand Total 9453 1188 100.00% 100.00% 
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5.6.7 Religious belief (training and development access)  

Overall all religion and belief groups are accessing training and development proportionately. Please 
see full detail in the table below.  

Table 41: religious belief (training and development access) 

Religious Belief 
Profile 

Trust 
Headcount 

Headcount of those who 
attended Development 
Training  

Headcount 
as % of All 
Staff 

 Headcount as % of 
all attended 

Atheism 750 111 7.93% 9.34% 
Buddhism 75 3 0.79% 0.25% 
Christianity 3571 489 37.78% 41.16% 
Hinduism 446 74 4.72% 6.23% 
Islam 502 55 5.31% 4.63% 
Jainism 35 4 0.37% 0.34% 
Judaism 171 18 1.81% 1.52% 
Sikhism 39 3 0.41% 0.25% 
Other 431 88 4.56% 7.41% 
Not Disclosed 3433 343 36.32% 28.87% 
Grand Total 9453 1188 100.00% 100.00% 

5.7 Workforce Appraisal equality data  

Overall, the current Trust’s compliance levels for staff appraisals is 67.62%, all protected 
characteristics have similar levels of compliance. 

5.8 Workforce Promotions equality data  

The promotion data covers the period 1st July 2015 – 30th June 2016. 
These are staff numbers who have moved up a pay band during this period as a result of 
promotions, organisational change and job evaluation process.  

5.8.1 Age (promotion)  

Overall staff in age group 26 – 35 recorded the highest numbers of promotion at 31% of all the 
cases. While age 56 – 70+ recorded the lowest rate of promotion at 14.58%. Please see full detail in 
the table below.  

Table 42: age (promotion) 

Age Profile 
Total 
Headcount  

Promotions 
Headcount 

 % of 
Headcount 

 % of 
Promotions 

Under 20 22 0 0.19% 0.00% 
21-25 601 77 5.22% 10.43% 
26-30 1914 182 16.63% 24.66% 
31-35 1690 126 14.68% 17.07% 
36-40 1629 84 14.15% 11.38% 
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41-45 1480 82 12.86% 11.11% 
46-50 1310 71 11.38% 9.62% 
51-55 1187 62 10.31% 8.40% 
56-60 939 37 8.16% 5.01% 
61-65 544 11 4.73% 1.49% 
66-70 160 3 1.39% 0.41% 
71+ 33 2 0.29% 0.27% 
(blank) 1 1 0.01% 0.14% 
Grand Total 11510 738 100.00% 100.00% 

5.8.2 Age (promotion)  

Overall staff with disabilities recorded 6 staff promotions at 0.81%. This is relatively low in 
comparison to the overall staff headcount. The total headcount in this data is higher as it is inclusive 
of every member of staff who moved up a band in the period of 12 months which is more than the 
staff in post as at 31st October 2016, i.e. overall staff headcount.  

Further work is required to raise awareness of application and interview courses as well as 
mentoring scheme. Please see full detail in the table below.  

Table 43: disability (promotion) 

Disability Profile 
Total 
Headcount  

Promotions 
Headcount 

 % of 
Headcount 

 % of 
Promotions 

No 8524 670 74.06% 90.79% 
Yes 110 6 0.96% 0.81% 
Not Declared 2876 62 24.99% 8.40% 
Grand Total 11510 738 100.00% 100.00% 

5.8.3 Gender (promotion)  

Overall the gender balance is reflected in the promotion pattern across the Trust. There is no 
adverse trend. Please see full detail in the table below.  

Table 44: gender (promotion) 

Gender Profile 
Total 
Headcount  

Promotions 
Headcount 

 % of 
Headcount 

 % of 
Promotions 

Female 8320 564 72.28% 76.42% 
Male 3189 173 27.71% 23.44% 
(blank) 1 1 0.01% 0.14% 
Grand Total 11510 738 100.00% 100.00% 

5.8.4 Marital status (promotion)  

Overall the marital status for married and single shows the highest group of staff to be promoted in 
the Trust. This is proportionate to their overall numbers in the Trust. Other groups are proportionate, 
there is no adverse trend. Please see full detail in the table below.  
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Table 45: marital status (promotion) 

Marital Status 
Profile 

Total 
Headcount  

Promotions 
Headcount 

 % of 
Headcount  % of Promotions 

Civil Partnership 144 10 1.25% 1.36% 
Divorced 400 29 3.48% 3.93% 
Legally Separated 122 8 1.06% 1.08% 
Married 4502 270 39.11% 36.59% 
Single 5089 376 44.21% 50.95% 
Widowed 63 4 0.55% 0.54% 
Unknown 1190 41 10.34% 5.56% 
Undefined 232 7 2.02% 0.95% 
Unknown 957 33 8.31% 4.47% 
(blank) 1 1 0.01% 0.14% 
Grand Total 11510 738 100.00% 100.00% 

Note: Those flagged as maternity & adoption relates to those who were on maternity/adoption leave 
at any point during the 12 months period. 

5.8.5 Maternity and Adoption Profile (promotion)  

Overall staff who were on maternity/adoption leave during the period of 1st July 2015 and 30th June 
2016 are analysed in Table 5 below. A total of 26 staff out of the 537 who were on 
maternity/adoption leave gained promotion. This accounted for 3.5% of the total promotion in the 
Trust.  Please see full detail in the table below.  

Table 46: maternity and adoption profile (promotion) 

Maternity & 
Adoption Profile 

Total 
Headcount  

Promotions 
Headcount  % of Headcount  % of Promotions 

Maternity & 
Adoption 537 26 4.67% 3.52% 
N/A 10973 712 95.33% 96.48% 
Grand Total 11510 738 100.00% 100.00% 

5.8.6 Sexual Orientation (promotion)  

Overall all sexual orientation staff groups are proportionate in their promotion rates in comparison to 
their overall numbers in the Trust. There is no adverse trend. Please see full detail in the table 
below.  

Table 47: sexual orientation (promotion) 

Sexual 
Orientation 
Profile 

Total 
Headcount  

Promotions 
Headcount  % of Headcount  % of Promotions 

Bisexual 62 3 0.54% 0.41% 
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Gay 164 13 1.42% 1.76% 
Heterosexual 7596 613 65.99% 83.06% 
Undisclosed 3688 109 32.04% 14.77% 
Grand Total 11510 738 100.00% 100.00% 

5.8.7 Religious belief (promotion)  

Overall all religious beliefs are proportionate in their promotion rates in comparison to their overall 
numbers in the Trust. There is no adverse trend. Please see full detail in the table below.  

Table 48: sexual orientation (promotion) 

Religious Belief 
Profile 

Total 
Headcount  

Promotions 
Headcount  % of Headcount  % of Promotions 

Atheism 998 96 8.67% 13.01% 
Buddhism 98 5 0.85% 0.68% 
Christianity 4346 363 37.76% 49.19% 
Hinduism 575 33 5.00% 4.47% 
Islam 631 45 5.48% 6.10% 
Jainism 41 4 0.36% 0.54% 
Judaism 223 17 1.94% 2.30% 
Other 539 38 4.68% 5.15% 
Sikhism 52 3 0.45% 0.41% 
Undisclosed 4007 134 34.81% 18.16% 
Grand Total 11510 738 100.00% 100.00% 

5.9 Workforce Leavers equality data 

The leaver’s data covers the period 1st July 2015 – 30th June 2016 and excludes junior doctors on 
rotation.  

5.9.1 Age (leavers)  

Leavers in age group 21 – 35 were disproportionately higher in comparison to the headcount. Staff 
in age 56+ was proportionate in their numbers of leavers. Please see full detail in the table below.  

Table 49: age (leavers) 

Age Profile  Headcount 
Leaver 
Headcount 

 % of Total 
Headcount 

 % of 
Total 
Leavers 

Under 20 25 8 0.26% 0.56% 
21 - 35 3278 592 34.68% 41.63% 
36-55 4796 613 50.74% 43.11% 
56 + 1354 209 14.32% 14.70% 
Grand Total 9453 1422 100.00% 100.00% 
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5.9.2 Disability (leavers)  

18 leavers had disabilities accounting for 1.27% of leavers. This is an area that requires further 
action in the next 12 months. Please full details in the table below.  

Table 50: disability (leavers) 

Disability Profile Headcount 
Leaver 
Headcount 

 % of Total 
Headcount 

 % of 
Total 
Leavers 

No 6773 1082 71.65% 76.09% 
Not Disclosed 2592 322 27.42% 22.64% 
Yes 88 18 0.93% 1.27% 
Grand Total 9453 1422 100.00% 100.00% 

5.9.3 Ethnicity (leavers)  

The numbers of leavers in white staff groups are higher than the headcount, this is disproportionate. 
This area requires further action via exit interview to better understand the trends.  

The BME leaving are proportionate to the overall numbers. Please full details in the table below.  

Table 51: ethnicity (leavers) 

BME  Profile Headcount 
Leaver 
Headcount 

 % of Total 
Headcount 

 % of 
Total 
Leavers 

BME 4345 579 45.96% 40.72% 
Other 160 33 1.69% 2.32% 
White 4948 809 52.34% 56.89% 
(blank) 0 1 0.00% 0.07% 
Grand Total 9453 1422 100.00% 100.00% 

5.9.4 Gender (leavers)  

The numbers of leavers is proportionate to the overall gender balance. There is no adverse trend. 
Please full details in the table below.  

Table 52: gender (leavers) 

Gender Profile Headcount 
Leaver 
Headcount 

 % of Total 
Headcount 

 % of 
Total 
Leavers 

Female 6936 1050 73.37% 73.84% 
Male 2517 372 26.63% 26.16% 
Grand Total 9453 1422 100.00% 100.00% 
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5.9.5 Marital status (leavers)  

The numbers of leavers is proportionate to the overall marital status balance. There is no adverse 
trend. Please full details in Table 5 below.  

Table 53: marital status (leavers) 

Marital Status  Profile Headcount 
Leaver 
Headcount 

 % of Total 
Headcount 

 % of 
Total 
Leavers 

Civil Partnership 107 18 1.13% 1.27% 
Divorced 354 51 3.74% 3.59% 
Legally Separated 104 18 1.10% 1.27% 
Married 3841 468 40.63% 32.91% 
Single 3981 697 42.11% 49.02% 
Unknown 1008 167 10.66% 11.74% 
Widowed 58 3 0.61% 0.21% 
Grand Total 9453 1422 100.00% 100.00% 

5.9.6 Sexual Orientation (leavers)  

The numbers of leavers is proportionate to the overall sexual orientation staff groups headcount. 
There is no adverse trend. Please full details in the table below.  

Table 54: sexual orientation (leavers) 

Sexual Orientation Profile Headcount 
Leaver 
Headcount 

 % of Total 
Headcount 

 % of 
Total 
Leavers 

Bisexual 49 11 0.52% 0.77% 
Gay 101 25 1.07% 1.76% 
Heterosexual 6081 966 64.33% 67.93% 
Not Disclosed 3201 416 33.86% 29.25% 
Lesbian 21 4 0.22% 0.28% 
Grand Total 9453 1422 100.00% 100.00% 

5.9.7 Religious belief (leavers)  

The numbers of leavers is proportionate to the overall religious belief staff groups headcount. There 
is no adverse trend. Please full details in the table below.  

Table 55: religious belief (leavers) 

Religious Belief Profile Headcount 
Leaver 
Headcount 

 % of Total 
Headcount 

 % of 
Total 
Leavers 

Atheism 750 128 7.93% 9.00% 
Buddhism 75 15 0.79% 1.05% 
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Christianity 3571 590 37.78% 41.49% 
Hinduism 446 61 4.72% 4.29% 
Not Disclosed 3433 463 36.32% 32.56% 
Islam 502 62 5.31% 4.36% 
Jainism 35 3 0.37% 0.21% 
Judaism 171 10 1.81% 0.70% 
Other 431 85 4.56% 5.98% 
Sikhism 39 5 0.41% 0.35% 
Grand Total 9453 1422 100.00% 100.00% 

5.9.8 Occupational Staff Groups (leavers)  

The highest group of staff leaving the Trust are in the Nursing and Midwifery staff groups at 39% 
followed by the Administrative and Clerical staff group at 22.4%. This is proportionate to their overall 
staff headcount. Please full details in Table 8 below.  

Table 56: occupational staff groups (leavers) 

Staff Group Profile Headcount 
Leaver 
Headcount 

 % of Total 
Headcount 

 % of 
Total 
Leavers 

Add Prof Scientific and Technic 266 48 2.81% 3.38% 
Additional Clinical Services 504 92 5.33% 6.47% 
Administrative and Clerical 2157 319 22.82% 22.43% 
Allied Health Professionals 565 98 5.98% 6.89% 
Estates and Ancillary 301 30 3.18% 2.11% 
Healthcare Assistants 845 130 8.94% 9.14% 
Healthcare Scientists 255 42 2.70% 2.95% 
Medical and Dental 1587 85 16.79% 5.98% 
Nursing and Midwifery 
Registered 2936 561 31.06% 39.45% 
Students 37 17 0.39% 1.20% 
Grand Total 9453 1422 100.00% 100.00% 

5.9.9 Pay bands (leavers)  

 
The highest group of staff leaving the Trust are in pay bands 5 – 7 at 57%, followed by pay bands 1 
– 4 at 29%. Please full details in table below.  

Table 57: pay bands (leavers) 

Band Profile Headcount 
Leaver 
Headcount 

 % of Total 
Headcount 

 % of 
Total 
Leavers 

1-4 2912 417 30.81% 29.32% 
5-7 4271 813 45.18% 57.17% 
8A+ 681 103 7.20% 7.24% 
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Medical & Dental 1588 85 16.80% 5.98% 
VARY 1 4 0.01% 0.28% 
Grand Total 9453 1422 100.00% 100.00% 

5.9.10 Length of service (leavers)  

The highest group of staff leaving the Trust have 1- 3 year’s service, followed by those with < 1 
year’s service.  

Staffs with 1 – 3 years, 3 – 5 and > 10 have a proportionally higher number of Employee Relation 
cases. 

Table 58: length of service (leavers) 

Length of Service Profile Headcount 
Leavers 
Headcount 

 % of Total 
Headcount 

 % of 
Total 
Leavers 

< 1 year 2076 337 21.96% 23.70% 
1 - 3 Years 1853 398 19.60% 27.99% 
3 to 5 years  906 155 9.58% 10.90% 
5 to 10 years  1890 251 19.99% 17.65% 
> 10 years 2728 281 28.86% 19.76% 
Grand Total 9453 1422 100.00% 100.00% 

5.9.11 Reason for leaving (leavers)  

A total of 1,422 staff left the Trust during the period 1st July 2015 – 30th June 2016. 

22% of staff left the Trust voluntarily without a reason. Please full details in Table 9 below.  

Table 59: length of service (leavers) 

Leaving Reason 
Leavers 
Headcount 

 % of 
Total 
Leavers 

Death in Service 5 0.35% 
Dismissal - Capability 12 0.84% 
Dismissal - Conduct 7 0.49% 
Dismissal - Some Other Substantial Reason 5 0.35% 
Dismissal - Statutory Reason 2 0.14% 
Employee Transfer 57 4.01% 
End of Fixed Term Contract 47 3.31% 
End of Fixed Term Contract - Completion of Training Scheme 24 1.69% 
End of Fixed Term Contract - End of Work Requirement 2 0.14% 
End of Fixed Term Contract - External Rotation 1 0.07% 
End of Fixed Term Contract - Other 13 0.91% 
Flexi Retirement 1 0.07% 
Has Not Worked 2 0.14% 
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Leaving Reason 
Leavers 
Headcount 

 % of 
Total 
Leavers 

Merged Organisation - Duplicate Record 1 0.07% 
Not Set in Legacy at Migration 1 0.07% 
Redundancy - Compulsory 9 0.63% 
Redundancy - Voluntary 4 0.28% 
Retirement - Ill Health 7 0.49% 
Retirement Age 123 8.65% 
Voluntary Early Retirement - no Actuarial Reduction 17 1.20% 
Voluntary Early Retirement - with Actuarial Reduction 12 0.84% 
Voluntary Resignation - Adult Dependants 16 1.13% 
Voluntary Resignation - Better Reward Package 67 4.71% 
Voluntary Resignation - Child Dependants 35 2.46% 
Voluntary Resignation - Health 26 1.83% 
Voluntary Resignation - Incompatible Working Relationships 7 0.49% 
Voluntary Resignation - Lack of Opportunities 27 1.90% 
Voluntary Resignation - Other/Not Known 318 22.36% 
Voluntary Resignation - Promotion 138 9.70% 
Voluntary Resignation - Relocation 214 15.05% 
Voluntary Resignation - To undertake further education or 
training 60 4.22% 
Voluntary Resignation - Work Life Balance 162 11.39% 
Grand Total 1422 100.00% 

5.10 Equality Staff Networks  

5.10.1 Black Minority and Ethnic staff network  

The trust has a Black and Minority Ethnic (BME) staff network in place.  

The aim and objectives of the BME staff network is to:  

• Provide a safe, supportive and confidential environment for BME staff to network and discuss 
issues of specific interest that have an effect on the protected group;  

• Provide a professional support and information about how individual issues may be raised in 
the Trust;  

• Act as a voice for BME staff offering a source of consultation and a means of communicating 
with the trust about BME issues in relation to Trust’s policies and practices;  

• Assist with policy development on BME issues by providing advice and feedback to the 
Equality, Diversity and Inclusion Staff Group and any other relevant sub-groups or 
committees;  

• Contribute to staff development and awareness raising in relation to equality and diversity.  
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5.10.2 Disability staff network  

The trust has a Disability Staff network in place to support staff with disabilities, the aim is to re-
launch the network in 2017 with a lot of emphasis on embedding the Trust’s Disability Confident 
Scheme. 

The aim and objectives of the disability staff network is to: 

• Provide a safe, supportive and confidential environment for staff with disabilities to discuss 
issues relating to their disabilities;  

• Provide a forum to discuss all aspects of working with a disability; 
• Provide networking support; 
• Share best practice; 
• Contribute to staff development and awareness in relation to disability issues; 
• Consult on health and wellbeing policies and initiatives  

 

5.10.3 Lesbian, Gay, Bisexual, Transsexuals staff network (LGBT)  

The focus of these events was to raise awareness of support for LGBT staff and Trust’s commitment 
to advancing diversity.  
The trust also participated in the 2016 Stonewall Top 100 employer’s assessment and the result is 
currently awaited.  
The aim and objectives of the trust’s LGBT network is to: 

• Provide a source of advice and guidance to the Royal Free London NHS Foundation trust in 
their policy making and the general wellbeing of the employees within the Trust.  

• Provides an informal discussion environment for staff on various issues raised by staff and 
the trust to improve the working environment.  

• To foster and to promote a safe and inclusive environment for LGBT staff, patients and 
visitors, linking in with the world class care objectives, positively welcoming, visibly 
reassuring, and actively respectful and clearly communicating.  

• To ensure through trust Executive Directors, managers and senior clinical staff that LGBT 
issues are mainstreamed into policies, practices and functions of the organisation.  

• To work with service providers to ensure participation in the LGBT Forum and also in the 
sexual orientation diversity programmes or assessments.  

• To receive assurances to ensure through trust executive directors, managers and senior 
clinical staff that the trust is well organised and ready as a model employer. Carrying out fair 
and equitable employment practices, whilst acknowledging and valuing staff differences, 
regardless of their sexual orientation. 

5.11 Engagement with Trade Unions  

The trust has a joint negotiating committee with the trade unions in place to negotiate and formally 
agree workforce related policies in partnership.  

The equality, diversity and inclusion staff group has trade union representatives on the group to 
represent staff. 

The LGBT and BME staff network joint chairs are trade union representatives working in partnership 
with staff.  
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Equality Delivery System2 (EDS2) 
Grading and equality objective setting 2016/17 

In this report the Royal Free London NHS Foundation Trust presents its EDS2 gradings for the 
period 1 April 2014 - 30 June 2015. 

This report covers all three main sites, Barnet Hospital, Chase Farm Hospital, Royal Free Hospital 
and the trust’s satellite sites. 

Background 
 
The Equality Act 2010 and the NHS national Equality Delivery System2 (EDS2) require:  

• NHS trusts to identify clear equality objectives.   
• The trust to work with staff and patients to grade the trust performance against 18 separate 

domains within four EDS2 goals: 
o goal 1 – better health outcomes  
o goal 2 – improved patient access and experience 
o goal 3 – a representative and supported workforce 
o goal 4 – inclusive leadership 

 
The EDS2 tool has been used to review equality performance and to help prepare equality 
objectives as required by the public sector equality duty.  It is against these outcomes that 
performance is analysed, graded and equality objectives set.  
 
EDS2 2016 
 

Goals 1 and 2 graded 2015 - grades reviewed February 2016 

Led by nursing directorate 

Goals 3 and 4              - graded March 2016 

Led by workforce and organisational development 

Reviewing the outcomes 
Goals 1 and 2 – nursing directorate  

Grading training and update sessions were booked across all three sites. These were held and the 
presentations and evidence that would be required for the EDS2 grading review sessions were 
identified. 

The core members for this grading review are members of the Barnet Hospital, Chase Farm 
Hospital and Royal Free Hospital equal access groups.  The Chase Farm EAG is a strong group, as 
is the Royal Free Hospital EAG.  Barnet Hospital EAG is not as strong and is currently being 
developed with support from the Barnet community and Barnet Assembly members. 

The grading review and objective setting sessions were held at Royal Free Hospital on the 22nd 
February and the Barnet and Chase Farm review and objective setting session on the 29th February 
2016. 
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Current members of the trusts equal access groups:   

Barnet Hospital 

Barnet carers, Barnet Young Carers, Barnet Council, Barnet Mencap, Age UK Barnet, Community 
Barnet, Healthwatch Barnet, Barnet voice for Mental Health, Mind in Barnet, Barnet Assembly 
member.  

Chase Farm Hospital 

Enfield Crossroads, Enfield Disability Action (3 members, Deaf forum, LD forum, physical disability 
forum)), Age UK Enfield, Enfield Carers, Enfield Race Equality Council, Healthwatch Enfield, Enfield 
Council, The Lancaster Centre(LGBT)Enfield Young Carers, Enfield Women’s Association 

Royal Free Hospital 

Healthwatch Camden, Healthwatch Islington, Age UK Camden, Opening Doors London(LGBT), 
independent carer and LGBT representatives,   the Advocacy Project(LD), British Somali Women’s 
Group, Camden Council, Jewish Care, Camden Carers,  Family Action Camden and Islington, 
Camden Sign Group 

The trust is currently recruiting to widen the diversity of the equal access groups 
 
Evidence was collected from the following divisions, departments and teams: 

• wards 
• therapy services 
• chaplaincy 
• emergency department 
• urgent care 
• maternity 
• paediatrics 
• patient experience 
• dementia lead 
• health services for older people 
• patient advice and liaison service 

  

• compliments and complaints 
• acute specialist learning disability 

services 
• Dementia services 
• radiology administration and reception 

 

 

• out-patient clinics in both hospital and 
community settings 

• organisational development 
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Grades for 2014 – 2015-published 6th April 2016 
 
It was agreed the grades would remain the same as our graders wished to see the changes implemented making a difference next year to 
demonstrate they are embedded before changing the grades. 
 
 
 EDS2 outcomes 2013-14 EDS2 

grade 
2014-15 evidence presented  

Goal 1 Better health outcomes    
1.1 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

1.1 
Services are commissioned, procured, 
designed and delivered to meet the 
health needs of local communities 

Achieving  
Barnet Hospital 

• Individual teams presented evidence to demonstrate commitment to 
providing accessible and local services, and how they worked to 
provide equity of health outcomes for the Barnet community. 

 
Chase Farm Hospital 

• Evidence presented to demonstrate the ongoing commitment to 
service delivery during the management of the current Chase Farm 
Hospital site and the building of the new Hospital. (This evidence is 
also presented quarterly to the Chase Farm Equal Access Group by 
Fiona Jackson Director of Chase Farm Hospital who attended every 
EAG meeting.) 

 
Royal Free Hospital 

• As a more established EAG, this group monitored the development of 
the new emergency department. Specific meetings were held for 
Camden Health Matters group to engage with our local learning 
Disability community and keep them advised of changes.  

 
Royal Free London generic evidence was provided for patient experience, 
from representative teams from each division, dementia, learning disability, 
older people’s services, clinics and wards as listed on page 4. 
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 EDS2 outcomes 2013-14 EDS2 
grade 

2014-15 evidence presented  

1.1 
 
 
 
 
 

Equality projects for 2014-15: 
• Information technology management(IT&M) projects related to the 

Accessible Information Standards 
• The outpatient work stream programme – refurbishment of the RFH 

outpatient departments 
• The accessible ward, clinic and team project – workplace equality 

awareness training on site to cause minimum disruption to wards and 
clinics 

 
1.2 1.2 

Individual patients health needs are 
assessed and met in appropriate and 
effective ways 

Developing  
Accessibility 
Specific access project work presented supported by awareness training for 
staff 

• Deaf, deaf, hearing impaired and hard of hearing – ongoing project 
work with local community to develop an established Deaf awareness 
training programme and develop the support structures for RFL local 
Deaf, deaf, hearing impaired and hard of hearing community. This 
work is in partnership with these communities. 

• Older lesbian, bisexual, gay, transgender(LGBT) – to train staff to 
understand the complexities of LGBT for older patients and the impact 
on healthcare, health outcomes, discharge and treatment adherence. 

• Completed evidence sheets from all teams listed on page 4 identify 
how patient’s health need are accessed and met for each of the nine 
protected characteristics 

 
1.3 

 
 
 
 
 
 
 
 

1.3 
Transitions from one service to 
another, for people on care pathways, 
are made smoothly with everyone 
well-informed 

Achieving Specific transition work 
 
Presentations were requested from two specific areas 
Services for older people – transition from hospital into care- evidence 
updated for 2014-15 and accepted by graders. 
(Further information has been requested on discharge and this will be 
monitored by the EAGs through the year as part of the equality work plan) 
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 EDS2 outcomes 2013-14 EDS2 
grade 

2014-15 evidence presented  

1.3  
Paediatrics – transition from child to adult services – evidence of the work of 
transition staff updated and accepted. 
 
‘Transition from one service to another’ is currently part of the accessible 
information standard programme and the care pathways development 
programme 
 

1.4 1.4 
When people use NHS services their 
safety is prioritised and they are free 
from mistakes, mistreatment and 
abuse 

Achieving  
In 2014 the grading team receive a presentation from the adult safeguarding 
lead and a comprehensive evidence sheet. The grading review teams 
accepted the upgraded evidence sheet for 2014-15 and did not require a 
presentation. 
 

1.5 1.5 
Screening, vaccination and other 
health promotion services reach and 
benefit all local communities  
 

Achieving  
Evidence was presented in the annual equality information Report of the work 
of the RFL public health directorate 
Evidence is reported in the individual team, divisional or directorate evidence 
sheets. e.g. vaccination programmes run by paediatrics, trust flu vaccination 
programmes 
 

Goal 2 Improved patient access and 
experience 

  

2.1 People, carers and communities can 
readily access hospital, community 
health or primary care services and 
should not be denied access on 
unreasonable grounds 

Achieving This is the core purpose of the EDS2 evidence collection – to demonstrate 
how accessibility of service, effective communication and appropriate care is 
delivered across the trust. 
Evidence was evident on each of the EDS2 evidence sheets submitted and 
available to our community representatives. 

2.2 People are informed and supported to 
be as involved as they wish to be in 
decisions about their care 

Achieving This section has also been completed separately on each of the EDS2 
evidence sheets. Evidence varies as some patients wish to know little about 
their care at certain points of their treatment and more at others. This is ably 
demonstrated in the evidence provided 
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 EDS2 outcomes 2013-14 EDS2 
grade 

2014-15 evidence presented  

2.3 People report positive experiences of 
the NHS 

 
Developing 

 
• A presentation was given by the head of patient experience, through 

an overview of the friends and family test, how the data is collated and 
the results analysed. As this is real time data even though the returns 
are anonymous it was explained how negative experiences could be 
followed up to ensure this did not happen for other patients. 

 
• This section is also reported in each of the EDS2 evidence sheets as 

wards and clinics receive compliments 
 

2.4 People’s complaints about services 
are handled respectfully and efficiently 

Achieving • This section is covered for the whole trust by the complaints team 
evidence sheets and the PALS team evidence sheets. 

• The head of PALS and complaints provided a presentation and 
engaged in discussion. Our graders specifically requested information 
on the outcomes of complaints where discrimination or lack of 
accessibility had been claimed and an overview of the trust processes 
for remedial action. 

• This head of PALS and complaints attended each of the EAG 
meetings throughout the year 

• This section is also reported in each of the EDS2 evidence sheets as 
wards and clinics receive local complaints and concerns. 
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EDS2 Goals one and two the way forward for the Royal Free London 

During the grading review process, similar discussions with our graders developed at both meetings: 

Our community representatives understood how this would work for data collected and therefore workforce or other data but challenged that 
there could be a better process for goals one and two to grade the quality of evidence produced 

We therefore discussed. 

‘How could the Royal Free deliver the Equality Delivery System2 to provide in-depth answers to the 9 domains within goals one and two, 
considering the EDS2 grades are awarded against the number of protected characteristics evidence was provided for?’ 

Outcome of discussion 

 
No 

 
Current  Practice 

 
Recommendations 
 

 
1 

 
A template developed to collect information against the 9 
focus points of Goals 1 and 2 which also collects evidence 
against each of the 9 protected characteristics of the 
Equality Act 21010 
 

 
• Continue to use the template (‘as it is fit for purpose and gives 

excellent evidence’- grading review 29.02.2016) 
• Review template April 2016 

 
27 evidence sheets collected across divisions, departments 
and teams (named on page 2) 
 
 

 
• Too much evidence available to graders, evidence template 11 

pages, some evidence returns 18 pages long.  
• Review of data collection methods in June 2016 

 
 
Some evidence sheets covered multiple sites and or 
services 
 

 
• More evidence sheets covering smaller areas would be 

advantageous 
• Review of data collection methods in June 2016 

 
 
Overview sheets of areas submitting sheets 

 
• Overview sheet does not give sufficient information 
• Directory of areas covered by each sheet available to graders to 

choose areas they would like to hear presentations from at the 
grading review session 2017. 
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2 

 
Sheets circulated to previous year authors in 
December/January for update, then collated in February 
 
New areas approached from November and supported to 
complete sheets.  Each author supported with a half an hour 
meeting as a minimum 
 

 
• Too many sheets being submitted in January and February. 

 
• Suggestion to collect sheets throughout the year 

 
3 

 
Equal access groups meet quarterly and form the core 
group for EDS2 grading or grading review 
 
Equal access group members monitor the equality work 
plan developed to deliver the trusts equality and diversity 
agenda for each site. 
 
Equal access group members receive information 
throughout the year and members request agenda items. 
 

 
• Equal Access groups not only monitor the Equality work plan but 

also receive and validate EDS2 evidence throughout the year. 
This will then be submitted as approved EDS2 evidence. 

 
 

 
 

Proposed actions as a result of the grading recommendations 

No Focus Actions 

 

1 

 

Evidence sheet 

 

• To be reviewed by the equal access groups in April 2016 

 

2 

 

Equality Access Group      
work plan 

 

• Workplan to monitor the areas completing the EDS2 templates 
• Areas to be identified by directorate and division 
• Specified areas targeted and monitored each quarter 
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3 

 

We are entering year     
four of five of the         
EDS2 NHS plan 

 

• Two years to increase the number of returned EDS2 templates 
• Each returned template identifies an area of the trust equality is being embedded 

 

4 

 

Directory of returned 
templates 

 

• Directory to be developed 
• Directory submitted as an agenda item for equal access group meetings 
• Templates are monitored and recorded with annual review  dates identified 

 

5 

 

Equal Access Group 
meetings on three         
main  sites approving 
evidence at quarterly 
meetings 

 

• Equal access group minutes to be submitted as part of the EDS2 grading/grading review. 
• Equal access group members to be part of EDS2 equality work throughout the year. 

 

6 

 

Review of EDS2       
process  

 

• Review of EDS2 process to be  presented to  equal access groups and equality steering group in    
September 2016 to ensure the trust is on track for the 2017 EDS2 review 
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Workforce Equality Delivery System (EDS2) Grading Outcomes   
 
Goals 3 and 4 – Workforce and Organisational Development 
 
The EDS2 grading event for Workforce and Organisational Development took place on Monday 14th March 2016 where workforce evidence on 
goals 3 and 4 was presented, discussed, and scored in partnership with stakeholders. The outcome will be presented to the Trust Board for 
sign off and publication in line with legislative requirements on 6th April 2016.  
 
The evidence used to score covered a period of 12 – 18 months for each specific objective.  
 
The annual equality report published on the Trust’s website on 31st January 2016, data from the Electronic Staff Records (ESR) and the 2015 
national NHS Staff Attitude Survey results were key information presented and used in the grading event.  
 
The outcome for the grading review is as follows: 
 
 

 EDS Outcomes March 2016  
EDS Grade 

Evidence for rating Outcome links to an Equality 
Objective 

Goal 3 
3.1  Fair NHS recruitment 

and selection processes 
lead to a more 
representative workforce 
at all levels 

Developing  7 Protected characteristics available on 
ESR. 
 
Ages 41 – 45 less likely to be recruited. 
 
Male less likely to be recruited. 
 
BME less likely to be recruited into Bands 
8a – 9 
 
Lesbians less likely to be recruited 
 
Applicants with Hindu and Islam beliefs 
less likely to be recruited  
 
 

Recruitment and Selection 
training mandatory for all 
interview panels in the Trust. To 
be effective from 31st March 
2017. 
 
Diverse Panels for all interview 
panels by 31st March 2017. 
 
Diverse Panels for Bands 8a – 9 
from April/May 2016. 
 
Diverse Panels for Bulk 
recruitment from June 2016. 
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 EDS Outcomes March 2016  
EDS Grade 

Evidence for rating Outcome links to an Equality 
Objective 

3.2 The NHS is committed to 
equal pay for work of 
equal value and expects 
employers to use equal 
pay audits to help fulfil 
their legal obligations 

Achieving 7 Protected characteristics available on 
ESR. 
 
Due to Agenda for Change no adverse 
trends identified from monitoring basic 
salary.  
 
All protected groups fare well. 
 
However, with Gender reporting on the 
horizon, technical guidance is awaited in 
order to measure additional allowances, 
job segregation, etc.  

Consider adding equal pay audit 
to the remit of the Pay and 
Award Group’s responsibility.  

3.3 Training and 
development 
opportunities are taken 
up and positively 
evaluated by all staff 

Developing  7 Protected characteristics available on 
ESR to monitor mandatory training.  
 
However, the evaluation of staff 
“positively” evaluating the training they 
attended has not been undertaken Trust 
wide.   
 
79% MaST Compliance as at February 
2016. 
 
80.22% Local induction compliance rate 
as at February 2016. 
 
78.26% Appraisal compliance rate as at 
February 2016.  

 Put process in place and identify 
the training and development 
opportunities to be evaluated by 
protected characteristics by July 
2016.  

3.4  When at work, staff are 
free from abuse, 
harassment, bullying and 
violence from any source 

Developing 7 Protected characteristics available on 
ESR to monitor mandatory employee 
relation cases on Bullying and 
Harassment.  
The outcome of the 2015 staff attitude 
survey impacts on scoring.  

Supporting the quality of 
management and competence 
was discussed and identified as 
a key area of focus in the next 
18-24 months i.e. Inclusive 
leader’s competencies.  
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 EDS Outcomes March 2016  
EDS Grade 

Evidence for rating Outcome links to an Equality 
Objective 

3.5 Flexible working options 
are available for all staff 
consistent with the needs 
of the service and the 
way people lead their 
lives 

Achieving  7 Protected characteristics available on 
ESR to monitor flexible working. 
 
2,073 employees in the Trust work part-
time, accounting for 20.73% of total 
employees. 
 
The 6 employees not granted flexible 
working following appeal had no statistical 
significance due to their low numbers.  

Continue to raise awareness of 
flexible working to staff.  

3.6 Staff report positive 
experiences of their 
membership of the 
workforce 

Developing The overall outcome of the 2015 staff 
attitude survey impacts on scoring. 

Supporting the quality of 
management and competence 
was discussed and identified as 
a key area of focus in the next 
18-24 months i.e. Inclusive 
leader’s competencies. 

Goal 4 
4.1  Boards and senior 

leaders routinely 
demonstrate their 
commitment to 
promoting equality within 
and beyond their 
organisations 
 

Developing  Board members participating in the LGBT 
July 2015 event. 
Board mentoring BME and holding staff 
listening sessions since October 2015.  
Board had unconscious bias training and 
session with National Director of WRES 
held in July & December 2015. 
Leadership Forum on equality held in 
January 2016.  
Nursing conference in Sept 2015. 

Continuing Executive visibility 
and “talking about equality”. 
 
Holding to account and reflective 
practice for all managers.  
 
To continue holding BME staff 
listening sessions with Execs.  
 
Learning from staff feedback. 
  
To profile Execs promoting 
equality via visible events in the 
Trust.  
 
To consider rolling out 
mentoring, secondment 
opportunities as a norm.  
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 EDS Outcomes March 2016  
EDS Grade 

Evidence for rating Outcome links to an Equality 
Objective 

4.2  Papers that come before 
the Board and other 
major committees 
identify equality-related 
impacts including risks, 
and say how these risks 
are to be managed 
 

Developing All Board papers and Trust Executive 
(TEC) papers use the template asking 
authors to identify equality risks and 
actions to be taken.  
 
However, this section is not always 
completed. 

A guidance for authors of reports 
on what equality impacts to 
consider for both patients and 
staff. 
 
Place examples of good reports 
with equality impacts identified 
on freenet to support managers.  
 
Set up more equality analysis 
training for policy authors. 
 
Commence Equality Analysis 
Panel to consider equality impact 
in policies.   

4.3  Middle managers and 
other line managers 
support their staff to work 
in culturally competent 
ways within a work 
environment free from 
discrimination 

 
Developing 

The overall outcome of the 2015 staff 
attitude survey impacts on scoring. 

Supporting the quality of 
management and competence 
was discussed and identified as 
a key area of focus in the next 
18-24 months i.e. Inclusive 
leader’s competencies. 
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Staff experience – Equality, Diversity and Inclusion Action Plan – 2016 - 2020 (part of the Trust’s staff experience 
enhancement plan) updated: 11.01.2017 
 
Actions: 

 
Timescale: 

 
Responsibility: 

 
Success Criteria: 

 
Link to data or 
source of action: 

1.Ensure fair NHS 
recruitment and 
selection 
processes lead to 
a more 
representative 
workforce at all 
levels (EDS2): 
 
 

 
31st March  
2018 

 
Head of 
Recruitment,  
 
Division Boards   
   
Chair of 
interview panels  
 
Head of 
Workforce 
Health, & E&D  

Unconscious bias included in the Trust’s Recruitment and 
selection training for all managers sitting on interviews.  
 
Recruitment and Selection training mandatory for all 
interview panels in the Trust from 1st April 2017. 
 
Diverse Panels for all interview panels by 31st March 2017. 
 
Board has undertaken unconscious bias training and 
equality training by 1st March 2016. 
 
Proportionate percentage of BME staff in Bands 8 – 9 and 
Very Senior Managers (VSM), (WRES Indicator 1) by 2019 
 
Proportionate number of BME staff from being shortlisted to 
appointed. (WRES indicator 2) by 2019   
 
Board broadly representative of population it serves. 
(WRES indicator 9) by 2019. 
 

Equality Delivery 
System 2 (EDS2 
3.1) 
 
Workforce Race 
Equality Standards 
(WRES) Indicator 1, 
2 & 9 
 
Trust WRES 
Indicators published 
1st July 2015   

2. Inclusive 
leadership – 
Boards and 
senior leaders 
routinely 
demonstrate their 
commitment to 
promoting 
equality within 

1st October 
2017  

Members of the 
Trust Board  
 
Divisions Board  
  
Workforce team  
 
Head of 
Workforce 

Continuing Executive visibility and “talking about equality”. 
 
Holding to account and reflective practice for all managers.  
 
Trust Executives holding BME staff listening sessions 
across Trusts sites in 2016 and learning from staff 
feedback. 
  
To profile Execs promoting equality via visible events in the 

Staff survey  
 
WRES Indicator 1& 
9 
 
(EDS2 4.1). 



 

                                                                                                104 
 

and beyond their 
organisation.  
 
Implement Trust 
board mentoring 
BME staff in 
bands 8b and 
above as the first 
cohort to support 
improvement of 
leadership skills.  
 

Health, & E&D Trust.  
 
To consider rolling out mentoring, secondment opportunities 
as a norm in 2016. 
 
Improved staff engagement scores in NHS staff survey. 
 
Proportionate percentage of BME staff in Bands 8 – 9 and 
Very Senior Managers (VSM), (WRES Indicator 1) 
 
Improvement in Workforce Race Equality Standard results 
achieved by 31st December 2016. 
 
 
 

3.Equality 
Governance and 
Risks 
 
Papers that come 
before the Board 
and other major 
committees 
identify equality 
related impact 
including risk 
and say how 
these risks are to 
be managed. 
 

1st July 
2017 

Trust Board  
TEC 
Head of 
Workforce 
Health, & E&D 

All Trust Board and TEC papers have a section on the front 
page of the report identifying equality related risks and 
assurance. This action is now completed. 
 
Guidance for authors of reports on what equality impacts to 
consider for both patients and staff will be developed in 
2017 in conjunction with Public Health. 
 
Place examples of good reports with equality impacts 
identified on freenet to support managers in 2017.  
 
Set up more equality analysis training for policy authors in 
2017. 
 
Commence Equality Analysis Panel to consider equality 
impact in policies in 2017.   
 

EDS2 4.2  

4. Training and 
development 
opportunities are 
taken up and 
positively 

31 March 
2017 

Workforce 
Information – 
reporting 
Head of 
Workforce 

Reduce gaps in workforce indicators and increased equity 
of access for non-mandatory training achieved by 31st 
December 2016. 
 
Put process in place and identify the training and 

EDS2 3.3 
 
WRES Indicator 4 
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evaluated by all 
staff. 

Health, & E&D 
to complete 
analysis  HRBP/ 
OD Consultants 
for each division 
to monitor and 
implement 
actions for the 
division 
 
 
 
 
 
 
 
 

development opportunities to be evaluated by protected 
characteristics by September 2017. 
 
 

5. Middle 
managers and 
other line 
managers 
support their 
staff to work in 
culturally 
competent ways 
within a work 
environment free 
from 
discrimination. 

31st 
December 
2017 

OD/ Consultant 
for the division 
 
Trust Board  
 
Workforce team  
 
Head of 
Workforce 
Health, & E&D 

 
Supporting the quality of management and competence was 
discussed and identified as a key area of focus in the next 
18-24 months i.e. Inclusive leader’s competencies. 
 
Implemented unconscious bias training for divisions by 
December 2016. Women’s and Children’s Division, TASS 
Division, Service Transformation team, Trust Governor’s 
completed their online unconscious bias testing and face-to-
face training in 2016.     
 
HR, Employee Relations and OD staff undertake 
unconscious bias training by March 2016.   
 
To conduct qualitative analysis on BME cases to identify the 
justifications for outcomes and evaluate consistency of 
outcomes from hearings with other staff groups by March 
2017. 
 
To engage the Trust’s Black and Minority Ethnic staff 

WRES Indicator 3 
 
EDS2 4.3 
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network to discuss the WRES indicators, gain 
understanding and seek solutions by March 2017. 
 
 
Improvement in Workforce Race Equality Standard results 
by 1st July 2017. 
  
 
 

6. Review and 
harmonise trust 
equality and 
diversity policy.  
 

April 2016 Head of 
Workforce 
Health, & E&D 
 
 
 
 

Trust Executive Committee to sign off harmonised Equality, 
Diversity and Inclusion policy in January 2017. 

EDS2 – 3.1 – 3.6 & 
4.1 – 4.3 

7.The Trust is 
committed to 
equal pay for 
work of equal 
value and 
expects 
employers to use 
equal pay audits 
to help fulfil their  
legal obligations. 
 

March 2017  Trust Pay and 
Reward Group 

Awaiting Public Sector Gender Pay reporting guidance 
publication following national consultation.   

The Equality Act 
2010 
 
EDS2 3.2  
 
 

8. Flexible 
working options 
are available for 
all staff 
consistent with 
the needs of the 
service and the 
way people lead 
their lives.  

December 
2016 

Line managers  
 
Workforce 
teams  

Communicating the Trust’s Harmonised Flexible Working 
Policy to staff and its benefits. 
The policy is available on the freenet. 
 
 

EDS2 3.5 
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Trust  equality objectives 2015 – 2019                           
 
Our Equality Delivery System 2 grading outcome recommended that we align our trust 
equality objectives to our four world class care values, the EDS2 objectives and workforce 
race equality standards, the latter now mandatory as part of all NHS providers’ contracts 
from 1st April 2015. 
 

 
 
The trust is setting five high level equality objectives for 2015-2019.  Each year at least one 
annual objective will be set against each of the six objectives; we will report against these 
annually. 
 
Equality work plans will be developed and approved for the equality steering group, the 
equality, diversity and inclusion staff group and the three equal access groups to ensure the 
annual equality objectives are identified and work developed, delivered, monitored, reported  
and published as EDS2 evidence annually.  
 
Trust equality objectives 
 
Objective 
No. 

Trust equality 
objective 

Annual objective to deliver one project to: 

 
1. 

 
Positively welcoming 
To work towards an 
accessible trust and to: 

 
• Improve access to services for patients 
• Improve trust recruitment processes 

 
2. 

 
Actively respectful 
To work towards a 
respectful trust and to: 

 
• Identify and support the diverse needs of our 

patients 
• Identify and support the diverse needs of our 

workforce 
 
3. 

 
Clearly 
communicating 
To work towards a 
communicating trust 
and to: 

 
• Identify and support patient communication 

needs 
• Communicate the support available to staff 
• Communicate effectively with our workforce 

 
4. 

 
Visibly reassuring 
The trust is reassured 
that: 
 

 
• Feedback is received that identifies our 

patients value the service they receive 
• Feedback is received that identifies our staff 

feel valued for their experience and expertise 
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5. 
 

  
• Demonstrate a reduction of differences 

between the experiences of white staff and 
BME staff in the trust with a view to closing 
the gaps in the metrics. 

• This is a mandatory requirement for standard 
NHS Provider Contract from 1st April 2015, 
see details in Appendix 1. 

 
6. 

Create one project 
against each of the 18 
EDS2 outcomes 

 
Identified below 

 
 
1.  Better health outcomes 
1.1 Services are commissioned, procured, designed and delivered to meet the health 

needs of local communities. 
1.2 Individual people’s health needs are assessed and met in appropriate and effective 

ways 
1.3 Transitions from one service to another, for people on pathways, are made smoothly 

with everyone well-informed. 
1.4 When people use the NHS services their safety is prioritised and they are free from 
            mistakes, mistreatment and abuse. 
1.5 Screening, vaccination and other health promotion services reach and benefit all 

local communities programmes reach and benefit all local communities and groups 
 
2. Improved patient access and experience 
2.1 People, carers and communities can readily access hospital, community health or 

primary care services and should not be denied access on unreasonable grounds. 
2.2 People are informed and supported to be as involved as they wish to be about their 

care. 
2.3 People report positive experiences of the NHS. 
2.4 People’s complaints about services are handled respectfully and efficiently. 
 
3. A representative and supported workforce 
3.1  Fair NHS recruitment and selection processes lead to a more representative 

workforce at all levels. 
3.2 The NHS is committed to equal pay for work of equal value and expects employers to 

use equal pay audits to help fulfil their legal obligations. 
3.3 Training and development opportunities are taken up and positively evaluated by all 

staff. 
3.4 When at work staff are free from abuse, harassment, bullying and violence from any 

source 
3.5 Flexible working options are available for all staff consistent with the needs of the 

service and the way people lead their lives. 
3.6 Staff report positive experiences of their membership of the workforce. 
 
4. Inclusive leadership 
4.1 Boards and senior leaders routinely demonstrate their commitment to promoting   

equality within and beyond their organisations. 
4.2 Papers that come before the board and other major committees identify equality 
            related impact including risk and say how these risks are to be managed 
4.3 Middle managers and other line managers support their staff to work in culturally 

competent ways within a work environment free from discrimination 
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Workforce race equality standard (WRES)  

 
  

NHS England workforce race equality indicators for NHS trusts 
 

1.  
Percentage of BME staff in Bands 8-9 and Very Senior Managers (VSM) 
compared with the percentage of BME staff in the overall workforce 
 

2.  
Relative likelihood of BME staff being appointed from shortlisting compared 
to that of white staff being recruited from shortlisting across all posts 
 

3.  
Relative likelihood of BME staff entering the formal disciplinary process, 
compared to that of white staff entering the formal disciplinary process, as 
measured by entry into a formal disciplinary investigation  
Note. This indicator will be based on data from a two year rolling average 
of the current year and the previous year. 
 

4.  
Relative likelihood of BME staff accessing non-mandatory training and CPD 
as compared with white staff. 
 

 
National NHS Staff Survey findings 
For each of these four staff survey questions, the standard compares the metrics for each 
survey question response for white and BME staff. 
 
5.  

KF 18. Percentage of staff experiencing harassment, bullying or abuse 
from patients, relatives or the public in last 12 months 
 

6.  
KF 19. Percentage of staff experiencing harassment, bullying or abuse 
from staff in last 12 months 
 

7.  
KF 27. Percentage believing that trust provides equal opportunities for 
career progression or promotion 
 

8.  
Q 23. In the last 12 months have you personally experienced discrimination 
at work from any of the following?  
b) Manager/team leader or other colleagues 
 

Boards 
Does the board meet the requirements on board membership? 
 
9.  

Boards are expected to be broadly representative of the population they 
serve. 
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