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MINUTES OF THE TRUST BOARD

HELD ON 17 DECEMBER 2015

Present
Mr D Dodd Chairman
Mr D Sloman
Mr S Ainger
Ms C Clarke
Mr D Finch
Ms D Oakley
Ms J Owen
Prof S Powis
Ms D Sanders
Prof A Schapira
Ms K Slemeck

Chief executive
Non-executive director
Chief finance officer and deputy chief executive
Non-executive director
Non-executive director
Non-executive director
Medical director
Director of nursing
Non-executive director
Chief operating officer

Invited to attend
Mrs K Fisher
Mr K Fleming
Mr D Grantham
Dr M Greenberg
Prof G Hamilton
Ms E Kearney
Mr A Panniker
Mr W Smart
Dr R Woolfson
Ms A Macdonald

Director of service transformation
Director of planning
Director of workforce and organisational development
Divisional director for women’s, children’s and imaging services
Divisional director for surgery and associated services
Director of corporate affairs and communications
Director of capital and estates
Chief information officer
Divisional director, transplant and specialist services division
Board secretary (minutes)

Others in attendance
Ms J Dawes
Dr C Laing
Noelle Skivington

Interim trust secretary
Associate medical director – patient safety (for item 2015/219)
Member, Enfield Healthwatch

2015/214 APOLOGIES FOR ABSENCE AND WELCOME Action

Apologies for absence were received from:

Dr S Shaw Divisional director for urgent care

The chairman welcomed those present to the meeting.

2015/215 MINUTES OF MEETING HELD ON 25 NOVEMBER 2015

The minutes were accepted as an accurate record of the meeting, subject to the
following amendment:

2015/196 Matters arising report

Delete words ‘and also with UCL’ from the third sentence.
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2015/216 MATTERS ARISING REPORT

The director of workforce and OD updated the board on discussions at the culture
steering group regarding the addition of continuous quality improvement to the
trust’s values. The group was keen to ensure that the current values remained
clear and embedded whilst introducing the idea of continuous improvement. He
would provide a further update in May 2016. DG

2015/217 RECORD OF ITEMS DISCUSSED AT PART II BOARD MEETING ON 25
NOVEMBER 2015

The report was noted.

2015/218 DECLARATION OF INTERESTS

The board confirmed that there was no change to the register of interests.

2015/219 PATIENT SAFETY – LEARNING FROM A SERIOUS INCIDENT

The associate medical director - patient safety presented a case which had been
the subject of a Coroner’s inquest. An elderly patient with a complex medical
history and number of different medical conditions had undergone a diagnostic
angiographic procedure for pulmonary oedema. The patient deteriorated over the
course of the next few days and had subsequently sadly died of internal
bleeding. Although bleeding from the catheter site was a recognised complication
of this procedure, internal bleeding was not initially considered as a possibility due
to other symptoms that the patient was experiencing. The learning for the
cardiology team from this incident had been a greater awareness of the possibility
of this complication occurring which could result in internal bleeding. The
Coroner’s verdict was that this was a rare complication of a necessary medical
procedure.

2015/220 PATIENTS’ VOICES

The chief finance officer read out a complaint. This was from a patient who had
an operation in the day surgery unit, primarily concerning post-operative care,
including being left unattended on a trolley for three hours, their partner and family
not being contacted as had been requested and no refreshment or other comforts
offered. The patient had also not received any post-operative advice.

The compliment was from a close friend of a patient who died under the care of
the oncology team. The patient had not wanted to die at home and had wanted
active treatment to the end of their life. This had been provided but at the same
time as relieving pain and ensuring they retained their dignity throughout. Praise
was given to the medical, ward and Macmillan teams.

Mr Ainger would present this item next time. SA

2015/221 NURSING AND MIDWIFERY STAFFING MONTHLY REPORT - OCTOBER 2015
The director of nursing presented the report. She noted the introduction of the
agency staffing and price caps and the requirement to report to Monitor monthly
when the cap was exceeded. For junior doctors the cap was 150% above the
basic NHS rate, for other medical staff it was 100% and for nurses it was 75% in
February reducing to 55% in April. The trust was reporting very few shifts above
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the cap, mainly band 5 critical care nurses for whom the rate had been very
slightly over the cap. However a new rate had now been negotiated. She
reported that some, but not many, staff had moved from agencies to working for
the bank. The trust had seen reductions in agency usage, but there was a degree
of variation.

The director of nursing drew the board’s attention to the correction to the August
and September figures previously reported. She then reported that for October
there had been a reduction in actual hours versus planned hours, with 0.2% more
actual hours worked than planned in October. She drew particular attention to
Willow ward at Barnet which had a significantly higher level of actual versus
planned staff because it was caring for higher dependency patients than its
original purpose and establishment. A business case was therefore being
finalised for an increased establishment. It was noted that there were 15 reported
occasions when the registered nurse:patient ratio was below 1:8 for a day shift
and 1:10 for a night shift and there were no patient safety incidents associated
with these.

Ms Owen noted that 12% more actual than planned hours had been delivered at
Edgware Community Hospital. She also asked if Monitor would accept separating
registered mental nurse (RMN) agency usage out from general agency staff and
whether benchmarked information was available.

The director of nursing responded that it was helpful to show RMN usage
separately as this highlighted this as a particular problem. There were some
choices to be made about how to address this, including the trust directly
employing RMNs. The difficulties would be recruiting high quality staff and
providing appropriate supervision and development for them. The staffing for
Edgware Community Hospital related to the brain injury and neurology
rehabilitation unit, which had 14 beds. This meant that a small difference in staff
resulted in a greater percentage difference. At the time reported there had been
three patients who had particularly high dependency. Finally, all trusts were
submitting similar data so it should be possible to obtain comparative data. She
would contact Monitor regarding this.

The board agreed that the report provided sufficient assurance that the nurse
staffing levels were meeting the needs of patients and providing safe care.

2015/222 QUALITY ACCOUNT 2015/16
The medical director advised that this report was primarily for information, but the
board committees responsible for areas within the quality account would need to
spend some time discussing priorities for the next year.

The board noted the report.

2015/223 TRUST’S CLINICAL STRATEGY

The director of planning presented this report, explaining that it sought to distil a
number of documents and areas of work into a narrative summary of the trust’s
clinical strategy. It had been provided to the CQC as part of the information
submission prior to their inspection visit.

Noting the reference to clinical pathways, Ms Oakley asked how this work was
progressing. The director of service transformation advised that the second
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teledermatology clinic had been held the previous day; this was an exciting
development with the potential to reduce face to face contact by 150% which was
very important in high volume specialities.

The board agreed that this was a useful summary of the trust’s clinical strategy.
2015/224 WORKFORCE RACE EQUALITY STANDARD UPDATE

The director of workforce and OD presented this report, commenting that the
standards were now incorporated in the national contract. He highlighted an
improvement in indicators 3 and 4 (likelihood of BME staff entering into formal
disciplinary processes and accessing non-mandatory training), although it was too
early to say if this was a trend. The board noted that the trust’s action plan would
be checked against the King’s Fund recommendations to ensure that they were all
covered.

Noting that 66 BME staff were trained in recruitment and selection Ms Owen, non-
executive director, asked what plans were in place to ensure that key panels
included a BME representative. The director of workforce responded that the
intention was to organise a full rota to cover all posts.

The chairman encouraged colleagues to join BME listening sessions. These were
being organised by the head of workforce health, equality and diversity, who
would contact the board with details.

The chairman reported that the process of appointing a seventh non-executive
director had commenced and the nominations committee had the previous day
agreed to commission an external partner with a track record of accessing a
diverse range of applicants. The appointment should be made by April 2016.

DG/
YO

2015/225 CHAIR AND CHIEF EXECUTIVE’S REPORT

The report was noted. The chairman drew particular attention to the fit and proper
persons requirements for directors which were summarised in the report. A self-
certification process had been carried out and there were a number of assurances
associated with this.

The board also discussed the external governance review, which was a Monitor
requirement. The suggestion was made that this be aligned with the CQC
inspection such that the review was timed to incorporate learning and
recommendations from the inspection. It was noted that Monitor had been
advised that the review would commence in the final quarter of the year and the
interim trust secretary would contact Monitor to ascertain their views on deferring
the review.

The chief executive advised that the phase 2 contract for the emergency
department had recently been agreed. It was possible that there would be
building costs inflation, but there was contingency provision for this.

The chief executive also referred to emergency preparedness and the chief
operating officer added that a proactive team was in place which had made good
progress.

JD
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2015/226 TRUST PERFORMANCE DASHBOARD

The chief operating officer reported that the trust had failed the A&E standard for
November with 92.66% against the 95% standard. The trust was also failing the
RTT 18 weeks incomplete pathways standard; however performance was now
moving in the right direction. The trust was compliant with all cancer standards
except the 62 day standard.

Ms Owen, non-executive director, commented that delayed transfers of care
appeared to be creeping up and asked if it would be possible to show the main
reasons for delays. It was also noted that there was differential performance
between boroughs.

The chairman noted the excellent performance for C.difficile, where the trust had
recorded only two lapses of care infections against a trajectory of 12.

The board noted the report.

WS

2015/227 FINANCE PERFORMANCE REPORT

The board noted the finance performance report which was of a continued
adverse variance, which was now a deficit of £16.1m and £9.7m adverse to plan
year to date. The Monitor financial risk rating continued to be 2. However control
of agency staff expenditure was improved. The cash position was being
exacerbated by NHS commissioner debt. In answer to a question the chief
finance officer said that the Barnet CCG debtor position had improved, but the
Enfield CCG had deteriorated and the main issue was with NHS England. A
working capital facility was likely to be required in January.

2015/228 AUDIT COMMITTEE REPORT

The audit committee chair drew the board’s attention to the audit committee’s
recommendation that a risk on cyber/information security be included in the board
assurance framework. This would be discussed by the board in the private
meeting at which the board assurance framework was being presented.

2015/229 PATIENT SAFETY COMMITTEE REPORT

The board noted the report from the committee. The medical director advised the
board that there had been six never events in 2015/16, four at the Royal Free and
two at Barnet. There had been a:

• retained obstetric swab
• retained guide wire
• retained suture
• drug incident (administration error)
• wrong side chest drain
• retained surgical swab

All never events were subject to detailed root cause analysis and reported which
was reported to the patient safety committee.
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2015/230 STRATEGY AND INVESTMENT COMMITTEE REPORT

The report was noted.

2015/230 FINANCE AND PERFORMANCE COMMITTEE REPORT

The report was noted.

2015/230 QUESTIONS FROM THE PUBLIC

There were no questions. However Noelle Skivington, Enfield Healthwatch,
stated that Healthwatch were very keen to see direct patient involvement in the
clinical pathways work. The director of service transformation agreed that this
was important but that this work was being led by the CCGs.

2015/231 ANY OTHER BUSINESS

There was no other business.

2015/232 DATE OF NEXT MEETING

The next trust board meeting would be on 27 January 2016 at 1500 in the
boardroom, chief executive’s office, Royal Free Hospital.

Agreed as a correct record

Signature …………………………………..date .27 January 2016…………………………….
Dominic Dodd, chairman
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Matters arising – trust board January 2016

Trust Board
Matters Arising report as at 27 January 2016

Actions completed since last meeting of the Trust Board

Minute
No

Action Lead Complete Board date/
agenda item

Outstanding

FROM TRUST BOARD HELD ON 17 DECEMBER 2015
2015/224 Workforce race equality standard

• Provide board with details of BME listening
sessions

D Grantham/
Y Oluyede

Details provided

2015/225 Chair and chief executive’s report

• Ascertain Monitor’s view on deferring external
governance review so that outcome of CQC
inspection can be incorporated

J Dawes Contact made with Monitor and revised
timescale confirmed – see chairman’s and
CEO’s report

2016/14

2015/226 Trust performance dashboard

• Add information about delayed transfer of care
(reason and borough)

W Smart Included in report C2016/10

FROM TRUST BOARD HELD ON 25 NOVEMBER 2015
2015/202 Quality strategy

• Pursue conversation with staff on addition of
continuous quality improvement to the trust’s
values

Further discussion of the role of the board and its
committees in continuous improvement

D Grantham

D Dodd

The culture steering group
will work up a plan for
how best to engage with
staff on this.

December 2015 – update
provided and further
report in April 2016.
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Confidential trust board meeting update – trust board January 2016

ITEMS DISCUSSED AT THE CONFIDENTIAL BOARD MEETING HELD ON 17 DECEMBER
2015

Executive summary

Decisions taken at a confidential trust board are reported where appropriate at the next trust
board held in public. Those issues of note and decisions taken at the trust board’s confidential
meeting held on 17 December 2015 are outlined below.

• Update on group model and provider led network: the board was provided with an update on
current discussions.

• Chase Farm redevelopment downside mitigation– the board noted the full final case
presented for appraisal.

• Board assurance framework – the board agreed to the addition of a risk relating to Cyber/IT
security as recommended by the audit committee, although noting that this was in light of
recent high profile IT security incidents in other organisations rather than an elevated risk at
RFL.

The board also discussed the trust performance and financial performance reports.

Action required

For the board to note.

Report From D Dodd, chairman
Author(s) A Macdonald, board secretary
Date January 2016

Report to Date of meeting Attachment number

Trust Board 27 January 2016 Paper 3



Update report of the trust’s preparation plans for our comprehensive CQC Hospital

Inspection in February 2016

Executive summary

This report aims to provide an update of the progress made against our 20 week project plan

and those areas of priority focus as part of our preparations for our comprehensive hospital

inspection.

In addition the key dates and task for the final weeks prior to inspection are detailed.

Action required/recommendation

For information.

Trust strategic priorities and business planning objectives

supported by this paper

Board assurance risk

number(s)

1. Excellent outcomes – to be in the top 10% of our peers on

outcomes

2. Excellent user experience – to be in the top 10% of relevant

peers on patient, GP and staff experience

4. Excellent compliance with our external duties – to meet our

external obligations effectively and efficiently

5. A strong organisation for the future – to strengthen the

organisation for the future

CQC Regulations supported by this paper

Regulation 9 Person-centred care

Regulation 12 Safe care and treatment

Regulation 16 Receiving and acting on complaints

Regulation 17 Good governance

Regulation 20⃰ Duty of candour

Regulation 18 Notification of other incidents

Risks attached to this project/initiative and how these will be managed (assurance)

Equality analysis

No identified negative impact on equality and diversity

Report from Deborah Sanders Email Deborah.sanders@nhs.net

Author(s) Dawn Atkinson

Date 18 January 2016

References Framework for Hospital Inspections CQC April 2015

Report to Date of meeting Attachment number

Trust Board 27 January 2016 Paper 4
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Report to Trust Board

Update Report preparing for our CQC comprehensive inspection

1. Preparing for hospital inspection

The trust CQC inspection project board convened in September 2015 as part of a 20 weeks plan with

twelve specific work streams responsible for delivering a comprehensive range of actions in order to

prepare staff and core service areas for inspection.

The project board initially met two weekly increasing the frequencies of the meetings to weekly from

December 2015 as part of the last six weeks preparation focus prior to the inspection.

Our preparations have focussed primarily on the following areas:

• Establish leads in each division and business unit who will prepare and lead their respective
team’s preparations.

• Engage our partners, staff, patients and local media informed by a comprehensive
communications plan.

• Maintain dialogue with our inspection manager and build relationship with the inspection
planning team to enable a smooth running of the inspection.

• Refresh and undertake physical remedial works across our patient environments in preparation
for the visit.

• Use the inspection as an opportunity to underpin our quality improvement efforts.

• Provide briefing packs and briefings trust wide in lead up to inspection.

• Undertake our own mock inspections during December and early January-in order for there to
be no surprises’.

• Utilise and revisit our board to the floor walkabouts to talk to staff about the visit

The 20 weeks plan was developed in line with the CQC inspector’s framework for inspection and informed
by experiences from other recently inspected trusts and what we knew about the inspection process and
what we could build on.

2. Current position

An important focus for our preparation was to enable staff across the organisation to celebrate our many

known achievements in order to give them the confidence to present a clear message around their key

achievements and exemplary services. Therefore the extensive preparation planning was fundamentally

aimed at ensuring our teams would have the confidence and ability to articulate and demonstrate that

we:

• know how our areas and teams are doing

• What has gone well, what we want to celebrate

• What are our challenges are and how we are overcoming them

• How we have addressed issues that have affected the care of our patients

• and how we support our staff and each other



We are now at week 19 of the 20 weeks plan and 3 working days before inspection.

We have completed the majority of our agreed preparation priorities in relation to the 12 work streams

as listed below and will continue with the staff briefing and communications up to and during the

inspection week in addition to the logistical management of the inspection process across the three

hospital site and any specific data request from the inspection team.

20 Week CQC preparation plan 12 specific Workstreams

1. Logistics & Inspection Visit Facilitation 7. Workforce

2. Estates & Environment 8. Infection Control

3. Communications 9. End of Life Care

4. Board Prep 10. Risk & Safety

5. Trust Information & Performance Data 11. Flow (responsiveness)

6. Mock Inspections 12.Divisional Core Services Preparations

Inspection Week Final Prep

A significant part of our preparation has been our quarterly self –assessment reporting to the executive

panel and the undertaking of the mock inspections in order to understand where we have areas of

concerns and to help staff to be prepared and confident to discuss their service areas as part of

inspection process.

3. Mock inspections

Our mock inspection has been built upon our historical Quality Road Map (QRM) assessment process

established in 2011 which has been revised to mirror the new CQC inspection model in order to

triangulate information to demonstrate compliance. The tool enables every core service area or

department across the trust’s locations to be inspected and assessed by a multidisciplinary team of

trained mock inspectors to understand our level of compliance at the frontline of care delivery.

Over the course of the past two months 68 individuals have been trained to undertake the mock

inspection the range of inspectors include clinicians, senior and middle grade nurses, operational

managers, commissioners, 3 patient representatives, health watch leads, administrative staff, pharmacy

staff, AHP’s and governance staff.

Four mock inspections days across all core services have been scheduled as part of our inspection

planning to undertake mock inspections at all three main hospital sites during December and January.

Each core service has been provided with the full results and findings of their mock inspection which

informs their ongoing preparation action planning for inspection.

The final two days of mock inspections were undertaken on 12 and 14 January and these inspections have

not been fully reported on at the time of this report.

The January inspection overall found a number of areas had improved significantly since the initial mock

inspection in December most notable improvement of areas re-inspected was Cape Town Ward at the

Chase Farm hospital site.

The full findings of the January mock inspection will be reported to the CQC board 26 January 2016.



4. Final Weeks prior to inspection

Weeks 1 and 2 before inspection

Date Task Action

14 January 2016 FT membership CQC
mailer received

Emailed to trust membership, evidence of distribution to
membership provided to CQC.

15 January 2016 Staff CQC mailer
received

Trust wide email with details regarding focus groups
distributed in addition to targeted emails to clinicians and
nurses from MD and DON. Evidence of distribution to staff
provided to CQC.

18 January 2016 Final Data Pack
received

For discussion at TEC and distribution to all core service
area leads.

21 January 2016 CQC Focus Group for
RFH staff

Information and details distributed to staff all staff actively
encouraged to attend specific groups or the open session

22 January 2016 CQC Focus Group for BH
staff

Information and details distributed to staff all staff actively
encouraged to attend specific groups or the open session

28 January 2016 CQC Focus Group for
CFH staff

Information and details distributed to staff all staff actively
encouraged to attend specific groups or the open session

28 January
2016

CQC briefing Call with
CEO

T/Call scheduled for 2pm with CEO, MD, DON and Trust
CQC nominated manager.

2 February 2016 CQC Training (Day zero) Trust required to present to the CQC at 13.15

5. During inspection week

During the week of the inspection in addition to the observational inspection regime a number of our

service users, patients and staff will be speaking to the inspectors either via the structure process of

interviews or focus groups.

Between the 2 and 5 February over 27 interview sessions will be undertaken with a wide range of clinical

and non- clinical staff including executive members and non-executive directors.

The CQC listening events will also be undertaken during the 3, 4 and 5 February at all three main hospital

sites respectively as well as a series of further focus groups with staff at all three sites from 3 to 5

February.

We have discussed the possibility of the CQC undertaking focus groups with our staff based at the Civic

Centre in Enfield, however due to the substantive inspection and interview schedules organised for the

inspection week. We were asked to encourage our satellite and Enfield Civic centre staff to access where

able the open sessions or other focus group dates.

The board is asked to note this update report on preparing for inspection.
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Monthly report of Nursing staffing levels November 2015

Executive summary – including resource implications

In January 2014 the Royal Free London NHS Foundation Trust board considered the
Government response to the Mid-Staffordshire NHS Foundation Trust Public Inquiry, Hard
Truths – The Journey to Putting Patients First and the guidance published by the National
Quality Board and the Chief Nursing Officer, How to ensure the right people with the right
skills are in the right place at the right time

Hard Truths set out the Government’s requirement that from April 2014 and by June 2014 at
the latest, NHS trusts will publish ward level information on whether they are meeting their
staffing requirements.

The overall trust summary of planned versus actual hours was 1% less actual hours than
planned:

Site specific data is as follows:

• Barnet Hospital 1% less actual hours than planned

• Chase Farm Hospital 3% more actual hours than planned

• Royal Free Hospital 2% less actual hours than planned

• Edgware Community Hospital 3% more actual hours met planned

In November out of a minimum of 3000 shifts there were 9 (0.3%) reported occasions where
the registered nurse: patient ratio fell below 1:8 on a day shift or 1:10 on a night shift. There
was one reported night shift where there was one registered nurse on duty supported by
nursing assistants. There were no reported patient safety incidents associated with these
incidents

Action required

The board is requested to

• consider if the report provides sufficient assurance that the nurse staffing levels are
meeting the needs of patients and providing safe care

Trust strategic priorities and business planning objectives

supported by this paper

Board assurance risk

number(s)

Report to Date of meeting Attachment number

Trust Board 27 January 2016 Paper 5
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1. Excellent outcomes – to be in the top 10% of our peers on

outcomes

2. Excellent user experience – to be in the top 10% of relevant

peers on patient, GP and staff experience

3. Excellent financial performance – to be in the top 10% of

relevant peers on financial performance

4. Excellent compliance with our external duties – to meet our

external obligations effectively and efficiently

5. A strong organisation for the future – to strengthen the

organisation for the future

CQC outcomes supported by this paper

1 Respecting and involving people who use services

4 Care and welfare of people who use services

5 Meeting nutritional needs

7 Safeguarding people who use services from abuse

8 Cleanliness and infection control

9 Management of medicines

13 Staffing

14 Supporting staff

Risks attached to this project/initiative and how these will be managed (assurance)

Equality analysis

• No identified negative impact on equality and diversity

Report from Deborah Sanders, Director of Nursing

Author(s) Deborah Sanders, Director of Nursing

Date 21 January 2016
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Introduction

In January 2014 the Royal Free London NHS Foundation Trust board considered the

Government response to the Mid-Staffordshire NHS Foundation Trust Public Inquiry, Hard

Truths – The Journey to Putting Patients First and the guidance published by the National

Quality Board and the Chief Nursing Officer, How to ensure the right people with the right

skills are in the right place at the right time. Hard Truths sets out the Government’s

requirement that from April 2014 and by June 2014 at the latest, NHS trusts will publish ward

level information on whether they are meeting their staffing requirements and board’s should

receive a monthly report concerning the same. This report provides information on planned

versus actual nurse staffing for November 2015.

Planned versus actual staffing

The overall trust summary of planned versus actual hours was 1% less actual hours than
planned:

Site specific data is as follows:
• Barnet hospital 1% less actual hours than planned
• Chase Farm hospital 3% more actual hours than planned
• Royal Free hospital 2% less actual hours than planned
• Edgware community hospital 3% more actual hours met planned

Registered nurse agency staff

On 1 September 2015 Monitor wrote to the trust advising of the rules for nursing agency

spending and setting out the spending ceiling for the trust. The rules are an annual ceiling

for total nursing agency spending for each trust and a mandatory use of approved

frameworks for procuring agency staff. The rules apply to all NHS trusts, NHS foundation

trusts receiving interim support from the Department of Health and NHS foundation trusts in

breach of their licence for financial reasons. All other NHS foundations trusts have been

strongly encouraged to comply.

On 19 October 2015 Monitor wrote to the trust confirming that the agreed ceiling of nurse

agency pay as a % of total nurse pay for the Royal Free London is 9.8% by March 2016 with

a further reduction in April 2016.

In November agency as a % of nursing cost was 11.99% and in December it was 11.09%.

National price caps

On 20 November, following consultation, Monitor and the TDA wrote to trusts outlining hourly

price caps for all agency staff across all staff groups to be in place by 23 November.

These will apply across all staff groups – doctors, nurses and all other clinical and non-
clinical staff. The price caps will ratchet down, subject to the monitoring approach, in two
further stages on 1 February 2016 and 1 April 2016.

This means that by 1 April 2016 an agency worker should not be rewarded more than an
equivalent substantive worker. The following summarises the price caps. The figures
represent the maximum trusts can pay for an agency worker above substantive basic pay.
The price caps cover all payments’ made by the trust, including worker pay and on costs.

Negotiations are currently taking place with the LLP, ourselves and provider agencies for the
reduction in the pay cap for February.
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Safe staffing

In October out of a minimum of 3000 shifts there were 9 (0.3%) reported occasions where

the registered nurse: patient ratio fell below 1:8 on a day shift or 1:10 on a night shift. These

were:

Damson ward – 2 night shifts, registered nurse:patient ratio of 1:12 and 4 hours of a late shift

with a ratio of 1:12.

Cedar ward – 1 night shift, ratio of 1:12

7 North – 2 night shifts with a ratio of 1:10.66

10 North – 3 night shifts with a ratio of 1:11

There was one occasion on 7 East A of a night shift with only one registered nurse supported

by 3 nursing assistants. The ward was supported by the nursing staff from 7 East B

There were no patient safety incidents associated with the above incidents.

Planned versus actual staffing

The tables below shows the planned versus actual hours for November.

The establishment of Cedar ward has been increased to reflect the dependency of the

patients nursed there and in particular those with tracheostomy’s. The staff flex the staffing

within the budgeted establishment to meet the needs of the patients on a shift basis. During

November the requirement was such that they did not need to fill to their establishment.

The elderly care wards at Barnet have now had the agreed extra posts put into their

establishments which are not yet fully recruited to leading to the lower than previously seen

fill rates for HCAs.

Ward Beds

Registered nurse to

patient ratio

Day Shift

Percent of actual vs

total planned shifts

(RN days)

Percent of actual vs

total planned shifts

(RN nights)

Percent of actual vs

total planned shifts

(HCA days)

Percent of actual vs

total planned shifts

(HCA nights)

Falls
Attributable

Cdiff
FFT Score

9 West 26 1:4 89% 99% 93% 122% 4 0 86%

9 North 33 1:4.7 96% 98% 97% 99% 2 1 85%

11 West 22 1:4.8 92% 99% 100% 137% 2 0 85%

11 South 19 1:3.8 94% 100% 110% 150% 4 0 92%

11 East 24 1:4.8 93% 100% 110% 183% 4 0 98%

10 East 24 1:3.4 98% 98% 97% 100% 2 1 91%

10 South 25 1:6.25 91% 98% 101% 128% 4 0 87%

5 East B 10 1:5 97% 100% 93% 107% 6 0 87%

Mulberry 13 1:5 150% 100% 100% n/a 1 0 92%

Transplantation and Specialist Services November 2015
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Ward Beds

Registered nurse to

patient ratio

Day Shift

Percent of actual vs

total planned shifts

(RN days)

Percent of actual vs

total planned shifts

(RN nights)

Percent of actual vs

total planned shifts

(HCA days)

Percent of actual vs

total planned shifts

(HCA nights)

Falls
Attributable

Cdiff
FFT Score

10 North 32 1:5.3 89% 94% 65% 98% 1 0 73%

8 West 36 1:5.1 98% 90% 96% 100% 0 0 77%

8 North 32 1:4 95% 96% 93% 108% 2 0 84%

10 West 27 1:5 99% 99% 113% 122% 5 0 96%

8 East 26 1:4.3 95% 100% 100% 100% 4 0 73%

6 South 28 1:4 96% 99% 96% 100% 1 0 85%

ITU (RF) vary 1:1/1:2 98% 68% 99% 55% 3 0 n/a

Adelaide 25 1:6.25 100% 99% 131% 143% 2 0 100%

Capetown 36 1:5.1 116% 131% 116% 190% 6 0 100%

CCU 8 1:2 84% 100% n/a n/a 0 0 93%

CDU 24 1:4.8 99% 98% 95% 132% 3 0 83%

ITU (BH) vary 1:1/1:2 92% 95% 94% 92% 0 1 n/a

Juniper 24 1:4.8 105% 100% 96% 96% 4 1 88%

Larch 22 1:5.5 96% 95% 71% 79% 1 1 100%

Olive 22 1:5.5 112% 101% 66% 63% 1 0 93%

Palm 22 1:5.5 101% 104% 74% 69% 5 0 93%

Quince 24 1:4.8 98% 100% 95% 162% 4 0 97%

Rowan 24 1:4.8 93% 104% 128% 103% 2 0 92%

Spruce 24 1:6 100% 100% 115% 317% 5 0 75%

NRC 15 1:7.5 92% 90% 120% 116% 0 0 n/a

Walnut 24 1:6 91% 100% 93% 110% 1 0 91%

Urgent Care November 2015

Ward Beds

Registered nurse to

patient ratio

Day Shift

Percent of actual vs

total planned shifts

(RN days)

Percent of actual vs

total planned shifts

(RN nights)

Percent of actual vs

total planned shifts

(HCA days)

Percent of actual vs

total planned shifts

(HCA nights)

Falls
Attributable

Cdiff
FFT Score

7 East A 20 1:5 94% 102% 123% 137% 9 0 71%

7 East B 13 1:4.3 90% 95% 101% 102% 1 0 85%

7 West 32 1:4 94% 99% 111% 150% 5 1 91%

7 North 32 1:4.7 93% 94% 102% 255% 1 0 92%

Beech 24 1:6 107% 100% 106% 73% 3 0 100%

Canterb'y 25 1:6.25 79% 71% 85% 113% 2 0 98%

Cedar 24 1:4 79% 77% 130% 115% 4 0 83%

Damson 24 1:6 101% 100% 123% 103% 2 0 89%

Wel'gton 39 1:6.5 96% 59% 56% 83% 1 0 97%

Surgery and Associated Services November 2015

Ward Beds

Registered nurse to

patient ratio

Day Shift

Percent of actual vs

total planned shifts

(RN days)

Percent of actual vs

total planned shifts

(RN nights)

Percent of actual vs

total planned shifts

(HCA days)

Percent of actual vs

total planned shifts

(HCA nights)

Falls
Attributable

Cdiff
FFT Score

12 Wesr 15 vary 100% 100% 97% 100% 0 0 n/a

12 South 16 1:4 100% 100% 95% 98% 1 0 100%

12 Eas t B 12 vary 104% 100% 83% 100% 1 0 100%

Private Practice July 2015
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Equality impact assessment
• Positive impact which supports equity of service

Report to Date of meeting Attachment number

Trust Board 27 January 2016 Paper 6

DIRECTOR OF INFECTION PREVENTION AND CONTROL (DIPC) QUARTERLY REPORT

Executive summary
This is the trust report from the DIPC for The Royal Free London NHS Foundation Trust.

In line with the revised Health and Social Care Act (2008) trusts are required to have appropriate
management and clinical governance systems in place to deliver effective infection control. Included
at appendix A are the ten compliance criteria from the Health and Social Care Act to assist the board
in assessing the information provided.

In line with the Health and Social Care Act (2008, rev 2015) Code of Practice on the prevention and
control of infections and related guidance, trusts are required to have appropriate management and
clinical governance systems in place to deliver effective infection control. Within criterion 1 of the
Code of Practice is a requirement that there is an agreement within the organisation that outlines its
collective responsibility for keeping to a minimum the risk for infection and the general means by which
it will control such risks. The board level agreement is included in this paper.

Action required / recommendation
The Board is asked to confirm that the report provides sufficient information to provide assurance of
sustained compliance with the Hygiene Code and to approve the Board level agreement.

Trust strategic priorities and business
planning objectives supported by this paper

Board assurance risk number(s)

1 Improving clinical effectiveness R1
2 Enhancing the patient experience

CQC outcomes supported by this paper
Outcome 8 Cleanliness and infection control

Risks attached to this project / initiative and how these will be managed (assurance)
The revised Hygiene Code Risk matrix will be monitored at the Infection Control Committee.
The risks associated with the Hygiene Code have been included in the Board Assurance Framework
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Report From D Sanders, Director of Nursing and DIPC.

Author(s) D Mack, Microbiology Consultant, Lead IPC Doctor
Husam El-Mugamar, Consultant Microbiologist, IPC Doctor
Dianne Irish, Consultant Virologist
Y Carter, Head of IPC Nursing
IPC team

Date January 2016
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1. Introduction
The Health and Social Care Act (2008) Code of Practice on the prevention and control of
infections and related guidance outlines the actions NHS Trusts in England must take to
ensure a clean environment for the care of patients, in which the risk of infection is kept
as low as possible. The 10 compliance criteria are attached at appendix A. The criteria
have been revised for the 2015 edition, including a larger focus on antimicrobial
stewardship.

Monitoring Progress against the Health and Social Care Act, including internal audit.
Hygiene Code compliance will continue to be monitored through the Infection Prevention
and Control Committee. The Trust’s internal auditors annually assess trust arrangements
and ensure robust evidence of compliance in all criteria. There are currently no
recommendations for improvement.

2. Infection report
2.1 Meticillin-sensitive and Meticillin-resistant Staphylococcus aureus

bacteraemia. (MRSA and MSSA)
Reduction of hospital acquired Staphylococcus aureus bacteraemias including those due
to MRSA continue to be an important infection control priority for the trust. The target for
2015-16 is zero for all organisations.

There have been no further cases of MRSA bacteraemia assigned to the Trust for this
quarter, although one case was identified in Barnet A&E and assigned to Harrow CCG.

There have been 3 cases of MRSA bacteraemia previously assigned to the Trust with a
further 3 assigned to CCGs or third party:

Patient
age

Sample
date

location
Treatment

Site
doa directorate Assignment

6 21 14/10/2015 A&E BH 14/10/2015 UC Harrow CCG

5 92 22/06/2015 A&E BH 22/06/2015 UC Third Party

4 81 15/06/2015 AE RFH 15/06/2015 UC Brent CCG

3 43 12/06/2015 CCU BH 11/06/2015 UC Acute Trust

2 71 03/06/2015 AE BH 03/06/2015 UC Acute Trust

1 29 16/04/2015 Victoria BH 16/04/2015 WC Acute Trust

2.2 MRSA trust acquisitions.
The trust MRSA acquisition rate remains low across all sites, (an acquisition is defined as
any patient not previously known to be MRSA positive but has been swabbed whilst in the
RFLNHSFT after the first 48 hours of admission and found to be positive). Although the
national requirement has reduced, the trust screening process remains inclusive of in-patient
admissions as it is felt to be integral in reducing acquisition rates and contributes to safer
patient care.

2.3 Clostridium difficile (C.diff)
The RFLNHSFT has integrated infection control measures across all sites to minimise the
risk of C. difficile. Measures include educational programmes, comprehensive antibiotic
policies, good bed management with early isolation of symptomatic patients and enhanced
environmental cleaning. The microbiology, IPC and pharmacy teams continue to perform
Clostridium difficile ward rounds to ensure that all elements of the care and treatment of
patients with C. difficile are being appropriately managed.
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There are 53 attributable cases for the Trust for Q1, Q2 and Q3 against a threshold of 50.
Overall, Q1 and Q2 were in excess of projected threshold, but lower numbers in Q3 meant
that this quarter was under projected threshold. The external threshold objective for The
Royal Free London Trust for 2015/16 is 66 attributable cases.

Following revisions to its risk framework Monitor has confirmed that for the purposes of its
governance risk ratings of foundation trusts’ with effect from quarter one 2015/16 national
performance against the C. difficile indicator will include only those infections that result from
a lapse in care. Lapses in care infections are determined by the local clinical team applying a
checklist based assessment developed by Public Health England, with outcomes reviewed
and agreed by local commissioners. This has a significant effect on trust data, for example
53 attributable infections reported up-to-date; reporting only those infections relating to
lapses in care reduces this number to 12 to reflect the change described above. However,
under the national NHS contract performance against the target continues to be based on
the total number of attributed cases including those relating to lapses in care and those not
relating to lapses in care.

In 2014/15 there was a 6% increase in the national number of cases of C. Diff reported, the
first annual rise since mandatory surveillance was introduced in 2007; this is being
investigated by Public Health England.

There have been 12 lapses in care identified through the root cause analysis of each
attributable infection:

April 8 West Identified lapse in antimicrobial stewardship for one patient with repeat Co-
Amox prescriptions for ‘dip test’ positive urine sample, but no clear clinical
signs. Feedback to junior doctors to include better documentation of
indication of AB prescription, adoption of revised drug chart which has clear
request for AB review, indication and duration and consultant lead and
support audits (100%) – work on sustaining compliance

May 11 South – 2
cases

2 cases within one month, unable to identify same/different typing as one
sample lost – assume probability that there was transmission and therefore
lapse in care.

June Juniper Identified lapse in testing – delay in recognition of symptoms, sample
collection and reception in Micro lab. The whole trust is now undergoing a
ward-by-ward C.diff refresher training by the IPCT on C.diff symptom
recognition and sample taking. A further case has been identified on Juniper
Ward, so the enhanced IPC measures are now in place for environmental
hygiene, staff practice and antimicrobial stewardship.

July Juniper A second case, detected earlier, with ribotype matching the case above on
Juniper ward, and indistinguishable MLVA typing, indicating transmission in
the healthcare setting.

Olive Identified delay in recognition of change in stools. Once recognised and
documented, two day delay in obtaining sample, then two day delay in
reaching lab for testing. Also further cases on Olive, although 2 cases had the
same ribotype the sub-typing confirmed that there was no evidence of
transmission.

ITU4 Diarrhoea and malaena – not sampled and tested as per ITU local policy and
C.diff protocol.

Sept Walnut Delay in sending samples and transport to the lab. Delay in isolation and
unclear transfer information from A&E to the ward. Stool samples not sent in
a timely manner

A+E/Rowan
/Juniper

Delay in sample taking and knowledge of signs and symptoms. Delay in
discussion of antibiotics with Microbiologists

Oct 5 East B Two day delay in sample date to receipt in lab. Hand hygiene 44% (95% at
follow-up). Discussion of reduction risks for aspiration leading to infection.

Nov 6 East/9 Delay and lack of knowledge in recognition of signs and symptoms. Delay in
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North isolation for 24 hours. Hand hygiene 10% (80% at follow-up) staff to
recognise importance of monitoring patients even when 24 hour carers are in
place.

CC North
BH

Repeat training on sample recognition and testing. Notes from transferring
hospital contain no information on transfer of repeated isolation for diarrhoea
– IPCNs to discuss information sharing on transfer. Hand hygiene currently
100%

The trust C.difficile ‘action log’ incorporates activity across the trust and is driven through the
fortnightly divisional lead/C.diff action group. Activity is summarised below:

Main activity
• RCAs from all sites continue to be discussed at fortnightly meetings to disseminate

learning to all areas.
• Learning from antimicrobial audits has provided evidence for a revised patient

prescription chart with enhanced antimicrobial section. This is being piloted and will
be ratified through the DTC.

• A new version of ‘start smart and focus’ antibiotic audit will be placed on the intranet
as part of the symbiotic audit package at RF and BCF. The package is technically
complete and is currently being implemented through the IT system.

• Harmonisation of policy and protocols in line with DH guidance.
• Revised guidance on C.diff recognition, signs and symptoms and prompts for

sending samples now on every ward IPC notice board.

Outstanding priorities
• Continue to align IPC policies and antimicrobial policies
• Clinical audit programme being aligned across all sites.
• PPI and laxative protocols to be reviewed.
• Programme of re-skilling and competence assessment of ward staff to ensure

patients with C.diff are cared for by competent and knowledgeable staff in any ward
area of the enlarged trust.

• Revised stool chart with more information provided in a clear manner – pilot Jan
2016.
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The reduction in ‘lapses in care’ is significant for safe patient care and for assurance
of high standards of infection prevention practices.
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2.4 E.coli bacteraemias.
All E.coli bacteraemias are part of the mandatory reporting of health care associated
infections (HCAIs), there is currently no improvement target associated with this infection. A
breakdown by division and the apparent source of the infection is reported at the fortnightly
divisional leads IPC meeting to guide future reduction activity.

2.5 Carbapenemase producing enterobacteriaceae (CPE) and other non-fermenting
(CP-NF) organisms.
Within the Royal Free, there have been cases of CPE or CP-NF organisms detected this
quarter on 10 south, 11 south, ITU and 12 south but there has been no evidence of
transmission. There has been one case in Chase Farm on Capetown ward in November.
Full IPC measures have been instigated including closure of the side room post patient
discharge for decontamination, environmental cleaning and practice review. No further cases
have been identified.

There have now been 22 CPE identified since beginning of April, nine have been private
patients, with Kuwait the major source area:

Travel

Kuwait 7

Unknown 5

None 3

India 2

Bangladesh 2

Italy 1

Liberia 1

Nigeria 1
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2.6 Orthopaedic surgical site infection report
Currently the mandatory requirements from DH for surveillance are being undertaken across
all trust sites. A full programme of SSI surveillance will be undertaken following the
recruitment of a surveillance nurse.

Barnet hospital and Chase Farm hospital

Total hips replacement 62 Operations 3 Infections
Total Knee replacements 56 Operations 0 Infections

Royal Free hospital
Total knee replacements 44 Operations 0 Infections

Total 162 Operations 3 Infections

Section 4.4 of this report outlines the incident relating to the 3 hip infections at Chase Farm.

3. Viral respiratory infections
The programme of training staff as peer vaccinators is underway to ensure staff are
available in all areas to encourage flu vaccination up-take. The target is 50% of staff to be
vaccinated.

A programme of training staff to ‘fit test’ colleagues for mask and respirator has been
facilitated by the IPCT, as directed by the Health and Safety Executive (HSE). All staff that
use an FFP3 respirator must be tested to ensure correct fitting. As this includes such a large
cohort of staff, training is made available for staff from all areas so that they can fit test
colleagues in their own areas. Records of fit tested staff are kept locally for assurance of
safe staff practice.

3.1 Viral respiratory infections

 Of the 340 laboratory-confirmed viral infections that were identified by the virology
laboratory at the Royal Free Hospital between October- December 2015, 308 (91%) of
the infections were due to respiratory viruses which required IPC interventions from the
virology doctors at Royal Free Hospital. The microbiology consultants at Barnet hospital
and Chase Farm hospital hospitals were telephoned with the positive respiratory results
for patients at those hospitals.

 At the Royal Free hospital, there were 17 influenza infections (2 type B and 15 type A)
and 132 rhinovirus infections. There were 2 cases of influenza (1 of influenza A and the
other influenza B) on ITU/HDU during this period. In addition, there were 16 adenovirus
infections, 16 coronavirus infections, 11 enterovirus infections, 16 parainfluenza
infections, 65 RSV infections and 2 parechovirus infections.

 At Barnet hospital and Chase Farm Hospitals, there were 4 influenza A infections, 4
parainfluenza infections, 3 rhinovirus infections, 2 human metapneumovirus infections, 2
enterovirus infections and 1 RSV infection identified by the virology laboratory at Royal
Free Hospital.

3.2 Viral gastrointestinal infections
20 (5%) of the infections were gastrointestinal infections. At the Royal Free hospital, there
were 3 adenovirus infections, 2 sapovirus infection, 1 astrovirus and 14 norovirus infections
(see Figure 3), the majority of the norovirus infections were in patients with chronic
infections. There were no outbreaks during this quarter.
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4. Serious Incidents, outbreaks related to HCAIs

4.1 Follow-up from last report:
Mary Rankin dialysis centre:
A 90 year old male patient was diagnosed with acute kidney injury and was found to have
previous exposure to have Hep B but no evidence of acute hepatitis. The patient had been
dialysing in an open dialysis, 94 patients required cohort nursing and screening. No further
cases have been identified. The incident is now closed and all actions have been
completed.

4.2 6 West B
In September six babies were colonised on their skin with MRSA on NICU. The unit was
closed for a period of 20 days. Special measures were instituted including more robust
isolation and cohort measures within NICU. Weekly screening of all babies for MRSA
continues. One new case was detected in October, with no apparent identifiable source.
Staff screening has been undertaken, although three doctors’ screens remain outstanding.

4.3 Mulberry Ward - Barnet Hospital
In the month of December there were three C. difficile toxin positive cases on Mulberry over
a period of two days, 25th and 26th. Two of the three patients were community acquired and
the third was deemed hospital acquired due to delay in sending of samples, although
symptomatic on admission. Two patients were discharged home on treatment after four days
and the other discharged two weeks after being admitted. The C. difficile ribotype for all
cases is pending.

4.4 SSI orthopaedic theatres at Chase Farm Hospital
There have been three cases of hip replacement SSI.

1. Patient A - Left THR 26/10/2015 at Chase Farm. The patient was discharged home
on 02/11/2015 but readmitted to Barnet 05/11/2015 with a hematoma.

2. Patient B - Left THR 27/10/2015 at Chase Farm. The patient was discharged home
on 05/11/2015. then readmitted to Barnet on 07/11/2015

3. Patient C - Left THR 28/10/2015 at Chase Farm, returned to theatre at Chase Farm
on11/11/2015 for a washout and transferred to Barnet the following day. Returned to
theatre at Barnet on 15/11/2015.

The patients’ original surgery was in two different theatres at Chase Farm, theatre 5 and
theatre 6. Theatre records indicate different staff in the theatres with no commonality
between staff and different surgeons performing the surgery.

There was a mix of micro-bacteria in the patient samples. Although two patients had
Corynebacterium amycolatum, there were two different antibiotic sensitivity patterns
indicating probable different ribo-types. The samples have been sent for ribo-typing and the
results are awaited.

The estates department reported that annual testing of theatres 5 and 6 was performed on
14 July 2015 with a clear pass. The motor on the ventilation system fan was changed on the
7 and 8 November 2015 at night with full deep clean on completion. A report from Lorne
Stewart indicated that there was nothing outside routine activity or findings. The
investigation team considered suspending surgery at this time but found no evidence of a
requirement to do so. A number of actions and interventions took place:

• Ventilation extracts were cleaned and rectified
• An open door policy to the theatre meant there were multiple interruptions during

surgical procedure, IPC recommendation to fit locks or visual entry barrier to
prevent access to theatre room during surgery.
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• Good practice discussed in provision of dedicated skin prep trolley, which is then
removed and gloves changed before instrument trolley brought to patient.
Refresher training and assessment of staff in aseptic protocols.

• Personal belongings were identified in theatres. Provision of lockers closer to
theatre rooms in supervised areas for personal belongings.

• Theatres were re-tested on 13 December 2015
o Each ultra clean ventilation hood divided into 4 square grid. Both grid 4 in

theatre 5 and 6 below minimum rate- rectified
o Ventilation filters were clogged; the filter frames were changed to disposable.

Filters awaiting re-testing post filter change.
o Joint ’plant’ for both theatres checked and the flows re-balanced.
o The group agreed that microbiological testing should be considered after

satisfactory ventilation test or as part of annual check.

No further cases have been identified and the incident has been closed unless repeat
test results require action (next testing in June 2016) or new cases are identified.

5. SIs.
Month & no. of deaths Associated HCAI Location
Apr 15 0 death
May 15 0 death
Jun 15 0 death
Jul 15 0 death
Aug 15 0 death
Sept 15 0 death
Oct 15 0 death
Nov 15 0 death
Dec 15 0 death

6. IPC team activity
Four sessions of peer vaccinator training has been undertaken for staff flu protection in
October and November alongside provision of FFP mask/respirator ‘fit test’ training (as per
HSE requirement) for 50staff across all Divisions. The winter roadshows on all sites in
October were a refresher for all staff on winter seasonal infections such as Norovirus and
influenza, but also included information on MERS identification and management.

The clinical (DH High Impact Intervention) audits have been re-launched across all sites to
enable fuller schedule of audits and reporting along the same model as the matrons’
indicators. The IPC team has participated in the trust clinical practice events and also
supporting the staff with assurance of good IPC practice in light of the upcoming CQC
inspection.

The HOUDINI programme for the reduction (disappearance) of urinary catheters was
launched this year, with full audit taking place in November.

7. Urinary catheter point prevalence survey November 2015.
The ‘HOUDINI’ programme aimed at reducing urinary catheters (by making any catheter that
does not have an indication for on-going clinical need disappear) was introduced within the
Royal Free, Barnet and Chase Farm Hospitals in 2015. The number of catheters found to be
in-use in a point prevalence survey in November 2015, identified that the number of urinary
catheters in-situ within the Royal Free Hospital had reduced from 106 in 2014 to 94 (11%).
Barnet and Chase Farm identified 72 patients with urinary catheters (no previous survey
carried out). The survey identified that 100% of the urinary catheters within the Royal free
Hospital had an on-going clinical need to remain in place. The survey identified that 96% of
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the urinary catheters within Barnet and Chase Farm Hospitals had an on-going clinical need
to remain in place. The three urinary catheters without indication for use were removed.

Actions:
• The HOUDINI programme will be embedded within all trust areas over the next two

quarters.
• A repeat survey will be carried out annually to ensure that the prevalence of urinary

catheters does not increase without clinical indication.
• The audit of urinary catheter insertion and on-going care is scheduled into the matrons’

indicator audits for trust-wide practice.

8. Hand hygiene
The DH Saving Lives programme High Impact intervention audit tool is used to audit,
monitor and report hand hygiene compliance.

Compliance rates are now included as part of the matrons indicators within the performance
reporting system, monitored and reported by the Divisions. The Hand Hygiene campaign is
underway for 2015/16, including poster competitions and publicity with local schools, revised
campaign for raising awareness across all trust areas with staff photo posters embedding
hand hygiene at ward level.

9. Trust cleanliness
The trust undertakes at least monthly cleaning audits across all areas within the trust. These
are undertaken jointly with the facilities staff and matrons and ward leaders. Any areas of
concern are immediately identified and rectified. Any rectification keeps the trust in line with
National Standards of Cleanliness (NPSA) level.

At the Royal Free hospital in quarter 3 the cleaning compliance was 98% in very high risk
areas (e.g. ITU) where the target is 98%, 95% in high risk areas (e.g. wards) where the
target is 95%, and 90% in significant risk areas (e.g. outpatients) where the target is 87%.

At Barnet hospital in quarter 3 the cleaning compliance was 96 % in very high risk areas, 93
% in high risk areas and 88 % in significant risk areas. Rectifications are undertaken within
the required contractual time frame following the NPSA guidelines to ensure that any failures
highlighted are resolved during the rectification period prior to sign off. The head of infection
control nursing will be working with the contractor to monitor scores weekly and request
activity reports for scores that fail to reach the required standard.

10. Isolation Facilities
Under criterion 7 of the Health and Social Care Act, the trust has an obligation to ensure
adequate isolation facilities. The Board needs to be kept fully informed of any risks
associated with this criterion, in order to accurately inform any capital development
programmes or service reconfigurations and developments, data on deficits in facilities is
reported in the fortnightly divisional meeting.

The latest point prevalence survey in March identified that there are over twice the number of
side rooms within the trust than are needed for infection isolation, so activity is focussed on
maximising the use of the available rooms. This includes use for ‘end of life’ care and other
privacy and dignity issues. There have been no significant escalations due to unavailability
of side rooms in this quarter
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11. Divisional Matrons reports.

11.1 Infection Prevention and Control Committee – Private Practice Services Report December 2015

New Issues Concerns Action Responsib-
ility

Due
Date

Itemise priority issues to report/discuss at IPCC
Commissioning of Hadley Wood Hospital Liaison with infection control and prevention to ensure compliance. Outpatients

have been reviewed by infection control and the department will be opening
18th January. Work on going in relation to theatres.

DDN/Matron
HWH

Ongoing

CQC compliance evidence
ie. exemplar projects, completed action
programmes.

Completed CQC self-assessment under the five domains
Issues with storage within the Lyndhurst Rooms particularly the dirty utility
room and minor procedure rooms. Minor works request with estates since early
2015 – escalated to PPU Director.

SE/
Department
Sister

January
2016
October

Risk assessment review
ie, RCA’s for C.diff/MRSA
Fit test compliance (HSE requirement) Ward Percentage

Trained
12EB/POTS 100%
Lyndhurst Rooms 100%
12W 100%
12N 100%
12S 100%

RMO’s are at 50% but plan in place with the CPE to bring to 100%

Ward
Managers
&CPE

DDN/CPE

January
2016

Incident reporting
ie, Summary of incidents, outbreaks and
associated learning.

12 South (patient transferred from Kuwait) – C Diff RCA – no lapses in care
identified not attributable to the Trust

Monitoring and Audit
- Hand hygiene – ward/department red RAG

concerns, average compliance and actions for
improvement.

- Clinical (HII) audits – ward/department red RAG
concerns, average compliance and actions for
improvement.

- Cleaning scores - ward/department red RAG
concerns, escalation, rectification, Nurse/Matron
attendance.

Challenges in being able to clean the rooms of patients who are long term
admissions, monitoring system put in place with the Ward Managers

Ward
Managers
&DDN

Ongoing



Paper 6

13

11.2 Infection Prevention and Control Committee – SASS Report December 2015

Risk assessment review

ie, RCA’s for C.diff/MRSA
Fit test compliance (HSE requirement)

No MRSA bacteraemia reported for quarter 3
1 C.diff case in SAS identified in the quarter. RCA being completed.

Ward Sister

Incident reporting

ie, Summary of incidents, outbreaks and associated
learning.

No outbreaks of infection in quarter 3

Monitoring and Audit

- Hand hygiene – ward/department red RAG concerns, average
compliance and actions for improvement. Clinical (HII) audits –
ward/department red RAG concerns, average compliance and
actions for improvement.
Cleaning scores - ward/department red RAG concerns,
escalation, rectification, Nurse/Matron attendance.

All areas compliant with completing audits.
No concerns identified with environmental audit.
Variability of hand hygiene audits identified and local action in
place as required.

Matrons

New Issues Concerns Action Responsibility Due
Date

Itemise priority issues to report/discuss at IPCC

1. 3 Orthopaedic infections CF

2. Ophthalmology

3. Inpatients in day surgery
theatres at Barnet Hospital

3 patients developed infection post hip replacement at CF site. Surgery
performed on 3 consecutive days. Investigation in progress.
Clinic 3, RF, 2 cases of Endophthalmitis reported. Investigation in progress

Clinical Lead & Orthopaedic
Surveillance Nurse
Clinical Director and Lead
Nurse
Theatre Matron Barnet

CQC compliance evidence

ie. exemplar projects, completed
action programmes.

Quarter 3 evidence in preparation for CQC visit has been presented to Trust
panel on December 2015. Areas raised in relation to infection control
include those highlighted for day surgery at Barnet Hospital, compliance with
uniform policy in relation to scrubs and variability in ward hand hygiene
audits with local action taken appropriately.

Clinical Directors

Matrons
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11.3 Infection Prevention and Control Committee – UC Report December 2015

New Issues Concerns Action Responsi
bility

Due
Date

Itemise priority issues to report/discuss at IPCC
CQC compliance evidence
Medical and Medical
Speciality Wards
Poor compliance with Hand
Hygiene compliance.
ICU RFH Site

1. Screening ICU Patient for
infection

2. Access to VHP out of Hours
3. Incorrect disposal / Sending

of Laundry

ICU Barnet Site
1. There is a need to

increase side rooms
2. Sluice ICU South

Some concerns regarding hand hygiene compliance which is being managed by matrons
and ward managers.
Weekly hand hygiene audits in place

New screening protocol produced and posters displayed.
VHP out of hours is not always possible causing closure of side rooms. Improved
communication with VHP team to ensure domestic staff aware of the need for a VHP.
Soiled linen not being disposed of correctly. (Red bags not placed in white bags). Signage
placed in dirty utility, Staff reminded in safety brief on day and night shift. Spot checks
completed by matrons.

Sometimes not able to isolate patient in timely manner
VRE action plan now complete sluice size has been increased to comply with regulations

NIC /
Matron

NIC /
Matron
NIC /
Matron

NIC/ Matron
Matron
/IPT,
Corporate
Matron/
IPT/ HON

On going

January
2016
January
2016
January
2016
On going
On going
Complet
e

CQC Compliance

ICU Royal Free Site New Screening protocol in place.
Infection control census distributed three times a week to all senior staff.
All side rooms with isolated patients highlighted on the Pre-Flight safety check
Correct disposal of laundry and green ‘is clean tape’ on commodes in dirty utility rooms
Nurse in charge checklists to ensure good practice in IPCC

NIC
Matron’s

Ongoing

Risk assessment review
Medical and Medical
Speciality Wards
HAI-CDiff – 5 reportable cases
in UC all sites (2 HSEP, 2 ITU,
1 medical)
ICU Royal Free Site
ICU Barnet Site
ED RFH Site
ED BH Site

RCAs completed and action plans in place
No New cases of C-Diff or MRSA high impact audits on weekly basis for infection control.

Continue to fit test staff presently 40 % trained, currently working with the educators and IPT
to increase compliance.

Fit Testing - Compliance is 60% currently approx 20% due to need for retesting. Aim to meet
50% by 30th March 2016
Actions taken
5 RN’s have undertaken train the trainer for fit testing in December 2105 and are rolling
ongoing training

Matrons/wa
rd
managers/c
onsultants
Education
Team and
IPC Team
NIC /
Matron /
IPC / Micro-
biology.

Ongoing

Ongoing
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11.4 Infection Prevention and Control Committee – TASS Report December 2015

New Issues Concerns Action Responsibility Due
Date

Itemise priority issues to report/discuss at IPCC
1. Environmental cleaning

2. Two MSSA bacteraemias

3. Two CPO

Variability in toilet cleaning standards 10S and OPD at RFH.
Impact of ad-hoc and weekend clinics/session and review of cleaning
schedules to be undertaken
EKCC – RCA and no cross contamination
EKCC – one patient high risk following a holiday in India. Second patient
had recent hospital admission. Correct policy and procedure followed.

Matrons

Unit managers
and CPEs
Unit managers
and CPEs

CQC compliance evidence
ie. exemplar projects, completed action
programmes.

CQC self-assurance completed and presented. Identification of issues of
concern in relation to space and availability of storage for clinical areas –
RFH Endoscopy, BH Mulberry ward.
CVC policies to be reviewed. Matrons / CPEs

Risk assessment review
ie, RCA’s for C.diff/MRSA
Fit test compliance (HSE requirement)

Two cases of C-Diff in Q3 where lapse in care identified through RCA. For
related to delay in sending sample / isolation and poor hand hygiene
compliance.
Third case of C-Diff in Q3 10E RCA being undertaken.

Incident reporting
ie, Summary of incidents, outbreaks and
associated learning.

No outbreaks reported in Q3

Monitoring and Audit
ie.
- Hand hygiene – ward/department red RAG

concerns, average compliance and actions for
improvement.

- Clinical (HII) audits – ward/department red RAG
concerns, average compliance and actions for
improvement.

- Cleaning scores - ward/department red RAG
concerns, escalation, rectification, Nurse/Matron
attendance.

Enhanced measures on 6E/9N improvements in hand hygiene and
environmental audits evidenced. Enhanced measures stopped 20-10-2015.
Environmental audit on Mulberry ward poor - action plan in place and
improvements made.
Variability in compliance with high impact intervention audits - now rectified

Matrons
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11.5 Infection Prevention and Control Committee – W&C Report December 2015

New Issues Concerns Action Responsibility Due
Date

Itemise priority issues to report/discuss at IPCC
Paediatrics and Neonates
Barnet site
(i) Sewage coming up into bathroom of
cubicle 21 on Galaxy ward

Remedial works completed to address issue of poor plumbing design during
bathroom redesign. Issue was thought to be resolved, but problem
continues to persist. It is now clear that to rectify the plumbing situation will
require major structural work – still awaiting work. Room is out of
commission

Estates

CQC compliance evidence
i.e. exemplar projects, completed action
programmes.

.

Risk assessment review

Incident reporting
i.e. Summary of incidents, outbreaks and
associated learning.

Maternity Services

New case of C-diff diagnosed RFH LW 23.12.15
Woman underwent complicated caesarean section on 17.12.15. Surgery
was prolonged and she developed sepsis. Administered IV antibiotics post
operatively. She subsequently developed a paralytic ileus and was treated
with aperients. She first complained of diarrhoea on 22.12.15 and C-diff
diagnosed from stool sample on 23.12.15. Root cause analysis completed
to be presented to IPCC on 28.1.16.

Monitoring and Audit
- Hand hygiene – ward/department red RAG

concerns, average compliance and actions for
improvement.

- Clinical (HII) audits – ward/department red RAG
concerns, average compliance and actions for
improvement.

Cleaning scores - ward/department red RAG
concerns, escalation, rectification, Nurse/Matron
attendance.

The Division record and report the infection
control audits as part of the Matrons reporting.
Any issues gap is addressed locally by the
matrons.

Maternity
LW (RFH) Hand hygiene audits LW (RFH site) 72-90%. Plan: increased
surveillance and monitoring & weekly audit January 2016

Gynaecology
Willow ward maximiser audits are still below standard. Domestic staff
changed end of December 2015. Plan: increased surveillance and
monitoring.
Barnet EGU: December 2015 environmental audit 74.6% fail actions put into
place to rectify. Plan: increased surveillance and monitoring.

Labour Ward
Matron

Gynaecology
Matron
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1. INTRODUCTION

The Health and Social Care Act (2008, rev 2015) Code of Practice on the prevention and control of
infections and related guidance, requires that NHS bodies have in place appropriate arrangements for
allocating responsibility to staff, contractors and other persons concerned in the provision of health care in
order to protect patients from the risk of acquiring healthcare associated infections (HAI). The
arrangements must include an agreement broadly outlining the collective responsibility for minimising the
risk of infection and the general means by which it prevents and controls such risks.

2. THE AGREEMENT

2.1. The Trust Board accepts responsibility for minimising and controlling HAI as part of the overall risk
management strategy. The Trust Board fully supports the actions outlined in the Health and Social
Care Act (2008, rev 2015) Code of Practice on the prevention and control of infections and related
guidance, (The Hygiene Code) which is intended to prevent and control HAI in patients, staff and
visitors.

2.2. The Trust Board will:

• Ensure that appropriate resources are made available to support infection prevention and control
activities that aim to prevent and control HAI.

• Support the Director of Infection Prevention and Control (DIPC), the infection prevention and
control team, divisional leads and clinical staff in taking appropriate action to prevent and control
HAI.

• Ensure appropriate lines of communication and accountability are in place to enable effective
delivery of the infection prevention and control service in line with best practice.

2.3. The Trust Board is assured that it has suitable systems and processes in place to ensure that
performance against the Health and Social Care Act (2008, rev 2015) Code of Practice on the
prevention and control of infections and related guidance, is monitored.

• The trust board will receive and approve the annual infection prevention and control report from the
DIPC as proposed by the trust infection prevention and control committee.

• The trust board will receive quarterly infection prevention and control reports from the DIPC at all
public meetings incorporating the divisional matron and clinical director reports.

• The trust board will set and monitor targets with the commissioners in line with National and
regional mandates.

• The trust board will assure compliance with all mandatory reporting of infections and infection-
related untoward serious incidents in line with national and NHS London requirements.

• The DIPC will report directly to the chief executive, escalating major infection outbreaks and
challenges in meeting mandatory standards as advised by the infection prevention and control
team.

• The divisional lead infection control group will report and share learning with the infection
prevention and control committee which reports through the risk and governance structure to the
Board.

3. RESPONSIBILITIES

3.1 The trust board is committed to high standards of infection prevention and control across all sites of the
Royal Free London NHSFT. The trust board will receive and consider assurance that:

• Corporate and individual responsibilities for infection prevention and control will be stipulated in all
job descriptions and compliance monitored via the staff development review system.
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• All staff have access to expert infection prevention and control advice facilitated by the infection
prevention and control team.

• Support systems and processes to enable staff to receive training and information on measures to
prevent and control HCAI.

• All staff have access to personal protective equipment and policies that support current infection
prevention and control practices.

• All staff will have access to a comprehensive occupational health service.

3.2 The trust board is assured that systems are established to monitor compliance against standards
related to the prevention and control of HAI.

• Infection incidences will be monitored and analysed using root cause analysis to improve clinical
practice and minimise future risk.

• Wards and departments will undertake infection prevention and control audits, including high
impact intervention audits, and take action to improve compliance against standards to minimise
the risk of infection.

• Hospital environment facilities will be monitored as part of a planned audit and maintenance
programme to ensure high standards of cleaning and that premises are maintained in good
physical repair and condition.

• The Trust will conform to national guidance on the supply and provision of linen and uniforms.

• Information will be provided to support safe transfer of care and inform patients and their carers
about the management of infections.

4. ASSURANCE

4.1 The chief executive has overall responsibility to ensure that the prevention and control of HAI is a
core part of the trust’s clinical governance and patient safety programmes.

4.2. The DIPC has responsibility to ensure that systems and processes are in place to ensure effective
infection prevention and control measures are in place in the trust.

4.3 The infection prevention and control team members have responsibility to support the DIPC and
provide specialist knowledge and advice on all matters relating to infection prevention and control to
staff across the organisation, including attending and advising divisional clinical governance boards.

4.4 The named division clinical leads have a responsibility to represent their divisions at the divisional
lead infection control group and to communicate pertinent infection prevention and control matters
to their divisional clinical governance boards.

4.5 Matrons have a responsibility to ensure that all staff within their sphere of responsibility are up to
date with infection prevention and control training and assessment of competence. They are also
responsible for leading and monitoring a culture of cleanliness and safety in their clinical areas.
Performance will be monitored via matrons’ indicators meetings.

4.6 Serious incidents (SI) relating to infection prevention and control are investigated in line with the
trust’s risk and safety procedures.

4.7 Comprehensive action plans are developed to meet national and local standards. These action
plans are monitored on a regular basis at the committees described earlier.

4.8 Assurance of compliance and performance against measurable outcomes are objectively monitored
via the audit and surveillance programme. High risk issues and concerns will be escalated to the
trust board by the DIPC.

For approval by the Trust Board, Jan 2016
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Appendix A
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Annual Equality Information Report 2016

Executive summary

Annual legislative requirements

The Equality Act 2010, specific duties require public authorities to publish information to

demonstrate their compliance with the general equality duty by 31 January each year.

(Annual Equality Information Report)

This information must include information relating to people who share a relevant protected

characteristic who are:

• its employees

• and people affected by its policies and practices (patients, their families and carers).

The protected characteristics covered by the Equality Act 2010 are:

Age, disability, gender reassignment, marriage and civil partnership (in respect of eliminating

unlawful discrimination), pregnancy and maternity, race (this includes ethnic or national

origins, colour or nationality), religion or belief (this includes spirituality and lack of belief),

sex, sexual orientation.

A draft of this report was presented to the equality steering group.

This report is required to be published on our external website no later than 31 January

2016.

Action required/recommendation

The Board is asked to approve the Annual Equality Information Report for publication on the

trust website

Trust strategic priorities and business planning objectives

supported by this paper

Board assurance risk

number(s)

1. Excellent outcomes – to be in the top 10% of our peers on

outcomes x

2. Excellent user experience – to be in the top 10% of relevant

peers on patient, GP and staff experience x

4. Excellent compliance with our external duties – to meet our

external obligations effectively and efficiently x

5. A strong organisation for the future – to strengthen the

organisation for the future x

Report to Date of meeting Attachment number

Trust Board 27 January 2016

Paper 7
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CQC Regulations supported by this paper

Regulation 4 Requirements where the service provider is an individual or partnership x

Regulation 5 ⃰ Fit and proper persons: directors x

Regulation 8 ⃰ General x

Regulation 9 Person-centred care x

Regulation 10 Dignity and respect x

Regulation 11 Need for consent x

Regulation 12 Safe care and treatment x

Regulation 13 Safeguarding service users from abuse and improper treatment x

Regulation 14 Meeting nutritional and hydration needs x

Regulation 15 Premises and equipment x

Regulation 16 Receiving and acting on complaints x

Regulation 17 Good governance x

Regulation 18 Staffing x

Regulation 19 Fit and proper persons employed x

Regulation 20⃰ Duty of candour x

Risks attached to this project/initiative and how these will be managed (assurance)

Robust evidence Equality and Diversity structures are being embedded and for the year April 2015/ March 2016 The

Trust is equality compliant in the required General and Specific Duties under the Equality Act 2010.

Equality analysis

Positive evidence that proposal has considered equality and diversity

Report from Deborah Sanders

Author(s) Jackie Macklin / Yemisi Oluyede

Date 20 January 2016

References Equality Act 2010
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Equality information

report 2014-15

January 2016
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Foreword

Welcome to the Royal Free London NHS Foundation Trust 2014-2015 annual
equality information report. We are now in our second year as a larger trust and
proud to be a significant employer in London; our hospitals in Barnet, Hampstead
and Enfield bring a breadth of diversity to our workforce that can only enhance the
service we deliver to our community.

We embrace a robust equality, diversity and inclusion agenda, which underpins our
governing objective of ensuring an excellent patient and staff experience across our
three hospitals and 52 satellite sites. At the request of our CCG commissioners this
report contains evidence from April 2014 to June 2015, allowing us to report
evidence from July to June in future years.

Our focus for 2015/16 is to continue to implement the new trust equality objectives
that were the result of our 2015 EDS2 grading and objective setting exercise. We are
confident that the outcomes of this work will support us to deliver a world class
service.

Deborah Sanders - director of nursing

New photos

David Grantham – director of workforce and OD
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At the Royal Free London we are passionate about our services and the quality of care that
we deliver to our patients. This is central to the experience of our patients, their families,
friends and carers and underpinned by our equality, diversity and inclusion strategy.

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.

Our staff worked to develop our trust values: to be positively welcoming, actively respectful,
visibly reassuring and to clearly communicate. While we appreciate that we don’t always get
it right, we are on a journey of continuous improvement, with feedback from our patients
essential to our growth.

We know that patient experience is more than just meeting our patient’s physical needs, but
also about treating each patient with the dignity, compassion and respect that they deserve
as an individual.

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. We will continue to push the boundaries in how we deliver
healthcare to our richly diverse communities.

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.

Putting Patients First: the NHS England business plan for 2014/15-2016/17

‘Reducing health inequalities and advancing equality are at the heart of the NHS, ensuring

that NHS organisations exercise fairness, social justice and an equitable approach across

their range of activities and that no community or group is left behind. The NHS Constitution

sets out the key values that will guide the NHS. Central to these values is the need to

improve lives and make sure that everyone counts. NHS England’s approach to promoting

equality and tackling health inequalities reflects the values and pledges of the NHS

Constitution.’ (NHS England 2014)

respect and dignity

commitment of quality care

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.’

Chapter 1 Putting patients first

compassion

improving
lives

working together with patients

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

In February 2014 WCC values were introduced to staff and patients at Barnet Hospital and
Chase Farm Hospital, as part of the culture work stream the formed part of the preparatory
work for the acquisition. Staff and patients confirmed that the WCC values were appropriate
across the enlarged trust. There were requests from staff and unions to create more clarity
about what the WCC values mean in practice.

In 2015 a draft behavioural framework was developed from a blend of research and local
data. This included:

a mini literature review of patient safety and patient experience journal articles
a thematic analysis of patient data from the friends and family test, patient complaints
and the annual staff survey.

The behavioural framework was refined in response to the feedback of over 1,000 staff,
approved by the unions and then approved by the trust executive committee.

In April 2015 the WCC values ‘living our values’ behavioural framework was launched 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 (appendix tbc).

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 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.

The WCC values were developed in
collaboration with staff and patients in
2012. Between April and December
2012, 63% of staff (at the RFH)
attended WCC values workshops and
the WCC values were embedded
within corporate induction and
training programmes.
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2.1 Equality Act 2010

The Equality Act 2010 combined and strengthened existing equality legislation.

As a trust we have to comply with public sector equality duty which has two parts:

1. 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.

2. The specific duties require public bodies to:

publish relevant, proportionate information demonstrating their compliance with
the general equality duty by 31 January 2016

to set and publish specific, measurable equality objectives by 6 April 2016

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

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

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

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

Reporting period

In previous years we presented the information in the annual equality information report for
the previous financial year, eg reporting 2013-14 equality evidence in January 2015. Our
commissioners have requested we provide more current evidence and information.
Therefore, this report will cover the period April 2014 to June 2015 to allow annual reporting
from July to June in the future. As the Royal Free London became a larger trust on the 1
July 2014, data for workforce and some other areas will be for the period 1 July 2014-30
June 2015 only.

Chapter 2 Legislation
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The evidence we are required to provide through these processes

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

Protected characteristics

age

disability

gender reassignment

marriage and civil partnership

maternity and pregnancy

race

religion and belief

sex

sexual orientation

carers

Workforce

applicants for employment
employee relation cases, ie summary of
disciplinary, grievance, bullying and
harassment, capability, sickness absence
cases
appraisals
mandatory and statutory training (MaST)
equality and diversity training
promotions
leavers
equal pay audit
workforce equality, diversity, and inclusion
working group
engagement with staff networks
engagement with trade unions
representatives
equality analysis for workforce policies
evidence of trust workforce by protected
characteristic for baseline information for
future comparison

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 quality of care. We publish this information by protected characteristics as far as is

possible. This includes:
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2.2 Royal Free London equality, diversity and inclusion (EDI) strategy

2015-2019

“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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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.

Type Description

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.

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.
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This section demonstrates how we achieve equality compliance.

2.3.1 Public sector equality duty (PSED)

This annual equality information report has been written to assure the equality
steering group and the trust board that we have sound structures in place to support
staff and deliver a service that is equality compliant.

The PSED reports on the trust’s structures, monitoring and data collection processes,
collecting and recording data and activity as evidence of work completed and data
collected analysed and used.

We are required to publish this report on our public website on or before the 31
January 2016

2.3.2 Equality Delivery System2 (EDS2)

The EDS2 is the 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.

By 5 April 2015 we had to demonstrate: In 2013-2014 for goals 1 and 2

1. Better health outcomes for all

2. Improved patient experience and outcomes

3. A representative and supported workforce

4. Inclusive leadership

2.3 Trust EDI delivery and monitoring structures
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Grading the outcomes

We invited our community partners to a preparatory session on 19 January 2015 ahead of our EDS2
grading session for goals one and two on 23 February 2015.

Each outcome was graded in line with the EDS grading framework as either:

Red (underdeveloped)
People from all protected groups fare poorly compared with people overall or evidence is not
available.

Amber (developing)
People from some protected groups fare as well as people overall.

Green (achieving)
People from most protected groups fare as well as people overall.

Purple (excelling)
People from all protected groups fare as well as people overall.

We are aware that to guarantee that patients from all protected groups will fare well on every
occasion is a challenge in a trust the size of the Royal Free London. Our stakeholders have advised
they feel that a patient receiving a poor experience would feel worse for knowing the trust had been
graded as excelling. We will not be seeking a purple grading on goals 1 and 2 but will seek purple
on specific projects and embedded areas of work in the future.

Grading the outcomes

Goals one and two

A grading preparation event was held on 19 January 2015 with an opportunity for attendees to ask
questions and request information as well as clarifying the grading process.

A grading exercise with our community stakeholders to grade goals one and two was held on 23
February 2015. The grades were approved by the equal access group on 5 March 2015 and the
equality steering group on 18 March 2015. A draft copy was published on the trust website by 6 April
2015 as required by the Equality Act 2010, receiving trust board approval at the trust board meeting
in April 2015.

Evidence was collected from wards, the emergency department, maternity, paediatrics, health
services for older people, out-patient clinics , therapy services, acute specialist learning disability
services, our dementia lead, liaison psychiatry, the wellbeing centre, the Macmillan cancer
information and support centre, patient experience feedback, renal patient support group, private
practice unit, public health, change and information systems training, chaplaincy, and compliments
and complaints received by our patient advice and liaison service.
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Evidence was collated for the grading review. The agenda for the session included presentations of
key evidence with other evidence received by the equal access group at its quarterly meetings
throughout the year. The outcome for the grading review is as follows:

EDS2 grading 2013-2014

EDS2 outcomes 2013-14 EDS2 grade

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

1.2 1.2
Individual patients health needs are assessed and met in
appropriate and effective ways

Developing – further
evidence required to
receive ‘achieving’ grade

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

Achieving

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

Achieving

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

Achieving

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

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

Achieving

2.3 People report positive experiences of the NHS
Developing– further
evidence required to
receive ‘achieving’ grade

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

Achieving

We are grateful to our stakeholders for working with us to achieve these gradings and

continued to work with them to identify the areas requiring evidence for the 2014-2015 review.

We published the areas of development our stakeholder graders identified for the grading

review in February 2016 as part of our annual grading and equality objectives report.
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Goals EDS outcomes Areas identified for further development

Goal 1 Better health outcomes for all

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

Work for 2015: strengthen presentation of
frameworks for olderdisabled patients and
patients with communication and access
requirements.
Provide audit evidence for next year.

1.2 1.2
Individual people’s health needs are
assessed and met in appropriate and
effective ways

Work for 2015: continue to develop robust
patient demographic data collection to ensure
patient assessments identify need.
Audit evidence for next year and include
evidence from community support groups.

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

Evidence accepted
Work for 2015: audit evidence required for next
year

1.4 1.4
When people use NHS services their
safety is prioritised and they do not
experience mistakes, mistreatment
and abuse

Work for 2015: data evidence
Develop a working group to strengthen the
presentation and promotion of trust
safeguarding structures.

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

Evidence accepted

Work for 2015: list of services for next year

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

Evidence accepted: written and presented

Work for 2015: patient feedback to
demonstrate patient experience

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

Evidence accepted: written and presented
Work for 2015/16: example pathways included
in evidence

2.3 People report positive experiences of
the NHS

Work for 2015/16: robust patient experience
evidence required. Sources of feedback listed
with data.

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

Evidence accepted: written and presented
structures are in place.

Work for 2015/16: improve access to
complaints and PALS processes for minority
communities and groups
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The trust equality objectives were agreed in March 2012 to cover the period April 2012-March
2015 and published on the trust’s website.

We set new trust equality objectives in March 2015 to reflect our enlarged trust and to cover the
period April 2015-March 2019. There is a national five-year Equality Delivery System 2 (EDS2)
agenda; 2013/14 was year one and 2014/15 year two. Our new equality objectives will support
the trust for one year after the national EDS2 programme concludes and therefore cover the
first year of the next phase.

Key changes 2014/15

Appointment of a deputy director of patient experience

Appointment of full-time equality and diversity operational manager for service delivery and

patient experience

Creation of a new patient experience team bringing existing teams together: patient

experience, patient advice and liaison service, complaints, equality, diversity and inclusion,

chaplaincy, mortuary and bereavement

Appointment of a dementia lead

Appointment of a deputy director of safeguarding and bringing existing safeguarding teams

together

Increased hours for acute liaison nurse for people with a learning disability as part of the

safeguarding team at the Royal Free Hospital and appointment of an acute liaison nurse for

people with a learning disability at Barnet Hospital and Chase Farm Hospital

Appointment of a patient information manager

Equality objectives 2013/15

Under the Equality Act 2010 public sector organisations were required to publish our equality
objectives by 6 April 2014. We identified three core equality objectives for 2013/15 to bring
about improvements in access, experience and outcomes for groups with protected
characteristic. These objectives are based on specific feedback from staff, patients and those
directly involved in patient care.

EDS goals one and two: EDS objectives 2012- 2015



17

Trust equality and diversity objectives 2013/15

1. To improve access to services for protected groups.

The Royal Free London NHS Foundation Trust will review the data that it collects on patients
and service users and look at the ways in which this informs our service planning, resulting in
equity of outcomes for all and take positive action for relevant protected groups where
necessary.

2. Improve the way that we involve and engage patients and service users from protected groups
in their care services including involvement from the senior management team.

The Royal Free London NHS Foundation Trust will review how we engage with our patients
and service users across the nine protected groups to identify any gaps and ways to fill them.
We will then ensure that our engagement efforts for 2013/15 are representative of the local
population, patients groups and regulators and that we provide feedback to those with whom
we engage in order that they receive the outcome and rationale.

3. Review our equality analysis process and ensure that all new policy and revised polices and
service plans take equality fully into consideration.

The Royal Free London NHS Foundation Trust will re-launch our revised equality analysis
template. We will monitor and report our equality analyses quarterly to demonstrate how new or
amended policies will deliver advances in equality considerations across all trust activities.

Work plan and monitoring

A work plan was developed as an outcome of the EDS objectives and published on our website

before 6 April 2014. This reflects the actions required to create the structures to introduce, deliver,

embed and monitor the trust EDS objectives for 2013-2015.

The work plan is monitored quarterly by the equality steering group, a subgroup of the trust board

that meets quarterly.
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Planned work to deliver our trust EDS2 equality objectives for 2013-2015

Item Focus Action When and by whom

1 EDS
objectives

EDS objectives published on public website
by 6 April 2013

6 April 2013
Deputy director of
governance and equality and
diversity

2 EDS work
plan

EDS work plan developed April 2013

EDS work plan approved, June 2013 Equality steering group(ESG)

3 Equality
agenda
embedded

Equality agenda delivered Interim equality and diversity
operational project lead

4 Monitoring
Delivery of the equality actions required to
complete the EDS2 work plan monitored at
quarterly equality steering group meetings,
June 2013-March 2014

Equality steering group
(ESG)
Equal access group
(EAG)

Equality
agenda

Equality agenda delivered Equality and diversity
(patient) operational
manager

5 Development Development for equal access groups for
Barnet Hospital and Chase Farm Hospital

Equality steering group
(ESG)

6 EDS work
plan 2014-15

2014-2015 EDS2 work plan developed and
approved

March-June 2014
Approved June 2014 ESG

7
Monitoring

Delivery of the equality actions required to
complete the EDS2 work plan monitored at
quarterly equality steering group meetings
June 2014-March 2015

Equality steering group
(ESG)
Equal access groups (EAGs)
at Chase Farm and the
Royal Free hospitals

Summary

We concluded the final year confident we had achieved the tasks set. The Equality Delivery System2 (EDS2)

is about monitoring real improvements to services that can be sustained over time. It focuses on the things

that matter the most for patients, communities and staff. The EDS2 requires genuine engagement,

transparency and the effective use of evidence. The EDS2 evidence will help the trust and our commissioners

from clinical commissioning groups in Barnet, Camden and Enfield to work in partnership and to support us to

plan actions and interventions to further improve access for patients and the development of a diverse

workforce.

As a result of the 2015 EDS2 exercise the evidence collection now includes evidence relevant for the new

CQC standards.
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Please see the Royal Free London EDS objective and grading report, achieved actions and equality objectives

2014-19 (appendix 2)

What we did

In 2014/15 we developed a simple template that collected evidence against the nine protected

characteristics and CQC fundamental standards to create a snapshot of each service’s equality

compliance.

We developed a template and ran a trial using data collected last year, asking authors to update and

fully populate the new templates. This was successful so we will continue to use this process

annually.

The template received equality steering group approval in June 2014 and was ready for use and

the evidence collected for offering at the 2015 EDS2 grading event

What our staff thought?

“This is so much easier.”

“I understand why we are collecting this information now.”

“I can use this information when I write other reports, this is great.”

What we
planned?

In 2014/15 we planned to deliver a short audit project to identify where patient access needs exist for
language, BSL or access equipment support would be identified and booked after a patient referral
letter is received by the trust. We will do this by:

developing a survey to map the patient referral letter/booking process
identifying teams managing their patient appointment bookings outside of the central booking
service.
Auditing our three main hospitals –Barnet Hospital, Chase Farm Hospital and the Royal Free
Hospital.

What our staff thought?

We asked colleagues in our central booking team what we should focus on. They said:

“Where the GP mentions the access needs of the patient in the referral, if it is at the top we can

access it, if in the body of the referral we cannot access it.”

1. Aligning Equality Delivery System (EDS) evidence collection with CQC

equality evidence collection

2. Patient appointment pathway project

W 2.4 What this means for patients at the Royal Free London?
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“How other teams manage the booking process, what works well and what does not.”

What we did

We conducted an audit of the central booking process and teams that were managing their own

bookings.

We quickly realised one of the main issues was that the important information re accessibility was

not entered in with the patient information the booking teams could access.

We passed this to RFL teams working with our CCGs and this issue was quickly addressed for

Camden and work is ongoing with our Barnet and Enfield CCG colleagues.

The report was used to support the diverse needs of patients during the reconfiguration of

centralised outpatient booking services.

What we

planned?

Weekly 30 minute sessions of seven equality awareness focus areas, to be delivered in a meeting room

close to the workplace.

What we did

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 diversity.

What staff on the pilot thought

“Sessions are very educational and I have increased my knowledge about lots of things.”
“They are very informative. I did not know about how hearing aids operate before, or the
correct way to guide someone who needs help.”
“it is good to know about the different religious practices so that we can cater for people’s
needs”

3. The accessible ward, clinic or team
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“All of the team have been talking about how useful it is to know the reasons for asking for
ethnicity. None of us knew before and it makes sense now.”
“These courses have significantly improved knowledge across a wide range of subjects for
all of us, and morale across the team is better than it has been since I started in 2010.”

Three teams took part in the pilot:

Team 1 – an administration and reception team.

We met weekly or fortnightly, according to room availability. Half of the team attended for 45
minutes then we had a 15 minute period for change of shift and the second half of the team
attended.

This team went on to be nominated for and awarded the ‘equality and diversity award’ at the
trust's outstanding staff contribution and rewards ceremony in December 2014.

Team 2 – a support team

We could only meet between 8am and 8.30am on the middle Friday’s of the month as there
were team meetings the first and last Friday of the month. The team comprised completely
of shift workers on varied shift patterns.

We ran the sessions for many months assessing the previous learning of the majority of the
group and choosing appropriate sessions on the day. Some sessions were repeated three
times to different attendees.

Managers reported the popularity of the sessions and attendance demonstrated the value of
tailoring the training to availability.

Managers reported a greater respect and understanding within the team for each other’s
diversity.

It has been agreed to run this particular series of sessions again to the same group who now
have new team members and working patterns.

Team 3 – a clinical team

Regular sessions would not work for this team so it was agreed the clinic would close for two
consecutive Friday afternoons and the sessions would be delivered in two sessions of four
subject areas.
The sessions were well attended.
By the second session the team were already implementing their learning – one example
was a team member began tracking the appointment of a deaf patient who had a BSL
interpreter booked. She was making sure that if the appointments were moved the
interpreters booking would be changed too.
The manager reported raised interest in the team on meeting patient need where in the past
they may not have been confident to engage with patients to identify how to support them.
Requests were received from other clinic teams to repeat the sessions.



22

We continue to develop these pilots into regular sessions. Teams should identify the areas they lack
knowledge in and arrange for team members to attend specific equality awareness sessions and
become team champions In that area.

Sessions currently being booked are with Action on Hearing Loss for deaf awareness training and
Opening Doors London for LGBT awareness training.

Equality Delivery System report for Barnet and Chase Farm hospitals

The former Barnet and Chase Farm Hospitals NHS Trust made the decision to collect and grade
equality evidence up until March 2014 and therefore the grading covers a two-year period of
2012/13 and 2013/14. The report reflects on the equality work of Barnet and Chase Farm hospitals
up to acquisition by the Royal Free London NHS Foundation Trust in July 2014.

Please see the former Barnet and Chase Farm Hospital NHS Trust equality objectives and achieved
actions in Appendix 4.

Equality

analysis

The

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

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.

2.2.3. Equality analysis – ensuring trust documentation is equality compliant
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The embedding, training and monitoring of equality analysis is an EDS2 objective and a core

element in the EDS2 action plan.

Planned actions

The development of a ‘staff equality analysis panel’, to approve workforce and organisational

policies, strategies and business plans.

The development of a ‘foundation trust members’ equality analysis panel’, to approve nursing

and clinical guidelines, policies, strategies, projects and service development.

Review of the equality analysis template.

Review of equality analysis training and a revised training programme.

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.

“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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• core element in the EDS Action Plan.

Equality compliance assurance

Equality and diversity is monitored through two committee structures. The equal access

group reports to the equality steering group. Both meet quarterly; the EAG before the

ESG in March, June, September and December.

The equality steering group reports to the patient and staff experience committee

Equality steering group (ESG)

Patient and staff experience committee

Equal access groups (EAGs)

Chair: deputy director of patient experience

Community representatives, trust directorates and teams from Barnet Hospital,
Chase Farm Hospital and the Royal Free Hospital

• leads equality delivery system2 (EDS2) grading annually in February

• monitors EDS2 evidence throughout the year through presentations at
quarterly meetings

• minutes, actions and work plan are monitored by ESG
• receives and monitors evidence of equality compliance and feeds into the

creation, development and implementation of equality initiatives. The
group then reports on this progress to ESG and monitors actions
determined at ESG.

Chair: director of nursing/deputy director of patient
experience

Directors, deputy directors and trust leads

• monitors and approves equality analysis and general

progress of equality compliance

• quarterly update from directorates and divisions

• monitors the work of EAG and receives assurance EDS

evidence is being collated and the quality monitored

Equality monitoring structures
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Understanding our patient population and recognising the social context of our patients’ lives has

helped us to tailor the care we deliver and make our services relevant. Since the trust grew to

include Barnet Hospital and Chase Farm Hospital, in addition to the Royal Free Hospital and

numerous satellite sites, our patient population has increased greatly. To understand this better we

undertook a needs assessment of the new hospital population. The needs assessment has been

used to underpin service redesign work and service planning.

The new organisation serves a large population who mostly live in North London and parts of west

Hertfordshire. This population is highly diverse in terms of age, ethnicity, incidence and prevalence

of diseases, expectations of care, use of health services and levels of health literacy. A needs

assessment1 has already been undertaken and this section largely draws upon the findings of that

report to summarise the local population profile, unless otherwise stated.

The majority of patients currently accessing services provided at Barnet Hospital, Chase Farm

Hospital and the Royal Free Hospital are resident in Barnet, Camden and Enfield. . However, this

differs by specialty because of local commissioning arrangements. For some specialties, some

patients are resident in south Herts (particularly the district authority areas of Welwyn Hatfield,

Hertsmere and Broxbourne). Others are living in parts of east Brent and east Harrow, north

Westminster, and parts of Islington and Haringey.

The map in figure one shows the geographical area covered by the new organisation. It also shows

the hospitals included in the new organisation: Barnet Hospital, Chase Farm Hospital, Cheshunt

Hospital, Edgware Community Hospital, Finchley Memorial Hospital, Potters Bar Community

Hospital and the Royal Free Hospital. The darker shading to the South East of the map and in

darker pockets throughout the map show areas of deprivation, the lighter shading to the North and

West of the map shows areas of affluence, as explained by the key.

Figure one: map of the catchment areas for the Royal Free London NHS Foundation Trust by
deprivation.

1
Public health department, RFH (2014), background paper to support the planning of the wave one clinical specialities

(dermatology)

Chapter 3 Our patients and services

3.1 Characteristics of our local population
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The map shows that the catchment area is highly diverse and that we have an extreme range in

terms of the deprivation profile of our area. This is characterised by wide variations in life

expectancy across our catchment between the deprived and non-deprived groups, a difference in

life expectancy of 11.6 years for the London Borough of Camden and a difference in quality of life

and disability free life years. Deprivation is important because it is one of the main determinants of

morbidity and early mortality, and is also a significant factor in late presentations and emergency

admissions. The burden of limiting long term illness, cancer and circulatory disease falls

disproportionately on people living in deprivation as do the main risk factors for ill-health.

Several neighbourhoods in our catchment area are among the least deprived in England and many

are among the most deprived. Those that are the least deprived include parts of Frognal and

Fitzjohns ward in Camden and Garden Suburb ward in Barnet. Other neighbourhoods are among

the most deprived areas in England including parts of West Hendon ward in Barnet and Dollis Hill

ward in Brent. In Enfield, Edmonton Green is ranked as the 14th (out of 628) most deprived ward in

London.2

Age and sex structure of the local population

2
Ward Level Summary Measures of Indices of Deprivation 2010. Intelligence Update 01. GLA Intelligence Unit 2012.
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The population structure, displayed in the age/sex pyramid in figure two, shows that our area has a

relatively young population, with a high number of children under five years of age and high

numbers of adults of working age.3

There are some significant differences between local authority areas however. Camden has a

younger age population, with a higher proportion of people in the 20-24 year age group than London

as a whole. Barnet has a slightly older population with more people in the 85+ age group than

England as a whole. Barnet has a larger population than Camden and almost double the number of

0-9-year olds than Camden. This will have a significant impact on the demand for maternity, child

and adolescent services among Barnet residents now and in the future. Figure 2 shows the age and

sex structure of our population.

Figure two: total catchment population pyramid

Source: ONS mid-year estimates 2013.

Ethnicity and religion

In terms of ethnicity and religion, the population we serve is extremely diverse. Ethnicity is an

important consideration in planning health services for a local population for two major reasons. One

3
ONS Mid-2012 Population Estimates: Single year of age and sex for local authorities in the United Kingdom; estimated resident

population. 2013.
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is that certain population groups have higher risk factors for some diseases.4 Ethnicity is also a

factor in understanding of diseases, risk factors, accessing advice, support and health care

services.5

In addition, the relationship between race and poverty magnifies the risk of certain conditions. More

people from black, Asian and minority ethnic groups (BAME) live in poverty than people from the

white population. In Barnet, 25% of the black Caribbean population are in routine and manual

occupations compared with 15% of the white population.6 Households headed by certain ethnic

minorities (particularly Pakistani and Bangladeshi) are more likely to have low incomes.7

Unemployment rates are higher in BAME households. In 2011 the unemployment rate for young

black people (aged 16-24 years) was almost two and a half times the rate for young white people.8

The breakdown of the population in Barnet, Camden and Enfield by ethnic group is shown in figure

three. Based on standard census groupings, the ethnic profile of the local catchment area reflects

that of London as a whole. Almost two-thirds of the population are of white origin, but there are

some differences in non-white groups between the boroughs.

Black residents comprise a much larger proportion of the total population (21% in Enfield, 10% in

Barnet and 10% in Camden) than is the case nationally (3% across England and Wales).

The same is true of South Asian residents (10% in Barnet, 9% in Camden and 6% in Enfield)

compared to England.9 In particular, the Bangladeshi community makes up a larger share of

Camden’s population (6%) than in Barnet (1%), while a larger proportion of Barnet’s population are

of Indian origin (8%) than in Camden (3%). Barnet also contains a large Jewish population when

compared with Camden and most other areas of London: 15% of Barnet residents report their

religion as Jewish.10 Separate analysis shows that at the Royal Free Hospital or London? we treat a

much higher proportion of patients from the Jewish community than live in our local catchment

population. This is also true for Pakistani and Irish populations.

Long-term health problems and disability

There are high numbers of people living locally to the Royal Free London with long-term conditions,

including diabetes and coronary heart disease. Early identification and management of such long-

term health problems will continue to be a priority.

In the most recent Census (2011), approximately 890,000 people (all ages) living in Barnet, Camden

and Enfield reported having a long-term health problem or disability. Almost 15% of this group

(129,700 people) reported that their health problem or disability limited their activities either a little or

a lot (0).11 This has an impact on demand for health and social care services locally.

Figure four. Long-term health problems and disability

4
Census 2011, Key Statistics Table KS209, ONS.

5
Greater London Authority. Assessment of the GLAs impact on race equality. 2012. Available at

www.london.gov.uk/priorities/equalities/publications/assessing-the-effect-of-the-glas-work-on-race-equality)
6

Census 2011, Key Statistics Table KS209, ONS.
7

Households below average income statistics, Department for Work and Pensions 2010.
8

Greater London Authority. Assessment of the GLAs impact on race equality. 2012. Available at
www.london.gov.uk/priorities/equalities/publications/assessing-the-effect-of-the-glas-work-on-race-equality
9

GLA 2012 Round Ethnic Group Projections – SLHAA Final. Greater London Authority 2013.
10

GLA Round 2012 Demographic Projections.
11

Census 2011, Key Statistics Table KS301, ONS.
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Future demographic change

The population of Barnet, Camden and Enfield is expected to grow by approximately 8% over the

next five years. All three boroughs are expected to see population increases of at least 10% within

seven years. Barnet’s population is predicted to grow the most; 11.4% from 2014 to 2021. The latest

estimates predict that by 2019 there will be an additional 76,100 people living across these three

boroughs. Figure 4 shows the estimated population growth by local authority. Here we have added

in the Hertfordshire areas so a comparison can be made with the London boroughs. Barnet, Enfield

and Camden have much larger populations and their population is expected to rise more

significantly than in the Hertfordshire area. Table 1 shows the estimated population increase by age

band and by local authority.12

Table 1: projected population increase (%) by age group by local authority, 2014-2019.

12
ONS. (2014). 2012-based Subnational Population Projections for England. Released: 29 May 2014. Newport: Office for

National Statistics. Retrieved July 10, 2014, from http://www.ons.gov.uk/ons/rel/snpp/sub-national-population-

projections/2012-based-projections/stb-2012-based-snpp.html
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Age band

0-9 10-19 20-29 30-39 40-49 50-59 60-69 70-79 80-89 90+

Barnet 10.1% 12.1% -1.6% 10.1% 9.8% 15.5% 9.4% 21.0% 12.0% 25%

Enfield 12.6% 10.1% -0.3% 12.8% 3.3% 14.9% 11.2% 12.5% 14.0% 25.2%

Camden 8.7% 4.6% 4.2% 15.8% 10.7% 16.2% -0.3% 12.2% 8.9% 17.3%

Source: ONS 2012-based Subnational Population Projections for England. Released: 29 May 2014.

Figure five : projected population growth by local authority 2014

Source: ONS 2012-based Subnational Population Projections for England. Released: 29 May 2014.

Barnet has the largest population in our catchment area. In Barnet the largest expected increases in

absolute numbers will be in adults of working age, particularly the 30-39 and 50-59 age groups.

Although the numbers are small, there will be a relatively large increase in older people living in

Barnet. The 70-79 years age group will increase by 21% from 2014 to 2019. The - 9 years age

group in Barnet is large, making up 14% of the population. This age group will increase by 10.1%

from 2014 to 2019.

3.2 Our hospital population

Patient demographics across our hospitals

This section describes the characteristics of our patient population, again focusing on
protected characteristics where this data is available.

Following the growth of our trust to include Barnet Hospital and Chase Farm Hospital in July
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2014, we undertook a detailed analysis of our in-patient and out-patient attendances to help
us target our health improvement services more effectively, plan our response to future
population needs, identify priority areas and assess some of our services in relation to
protected characteristics. In the sections that follow, the commentary from this analysis is
complemented with graphs showing the demographic profile of our patients
attending each of our three main hospitals during 2014/15, for in-patients, out-patients and
emergency department care episodes.

In-patients

Summary

35% of in-patient stays at the Royal Free Hospital in 2014/15 were for patients aged 65 and above.

Across Barnet Hospital and Chase Farm Hospital this figure is 42%, reflecting the older population

of Barnet and Enfield. Across the whole trust, 39.5% of in-patient stays were for patients aged 65+.

Across the trust, 49% of all in-patient stays are day cases, 10% are elective admissions and the

remaining 41% are non-elective admissions.

However, there were differences in the age and ethnicity of patients admitted to the three hospitals,

reflecting differences in the local population.

Children (0-14)

Across the trust, the majority of patients aged 0-4 (84%) and 5-14 (53%) were admitted non-

electively. However, there were more day cases at the Royal Free Hospital for patients aged 5-14

than non-elective admissions (49% compared to 33%). Across Barnet Hospital and Chase Farm

Hospital, 28% of 5-14 admissions were day cases and 66% were non-elective admissions.

Younger adults (15-34)

47% of admissions for patients aged 15-24 at the Royal Free Hospital were day cases with 42%

being non-electives. Across Barnet Hospital and Chase Farm Hospital, 49% of admissions for this

age group were non-elective and 40% were day cases.

51% of patients aged 25-34 admitted to the Royal Free Hospital were admitted non-electively,

whereas across Barnet Hospital and Chase Farm Hospital this percentage is 39%, with 53% being

day cases.



32

Middle to older adults (35-64)

On average, 58% of middle to older adults were day cases, 12% were electives and 30% non-

electives. Most elective patients are in the middle to older adult age range.

Older patients (65+)

The majority of 65+ patients were day cases: 45% at the Royal Free Hospital, 52% across Barnet

Hospital and Chase Farm Hospital and 49% across the trust. The percentage of non-elective

admissions was 42% at the Royal Free Hospital and 40% across Barnet Hospital and Chase Farm

Hospital. 64% of all 85+ patients at all our hospitals were admitted non-electively.

Figure 1a, 1b, 1c: admissions by category and age group (2014/15) split by site
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Ethnicity

66% of in-patient stays across the whole trust in 2014/15 are for patients identifying themselves as

from a white background (British, Irish or other white). This proportion is lower at the Royal Free

Hospital (62%), reflecting the more diverse population from Camden and South Barnet. Across

Barnet Hospital and Chase Farm Hospital 69% of in-patient stays were for patients identifying

themselves as white.

12% of all admissions at the Royal Free Hospital were for Asian minorities, compared to 9% across

Barnet Hospital and Chase Farm Hospital.

51% of admissions for patients identifying themselves as being from a mixed ethnic group and as

‘other’ white at the Royal Free Hospital were non-elective. Across Barnet Hospital and Chase Farm

Hospital, 46% of admissions of ‘other’ ethnic groups were non-elective, with ‘other’ white at 44% and

mixed and black at 42%. This is likely to be related to the younger age profile of these ethnicities.

According to the 2011 Census, 60% of Barnet residents identifying themselves as from a mixed

ethnic group and 43% of those identifying themselves as from a black ethnic group were aged 24 or

under. 26% of Barnet residents who identified themselves as ‘other’ white were aged 24 or under

and 53.5% were aged between 25 and 49.
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Figure 2a, 2b, 2c: admissions by ethnicity and category (2014/15) split by site
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Figure 3a, 3b, 3cc: admissions by sex and category (2014/15) split by site

Out-patients

In 2014/2015, 695,230 out-patient appointments were made at the Royal Free Hospital, of which

11% were not attended (DNA). 478,536 out-patient appointments were made across Barnet Hospital

and Chase Farm Hospital, of which 9% were not attended.

The proportion of appointments not attended appears to decrease with age: the average ‘did not

attend’ rate for patients under 55 was 14% at the Royal Free Hospital and 11% across Barnet

Hospital and Chase Farm Hospital, whereas for patients aged 55 or over it was 8.4% and 6.4%

respectively.

Women were slightly more likely to attend their appointments than men, with a ‘do not attend’ rate of

9.5% for women and 10.9% for men.



36

Figure four: out-patient appointments by attendance status and age group (2014/2015) - comparison

between the Royal Free Hospital and Barnet and Chase Farm hospitals

Figure five: out-patient appointments by attendance status and sex (2014/2015) -comparison between

the Royal Free Hospital and Barnet and Chase Farm hospitals

Accident and emergency department

In 2014/15, together with Chase Farm Hospital’s urgent care centre, our two emergency
departments based at Barnet Hospital and the Royal Free Hospital provided emergency care for
247,173 attenders.

60% of these were treated at Barnet Hospital and Chase Farm Hospital.

A higher proportion of attenders were aged 75 and over at Barnet Hospital and Chase Farm Hospital
(13%) compared to the Royal Free Hospital (11.7%), reflecting the ageing population of outer North
London boroughs. An analysis of A&E attendances also illustrates similar findings around the
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diversity of the population served by the three A&E departments, especially with regards to the
strong presence of ethnic minorities at the Royal Free Hospital, particularly of people from an Asian
background (12.2% of all A&E attendances at the Royal Free Hospital in 2014/15 compared to 8.5%
across Barnet Hospital and Chase Farm Hospital).

32% of A&E attenders at the Royal Free Hospital identified themselves as British and 25% as ‘other’
white, whereas across Barnet Hospital and Chase Farm Hospital 42.7% of A&E attenders identified
themselves as British and 18.6% as ‘other’ white.

Slightly more women attended A&E in 2014/15 than men: 52% of all A&E attenders were female,
with no major differences between hospitals.

Figure six: Accident and emergency attendances by age group and site (2014/15)

Figure seven: Accident and emergency attendances by ethnic group and site (2014/15)
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Figure eight: Accident and emergency attendances by sex and site (2014/15)
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Patient experience

“The sum of all interactions, shaped by the culture of the Royal Free, that influence

patient and carer perceptions across their pathway”

Aiming to deliver world class care to all our patients, carers and families is one of the trust’s

five strategic objectives.

In order to achieve and deliver on this promise we need to understand how patients, carers

and families perceive the service we provide.

To help us meet our aim a patient experience strategy, which sets out key goals and how

we intend to improve patient experience over the next four years, was developed and

monitored through an enhancement plan. Alongside the patient experience strategy a

patient and public engagement and involvement (PPEI) strategy is also being drafted and

will be ratified in 2016.

We employed a number of different methodologies to gain more insight into the experience
of the service and care we provide, including:

• national surveys (eg national cancer patient experience surveys)

• in-patient surveys (administered via bedside hospital entertainment system and

paper surveys)

• friends and family tests

• patient focus groups

• compliments and complaints

• Twitter/Facebook

• NHS Choices/Patient Opinion/patient voices

3.4 Patient Experience
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The friends and family test (FFT)

The friends and family test (FFT), which is based on a simple question about how likely
patients would be to recommend a service to their friends or family if they needed similar
care or treatment, has been used across the Royal Free London NHS Foundation Trust
since 2013.

The trust’s aspiration is to consistently achieve a 90% ‘would recommend’ rate and a ‘would
not recommend’ rate of equal or less than 5%. Results were closely monitored and reported
back to the clinical team and concerted efforts and actions were undertaken to deliver world
class care and excellent patient experience.
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Patient and public engagement

Numerous focus groups were held throughout 2015 to engage with patients, carers and
relatives, and seek their views and opinions on the services we provide. These focus
groups were advertised on the trust website, via community midwifes who handed out flyers
when they went to see mothers and their babies at home, and by staff who invited patients
on the day to join the event.

Portable induction hearing loop systems were made available when people with impaired
hearing attended. Furthermore, interpreters were available on request. No requests for
these services were made in 2015.

Three focus groups were held to discuss maternity services in July, October and December
2015. Discussion points included patient experience feedback such as the FFT,
complaints, praise, and seeking patients view on information held on the website.

These focus groups were able to reach a wide group of users including young mothers,
older mothers, male and female partners and people whose first language is not English.
Further work and engagement will continue with all protected groups in 2016.

A carers event was held in July 2015 which sought to gain more insight into carers’ own
views and needs. Attendees included representatives from local carers groups as well as
individual carers and staff.

The patient experience team also supported a local cardiac support group (Heartlink) by
attending one of their events, talking about patient experience and complaints and
answering any questions the group had.
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3.5 Patient advice and liaison service (PALS) and complaints team

Introduction

Feedback from patients, relatives and carers provides the trust with a vital source of insight about

people’s experiences of healthcare at the Royal Free London NHS Foundation 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 offer help and support and try to

facilitate answers to questions and resolution to concerns quickly and informally.

The complaints department deal with all formal complaints that come into the trust and ensure 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.

During 2014-15 there were 12,367 concerns raised with PALS and 1,159 complaints formally

registered with the trust.

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’, is

disseminated throughout the trust and is available in other languages, including 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, 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 by 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 hospital. The service is staffed by five full time

officers and a manager from Monday to Friday. The complaints team at the Royal Free Hospital is
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based on the second floor and is accessible by lift. The complaints team at Barnet Hospital have

various meeting rooms they can use in order to be accessible to patients and the public.

Ethnicity

The ethnicity of people making contact with PALS was recorded in 49% of cases between April 2013

and March 2014 (a number of contacts with PALS are anonymous and ethnicity is therefore

unknown, or is not sought where advice is provided there and then to resolve an issue). As shown

by the graph below, the majority of those recorded (47%) were white British. 31% have not stated

their ethnicity and 8% were of ‘other white’ background.

The ethnic breakdown of patients who were the subject of the complaint and not necessarily the

complainant, was recorded in 100% of complaints received between April 2013 and March 2014.

The breakdown can be seen below. The majority (59%) of patients were ‘white British’, 15% have

not stated their ethnicity to the trust and 9% were of ‘other white’ background.
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Subjects of PALS cases and formal complaints

The five most common subjects for PALS cases and complaints received between April 2014 and

March 2015 are set out below.

Top five subjects for PALS:

General assistance/enquiries, eg 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, eg unclear communication or difficulties contacting departments

Delays/cancellation, eg delays in clinic or appointment cancellations

Clinical treatment, eg unhappy with outcome of treatment or believing they have received

incorrect/inappropriate treatment

Staff attitude, eg rudeness, lack of assistance

Top five subjects for complaints:

Clinical treatment, eg unhappy with outcome of treatment, a lack of treatment or believing

they have received incorrect/inappropriate treatment

Communication, eg unclear communication, lack of communication

Delays/cancellation, eg delays in clinic or cancellations to appointments and admission dates

Staff attitude, eg rudeness, lack of assistance, not listening to the patient’s needs

Clinical diagnosis, eg delays in receiving a diagnosis, lack of diagnosis or believing they

have received an incorrect diagnosis
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PALS cases and formal complaints about discrimination

There were four PALS cases and one complaint recorded between April 2014 and March 2015 with

discrimination as a subject.

Discrimination cited in PALS cases:

1. Accessible toilets.

2. Initial refusal of hospital transport by a doctor in A&E when discharging a wheelchair user at

2.30am.

3. Height of a reception desk.

4. Lack of reasonable adjustments offered to deaf patients when responding to an out-patient

appointment.

Discrimination cited in formal complaint:

1. A patient reporting implied discriminatory language by a receptionist.

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

status

Of the complaints and PALS cases received between April 2014 and March 2015, 1,175 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

was age, physical disability or a combination of factors. The breakdown of the patients’ status can

be seen in the table below.

Age 629

Confusion/dementia 6

Learning disability 14

Mental health 22

Physical disability 280

Sensory impairment 30

Substance misuse 1

Any combination of the above 193
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The top five subjects for PALS 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, eg 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, eg unclear communication or difficulties contacting departments

Delays/cancellation, eg delays in clinic or cancellations to appointments and admission dates

Staff attitude, eg rudeness, lack of assistance, not listening to the patient’s needs

Car parking arrangements, eg changes to process and blue badge requirements at Barnet

Hospital and Chase Farm Hospital, unclear signage

Patient transport, eg delays or failure to collect

Discharge, eg inappropriate discharge, lack of involvement of ??

PALS cases and formal complaints regarding patients over the age of 75

There were 983 PALS cases logged between April 2014 and March 2015 in which the patient was

identified as being over the age of 75. The top five subjects raised in these cases were very similar

to the top five subjects recorded for PALS cases across the trust as a whole and are listed below.

The differences being concerns regarding difficulty making contact with departments or individuals,

and admission or discharge concerns.

Assistance 202

Communication 168

Delay 99

Difficulties making contact with departments/individuals 76

Transport 36

There were 175 complaints logged between April 2014 and March 2015 in which the patient was

identified as being over the age of 75. Once again, the top five subjects were very similar to the top

five subjects recorded for complaints received across the trust as a whole and are listed below. The

differences being complaints regarding admission or discharge arrangements and nursing and

midwifery care.

Clinical treatment 42

Communication 40

Delay 18

Admissions, discharge arrangements 16

Nursing and midwifery 11

Example actions taken in response to complaints and PALS cases
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We have systems in place to systematically review the feedback (including a PALS and complaints

satisfaction questionnaire) received 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), 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

The pain management physiotherapy team updated their information system to record a deaf

patient’s mobile telephone number as the contact number to use and a process has been

implemented within the department to send text messages about any future appointment

changes (the department had been leaving voicemail messages for him which he couldn’t

listen to).

A deaf patient requested an email address to make contact with the orthopaedic department.

He has been advised that there isn’t an appropriate generic email address at present but he

has been given the business manager’s to use for any future queries.

Delays

Appointment letters now advise patients that they should expect to spend approximately 90

minutes in orthopaedic clinics. A high number of patients are referred to these clinics by GPs

and the emergency department. Some may require x-rays or procedures such as the

removal and replacement of plaster casts before they see a member of the orthopaedic

team. The new letters make patients aware of the reasons why they may need to wait to be

seen.

The ophthalmology team now conduct a weekly forward review of clinic bookings to ensure

they have sufficient capacity and reduce delays for patients. Additional IT resources now

enable the remote viewing of eye images from all clinical rooms, which will also reduce the

waiting times for patients.

The number of patients attending our macular eye clinics is increasing as the ageing

population grows and we are working on plans to increase the capacity of these clinics in the
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coming years. Also, with the introduction of new drugs to treat macular conditions, we hope

to be able to see patients on six weekly cycles rather than every four weeks, in turn

increasing capacity in our macular eye clinics and making them less busy.

Discharge

On one occasion a patient was given medication on the day of discharge but was not

supplied with morphine sulphate tablets, which were stored separately in the controlled drug

cupboard. Our pharmacy team now place a label on the bag that contains patient

medication to advise staff that they also have controlled drugs stored in the controlled drug

cupboards.

Discharge forms one of the eight pillars within the trust’s Improving Hospital Flow programme

and the complaints and PALS cases received have also fed into this trust-wide piece of work.

Planning for a patient's discharge commences on or before a patient's admission and is an

ongoing process that involves the patient, any carers and the MDT (multidisciplinary team).

This collaborative approach provides a seamless process for the transfer of the patient from

hospital to an environment that is deemed safe.

Most people who are discharged from hospital need only a small amount of care after they

leave. A simple discharge is one that involves minimal disturbance to the patient's activities

of daily living and does not prevent or hamper their return to their usual place of residence. If

patients require more specialized care after leaving hospital then this is classed as a

complex discharge, eg the patient may:

• have ongoing health and social care needs

• need community care services

• need intermediate care

• be discharged to a residential home or nursing care home (if the patient did not reside

there before admission).

Dedicated discharge workers support the process for this group of patients and their role

includes bringing together the health, social and third sector components required for

discharge, as required, to support patients on leaving our hospitals. The programme is

ongoing and continues throughout 2015-16.
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Parking

Comprehensive information leaflets were produced by complaints and PALS to give to

anyone who raised concerns or complaints about the new parking arrangements.

Arrangements were made to facilitate the cancellation and reimbursement wherever

appropriate and responses were provided to any specific questions or queries.

Complaints and PALS staff continue to liaise with ParkingEye, the trusts XXXXX, in order to

help blue badge holders challenge parking tickets while explaining the new arrangements to

them.

While the signage we had in place was compliant with the British Parking Association Code

of Practice, it was obvious from initial feedback received from patients that it needed to be

improved, particularly with regard to the blue badge processes. Therefore as of 1 January

2015 the signage in the car park areas and throughout the hospital was increased in order to

further highlight the changes outlined above. The trust also increased the number of leaflets

within the hospital and took out advertisements in local papers to inform people of the

parking changes.

Transport

There was a drop down menu on the transport booking form with previous addresses used

for the patient concerned, which resulted in a ward clerk selecting the wrong one when

completing a booking for a patient. This was not checked with anyone on the ward and the

person attending the ward to collect the patient only had the patient’s name and not the

address details to hand at the time. The ward clerk is now to check the discharge

destination with the nurse in charge and the transport team collecting the patient are to have

the destination, as well as the patient’s name, available when they come to the ward.

Several transport issues raised with PALS were found to be linked to delays with transport

since the patient concerned had had their dialysis treatment transferred to the new

Tottenham Hale unit. This helped highlight some initial teething problems with the service

due to the increase in patients. These have subsequently been rectified.

The driver involved in a patient’s journey provided inconclusive evidence of events during the

course of the investigation. The transport company at that time decided that the driver was

to face disciplinary action, as he did not follow agreed procedures. The transport company

also implemented dementia training for all their staff.
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3.5. Interpreting services

Introduction

The Royal Free London NHS Foundation Trust's services are used by a diverse population. We are

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 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.

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

• British Sign Language (BSL) interpreting

Departments are able to stipulate interpreter requirements as required by the department or patient,

eg 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.

Top five languages across the Royal Free London

The table below shows the top five requested languages across Barnet Hospital, Chase Farm

Hospital and the Royal Free 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 and Turkish appear in all three lists.
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Top five languages across the Royal Free London

Royal Free Hospital Barnet Hospital Chase Farm Hospital

Farsi 368 Turkish 865 Turkish 1,953

Turkish 322 Farsi 699 Polish 290

BSL 286 Romanian 531 Farsi 206

Arabic 240 Polish 329 BSL 106

Bengali 209 Arabic 212 Greek 97

Changes with the interpreting services

Telephone and face-to-face interpreting services at the Royal Free Hospital are provided by the

BigWord, an external, private organisation. The service is designed to allow instant access to

interpreters via dual handsets, as and when required. The Royal Free Hospital has used this

system successfully for several years and it has now been implemented throughout our other

hospitals.

The demand for interpreting services has grown over the last year and is demonstrated in the table

below, with an additional 1,103 requests received from patients overall.

2013-2014 Yearly Total 2014-2015 Yearly Total

Barnet Hospital 3,968 Barnet Hospital 4,518

Chase Farm Hospital 3,952 Chase Farm Hospital 3,850

Edgware Community

Hospital

984 Edgware Community

Hospital

1,209

Finchley Memorial Hospital 29 Finchley Memorial Hospital 37

Royal Free Hospital 2,840 Royal Free Hospital 3,262

11,773 12,876
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3.6 Estates – disability access audit

In July 2014 with the acquisition of Barnet and Chase Farm Hospitals NHS Trust, the Royal

Free London NHS Foundation Trust committed to a disability access audit of all three main

hospitals and ten principle satellite sites with a view to improve our patient, visitor and staff

experience

It was felt that patient and visitor experience at any of the trust’s locations would be

determined by both the functional and emotional experience of their visit. It was

acknowledged that experience is affected by both the professionalism and competence of

the clinical engagement and emotions such as being respected, feeling cared for and the

degree of trust and respect.

It was accepted that patients, visitors and staff access our hospitals 24 hours a day, seven

days a week, with varied levels of ability and independence and that it should not be

assumed that everyone will be dependent on a personal assistant or carer. Each person

could have different needs and expectations and one negative event could mar their

experience.

A workshop led to the trust tendering for access consultants to carry out a review of all

aspects of noncompliance in respect to the Equality Act 2010 as it is applied to access in

and around our buildings. The review covered all the public areas; however it was agreed

that the clinical areas and patient care within wards and clinics would be outside the

surveys remit and subject to a later, more sensitive audit.

The disabled access review was completed in September 2015. The company focused

mainly on:

• accessible toilets

• hearing aid loops

• knee space at reception desks

• ;ighting levels

• entry points

• pedestrian routes trip hazards

The review highlighted key weak areas. The report’s recommendations were prioritized

based on factors such as likely impact on the patient/visitor experience, affordability, trust

strategic goals and potential for easy solutions to improve patient experience and overall

consideration of risk.

In conjunction with the report the workshop produced a disabled access standard for the

trust. The main heading were:

• welfare facilities [toilets]



53

• lighting

• pedestrian traffic

• doorways

• refuse areas and evacuation

• reception desk

Each section covered the following impairments:

• hearing

• vision

• mobility, particularly wheelchair users

• cognitive, including age related conditions

Barnet Hospital

The report advised that there were no significant risk issues as the hospital is a fairly new

building. Barnet Hospital was built under the Government's Private Finance Initiative (PFI),

the trust does not own the building and is therefore limited in the changes that can be made

to the buildings.

The main area of improvement was to upgrade the lighting in some of the stairwells.

Chase Farm Hospital

Chase Farm Hospital is undergoing major changes as the trust builds a new hospital. The

trust is committed to maintaining services and improving the patient environment during this

transition period. Services are being relocated mostly within the site, to make way for the

building of the new hospital. There will be a series of complex moves and enabling works on

this very busy hospital site while maintaining services, with the intention of improving the

patient environment.

The report highlighted access issues to the Greenfields restaurant, the cost of improving

access would be prohibitive as the building is due to be closed mid-2018 when a new

service will be provided in the new hospital. However, in conjunction with Medirest, the

facilities providers on site, the trust has agreed that a new shop should be installed with an

accessible café. The shop/café is expected to open in mid-February 2016.

The urgent care centre, women and children centre, out-patients, blood test unit, older

persons assessment unit and rheumatology department have all been relocated to allow

work to start on the new hospital. As part of that relocation the trust took the opportunity to

update the signage and improve pathways.

Safe pedestrian routes have been created with drop down kerbs, tactile paving and

improved lighting. In addition:
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way finding has been updated, with maps being produced that clearly show the safe

pedestrian routes, car parking and public transport links

as part of the way finding process the trust is currently looking at creating photo

guides for the major routes such as from the car park to clinic areas

we have added additional seating along the safe pedestrian routes internally and

externally

the trust is looking to consolidate some of its out-patient clinics to improve

accessibility for wheelchairs users

the report highlighted the lack of accessible toilets and those that are accessible are

not compliant. This will is be addressed in the new building.

Royal Free Hospital

The main focus during the year was to ensure:

staff locker rooms and toilets reached a minimum acceptable standard; this has now

been achieved, the next programme of improvements will be an increase in the

minimum standard and selective actions from the disability access audit.

The key issues to be addressed following the audit include:

accessible parking

accessible toilet location and signage

power assisted main entrance and exit doors

road and car park surface condition

external lighting

mosque toilets and washing facilities

excessive ramp gradients.

Estates are undertaking remedial works to access routes throughout the hospital and the

emergency department (ED) redevelopment has created two new accessible entrances to

the lower ground floor.Resurfacing works have been completed to a substantial portion of

the south carpark. Visitor parking will be diverted to south car park prior to the

commencement of the Pear’s Building construction works in spring 2016, when the multi-

storey car park will be closed.

Satellite sites

It was noted that the responsibility for access at many of the satellite units was not always

with the trust but the building owner/landlords.
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The trust has recently opened a new eye clinic at St Pancras Hospital and we are working

with their health and safety team and estates department to upgrade the external lighting,

provide a safe pedestrian route with drop down kerbs, tactile paving and hand rails.

Summary

The trust is still reviewing the reports key elements looking at the outcomes for each site

The main areas being:

• accessible toilets

• safe pedestrian routes

• induction loops on reception desk

• knee spaces at reception desks

• improving lighting.
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The trust publishes its workforce equality report to demonstrate its compliance with the General
Equality Duty by 31st of January annually, and to set out and publish specific and measurable
equality objectives by the 6th April annually.

Royal Free’s core principle is to make sure all our patients receive safe, effective, compassionate
and high quality care. To achieve this, our values and staff commitment is imperative to make Royal
Free a great place to work.

The trust’s workforce equality objective focuses on creating and sustaining an inclusive workplace
where every staff is protected from discrimination, experience fairness and equality of access
throughout their employment in the Trust.

To progress this agenda, we have a diverse workforce that broadly reflects the local population we
service across the London Boroughs of Camden and Islington, Enfield and Barnet.

We believe we have to do more to improve the experience of our Black and minority ethnic staff, our
disabled staff, lesbian, gay and bisexual staff. We have various interventions in place and we will
continue to work to tip the balance to promote equality and diversity for all.

4.1 Workforce equality objectives

Chapter 4 – Workforce equality – setting the scene
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There two key trust’s equality objectives in line with the Equality Delivery System (EDS)2:

a. a representative and supported workforce
A representative and supported workforce

o Fair NHS recruitment and selection processes lead to a more representative
workforce at all levels;

o 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;

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

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

o Flexible working options are available to all staff consistent with the needs of the
service and the way people lead their lives;

o Staff report positive experiences of their membership of the workforce.

• inclusive leadership

o Boards and senior leaders routinely demonstrate their commitment to promoting
equality within and beyond their organisations;

o 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

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

To underpin the delivery of these equality objectives, the trust has developed a staff experience
equality, diversity and inclusion action plan which sets out a long-term action plan to deliver and
achieve its equality objectives,

4.2 Workforce equality achievements in 2015

We have made progress on our equality objectives during the year.

Our work around inclusive leadership, trust board and senior leaders demonstrating their
commitment to promoting equality in the Trust is particularly strong. Providing training and
development opportunities for all staff has been well taken up. We have introduced unconscious
bias training to key decision makers in the organisation and this training will continue for Divisions in
2016.

During the year 2015, the trust has focused on areas where staff experiences have highlighted gaps
through equality monitoring and the NHS national staff attitude survey and as a result we have
engaged the workforce in the following interventions:

1. Unconscious bias training

Introduced unconscious bias training in the trust and the first cohort of unconscious bias training
were held in 2015 to cover the trust’s workforce team, equality steering committee and the equality,
diversity and inclusion staff working group members. These are part of the key groups of staff
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scrutinising and delivering operational processes that impact on equality and diversity decisions in
the Trust.

The Trust Board and the Nominations Committee completed their training in December 2015. This
would then bring the total number of key decision making staff who have undertaken the training to
92.

The second cohort would be the managers sitting on interview panels in the Divisions and Lead
managers making key employee relation decisions across the Trust, i.e. Disciplinary Hearings. The
timescale to cover the next cohort would be 12 – 18 months.

2. Board mentoring BME managers

The Trust Board mentoring scheme for 18 BME Managers in Pay Bands 8a – 9 has now
commenced for a period of 12 months. The objective of the mentoring programme is to create an
environment of trust, belonging, understanding, support and encouragement for BME staff, inspiring
them to perform to their highest ability and creating an inclusive culture. A diverse senior
management contributes to innovation, cultivates creativity and steers business strategies.
Mentoring empowers a diverse range of employees to share their opinions, ideas, knowledge and
experiences on a level playing field. Mentoring gives the most senior leaders of the Trust an
opportunity to engage with a cross section of managers they normally wouldn’t see in their day jobs
and the Mentees an opportunity for a learning curve, guidance and knowledge transfer at the
highest level.

3. Chairman BME staff listening sessions

The Chairman has held 3 BME Staff listening sessions at all trust sites since September 2015, with
further sessions already set up for 2016. Similar quarterly sessions are now planned for the Chief
Executive across all sites for 2016.

A common theme from these sessions highlighted BME staff feeling the need to “Belong”. Staff
found the sessions with the Chairman engaging and said it was a positive act of compassion for him
to want to hear what BME staff had to say and what solutions they offered.

4. London Pride 2015

The trust’s Lesbian, Gay, Bisexual and Transgender (LGBT) staff forum participated in the capital for
the first time in London Pride event to raise Royal Free’s profile and commitment to advancing LGBT
as an integrated staff forum in the Trust. Other NHS organisations including Guys and St Thomas’s
NHS Trust, Centre and North West London NHS Trust and other organisations such as the Royal
College of Nursing, Royal College of Midwives participated in the event from Baker street to
Trafalgar square in June 2015.

5. LGBT July 2015 fair event

In July 2015, the trust held’s its first annual LGBT staff awareness event with over 10 external
stakeholders participating to enable staff have access to all support and advisory groups available in
the local health economy.

6. Stonewall Top 100 Employers Assessment
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The trust signed up to the assessment process of Stonewall Top 100 employers in the UK for the
first time and received feedback on 8 indicators where the Trust can make progress with the LGBT
work for staff. The result of 2015 assessment is currently awaited.

7. Nursing conference in September 2015

The Director of Nursing held a Band 7 conference in September 2015 to start conversations on
Workforce Race Equality Standards (WRES) data for nurses and interventions for solutions, this
programme was well attended and a follow up session will be communicated later in the year.

8. Divisional Workforce Race Equality Report and Engagement

The Trust’s Divisions are receiving and discussing their WRES reports, the next steps for the
division is unconscious bias training to be scheduled in 2016.

9. BME on recruitment panels

A total of 66 BME Managers have been identified as trained in the recruitment and selection for the
Trust. These would be the first cohort to be trained in unconscious bias in order to have them sit on
recruitment panels. There is an average of 160 interview panels conducting interviews every month
in the Trust, therefore, a total of approximately 200 BME staff in Bands 6- 9 would be trained in
Recruitment and Selection training to cover the current capacity. The timeline for the implementation
is 1st April 2016 to have diverse recruiting panels with BME and a gender mix for Bands 8a – 9 in the
first instance. A rota system will be implemented similar to the current job matching process for the
BME staff to sit on the recruiting panels.

10. Review of nursing & midwifery employee relation cases

From July 2015, a regular review of employee relations cases for the nursing and midwifery
occupational group who form 50% of overall workforce commenced to ensure consistency in the
process of identifying cases progressing to formal hearing from investigation.
This review will continue to progress and be evaluated over a twelve month period to identify impact.

11. October 2015 Black History month celebrations

The Trust celebrated the Black History month in October 2015, and used this as an opportunity to
provide different food from 10 nationalities in the staff canteen; this was well received by staff. An
application and interview master class was set up across Hampstead and Barnet site to support staff
requiring help when applying for promotion in the Trust. The sessions focused on a wide range of
practical tips to help internal staff on how to succeed at job interviews. A total of 17 BME staff
attended the sessions and found it most useful.

12. BME Staff Forum

The BME Staff Forum has held 5 meetings in 2015.
A key feature was senior BME Managers sharing their career pathway and experience with the
forum to help staff with their career development.

13. External engagement with Leadership Forum

The trust’s leadership forum in January 2016 will feature, Yvonne Coghill OBE, Director of WRES
implementation, NHS England presenting to the trust’s senior clinical leads, and managers on race
equality. This will enable best practice to be shared.
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14. Equality Monitoring Data

This year we have improved our equality monitoring data and this has expanded what we know
about the profile of our staff, especially in relation to sexual orientation, religion and belief and
disability, enabling us to analyse data and identify the significance of the trends.

The trust’s record of equality data for its workforce is set out below, these figures enable workforce
monitoring and analysis. The field for age and gender are mandatory and this accounts for a high
level of compliance as applicants have to record their age and gender via NHS jobs. However,
applicants have a choice of completion for all other protected characteristics and this impact on the
levels of data recorded. The roll out of ESR self-service could help to reduce the gaps in areas such
as disability, sexual orientation and religion or belief.

• 100% - Age

• 100% - Gender

• 99.28% - Race

• 68.61% - Disability

• 62.72% - Sexual Orientation

• 62.72% - Marriage and Civil Partnership

• 59.97% - Religion or Belief

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

15. Workforce Race Equality Standards (WRES) Reporting

The trust reported and published its WRES report on 1st July 2015 on its website in line with NHS
England requirements. The Trust board received regular reports on progress made on a quarterly
basis. The Chairman reports outcome of the BME staff listening sessions at the board.

16. Staff experience, equality, diversity and inclusion action plan – 2015 - 2020

The trust’s staff experience working group, the equality, diversity and inclusion steering group, the
LGBT staff forum, the BME staff forum and the disability staff forum are key stakeholder group that
meet regularly to progress the equality action plans with terms of reference in place and regular
meetings.

4.3 Workforce equality profile

Age

Table 1 – Royal Free workforce by age

Age Profile Headcount %

Under 20 20 0.22%

21-25 606 6.53%

26-30 1313 14.16%

31-35 1216 13.11%

36-40 1274 13.74%
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41-45 1258 13.56%

46-50 1187 12.80%

51-55 1086 11.71%

56-60 770 8.30%

61-65 414 4.46%

66-70 107 1.15%

71+ 23 0.25%

Grand Total 9274 100.00%

Disability

Table 2 – Royal Free workforce by disability

Disability Profile Headcount %

No 6270 67.61%

Not Declared 338 3.64%

Undefined 2573 27.74%

Yes 93 1.00%

Grand Total 9274 100.00%

Gender

Table 3 – Royal Free workforce by gender

Gender Profile Headcount %

Female 6797 73.29%

Male 2477 26.71%

Grand Total 9274 100.00%

Marriage & Civil Partnership

Table 4 – Royal Free workforce by marital status

Marital Status Profile Headcount %

Civil Partnership 90 0.97%

Divorced 356 3.84%

Legally Separated 107 1.15%

Married 3697 39.86%

Single 3822 41.21%

Unknown 876 9.45%

Widowed 47 0.51%
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(blank) 279 3.01%

Grand Total 9274 100.00%

Race/Ethnicity

Table 4 – Royal Free workforce by race/ethnicity

Race/Ethnic Profile Headcount %

Asian 1936 20.88%

Black 1534 16.54%

Mixed 259 2.79%

Other 130 1.40%

White 4894 52.77%

(blank) 67 0.72%

Other BME 454 4.90%

Grand Total 9274 100.00%

Table 5 – detailed summary of ethnicity

Detailed Ethnic Profile Headcount %

African/Black British African 990 10.68%

Any other Asian background 801 8.64%

Any other mixed/multiple ethnic background 101 1.09%

Bangladeshi/British Bangladeshi 77 0.83%

Black/Black British Other 154 1.66%

Caribbean/Black British Caribbean 390 4.21%

Chinese 150 1.62%

Indian/British Indian 786 8.48%

Other 130 1.40%

Pakistani/British Pakistani 122 1.32%

White and Asian 61 0.66%

White and Black African 41 0.44%

White and Black Caribbean 56 0.60%

White British 3480 37.52%

White Irish 355 3.83%

White Other 1059 11.42%

(blank) 67 0.72%

Other BME 454 4.90%

Grand Total 9274 100.00%

Table 6 – WRES summary of race/ethnicity

Ethnic Summary Profile Headcount %

BME 4183 45.10%

Other 130 1.40%
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White 4894 52.77%

(blank) 67 0.72%

Grand Total 9274 100.00%

Religion or Belief

Table 7 – Royal Free workforce by religion or belief

Religion Profile Headcount %

Atheism 673 7.26%

Buddhism 78 0.84%

Christianity 3320 35.80%

Hinduism 414 4.46%

I do not wish to disclose my religion/belief 1419 15.30%

Islam 453 4.88%

Jainism 32 0.35%

Judaism 158 1.70%

Other 400 4.31%

Sikhism 34 0.37%

Undefined 2293 24.73%

Grand Total 9274 100.00%

Sexual orientation

Table 8 – Royal Free workforce by sexual orientation

Sexual Orientation Profile Headcount %

Bisexual 54 0.58%

Gay 96 1.04%

Heterosexual 5647 60.89%

I do not wish to disclose my sexual orientation 1321 14.24%

Lesbian 20 0.22%

Undefined 2136 23.03%

Grand Total 9274 100.00%

Royal Free’s overall diversity profile since acquisition has been good. Areas for further development
in the next year will be raising awareness of staff to disclose disability and ensure more information
is made available for support from Access to work and all other supporting mechanisms in the trust
i.e. occupational health and wellbeing centre services. This will be in preparation for the 2017
Disability standards.

Workforce equality monitoring

The specific duties require the trust to:

In line with the guidance issued by the Equality and Human Rights Commission (EHRC), the
equality information in this section is disaggregated by protected characteristics and they are within
the following categories, though this is not an exhaustive list. This report covers a period between 1st
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July 2014 – 30th September 2015, and snapshots of WRES data in December 2015. The report will
be focusing on areas where indicators are highlighting positive and areas requiring interventions.

These are the key areas of focus within the employment cycle:

recruitment
senior management profile
employee relation cases, i.e., summary of disciplinary, grievance, bullying and
harassment, capability, sickness absence cases
appraisals
non-mandatory training
mandatory and statutory training (mast)
equality and diversity training
promotions
leavers
equal pay audit
workforce equality, diversity, and inclusion working group
engagement with staff networks
engagement with trade unions representatives
equality analysis for workforce policies
evidence of trust workforce by protected characteristic for baseline information for future
comparison

Key workforce equality trends:

• Ages 26 – 35 are more likely to be recruited and ages 46 – 50 are less likely to be recruited.

• The gender split from recruiting staff is 73% for women and 27% for men.

• Gay and bisexual applicants are more likely to be successful and lesbians are less likely to
be successful in the recruitment process.

• Applicants with atheist beliefs and “not disclosed” are more likely to be successful at
interviews. While applicants who are Hindus and Muslims are less likely to be successful at
interviews.

• There are 76% white staff groups in management positions and 22% BME. This is
disproportionate to the overall BME staff population of 45%. To get to the proportionate
scale, approximately 169 BME managers would be needed in post, that’s double the current
figures.

• White staff are 1.49 times less likely to enter the formal disciplinary process than BME staff.

• Staff in age 51 – 65 appears to have a higher proportion of employees represented in
employee relations cases when compared to a trust wide proportion of the same age.

• A huge number of staff going through employee relations cases have “Not disclosed”, (199
cases accounting for 315 of the cases and in the light of 2017 Disability standards on the
horizon, this is an area that requires further analysis.

• White staff groups are more likely to attend E&D training in Additional Clinical Services staff
group and BMEs are less likely to attend the training in the Nursing and Midwifery staff
group.
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• BME staff are 1.32 more likely to access non mandatory training than white staff.

• White staff group are more likely to be promoted and BMEs are less likely to be promoted;

• Ages 26 – 30 are more likely to be promoted while ages 56 – 65 are less likely to be
promoted.

• Pay Band 5, newly qualified staff are most likely to leave the Trust and they are most likely to
be BME.

• Ages 21 – 30 are most likely to leave the trust

All the gaps identified in the equality monitoring data above will feed into 2016 equality work

Recruitment

Age

This data shows the age group 26 - 35 are more likely to be recruited while age group 46 - 50 and
56 - 60 are less likely to get appointed from shortlisting.

Table a1 – overall staff age profile

Age Profile Applicants Shortlisted Appointed
% of Total
Applicants

% of Total
Shortlisted

% of Total
Appointed

Under 20 566 525 56 2.37% 2.32% 1.80%

21-25 4881 4606 594 20.44% 20.39% 19.08%

26-30 5315 5043 770 22.25% 22.33% 24.73%

31-35 3783 3573 533 15.84% 15.82% 17.12%

36-40 3133 2985 407 13.12% 13.22% 13.07%

41-45 2275 2137 287 9.53% 9.46% 9.22%

46-50 1948 1846 238 8.16% 8.17% 7.64%

51-55 1220 1144 158 5.11% 5.07% 5.07%

56-60 585 555 57 2.45% 2.46% 1.83%

61-65 152 146 11 0.64% 0.65% 0.35%

66-70 12 12 1 0.05% 0.05% 0.03%

71+ 11 11 2 0.05% 0.05% 0.06%

(blank) 2 2 0 0.01% 0.01% 0.00%

Grand Total 23883 22585 3114 100.00% 100.00% 100.00%
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Table a2 – age summary

Age Profile
(summary) Applicants Shortlisted Appointed

% of Total
Applicants

% of Total
Shortlisted

% of Total
Appointed

Under 20 566 525 56 2.37% 2.32% 1.80%

21-35 13979 13222 1897 58.53% 58.54% 60.92%

36-55 8576 8112 1090 35.91% 35.92% 35.00%

56+ 762 726 71 3.19% 3.21% 2.28%

Grand Total 23883 22585 3114 100.00% 100.00% 100.00%

Disability

This data shows that you are less likely to be appointed when you indicate “yes”. This area requires
further qualitative analysis to determine underlying reasons for this trend.

Table a3 – overall disability staff profile

Disability Applicants Shortlisted Appointed

% of
Total
Applicants

% of Total
Shortlisted

% of Total
Appointed

Not Disclosed 245 234 25 1.03% 1.04% 0.80%

No 22907 21652 3006 95.91% 95.87% 96.53%

Yes 731 700 83 3.06% 3.10% 2.67%

Grand Total 23883 22585 3114 100.00% 100.00% 100.00%

Gender

This data shows that there is a higher proportion of females appointed from shortlisting than men.
This is a national trend in the NHS.

Table a4 – overall gender staff profile

Gender Applicants Shortlisted Appointed

% of
Total
Applicants

% of Total
Shortlisted

% of Total
Appointed

Female 15564 14716 2266 65.17% 65.16% 72.77%

Male 8259 7812 842 34.58% 34.59% 27.04%

I do not wish to
disclose 60 57 6 0.25% 0.25% 0.19%

Grand Total 23883 22585 3114 100.00% 100.00% 100.00%

Race/Ethnicity

These are snap shots of data analysed during the year, the data shows that there is a higher
proportion of BME applying for posts; NHS job is a global portal. The overall data shows that as
applicants go through the recruitment process, White applicants are 1.69 times more likely to be
appointed from shortlisting than a BME applicant
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Table a5 – overall applicants by race/ethnicity

Applicants

BME Other White

Sep-15 14584 530 8774

Apr-15 6991 395 4400

Table a6 – overall applicants shortlisted by race/ethnicity

Shortlisted

BME Other White

Sept 2015 - 13685 503 8397

April 2015 - 2635 234 2056

Table a7 – overall applicants appointed

Appointed

BME Other White

Sept 2015 - 1491 53 1570

April 2015 - 462 81 611

Table a8 – overall trend of recruitment by race/ethnicity

Applicants Shortlisted Appointed

BME Other White BME Other White BME Other White

Sep-15 61.05% 2.22% 36.73% 60.59% 2.23% 37.18% 47.88% 1.70% 50.42%

Apr-15 59.32% 3.35% 37.33% 53.50% 4.75% 41.75% 40.03% 7.02% 52.95%
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Graph 1 – WRES indicator 1

Sexual Orientation

The data in table 9 below shows that gay and bisexual applicants are more likely to be successful
and lesbians are less likely to be successful in the recruitment process.

Table a9 – overall trend of recruitment for LGBT

Sexual Orientation Applicants Shortlisted Appointed

% of
Total
Applicants

% of Total
Shortlisted

% of Total
Appointed

Bisexual 191 181 32 0.80% 0.80% 1.03%

Gay 444 412 65 1.86% 1.82% 2.09%

Heterosexual 21198 20063 2750 88.76% 88.83% 88.31%

Not Disclosed 2005 1884 263 8.40% 8.34% 8.45%

Lesbian 45 45 4 0.19% 0.20% 0.13%

Grand Total 23883 22585 3114 100.00% 100.00% 100.00%
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Religion or Belief

The data in table 10 below shows that applicants with atheist beliefs and “not disclosed” are more
likely to be successful at interviews. Applicants who are Hindus and Muslims are less likely to be
successful at interviews.

Table a10 – overall trend in recruitment by religion or belief

Religious
Belief Applicants Shortlisted Appointed

% of Total
Applicants

% of Total
Shortlisted

% of Total
Appointed

Atheism 1996 1925 393 8.36% 8.52% 12.62%

Buddhism 263 253 44 1.10% 1.12% 1.41%

Christianity 12514 11777 1602 52.40% 52.15% 51.45%

Hinduism 1824 1746 164 7.64% 7.73% 5.27%

Islam 2822 2657 245 11.82% 11.76% 7.87%

Jainism 90 85 16 0.38% 0.38% 0.51%

Judaism 245 239 62 1.03% 1.06% 1.99%

Other 1535 1450 215 6.43% 6.42% 6.90%

Sikhism 195 188 24 0.82% 0.83% 0.77%

Undisclosed 2399 2265 349 10.04% 10.03% 11.21%

Grand Total 23883 22585 3114 100.00% 100.00% 100.00%

Senior Management Profile - Bands 8 a - 9

The data in table 11 below shows that there are 76% white staff groups in management positions
and 22% BME. This is disproportionate to the overall BME staff population of 45%.

Table a11 – Bands 8a – 9, WRES indicator 2 Headcount

Ethnic
Profile

Apr-15 Sep-15

Total
Headcount

8A+
Headcount

Total
Headcount

8A+
Headcount

BME 4264 169 4183 164

Other 116 4 197 5

White 5033 590 4894 555

Table a12 – Bands 8a – 9, WRES, percentages

Ethnic
Profile

Apr-15 Sep-15

Total
Headcount

8A+
Headcount

Total
Headcount

8A+
Headcount

BME 45.30% 22.15% 45.10% 22.65%

Other 1.23% 0.52% 2.12% 0.69%

White 53.47% 77.33% 52.77% 76.66%
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Graph 2 – WRES indicator 2

For the Trust to reflect a proportionate number of staff in Bands 8a – 9, a total of approximately 169
more BME managers are needed in Bands 8a upwards. This is a long term plan in line with the
trust’s equality strategy.

Employee relation cases

The trust monitors all employee relations cases with regards to all nine protected characteristics to
check whether staff within a particular protected group is more likely to be over represented in
employee relation cases in a disproportionate manner. The employee relations process is governed
by trust policies and since acquisition the Trust has reviewed and harmonised extensive workforce
policies.

The period the employee relation cases cover are snapshot of cases as at April 2015 and
September 2015 respectively. This is due to regular monitoring from the Workforce Race Equality
Standards (WRES) implementation following introduction into NHS Trust contract from 1st April
2015.

Race/Ethnicity

The BME staff group are disproportionately represented in the employee relation cases.

Regular review of cases is held by the HR team with the Directorate of Nursing in order to ensure
consistency of approach.
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Table a13 – employee relation cases by race/ethnicity headcount

Division

Total Headcount Total Formal Cases

BME Other White
Grand
Total BME Other White

Grand
Total

Sep-15 4183 197 4894 9274 351 1 319 671

Apr-15 4264 116 5033 9413 71 0 56 127

Table a14 – employee relation cases by race/ethnicity head count

Division

% of Formal Cases

BME Other White

Sep-15 52.31% 0.15% 47.54%

Apr-15 55.91% 0.00% 44.09%

Graph 3 – WRES indicator 3

Age

Staff in age 51 – 65 appears to have a higher proportion of employees represented in employee
relations cases when compared to a trust wide proportion of the same age.
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Table a15 – employee relation cases by age

Age Profile (detail) Headcount ER Cases

Headcount
as % of Age
Group

ER Cases as
% of Age
Group

Under 20 20 2 0.22% 0.34%

21-25 606 20 6.53% 3.39%

26-30 1313 55 14.16% 9.32%

31-35 1216 80 13.11% 13.56%

36-40 1274 77 13.74% 13.05%

41-45 1258 81 13.56% 13.73%

46-50 1187 82 12.80% 13.90%

51-55 1086 86 11.71% 14.58%

56-60 770 57 8.30% 9.66%

61-65 414 40 4.46% 6.78%

66-70 107 10 1.15% 1.69%

71 + 23 0.25% 0.00%

Grand Total 9274 590 100.00% 100.00%

Disability

There are huge numbers of staff “not disclosed”, 199 cases accounting for 315 of the cases and in
the light of 2017 Disability standards on the horizon, this is an area that requires further analysis.
Currently no adverse trend is identified.

Table a16 – employee relations by disability

Disability Headcount ER Cases

Headcount
as % of
Disability
Group

ER Cases as
% of
Disability
Group

No 6270 375 67.61% 63.56%

Not Disclosed 2911 199 31.39% 33.73%

Yes 93 16 1.00% 2.71%

Grand Total 9274 590 100.00% 100.00%

Occupational Staff Groups

Table 17 below shows that staffs in additional clinical service (HCAs), Estates and Ancillary and
Nursing and Midwifery are more likely to be involved in employee relations cases than any other
groups in the Trust. Any intervention work needs to focus on these target groups.
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Table a17 – employee relations by occupational staff groups

Staff Group Headcount ER Cases

Headcount
as % of Staff
Group

ER Cases as
% of Staff
Group

Add Prof Scientific and Technic 274 17 2.95% 2.88%

Additional Clinical Services 1271 121 13.70% 20.51%

Administrative and Clerical 2087 113 22.50% 19.15%

Allied Health Professionals 540 21 5.82% 3.56%

Estates and Ancillary 322 77 3.47% 13.05%

Healthcare Scientists 258 13 2.78% 2.20%

Medical and Dental 1575 10 16.98% 1.69%

Nursing and Midwifery Registered 2912 218 31.40% 36.95%

Students 35 0.38% 0.00%

Grand Total 9274 590 100.00% 100.00%

Pay bands

Staff in pay band 2, have a much higher number of employee relations cases which validates the
staff groups above in table 17.

Table a18 – employee relations by pay bands

Band Headcount ER Cases

Headcount
as % of
Band Group

ER Cases as
% of Band
Group

Band 1 74 15 0.80% 2.54%

Band 2 1136 148 12.25% 25.08%

Band 3 961 70 10.36% 11.86%

Band 4 684 54 7.38% 9.15%

Band 5 1594 104 17.19% 17.63%

Band 6 1515 106 16.34% 17.97%

Band 7 1065 59 11.48% 10.00%

Band 8A+ 665 24 7.17% 4.07%

Medical and Dental 1576 10 16.99% 1.69%

VARY 4 0.04% 0.00%

Grand Total 9274 590 100.00% 100.00%

The
trust wide compliance was at 50% and there were no adverse trends in all 9 protected
characteristics. The group of staff with 3 to 5 years length of service are more likely not to have had
an appraisal.

Appraisals
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Table a19 – appraisals by age

Length of
Service

Appraisal
Headcount

Total
Headcount Compliant Overdue

Not
eligible

Appraisal
Headcount
as % of LOS

Compliance
as % of LOS

< 1 year 78 1974 40 38 1896 1.16% 0.86%

1 - 3 Years 703 971 910 484 268 10.45% 19.60%

3 to 5 years 1872 1961 629 253 89 27.82% 13.55%

5 to 10 years 2537 2706 1274 518 169 37.70% 27.44%

> 10 years 1540 1662 1790 794 122 22.88% 38.55%

Grand Total 6730 9274 4643 2087 2544 100.00% 100.00%

Non - Mandatory training – continuous professional development (CPD)

Table a20 – non-mandatory training by race/ethnicity headcount

Total Headcount Accessing CPD

BME Other White
Grand
Total BME Other White

Grand
Total

Sep-
15 692 197 4894 9274 692 23 614 1329

Apr-
15 4264 116 5033 9413 195 6 199 400

Table a21 – non-mandatory training by race/ethnicity

% of Total Accessing CPD

BME Other White

Sep-15 52.07% 1.73% 46.20%

Apr-15 48.75% 1.50% 49.75%

Graph 4 – access to non – mandatory training
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Mandatory and statutory training (MaST)

Administrative and clerical staff have the highest compliance rate, while medical and dental have the
lowest compliance rate. There are no adverse trends for all protected characteristics.

Table a22 – MaST by occupational staff groups

Staff Group
Mast
Headcount

Headcou
nt Compliant

Non-
Compliant

Not
Eligible

Mast Headcount
as % of Staff
Group

Mast
Compliance
as % of Staff
Group

Add Prof
Scientific and
Technic 254 274 117 137 20 2.96% 3.43%

Additional
Clinical
Services 1181 1271 437 744 90 13.78% 12.80%

Administrativ
e and Clerical 1973 2087 1119 854 114 23.03% 32.79%

Allied Health
Professionals 497 540 191 306 43 5.80% 5.60%

Estates and
Ancillary 299 322 93 206 23 3.49% 2.72%

Healthcare
Scientists 247 258 128 119 11 2.88% 3.75%

Medical and
Dental 1440 1575 346 1094 135 16.81% 10.14%

Nursing and
Midwifery
Registered 2677 2912 982 1695 235 31.24% 28.77%

Students 0 35 35 0.00% 0.00%

Grand Total 8568 9274 3413 5155 706 100.00% 100.00%

Equality and Diversity training (MaST)

The combined trust figures for equality and diversity training attendance is 39.60%. Line managers
regularly monitor staff compliance with their mandatory training of which equality and Diversity is
one of such training. Overall the additional clinical services have the highest compliance rate while
the nursing and midwifery have the lowest compliance rate. There are no adverse trends in all
protected characteristics except race. Please see table 23 below for details.
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Table a23 – equality and diversity training by occupational staff groups

Staff Group Headcount
Attendance
Headcount

Headcount
as % of Staff
Group

Attendance
Headcount
as % of Staff
Group

Add Prof Scientific and Technic 274 104 2.95% 2.83%

Additional Clinical Services 1271 567 13.70% 15.44%

Administrative and Clerical 2087 812 22.50% 22.11%

Allied Health Professionals 540 184 5.82% 5.01%

Estates and Ancillary 322 87 3.47% 2.37%

Healthcare Scientists 258 149 2.78% 4.06%

Medical and Dental 1575 689 16.98% 18.76%

Nursing and Midwifery Registered 2912 1046 31.40% 28.48%

Students 35 5 0.38% 0.14%

Blank 30 0.00% 0.82%

Grand Total 9274 3673 100.00% 100.00%

Race

Black Caribbean and African staff groups have the lowest compliance rate, an adverse trend, while
staffs in White British, Irish and other are in the highest compliance rate.

Table a24- equality and diversity training by race/ethnicity

Race/Ethnicity Headcount
Attendance
Headcount

Headcount
as % of
Ethnic
Group

Attendance
Headcount
as % of
Ethnic
Group

Asian 1936 759 20.88% 20.66%

Black 1534 535 16.54% 14.57%

Mixed 259 89 2.79% 2.42%

Other 130 61 1.40% 1.66%

White 4894 2001 52.77% 54.48%

(blank) 67 48 0.72% 1.31%

Other BME 454 180 4.90% 4.90%

Grand Total 9274 3673 100.00% 100.00%

Promotions

Overall 5% of staff in the trust gained promotion over the last 12 months. Staff in the age group 26 –
30 had the highest rate of promotion while staff in the age group 56 – 65 accounted for the lowest
rate of promotions, an adverse trend. Please see detail in table 25 below.
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Table a25 – promotion by age

Age
Total
Headcount

Promotions
Headcount

Total
Headcount
as % of Age
Group

Total
Promotion
as % of Age
Group

Under 20 19 0.17% 0.00%

21-25 547 60 4.75% 10.10%

26-30 1853 142 16.10% 23.91%

31-35 1738 89 15.10% 14.98%

36-40 1666 75 14.48% 12.63%

41-45 1515 63 13.16% 10.61%

46-50 1305 72 11.34% 12.12%

51-55 1230 50 10.69% 8.42%

56-60 905 25 7.86% 4.21%

61-65 534 16 4.64% 2.69%

66-70 163 2 1.42% 0.34%

71+ 34 0.30% 0.00%

Grand Total 11509 594 100.00% 100.00%

Race/Ethnicity

With regards to race, white staff groups, had the highest rate of promotion while staff in the Asian
and black groups accounted for the lowest rate of promotions, an adverse trend.

Table a26 – promotion by race/ethnicity

Race/Ethnicity
Total
Headcount

Promotions
Headcount

Total
Headcount
as % of
Ethnic
Group

Total
Promotion
as % of
Ethnic
Group

Asian 2425 106 21.07% 17.85%

Black 1887 83 16.40% 13.97%

Mixed 304 17 2.64% 2.86%

Other 138 5 1.20% 0.84%

Not Disclosed 8 0.07% 0.00%

White 6206 354 53.92% 59.60%

Other BME 541 29 4.70% 4.88%

Grand Total 11509 594 100.00% 100.00%

Leavers

21% of the total workforce left the Trust between 01/07/2014 – 30/06/2015.

The age groups most likely to leave the trust are from age 21 – 30.There is a need to understand
the key drivers to retain these groups within the overall workforce.
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Age

Table a27 – leavers by age group

Age Profile (detail) Headcount
Leaver
Headcount

Headcount
as % of Age
Group

Leavers as
% of Age
Group

Under 20 20 19 0.22% 0.94%

21-25 606 196 6.53% 9.73%

26-30 1313 362 14.16% 17.97%

31-35 1216 293 13.11% 14.55%

36-40 1274 316 13.74% 15.69%

41-45 1258 225 13.56% 11.17%

46-50 1187 149 12.80% 7.40%

51-55 1086 146 11.71% 7.25%

56-60 770 151 8.30% 7.50%

61-65 414 113 4.46% 5.61%

66-70 107 37 1.15% 1.84%

71 + 23 7 0.25% 0.35%

Grand Total 9274 2014 100.00% 100.00%

Race/Ethnicity

The proportion of Black ethnic group of staff leaving the Trust is disproportionate to the overall
numbers.

Table a28 – leavers by race/ethnicity

Race/Ethnicity Headcount
Leaver
Headcount

Headcount
as % of
Ethnic
Group

Leavers as
% of Ethnic
Group

Asian 1936 366 20.88% 18.17%

Black 1534 412 16.54% 20.46%

Mixed 259 57 2.79% 2.83%

Other 130 30 1.40% 1.49%

White 4894 1078 52.77% 53.53%

(blank) 67 4 0.72% 0.20%

Other BME 454 67 4.90% 3.33%

Grand Total 9274 2014 100.00% 100.00%
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Pay Bands

Staff in Band 5 (nurses) constitutes the highest proportion of staff leaving the Trust at 24%.

Table a29 – leavers by pay bands

Band Headcount
Leaver
Headcount

Headcount
as % of
Band Group

Leavers as
% of Band
Group

Band 1 74 12 0.80% 0.60%

Band 2 1136 254 12.25% 12.61%

Band 3 961 214 10.36% 10.63%

Band 4 684 131 7.38% 6.50%

Band 5 1594 484 17.19% 24.03%

Band 6 1515 391 16.34% 19.41%

Band 7 1065 267 11.48% 13.26%

Band 8A+ 665 166 7.17% 8.24%

Medical and Dental 1576 93 16.99% 4.62%

VARY 4 2 0.04% 0.10%

Grand Total 9274 2014 100.00% 100.00%

Equality diversity and inclusion staff group

The Trust has reviewed its equality workforce working group; the working group is the Equality,
Diversity and Inclusion Staff Group (EDISG). The working group is responsible for developing and
implementing the trust’s workforce equality objectives and action plan in line with The Equality Act
2010 Public sector duties, NHS Equality Delivery System (EDS2), NHS England Workforce Race
Equality Standards (WRES) and relevant CQC standards. They are tasked with analysing regular
workforce equality data, identifying and embedding good practices and outcomes and where gaps
are identified, to develop robust action plans to address them. They report to the Equality Steering
Group who reports to the Trust Board. The membership covers HR, Operational managers, staff
networks and the staff side.
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Equality compliance assurance

Equality and diversity is monitored through two committee structures. The equality

diversity and inclusion staff group reports to the equality steering group. Both meet

quarterly, the EDISG before the ESG in March, June, September and December.

The equality steering group reports to the patient and staff experience committee

Equality steering group (ESG)

Patient and staff experience committee

Equality, diversity and inclusion steering group (EDISG)

Chair: head of workforce health, equality and diversity

Group consists of HRBPs, workforce information manager, OD consultant, staff
side representatives, trust managers

• develops and implements workforce equality action plan and supports
the staff networks.

• discusses evidence of equality compliance and feeds into the action plan.
• Implements equality grading exercise and reports progress into the ESG.

Chair: director of nursing

Directors, deputy directors and trust leads

• monitors and approves equality analysis and general progress of equality

compliance

• quarterly update from the equality, diversity and staff inclusion working group

Staff support groups

LGBT staff group BME staff group Disabled staff group
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Engagement with Staff Networks

Black Minority and Ethnic staff network

The trust has a Black and Minority Ethnic (BME) staff network in place. The network had 4 meetings
in 2015 and all occupational groups and pay bands were invited to attend. The group focused on
creating a space for conversation to support staff and also showcase senior BME staff career
journeys to inspire other BMEs.

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.

Disability staff network

The trust has a Disability Staff network in place to support staff with disabilities.
Two meetings were held in 2015 to explore the needs of staff with disabilities and help give them the
opportunity to contribute to health and wellbeing agenda. The meeting also helped staff with
disabilities to discuss their own experiences and be supported. 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

The Trust will be working towards preparing for the NHS England Disability standards
implementation in 2017.
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Lesbian, Gay, Bisexual, Transsexuals staff network (LGBT)

The Trust’s Lesbian, Gay, Bisexual and Transsexual (LGBT) staff forum participated in the June
2015 London Pride march; this is one of the world’s largest LGBT festivals celebrating the theme of
“heroes”, i.e. those who have made the biggest difference to the LGBT community.

The LGBT staff forum also held its first annual event in July 2015 with staff in attendance and
external stakeholders setting up stalls to showcase their advice and support for the LGBT
community.

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 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.

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.

Equality Analysis for Workforce Policies

Equality analysis (previously called equality impact assessments) is a process of systematically
analysing a policy or service function to identify what effect, or likely effect, will follow from the
implementation of a policy or service on a particular group of people.

The process ensures that the needs of staff are addressed and, where possible any identified
negative consequences are eliminated, minimised or counterbalanced by other measures.

Equality analysis helps the Trust to demonstrate it’s “due regard” function to consider whether a
policy is effective for all staff.
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A masterclass equality analysis training session has been developed for the Trust and delivered in-
house and held for managers to support their completion of equality analysis for policy development.

1. The trust’s equality analysis template has been reviewed to enable policy authors consider
the impact of equality on new and revised policies.

2. The HR team has been trained in the use of equality analysis to inform policy direction.

The following workforce policies have been recently reviewed and harmonised:

• Speaking up policy
• Staff wellbeing and managing stress policy
• Probationary policy
• Maternity, adoption, paternity and parental leave policy and toolkit
• Bullying and harassment policy
• Grievance policy
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Equality Delivery System2 (EDS2)
grading and equality objective setting 2015

This report reflects the EDS2 grading for the Royal Free Hospital 2013-14. The grading for Barnet

Hospital and Chase Farm Hospital, part of the former Barnet and Chase Farm Hospitals NHS Trust,

was completed in 2014 for 2012-14 to enable evidence to be graded prior these hospitals becoming

part of the enlarged Royal Free London NHS Foundation Trust which will be published immediately

under the Royal Free London EDS2 report on our website.

Background

The Equality Act 2010 and the 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

In 2013 the trust held a grading event and established trust equality objectives for the two year
period 2013-15. In 2014 the trust was required to review the gradings awarded in 2013 and receive
evidence of work delivered as year one of the work plan. The grading event in 2015 was held to
finalise the work against these objectives, identify future work and support the development of trust
equality objectives for 2015-19.

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.

Grading the outcomes

Goals 1 and 2 – nursing directorate

A grading training session was held on 19 January. It was a preparation event to train attendees,
including community representatives and our local Healthwatch leads. There was an opportunity for
attendees to ask questions and request information as well as clarifying the grading process. On 23
February we held a one day EDS2 grading event, with the purpose of presenting equality evidence
for review and to grade goals 1 and 2. The grades were finalised by the equal access group on 5
March 2014 and approved by the equality steering group on 23 March 2015.

Evidence was collected from the following divisions, departments and teams:
• wards
• therapy services
• chaplaincy
• emergency department
• maternity
• paediatrics
• patient experience
• dementia lead

• compliments and complaints
• acute specialist learning disability

services
• Macmillan cancer information and

support centre
• radiology administration and reception
• out-patient clinics in both hospital and

community settings
• organisational development
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• wellbeing centre
• health services for older people
• patient advice and liaison service

Previously our graders had requested that detailed evidence should not be sent to them, as last year
this created a huge volume of reading. The graders requested an overview of evidence collected
and presentations from key staff. The agenda for the session included presentations of key
evidence. Members of the equal access group had been receiving evidence at each quarterly
meeting throughout the year. The outcome for the grading review is as follows with areas identified
for improvement below each grading.

EDS2 grading 2013-2014

EDS2 outcomes 2013-14 EDS2 grade

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

1.2 1.2
Individual patients health needs are assessed and met in
appropriate and effective ways

Developing

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

Achieving

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

Achieving

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

Achieving

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

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

Achieving

2.3 People report positive experiences of the NHS
Developing

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

Achieving



87

During the grading process the following areas for further development were identified.

Goals EDS outcomes Areas identified for further development

Goal 1 Better health outcomes for all

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

Work for 2015: strengthen presentation of
frameworks for older, disabled patients and
patients with communication and access
requirements.
Provide audit evidence for next year

1.2 1.2
Individual people’s health needs are
assessed and met in appropriate
and effective ways

Work for 2015: continue to develop robust patient
demographic data collection to ensure patient
assessments identify need.
Audit evidence for next year
Evidence from community support groups

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

Evidence accepted
Work for 2015: audit evidence required for next
year

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

Work for 2015: data evidence
Develop a working group to strengthen the
presentation and promotion of trust safeguarding
structures

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

Evidence accepted

Work for 2015: list of services for next year

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

Evidence accepted: written and presented

Work for 2015: patient feedback to demonstrate
patient experience

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

Evidence accepted: written and presented
Work for 2015/16: example pathways included in
evidence

2.3 People report positive experiences
of the NHS

Work for 2015/16: robust patient experience
evidence required. Sources of feedback listed with
data.

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

Evidence accepted: written and presented
structures are in place.
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Work for 2015/16: improve access to complaints
and PALS processes for minority communities and
groups
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Review of Royal Free London equality objectives 2013/15 – Goals 1and 2 Nursing directorate, service delivery and patient

experience

2014 year-end review report on equality objectives one to three in relation to improvements in access, experience and outcomes for service

users from protected groups.

Royal Free London NHS Foundation Trust equality objectives for 2013/15

Objective one

Objective Expected outcome Priorities for 2013/15 2014/15 achievements Priorities for 2015/16
1. To improve our

evidence base
to ensure
improvements
in access to
services for
protected
groups are
made.

To ensure patients,
carers and
communities can
readily access
services, and will not
be denied access on
unreasonable grounds

1.1 Work plans
• Equality steering group
• Equal access group

1.2 Annual equality information
report

1.3 Equality Delivery System

Work plan developed for
each committee
Work completed against
each work plan
All objectives met in
2014/15

• Published 31 January
2015

• Grading review 23
February 2015

• Published 6 April 2015
Trust 2015-19 equality
objectives approved
and published by 6
April 2015

• Development of 2015/16 work
plans for each equality committee,
equal access group and equality
steering group

• Development of 2014/15 Equality
Information Report, to be published
by 31 January 2016

• Year three of the trust 5 year EDS2
programme, to implement action in
areas identified for development.
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Objective two

Objective Expected outcome Priorities for 2013/15 2014/15 achievements Priorities for 2015/16
2. Improve the

way that we
involve and
engage patients
and service
users from
protected
groups in their
care services
including
involvement
from the senior
management
team.

To ensure our
patients and carers
report positive
experiences of their
treatment and care
outcomes and of
being listened to and
respected and their
privacy and dignity is
prioritised

2.1 Equality projects to
resolve identified issues or
promote greater equity of
access for patients from the
nine protected
characteristics.

Equal access group

Equality projects identified below.

• Development of EDS2
evidence collection sheets
aligned to CQC evidence
collection.

• Patient appointment pathway
project, to map the patient
referral pathway from GP to
first appointment

• Working with the deaf
community in Camden to
improve access to services
and interpreting services.

• Provision of portable hearing
induction loop systems in key
areas of the trust.

• The accessible ward, clinic or
team project, equality
awareness training in the
workplace.

• Lesbian, gay, bisexual and
transgender training for staff
from wards for older patients

Members representing: Age UK,
Camden Public and Patient
Engagement Group, British

• Development of equality projects to
support the actions of the 2015/16
equal access group and equality
steering group work plans.

• Expand working partnership with
our local Healthwatch colleagues
including Barnet, Enfield, Camden and
Islington

• Audit and revisit the use of VI and
HI bed signs across the trust

• Trust action plan from HQIP and
Changing Our Lives’ project
received and actioned

• Further development of the equal
access groups for Barnet Hospital
and Chase Farm Hospital. Review
membership of the Royal Free
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2.3 Working with the trust’s
world class care values to
embed the equality agenda

Somali women’s group, Camden
visually impaired, Camden
transgender community, Project
404: carers of people with
complex learning disability,
Camden SURGE, the advocacy
project, Camden Council learning
disability team, Barnet Council,
opening doors London, Jewish
care, Camden council

World class care values
embedded in equality work:

• Development of world
class care behaviours

Hospital equal access group.

• Developing and embedding the
trust equality objectives through
the four world class care values

Objective Three

Objective Expected outcome Priorities for 2013/15 2014/15 achievements Priorities for 2015/16

Review our
equality impact
assessments
process and
ensure that all new
policy and revised
policies and
service plans take
equality fully into
consideration.

To ensure that our
services are
commissioned,
designed and
procured to meet the
health needs of local
communities, promote
wellbeing, and reduce
health inequalities.

The Equality Act 2010
removed the legislative
requirement to complete
equality impact
assessments, but not the
requirement to demonstrate
that the documentation of a
public body is legislatively
complaint. The Royal Free
London has adopted the
NHS preferred structure of
equality analysis.

•
• Equality analysis structure

developed
• Equality analysis training

developed and delivered
• Equality analysis recorded,

monitored, approved and
published

Outcome equality analysis not
embedding as effectively as
expected

• Action to revisit equality analysis
template, and relaunch equality
analysis across the enlarged trust.

• Review reporting and monitoring
structures

• Review reporting and publishing
processes
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Workforce and leadership EDS2 grading 2012-14

Data from the Royal Free London NHS Foundation Trust workforce has been affected by the

acquisition of Barnet and Chase Farm Hospitals NHS Trust and the processes to combine data from

both former organisations. The former Royal Free London data was disaggregated and has

published this data in our annual equality information report. The trust is undertaking an EDS2

grading of goal 3(workforce) and goal 4(leadership) on the aggregated data for all hospitals, which

will be published by the end of November 2015. We publish our 2012/13 grading for goals three and

four to establish a baseline for the EDS2 grading of workforce and leadership outcomes by

November 2015.

EDS outcomes 2014 EDS
grade

Goal 3

3.1 Fair NHS recruitment and selection processes lead to a
more representative workforce at all levels

Achieving

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

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

Achieving

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

Developing

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

Developing

3.6 Staff report positive experiences of their membership of
the workforce

Developing

Goal 4

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

Achieving

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

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
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Review of equality objective 2013/15: Workforce and organisational development

Equality objectives 2013/15

Under the Equality Act 2010 public sector organisations are required to publish one or more equality objectives by 6 April 2014. It was

proposed that the Royal Free London identify two equality objectives for 2013/15 to bring about changes in workforce and organisational

development.

These objectives were designed in partnership with Staffside colleagues and in conjunction with the equal opportunities steering group. These

were initially published in April 2013 and focus on tackling discrimination, fostering good relations and providing quality of opportunity for all.

Particular attention was spent at looking at what our metrics and staff were telling us, focusing on our national staff survey data primarily to

draw conclusions.

Review of Royal Free London equality objectives 2013/15 – Goals 3 and 4 Workforce and organisational development

2014 year end review report on equality objectives four and five in relation to improvements in access, experience and outcomes for workforce

for the protected groups.

Royal Free London NHS Foundation Trust equality objectives for 2013/15

Objective four

Objective Expected
outcome Priorities for 2013/14 2013/14 achievements Priorities for 2014/15

To provide a
working
environment that
is free from
abuse,
harassment,
bullying or
violence. To
ensure that staff
are aware of the
appropriate

To ensure our
workforce
reports a
working
environment
free from abuse,
harassment,
bullying or
violence and
that staff are
confident to

Embed world class
care values in all of
our workforce
activities.

World class care values embedded in
medical and non-medical recruitment.

Appraisal paperwork includes
assessment against trust values

2012/13 staff survey results state
90.8% of staff understand the trust
values.

Wellbeing day held in July 2013 with

To embed world class care values
within the enlarged organisation now
we are one trust. Evaluation of world
class care and identification of world
class care behaviours.

The culture committee – to plan trust-
wide improvements to enhance trust
culture

To incorporate changes to national
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mechanisms for
raising concerns.

report concerns

Further promote the
support mechanisms
available within the
trust

Further promote the
speciality security
services available.

Simplify the revised
dignity at work policy
and roll this out
across the trust.

Ensure that trust
leaders have the right
skills to support their
staff to work in an
environment free from
abuse, harassment,
bullying or violence

Develop and
implement local action
plans to address staff
survey findings for
bullying and
harassment.

Implement
recommendations
arising from the
Francis report in
relation to abuse,

500 attendees

Establishment of lesbian, gay, bisexual
and transgender network in association
with Stonewall

Awareness of fraud and security has
become a mandatory module for the
trust.

Launch of new bullying and harassment
policy in June, offering a choice to
employees about how to tackle their
perceived bullying and harassment.

Over 1000 employees briefed on the
policy and pathways.

Licence to lead has seen 620
attendances since it began at one of 17
courses.

100% compliance with equality and
diversity training in 2013

There was a 7% reduction in the
number of staff who stated they had
received bullying and harassment for
staff in the 2013 survey.

246 staff attended a listening event
between May and September 2013,
with more staff attending locally since.
Feedback has been incorporated into
relevant staff experience improvement
plan strands of work.

agenda for change pay progression
into appraisals.

To include performance against Trust
values contributing to decisions about
pay progression.

Review being led by public health to
look at providing “MOT’s” for staff

To support the lesbian, gay, bisexual
and transgender, black and minority
ethnic and disability staff networks

To harmonise bullying and
harassment policies from across the
trust.

Targeted work to be undertaken in
hotspots identified by divisions and
HR business partners.

External evaluation of licence to lead
to evaluate the impact had in the
organisation, as well as how inclusive
it is of equality and diversity issues.

Refresher training in progress for
workforce and organisational
development colleagues

To work on action plans locally
following the publication of the 2013
data.

Staff experience improvement plan to
drive through initiatives that arose as
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harassment, bullying
and violence Revised whistleblowing policy

published in line with changes to
legislation.

part of the Listening events.

Objective five

Objective Expected
outcome

Priorities for 2013/14 2013/14 achievements Priorities for 2014/15

To eliminate
discrimination in all
aspects of an
employee’s working
life.

To ensure
equality
compliance
structures are in
place. To work
towards
embedding
equality and
diversity
knowledge and
skills in all trust
processes and
procedures.

Ensure that trust leaders
have the right skills to
support their staff to work
in an environment
without discrimination

Further promote equality
and diversity training for
all staff across the
organisation

Regularly review
policies/processes in
place within the trust to
ensure they meet the
requirements

Develop and implement
local action plans within
each division to address
staff survey findings

Licence to lead has seen 620
attendances since it began at one of
17 courses.

100% compliance with equality and
diversity training in 2013

100% compliance with equality and
diversity as a statutory training
module

Introduction of policy authorisation
process which includes equality
analysis signed off by the equality,
diversity and inclusion staff group.

There was a 7% reduction in the
number of staff who stated they had
received bullying and harassment for
staff in the 2013 survey.

External evaluation of licence to
lead to evaluate the impact had in
the organisation, as well as how
inclusive it is of equality and
diversity issues.

Refresher training in progress for
workforce and organisational
development colleagues

External evaluation of licence to
lead to evaluate the impact had in
the organisation, as well as how
inclusive it is of equality and
diversity issues.

Harmonisation of all workforce
policies across the trust, including
a review of best practice. This is to
include the equality and diversity
policy.

To work on action plans locally
following the publication of the
2014 data.



96

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 NHS Providers contract 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
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• Feedback is received that
identifies our staff feel valued
for their experience and
expertise

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.
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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

Appendix 1 - 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 traiig 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.
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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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Appendix 2
Staff experience – Equality, Diversity and Inclusion Action Plan – 2015 - 2020

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
Workforce
Health, & E&D

Include
unconscious bias
in the Trust’s
Licence to Lead
Modules. Review
Trust’s
recruitment and
selection training
for all managers
sitting on
interviews to
include
unconscious bias
testing and
training.

First phase, Chair
of Recruitment
panels as of 1st

April 2016 has
undertaken the
training and
utilises this when
making a
decision.

Second Phase,
middle managers
on recruitment
panels have
undertaken
unconscious bias
training by 1st

December 2016.

Third Phase, first
line managers on
recruitment
panels have
undertaken
unconscious bias
training by 1st

December 2016.

Equality
Delivery
System 2
(EDS2 3.1)

Workforce
Race
Equality
Standards
(WRES)
Indicator 1,
2 & 9

Trust
WRES
Indicators
published
1st July
2015
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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.

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

1st October
2016

Trust Board

OD/ Consultant
for the division

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 by 1st July
2016

Staff survey

WRES
Indicator 1&
9

(EDS2 4.1).
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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 2015 Trust Board
TEC

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.

EDS2 4.2

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

31 March
2017

Workforce
Information –
reporting
Head of
Workforce
Health, & E&D to
complete
analysis HRBP/
OD Consultant to
monitor and
implement
actions for the
division

Reduce gaps in
workforce
indicators.

Increased equity
of access

EDS2 3.3

WRES
Indicator 4

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
2016

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

Implement
unconscious bias
training for
divisions by
September 2016.

Investigators and
Chair of
Disciplinary,
Capability and
Appeal Panels
undertake
unconscious bias
training by 31st

December 2016.

HR, Employee
Relations and OD
staff undertake
unconscious bias
training by March
2016.

To conduct
qualitative
analysis on BME
cases to identify

WRES
Indicator 3

EDS2 4.3
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the justifications
for outcomes and
evaluate
consistency of
outcomes from
hearings with
other staff groups
by March 2016.

To engage the
Trust’s Black and
Minority Ethnic
staff network to
discuss the
WRES indicators,
gain
understanding
and seek
solutions by
August 2015.

Improvement in
Workforce Race
Equality Standard
results by 1st July
2017.

6. Review and
harmonise trust
equality and diversity
policy.

March 2016 Head of
Workforce
Health, & E&D

To get policy
signed off.

EDS2 – 3.1
– 3.6 & 4.1
– 4.3

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.

February
2016

Workforce
Information
Manager & Head
of Workforce
Health, & E&D

Completing 2014
– 2015 Trust
Equality
Information
Report for
publication on 31st

January 2016.

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
2015

Head of
Workforce
Health, & E&D

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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Paper 8

Update on the 2015/16 Quality Account priorities and proposed priorities for 2016/17

Executive summary

The 2014/15 Quality Account included three high-level quality improvement targets for
2015/16. Progress made against these targets are reported to the Clinical Performance
Committee, Patient Safety committee and Staff and Patient experience committee quarterly.

Quarter three reports have been presented to the PSC 15 January 2016 and CPC 18 January
2016. The staff and patient experience committee will meet on the 25th January 2016. All
committees have consider areas which might be considered as quality objectives for 2016/17.

The 2015/16 Quality Account must be published by the 24th June 2016. The timetable for
publication will broadly follow that used in 2014/15.

Foundation Trusts have additional reporting requirements which involve inclusion of elements
of the quality account in their annual report. This requires a modified timetable to achieve the
Monitor submission deadline of 27th May 2016.

An important requirement of the Quality Accounts is that its contents are developed by talking
to groups of interested parties, and for their views to be reflected in the final report.

As the board is aware, three high level quality objectives must be agreed for 2016/17. As in
previous years, the Trust will be engaging with a variety of stakeholders to seek views on what
these should be.

We plan to undertake a range of stakeholder engagement to ensure that our discussions
actively include contribution from a wide range of those who use or are affected by our
services.

A series of engagement exercises with external and internal stakeholders have been
scheduled during February 2016 and early March 2016 to shape 2016/17 quality improvement
priorities.

Action required / recommendation
The Board is asked to:

1. Note the progress
2. Is asked to determine areas in which most progress is required to inform the quality

improvement priorities for 2016/17

Trust strategic priorities and business planning objectives supported by this paper
1. Excellent outcomes- to be in the top 10% of peers on outcomes
2. Excellent User experience- to be in the top 10% of relevant peers on patient, GP and staff

experience
4 Excellent compliance with our external duties- to meet our external obligations effectively and
efficiently

Report to Date of meeting Attachment number

Trust Board 27 January 2016 Paper 8
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5 Strong organisation for the future

CQC outcomes supported by this paper
1 Respecting and involving people who use services
4 Care and welfare of people who use services
6 Cooperating with other providers
15 Statement of purpose
16 Assessing and monitoring the quality of service provision

Equality impact assessment

• No adverse impact

Report From Prof. Stephen Powis- Medical Director

Author(s) Karen Gordon Head of Clinical Governance and Performance and
Dawn Atkinson
Deputy Director of Clinical Governance and Performance

Date

Reference:

20th January 2016

NHS foundation trust annual reporting manual 2015/16
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Update on the 2015/16 Quality Account priorities and
proposed quality priorities for 2016/17

1. Introduction

Since the introduction of the Quality Account in 2010, the Trust has had a legal obligation to
submit an annual report covering progress made during the year to improve the quality of
their services. There is also the additional requirement to submit a list of quality priorities for
the coming year, with the expectation that the quality priorities are developed from
stakeholder engagement and consultation.

During 2015/16, the aspiration has remained to provide our patients with world class
expertise and local care. Aligned to our five governing objectives, the quality priorities aimed
to ensure that patients, carers and their families were genuinely and consistently at the
centre of how we design and deliver care as outlined in our quality strategy.

2. Update on quality priorities 2015/2016 and proposed priorities for 2016/17

Priority 1: Delivering world class experience
Priority Lead: Richard Chester

The approach to improving patient experience is linked to a number of different strands of
work which are ongoing within the trust – specifically around their enhancement plans,
outpatients improvement strategy and individual divisional improvement activity

Our priorities
for 2015/16

is to:

• Undertake an eligibility and readiness assessment for the
information standard certification and set a timeframe for achieving
certification

• In conjunction with patients and staff identify improvement targets
for in-patients and day case patients based on feedback from
patients, carers and staff

• In conjunction with patients and carers, develop and publish a list
of patient experience “never events”

• Improve clinical leadership by appointing four patient experience
champions from among the trust’s consultant surgeons and
physicians

• Install a carers’ information display at each hospital

• Develop a learning package for carers covering topics such as
safeguarding, deprivation of liberty and mental capacity to ensure
they have the information to help them take care of the patient

• Increase the number of dementia trainers so that each division and
each hospital site has at least two trainers
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Current position and measures undertaken to support achievement:

Continuing with the ethos of delivering world class care; this priority recognised that excellent
experience is intrinsically linked with our culture, the way we engage our patients, carers and
staff and the improvements we prioritise.

As a result several discrete steps were prioritised throughout the year.

This included:
• The successful appointment of a patient information manager to support the

information standard certification assessment

• Discussions held with staff and patients regarding ‘never events’ and ‘always events’.
This would differentiate from the safety never events and allow greater integration
with the world class care values

• Report submitted to the Medical Director regarding the implementation of ‘Patient
Experience Champions from amongst consultant surgeons and physicians

• Discussions held with carer organisations and carers regarding the type of
information that would be useful if displayed within each hospital (Discussions held
with RF Charity re. funding for displays for Carers)

• Discussions held with carer organisations and carers regarding what learning
materials would be useful to support their awareness on safeguarding, deprivation of
liberty and mental capacity

• A carers card is being developed that was seen as a priority, this will help identify
carers and will be coupled with training for staff

• A number of sessions on Dementia were held and publicity continues on Freenet

Proposed priorities for 2016/17

The Patient experience strategy (2015-2019) outlined the vision to be leaders of positive
patient experience in our care settings which enables us to take a leadership position and to
most effectively serve our communities.

The Patient and Staff Experience Committee will be meeting on the 25th January to agree on
proposed quality priorities for 2016/17. Nevertheless, it is anticipated that the chosen
priorities will continue to deliver on the vision as outlined in the patient experience strategy.
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Priority 2: Inpatient Diabetes
Priority Lead: Sonia Renwick

The Trust chose to continue with their drive to improve diabetes care and specifically choose
to expand on the inpatient diabetes improvement programme; including all three hospital
sites (Barnet, Chase Farm and Royal Free). Detailed information was previously presented
to the Clinical Performance Committee in October 2015 from Dr Rosenthal (Consultant in
diabetes and endocrinology).

Our priorities
for 2015/16

is to:

• Achieve a 20% reduction in prescription errors
• Achieve a 20% reduction in severe hypoglycaemia
• Achieve a 30% foot assessments within 24hrs of

admission/referral
• Achieve a 10% reduction in hospital-acquired foot ulcers
• Achieve a 10% improvement in patient satisfaction score
• Successful participation in the national diabetes in-patient audit on

all our three sites.

Current position and measures undertaken to support achievement:

Participation in the National Diabetes In-patient Audit

• The trust successfully participated in a snap shot audit on the 21st – 25th September
2015. Collectively 154 cases were submitted from Barnet and Royal Free hospital
sites to the National Diabetes Inpatient Audit. (Chase Farm hospital site did not
participate in the audit as they did not meet the specified criteria for participation).

• The results from the audit are scheduled to be published in June 2016. It is
anticipated that once the results have been received by the trust that it would be
reviewed by the relevant Division and presented to the Clinical Governance and Risk
Committee (CGRC) for information and monitored through the Clinical Performance
Committee (CPC)

Foot Assessments
• The Trust has made an improvement in the number of foot assessments undertaken.

This was possibly attributable to a greater awareness on the importance of such
examinations

• 33% of diabetes patients currently receive a foot assessment within 24hrs of referral,
which was also an improvement for the Trust and an achievement on the set target

Proposed priorities for 2016/17

The Trust’s vision of delivering world-class care requires a determined and persistent focus
on the effectiveness of the care we provide for patients and the outcomes our services
achieve.
Building on the progress made in 2015/16 to improve in-patient diabetes, the proposal for
2016/17 is that the clinical effectiveness priority will dovetail with the quality improvement
initiatives; which will include an enhanced focus on dementia care. This will also provide
additional impetus to our patient experience initiatives. It is envisaged that the proposed
priorities for 2016/17 will continue to strengthen the delivery of the local and national
effectiveness agenda and support the delivery of significant improvements in the quality of
patient care.
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Priority 3: Our focus for Safety
Priority Lead: Hester Wain

The Trust has set an ambitious target to become a zero avoidable harm organisation by
2020; initially reducing the level of avoidable harm by 50% by March 2018. The targets for
safety principally follow a three year plan, with discrete deliverables for 2015/16.

Our priorities
for 2015/16

is to:

Safer Surgery
• To improve compliance with all aspects of the national steps to

safer surgery guidance by March 2016. This will be delivered
through several initiatives which includes identifying clinical
leaders and consolidating the WHO policy across all hospital sites

Falls
• To reduce falls by 25% by 2018. It is anticipated that this will be

achieved through various measures which include identifying falls
champions and a falls screening tool based on the National Patient
Safety Agency’s strategy.

Acute Kidney Injury (AKI)
• To increase the number of patients who recover from AKI within 72

hours of admission by 25% by March 2018. Additional measures to
support this will include identifying AKI clinical leaders in pilot
areas and monitoring AKI data, reviewing progress and
undertaking PSDA (Plan Do Study Act) cycles for improvement

Deteriorating Patient (DP)
• To reduce the number of cardiac arrest to less than one per 1,000

admissions by March 2018. Measures to support this will include
providing training for staff on our unified handover tool, Situation
Background Assessment Recommendation (SBAR) and Early
Warning Scores (EWS)

• To reduce the number of incidents of deterioration relating to the
unborn baby between April 2015 and March 2018. It is envisaged
that this will be achieved through various initiatives which includes
identifying champions and determining staff skills in
cardiotocography

Sepsis
• To reduce severe sepsis related Serious Incidents (SIs) by 50% at

all hospitals by March 2018. Measures to support this will include
staff training and the introduction of sepsis improvement tools
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Current position and measures undertaken to support achievement:

Safer Surgery
• During 2015/16, we identified that compliance to safer surgery was only measured

consistently for steps 2, 3 and 4 and that data for steps 1 and 5 were poor and
unreliable. So in order to take this work stream forward we have developed ways to
measure and improve compliance with all 5 steps, and so we have amended our
timeframe to allow these developments to embed. Sadly, we have reported 7 never
events during 2015/16, 5 of which relate to surgery. Therefore, our new goal is to
improve compliance with the 5 steps to safer surgery to 95% and to reduce the
number of surgical never events by 31 March 2018.

• In September, new guidance on National Safety Standards for Invasive Procedures
(NatSSIPs) was published, to help trusts implement safer surgery checklists in non-
surgical areas. We are therefore intending to include this within our approach as we
develop our Safer Surgery improvement plan over the next 2 years.

Falls prevention
• We have achieved all our 2015/16 milestones. Following the publication of the 2015

National Audit Falls (England and Wales) audit, there are now data on both the rate
of falls and the rate adjusted measure of harm from falls. Therefore, we have used
this information for comparison which shows the RFL rate of falls per 1000 bed days
(8.4) compared to combined national rate for acute trusts, where the mean is
6.63/1000 bed days. We are worse than the average, so there is room for
improvement.

• During 2015, we updated our goal to reflect the amended the Royal college of
Physicians national falls measurement. Therefore, we have reset the goal to a 20%
reduction of falls per 1000 bed days, as measured by incidents reported on Datix, by
31 March 2018.

Acute Kidney Injury (AKI)
• The initial quality improvement work with AKI has focused on setting up the learning

sets with trust wide participation and engaging with an analytical provider to start to
review and analyse the data needed to identify the patients.

Deteriorating patient (DP)
• The measurement of the number of cardiac arrests has been an integral part of the

Royal Free Hospital (RFH) data submission to the National audit ICNARC; however,
this data collection was only initiated at the Barnet Hospital from the first quarter of
2015/16 and is only available to the trust retrospectively once analysed by ICNARC,
so only partial data are currently available for the year. The data below indicate that
RFH has significantly higher cardiac arrest rates than other trusts (about 2.5/1000 in
comparison to 1.5/1000 Nationally). We have data that indicate that this higher figure
is in part due to the reporting of cardiac arrests in A&E, ICU and Theatres, which are
not commonly reported as part of this audit in other trusts. However, we still have
some significant work to do to decrease our rate.

• Therefore, the deteriorating patient work stream has been subject to a review in the
last six months and its milestones have been significantly amended. A new
innovative IHI Improvement Collaborative approach is now being implemented by
using the IHI Break through series collaborative model.
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• We have introduced the “Risky Business” newsletter within Maternity that shares
lessons learnt from incidents across both sites. We have also increased our K2
training for midwives, so that this is now an integral part of skills training across both
sites and includes CTG interpretation skills. However, we have not yet clarified all
the key drivers for change within this work stream and so this will be part of our
ongoing work throughout 2016.

Sepsis
• We have achieved all our 2015/16 milestones. During 2015/16, we joined the UCLP

Patient Safety Sepsis Collaborative to share ideas and provide opportunities for
further learning.

• Staff training in sepsis recognition was undertaken in maternity and the emergency
department at Barnet Hospital, and the sepsis improvement tools introduced in May
and August 2015 respectively. The compliance data show significant improvements.

Proposed priorities for 2016/17

Our aim is to become a zero avoidable harm organisation by 2020, initially by reducing the
level of avoidable harm at the Royal Free London NHS Foundation Trust by 50% (as
measured by incidents relating to NHSLA claims) by 31 March 2018.

Plans are underway to ensure that the quality priorities remain consistent with the
improvement plan for patient safety. This will continue to cover areas such as: safer surgery,
falls, acute kidney injury (AKI), deteriorating patient (DP) and sepsis.

3. Proposed Priorities for 2016/17

Our quality strategy outlines the vision to build the trusts’ “way” of doing continuous quality
improvement as a strategic objective for 2015 – 16 and beyond. This provides a solid
framework to ensure that the 2016/17 quality priorities continue to embed our on-going focus
on quality and safety priorities for improvement, therefore increasing the likelihood that every
patient receives the best possible care.

In order to set our high level quality priorities for 2016/17; discussions have been held within
the relevant committees and initial priorities for 2016/17 have been suggested, informed by
the performance of the trust existing priorities.

The proposed quality priorities will continue to underpin the Trusts’ strategic objectives and
aligned to the quality strategy as well as additional local and national drivers.

The ‘multi-year approach’ will remain, allowing improvements to be firmly embedded and
built upon.
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4. Process of engagement

In order to set our high level quality objectives for 2016/17, the trust will be undertaking a
series of engagement exercises with the following stakeholders:

February 2016.

 Main key stakeholders’ event. – showcasing clinical excellence/QI strategy and
stakeholders consultation on priorities for 2016/17. Invites will include
commissioners, Health watch and our Council of governors (to name a few).

March 2016.

 The Trust Executive Committee to agree the proposed priorities for 2016/17 from
above engagement feedback in February 2016.

 The Clinical Quality Review Group will review the overall progress made on our
quality priorities (2015/16) and be informed on the quality priorities for 2016/17

 Council of Governors will receive an update and the opportunity to feedback on
progress made during 2015/16 and on the priorities for 2016/17

 The trust board will receive the initial draft quality report (2015/16) prior to report
being cascaded for consultation with our key stakeholders

5. Next steps

A detailed schedule (summarised in Appendix 1) outlining where the relevant committee will
receive an update on progress, or consult on the quality priorities for 2016/17.

It is anticipated that the initial draft quality account will be presented to the Trust board on
the 30th March, prior to circulation to stakeholders for comments.

The final quality account 2015/16 will be submitted to Monitor by the 27th May 2016 and laid
before parliament by the 24th June 2016. The timetable for publication will therefore broadly
follow that used for previous quality account reports.

6. The Board are asked to:

1. Note the progress made in achieving the 2015/16 priorities
2. Determine areas in which most progress is required to inform the quality

improvement priorities for 2016/17
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Appendix 1: Schedule of Committee dates with associated discussions

Month Committee Relevant Discussions:

Fe
b

ru
ar

y
2

0
1

6

Stakeholders Engagement Event-
Showcasing Clinical Excellence:
Quality Improvement Strategy and Stakeholders

Consultation

To discuss the proposed quality
priorities for 2016/17 – aligning
our quality strategy and quality
improvement initiatives.

M
ar

ch
2

0
1

6

• Patient Safety Committee (PSC)

• Trust Board (TB)

Update on progress made to date
in achieving the priorities set in
2014/15

• Trust Executive Committee (TEC)

• Council of Governors (CoG)

• Clinical Quality Review Group (CQRG)

Feedback from stakeholders
event and agree on the proposed
quality priorities for 2016/17

A
p

ri
l2

0
1

6

• Clinical Performance Committee (CPC)

• Patient and Staff Engagement Committee
(PSEC)

• Trust Board (TB)

• Trust Executive Committee (TEC)

Update on progress made to date
in achieving the priorities set in
2014/15

M
ay

20
16

• Trust Executive Committee (TEC)

• Audit Committee (AC)

• Council of Governors (CoG)

• Patient Safety Committee (PSC)

• Trust Board (TB)

The final quality account and
report will be presented either for
information or sign-off
(depending on the committee)
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Title of paper

Royal National Orthopaedic Hospital NHS Trust: memorandum of understanding

Executive summary

In May 2015 the board considered and agreed a memorandum of understanding with the Royal National
Orthopaedic Hospital NHS Trust. Since then the preferred partnership model has been developed, a
proposed revised version of the agreement being on slide 2 of the attachment. The slides also summarise
the process that has been agreed.

Action required / recommendation

To agree the revised version of the memorandum, and to note the process.

Governing objectives supported by this paper Board assurance risk numbers

Excellent outcomes R1.1, 1.2, 1.3

Excellent experience

Excellent value for money R3.1

Full compliance R4.3

A strong organisation R5.1, 5.5

Risks attached to this project / initiative and how these will be managed (assurance)

See the report.

Equality impact assessment

• Not applicable.

Public Patient and Carer involvement None.

Report from Kim Fleming
19 January 2016

Report to Date of meeting Attachment number

Trust board 27 January 2016 Paper 9



Royal Free London & Royal National
Orthopaedic Hospital Partnership

Memorandum of Understanding



The Royal Free London NHS Foundation Trust (RFL) and Royal National Orthopaedic Hospital NHS Trust (RNOH) agree the outline

Memorandum of Understanding (MoU) as following :

1. This is a preferred partnership agreement. It is not a transaction for acquisition or merger.

2. Neither parties will develop similar preferred partnership agreements with other organisations.

3. Develop governance arrangements that address the needs of both organisations.

4. Consider stakeholder engagement mechanisms including the consideration of competition and market authority issues and

requirements for the Trust Development Authority and Monitor.

5. The chief executives and medical directors of the RFL and RNOH will lead the partnership work.

6. A responsible clinical lead will be agreed for each clinical workstream.

7. Appoint a jointly funded partnership programme manager to co-ordinate and support the partnership activities.

8. The focus of the partnership will be to develop a joint working approach, in areas of mutual benefit, to enhance the quality of care to

patients and deliver value for money to the NHS. In particular to:

 Have a clinically led model that consolidates routine and specialised work into the right critical mass, leading to an elective

orthopaedic centre in North London, based at the RFL Chase Farm site.

 Review all clinical and non-clinical support services required by the RNOH and to consider how the partnership could add

mutual value to the provision of these services, subject to OJEU procedures.

 Consider the potential to join back office functions.

Memorandum of Understanding - Overview

2
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NHS sustainability

Partnership
working

RFL & RNOH
sustainability

RFL & RNOH
Partnership

RNOH sustainability
RFL – Chase Farm

sustainability

NHS sustainability

This is not a merger or acquisition, but a preferred partnership agreement

Enfield MSK
Tender /
Consortia

3

Specialist
orthopaedic
groups

Getting it Right
First Time

Specialist
Orthopaedic

Alliance

The ultimate aim is to contribute towards the
sustainability of the NHS. If NHS trusts work
collaboratively together, to mutual benefit, it

could enhance the quality of care and deliver
significant value for money.

The partnership work could lead to a North East London
Elective Orthopaedic Centre that delivers world class
clinical outcomes, contributes to orthopaedic research
and development and implements new and innovative

treatment methods.

The work of the partnership will be support by
other national and local specialist orthopaedic

groups to deliver better care.



This is an exclusive preferred orthopaedic partnership model between the RFL and the

RNOH. This means that the:

 RFL will not enter into other orthopaedic partnership arrangements, unless discussed

with and agreed by the RNOH.

 RNOH will not enter into other preferred partnerships to deliver routine orthopaedic

work, unless discussed with and agreed by the RFL.

o The RNOH will consider back office functions made available by the RFL, but is not restricted to

look elsewhere.

The purpose of the exclusivity is to deliver significant benefits, of which there are many, to

both organisations. It will also ensure parallel conversations are not taking place with other

organisations which may jeopardise the partnership arrangements or create confusion and

doubt over the integrity of this partnership.

Exclusive orthopaedic partnership deal between RFL & RNOH

4



All Chase Farm RNOH Development work will be governed through the structure
presented below

5

Specific to
Chase Farm

RNOH
Development

Trust
Board

Executive
Directors

Executives
& Senior
Managers

Trust Board
Sub Committee

RFL & RNOH
Partnership Steering

Group

(Monthly)

Trust Board

(|Monthly)

Clinical Design

(Monthly)

RFL & RNOH
Partnership

Programme Board

(Quarterly)

Workforce

(As required)

Estates

(As required)

Finance &
Commissioning

(As required)

Communications

(As required)

RNOH strategy &
sustainability

committee

(Monthly)

Existing RNOH
meeting

Existing RFL
meeting

Trust Board

(Monthly)

Clinical Support
Services

(Monthly)

Back Office
Services

(Monthly)

5

RFL strategy &
investment committee

(Monthly)



RFL & RNOH Partnership Programme
Board – Terms of Reference
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Purpose

 To provide strategic direction, oversight and

seek assurance of progress

Membership

 Trust Board Chair (RFL)*

 Trust Board Chair (RNOH)*

 Chief Executive (RFL) – Co-chair

 Chief Executive (RNOH) – Co-chair

 Medical Director (RFL)

 Medical Director (RNOH)

Frequency

 Quarterly

* Will attend as and when required, as determined by the CEOs

Purpose

 To direct, govern and support the workstreams

Membership

 Medical Director (RFL) – Co-chair

 Medical Director (RNOH) – Co-chair

 Director Of Nursing (RFL & RNOH)

 Director of Planning (RFL)

 Deputy Director of Finance (RNOH)

 Consultant (RFL)

 Consultant (RNOH)

 Partnership Manager

 Clinical design and clinical support services co-

chairs (RFL & RNOH)

Frequency

 Monthly

RFL & RNOH Partnership Steering
Group – Terms of Reference



RFL & RNOH Partnership Clinical
Design – Terms of Reference
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Purpose

 To design a clinical (and operational) model for

the various stages in the build up to a North

East London Elective Orthopaedic Centre

Membership

 Divisional Director Surgery & Associated

Services (RFL) – Co-chair

 Divisional Director of Operations (RFL)

 Clinical Director Trauma & Orthopaedic (RFL)

 Orthopaedic consultant (RNOH) – Co-chair

 Head of Operations (RNOH)

 Partnership Manager (joint)

Frequency

 Monthly

Purpose

 To design a RNOH clinical support services

package

Membership

 Divisional Director Surgery & Associated

Services (RFL)

 Divisional Director of Operations (RFL)

 Head of Procurement (RFL)

 Clinical Governance Director (RNOH)

 Head of Operations (RNOH)

 Head of Procurement (RNOH)

 Partnership Manager (joint)

Frequency

 Monthly

RFL & RNOH Partnership Clinical
Support Services – Terms of Reference



RFL & RNOH Partnership Finance &
Commissioning – Terms of Reference
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Purpose

 To support the clinical design (and clinical

support services) workstream, by providing

financial input and being the commissioning

interface

Membership

Clinical design membership, plus

 Director of Planning (RFL)

 Director of Financial Operations (RFL)

 Deputy Director of Finance (RNOH)

 Head of Nursing (RNOH)

 Head of Commissioning (RNOH)

Frequency

 Monthly

Purpose

 To support the clinical design (and clinical

support services) workstream, by

communicating key messages, achievements

and updates

Membership

Clinical design membership, plus

 Director of Communications (RFL)

 Head of Communication (RNOH)

Frequency

 Monthly

RFL & RNOH Partnership
Communication – Terms of Reference



RFL & RNOH Partnership Estates –
Terms of Reference
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Purpose

 To support the clinical design (and clinical

support services) workstream, by

considering estates / space requirements

Membership

Clinical design membership, plus

 Director of Capital & Estates (RFL)

 Director of Redevelopment (RNOH)

Frequency

 Monthly - as and when required

Purpose

 To support the clinical design (and clinical

support services) workstream, by reviewing,

challenging and managing associate

workforce implication

Membership

Clinical design membership, plus

 Director of Workforce and Organisational

Development (RFL)

 Acting Director of Workforce and

Organisational Development (RNOH)

Frequency

 Monthly - as and when required

RFL & RNOH Partnership Workforce –
Terms of Reference



Competition and Markets Authority

 There are no obvious considerations / issues that would result from the RFL & RNOH partnership

work. However, as and when the specifics of the work have drafted, we will consider whether the

Competition and Markets Authority needs to be involved.

Trust Development Agency (TDA) & Monitor (‘NHS Improvement’)

 The RNOH is required to provide the TDA with assurance of its long term financial sustainability.

This is directly related to the full business case of the Stanmore rebuild.

Commissioners

 Both trusts will involve commissioners as and when required.

The following are perceived to be key stakeholders to the RFL & RNOH Partnership

10



The overarching principle of the partnership work is to develop a joint working approach, in areas of

mutual benefit, to enhance the quality of care and deliver value for money to the NHS.

There are three key outputs to the partnership work

1. Have a clinically led model that consolidates routine and specialised work into the right critical

mass.

o This could lead to a North East London Elective Orthopaedic Centre, based at the RFL Chase Farm site.

2. Review all clinical and non-clinical support services required by the RNOH and to consider how

the partnership could add mutual value to the provision of these services, subject to OJEU

procedures.

o There are a number of contracts that both providers would normally tender out separately, within the partnership

model this could be combined.

3. Consider the potential to join back office functions.

o Both organisations have a full complement of back office functions. This is something that can be considered in

due course.

The partnership work will deliver three key benefits

11



High level timeline for the three workstreams

12

No integration Partial integration Full integration

Consolidation Review and plan Implementation

Review of functions Integration plan Integration

2015/16 2016/17 2017/18

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

Clinical Model

SLAs

Back Office

Project Activity Lead org Start End

Outsourcing RNOH identify functions for outsourcing RNOH Apr-16 Jun-16

Outsourcing Options for outsourcing Joint Jul-16 Sep-16

Outsourcing Plan for outsourcing RNOH functions Joint Oct-16 Dec-16

Outsourcing Outsourcing implementation RFL Jul-17 Dec-18

Outsourcing RFL to identify capacity to take on RNOH
functions

RFL Jan-17 Mar-17

Project Activity Lead org Start End

SLAs Collation of all RNOH clinical service level
agreements / contracts

RNOH Sep-15 Dec-15

SLAs RNOH clinical services requirements review RNOH Oct-15 Dec-15

SLAs RNOH clinical services requirements options Joint Apr-16 Jun-16

SLAs RNOH clinical services requirements plan RNOH Jul-16 Sep-16

SLAs RNOH clinical services requirements tender (or
equilavent)

RNOH Oct-16 Dec-16

SLAs RNOH clinical services requirements
implementation

Joint Jan-17 Mar-17

Project Activity Lead org Start End

Joint venture RNOH data analysis RNOH Sep-15 Nov-15

Joint venture Options for no integration Joint Jan-16 Mar-16

Joint venture RFL data analysis RFL Apr-16 Sep-16

Joint venture Options for partial integration Joint Apr-16 Jun-16

Joint venture
Build on Getting it Right First Time data re
NELEOC

Joint Sep-16 Dec-16

Joint venture Options for full integration / joint venture Joint Sep-16 Jun-17

Joint venture Chase Farm rebuild RFL Oct-15 Aug-18

Joint venture Implementation of no integration Joint Apr-16 Jun-16

Joint venture Implementation of partial integration Joint Oct-16 Mar-17

Joint venture Implementation of full integration / joint venture Joint Jul-17 Dec-18
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CHAIRMAN’S AND CHIEF EXECUTIVE’S REPORT

Executive summary

This is a combined chairman’s and chief executive’s report containing items of
interest/relevance to the board.

Action required

The board is asked to note the report.

Report From D Dodd, chairman and D Sloman, chief executive
Author(s) A Macdonald, board secretary
Date January 2016

Report to Date of meeting Attachment number

Trust Board 27 January 2016 Paper 10
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CHAIRMAN’S AND CHIEF EXECUTIVE’S REPORT

A TRUST DEVELOPMENTS

CHASE FARM HOSPITAL REDEVELOPMENT UPDATE

To allow for the next stage of the Chase Farm Hospital redevelopment project, the road
layout at CFH is changing. Work to create a one-way traffic system will begin on 18 January
2016 and is expected to finish on 25 January. Following completion of the work, cars will be
directed behind the multi-storey car park and around the construction site, re-joining the
existing road adjacent to the maternity building. Most of the site will be one-way except for a
small section from Hunters Way to the urgent care centre.

NEW RAPID RESPONSE LABORATORY

The RFH’s pathology service provider, Health Services Laboratories (HSL), has completed
the first phase of work on a new rapid response laboratory (RRL) on the first floor of the RFH
and new biochemistry and sample reception areas are now in use.

Launched in April 2015, HSL is a joint venture partnership between the Royal Free London,
University College London Hospitals (UCLH), and The Doctors’ Laboratory.

The new lab forms part of HSL’s commitment to invest £40 million over three years to deliver
rapid response laboratories at the RFH, UCLH and North Middlesex University Hospital, as
well as a new, state-of-the-art core laboratory in Bloomsbury, which is due for completion
next year.

The RRL has been redesigned, refurbished and equipped with the latest technology to
improve sample flow and efficiency. This forms part of an ongoing refurbishment project
across all of pathology across the trust.

B REGULATION

The Department of Health and national bodies have made a number of announcements
recently.

1. A joint letter from the Chief Executive of NHS Improvement and the Chief Inspector of
Hospitals, Care Quality Commission to all trust boards, asking them to consider quality
and finances on equal footing in their planning decisions. This highlights that in due
course Monitor, together with CQC and NHS England, will be publishing revised National
Quality Board staffing guidance and a new metric looking at care hours per patient day,
as part of CQC’s new assessment on the use of resources.

Individual letters have been sent by NHS Improvement to trusts highlighting their
indicative share of the £1.8bn sustainability fund. This funding will be dependent on
having:

• A recovery plan with NHS Improvement and agreed control total for 2016/17
including capital and revenue limits

• A plan for maintaining agreed performance trajectories for delivering quality and
access standards

• Development of sustainability and transformation plans, including adherence to the
planning timetable
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• Compliance with all staff agency rules
• Tangible progress towards achieving seven-day services

A general component of the fund will be allocated to trusts based on the proportion of
their emergency services (as reported in the 14/15 reference cost collection). A targeted
element will be allocated separately and detail of how to apply for this will be published
shortly.

The indicative level of payment of the general component will be communicated by the
trust’s lead CCG, and trusts will be required to confirm by 8 February 2016 whether they
accept this offer and agree to the conditions. The release of funding will be subject to a
quarterly review process in arrears.

Providers that continue to require cash support after receipt of the funding will have
access to DH interim support loans as at present via the Independent trust financing
facility.

2. Preliminary recommendations from Lord Carter’s review in to operational
productivity, which will be published at the end of this month or early February. In the
letter sent from Lord Carter to the Secretary of State, he reemphasises that the NHS will
be able to generate £5bn of efficiency savings by the end of the parliament, but only
with:

• A single reporting framework is adopted for all trusts based on benchmarked best
practice, which in turn will also reduce and rationalise the data reporting burden
currently placed on providers by commissioners and regulators

• Support for addressing delayed transfers for care, which is leading to sub-optimal
use of clinical resources

• National support and coverage to help providers unlock the productivity
improvements linked to redesigning clinical services, to enable rapid adoption
and implementation by providers of the review’s recommendations

• Substantial improvements in workforce productivity. A 1% improvement in
workforce productivity could represent around £400m in savings.

4 A letter from NHS Improvement outlining additional arrangements to tackle
agency costs. It details the following:

• The plan to lower the agency price caps for medical and clinical staff on 1 Feb
has been restated.

• The ban on using agency frameworks not approved by NHS Improvement will be
extended to all staff groups from 1 April. Currently, it only applies to nursing staff.

• NHSI have recognised that framework suppliers’ renegotiations or retendering
with agencies will extend beyond 1 Apr. In the meantime, suppliers must “strongly
support” the price caps.

• NHSI will in time move towards expressing price caps in a way that defines the
amount the worker receives – equivalent to standard NHS terms and conditions –
and agencies will bid to be on-framework on the basis of their agency fees.

• NHSI will also take steps to stop agency workers using personal services
companies to avoid taxes.

• A requirement on providers to use e-rostering
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3. Further initiatives around procurement:

• Requirement on acute trusts to submit data on their procurement spending by 20
January, to support the development of a ‘procurement price index’ for 100
products initially.

• Confirmation of the six demonstrator sites who will be financially supported to
pilot the adopted of GS1 and PEPPOL standards: Derby, Salisbury, North Tees,
Cornwall, Plymouth and Leeds. The government indicates that £12 million will be
invested to support these trusts.

C BOARD AND COUNCIL MATTERS

FIT & PROPER PERSONS REQUIREMENTS (DIRECTORS) – NHS BODIES (FPPR)

The FPPR is a fundamental standard that has applied to all NHS trusts since November
2014. Its purpose is to require providers to take steps to ensure that their board directors
(both executive and non-executive) and any other individuals who have authority over and
are responsible for the overall quality and safety of that organisation’s care are, and remain,
fit and proper for their role. Within the trust this applies to the board member directors (NED
and executive) and other directors who are part of the trust executive team (TEC) and
regularly attend the board. TEC and the board are where budgetary and other
responsibilities and accountability all ultimately lie. These directors have been asked to
confirm provide self certifications as below

• I have read and understood the requirements of The Health and Social Care Act
2008 (Regulated Activities) Regulations 2014 Section 5 and schedule 4 as provided;
and

• I confirm that I declare myself to be a fit and proper person to undertake the role
[state role] as contracted.

A verbal update will be provided at the board.

EXTERNAL GOVERNANCE REVIEW

At the December board meeting, it was suggested that Monitor’s views be sought on
deferring the start of the well led governance review so that the process could be informed
with the output from the CQC Inspection. Monitor have been contacted and have raised no
objection to this approach. The trust is consulting with Monitor regarding a revised
timetable.

TRUST DEVELOPMENTS AND PRIORITIES

The key priorities are as follows and the NED leads are shown in brackets.

o Pathways (Jenny Owen)
o 24/7 patient (Deborah Oakley)
o Chase Farm redevelopment (Stephen Ainger)
o New academic developments including Pears development (Tony Schapira)
o Royal Free ED development (no NED lead)
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At the last board meeting, an update on the pathway work was requested. The director of
transformation and the NED lead will be meeting to discuss the NED and governor
engagement in this work.

CHAIRMAN’S WORKPLACE EQUALITY UPDATE

Chairman’s BME Staff Listening sessions 2016

The most recent listening eventwas held on 13 January at Chase Farm Hospital with staff
from Enfield Civic Centre in attendance. The key themes were:

• How included staff felt in the team was most strongly influenced by the skills of the
leaders in the function or department and the priority placed by them on training,
regular team meetings, good communication and being approachable; and that
practice in this regard was variable

• It is important for active steps to be taken to welcome and support staff who move
from one site to another to avoid them feeling isolated

• There is strong support for broadening the trust’s BME mentoring scheme to Bands 6
and 7.

The leadership forum for January 2016 will be featuring Yvonne Coghill OBE, Director for
WRES implementation. She will be speaking on “Race equality – why is it important in the
NHS?

COUNCIL OF GOVERNORS

The council of governors meeting took place on 19 January 2016, with the main topics for
the meeting being the quality account (also a separate board agenda item) and the
appointment of the external auditor.

D LOCAL NEWS AND DEVELOPMENTS

VANGUARD DEVELOPMENT

Following a successful bid to become a Vanguard site, the trust has been continuing its
development of the creation of a foundation group. The trust has been working on the
options around how a foundation group might be structured.

A number of executives have been talking to international healthcare organisations to
understand both how they went about setting up groups of hospitals, and how organisations
ensure they have a successful approach to implement an improvement methodology. Both
of these areas will contribute to the work the trust is doing under the vanguard
programme. Additionally, the trip helped inform one of the future workstreams which will
concentrate on how decision making is delegated throughout the organisation, together with
creating an appropriate assurance framework. Lastly, the trust has begun to work with NHS
Improvement and the CQC on options for the group model design, and how regulators will
reorganise themselves to be fit for purpose to oversee groups of trusts as well as individual
trusts.
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Following submission of a business case in November the trust has heard that it has
successfully been allocated £2.2m to fund the vanguard programme to March 2016. A
further case due in early February for the remainder of the work in 2016/17 – 2018/19.

PATIENT TRANSPORT SERVICE

The trust continues to have serious concerns about the service being provided to patients.
The patient and staff experience committee is the board assurance committee with oversight
for this issue and discussed this in detail at its last meeting and will do so at its next meeting.
The trust executive committee has this on its agenda bi-weekly and is maintaining close
management oversight of the service and action plan in place.

There have been some minor service improvements but KPI performance is still far away
from contractual requirements. The transport, facilities and procurement teams continue to
micro manage all aspects of the contract and are maintaining the daily sitrep and
performance regime to ensure that ERS Medical provide transparency and remain
accountable to providing up to date performance data whilst the trust does not have access
to real time data. A remedial plan is currently in place and the trust is seeking legal advice to
this effect.

QUEEN’S NEW YEAR’S HONOURS

Three Royal Free London staff were recognised in the Queen’s New Year Honours.

Dr Michael Jacobs, consultant in infectious diseases at the Royal Free London, has been
awarded a knighthood for his work on Ebola.

Dr Jacobs, an internationally recognised expert, led the Royal Free London’s specialist
infectious disease team who treated the three British nationals diagnosed with Ebola. The
clinical care provided to all three individuals has been widely acknowledged as outstanding
and included the use of certain experimental treatments for the first time in the world.

He has also overseen the clinical care of individuals deemed at high risk of developing Ebola
and devised drug-based strategies to prevent the development of the disease. These
innovative approaches to care have advanced worldwide knowledge of treatment. Dr Jacobs
has also provided expert advice to a number of national and international Ebola advisory
committees.

Dr Daniel Martin, consultant in critical care medicine at the Royal Free London, has also
been honoured with an OBE for his work in the hospital’s high level isolation unit where
Ebola patients were treated.

Dr Martin led the development of the clinical protocols to ensure the safe provision of critical
care in this potentially hazardous setting. When these interventions were needed for Ebola
patients, he personally carried out the necessary procedures, proving they could be
undertaken safely in this complex and challenging environment.

Finally, Samantha Swinglehurst, lead nurse in specialist practice at the Royal Free London
child and adolescent mental health services, has been awarded an MBE.

Samantha, who has worked at the trust for 11 years, was instrumental in setting up the
Royal Free London’s child and adolescent eating disorders intensive service four years ago
to prevent young people with the distressing and life-threatening eating disorder, anorexia
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nervosa, from having to stay in hospital for many months. All the research evidence
suggests that residential in-patient eating disorder units do not lead to better outcomes than
community treatment, have high rates of relapse and re-admission, and mean that young
people are away from their family, friends and school for a long time.

The service ensures that over 200 young patients a year are offered an individually-tailored
treatment plan delivered by a multi-disciplinary team including therapists, specialist nurses,
consultant psychiatrists and paediatricians, who work with both the patients and their
families to achieve the best outcomes.

THE PLANNING GUIDANCE

Planning guidance for 2016/17 and 2016/21 has now been published by NHS England, in
partnership with the five arms length bodies (NHS Improvement (Monitor and TDA), Health
Education England, the National Institute for Clinical Excellence, Public Health England and
the Care Quality Commission). It sets out the requirement for NHS organisations to
demonstrate delivery of the Five Year Forward View, including by 2020 to ‘restore and
maintain financial balance’ and ‘deliver core access and quality standards for patients’.
More detailed instructions will follow in the weeks ahead.

This year organisations within the NHS will be required to produce two plans.

• By 30 June all local health and social care systems will be required to develop for
their area a joint sustainability and transformation plan (STP), covering the period
October 2016 to March 2021.

• By 11 April all NHS foundation trusts and trusts are required in the usual way to
develop one year operational plans for 2016/17. These plans will need to be
‘consistent with the emerging STP’.

The planning guidance sets out nine "must dos" for NHS bodies, as follows.

1. Develop a high quality and agreed STP and subsequently deliver agreed milestones
in 2016/17.

2. Return the system to aggregate financial balance, including NHS providers engaging
with Lord Carter’s productivity work programme, and complying with agency rules,
and CCGs delivering savings by tackling unwarranted variation in demand through
implementing the RightCare programme in every locality.

3. Developing and implementing a local plan to address the sustainability and quality of
general practice including workforce and workload issues.

4. Getting back on track with access standards for A&E and ambulance waits (95%
patients wait no more than four hours in A&E and that ambulances respond to 75%
of Category A calls within eight minutes).

5. Improvement and maintenance of NHS Constitution standards for referral to
treatment (more than 92% patients on non-emergency pathways wait no more than
18 weeks from referral to treatment) including offering patient choice.
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6. Deliver Constitutional standards on cancer care, including the 62 day cancer waiting
standard and the constitutional two week and 31 day cancer standards, making
progress in earlier diagnosis and improving one year survival rates.

7. Achieve and maintain the two new mental health access standards (more than 50%
people experiencing a first episode of psychosis will commence treatment with a
NICE approved package within two weeks of referral; 75% referrals to IAPT will be
treated within six weeks and 95% within 18 weeks). Continue to meet dementia
diagnosis targets.

8. Deliver actions in local plans to transform care for people with learning disabilities
including enhanced community provision, reducing in-patient capacity and rolling out
care and treatment reviews.

9. Develop and implement an affordable plan to make improvements in quality
particularly for organisations in special measures. In addition providers are required
to participate in the annual publication of avoidable mortality rates by individual trust.

On 25 November the government announced a five year funding settlement for the NHS.
Annual funding will rise in real terms by £3.8bn in 2016/17 and £8.4bn by 2020/21. In
2016/17 £2.1bn will be invested in the Sustainability and Transformation Fund. This is
intended to support the development of new models of care along with the investment
identified to begin implementation of policy commitments in areas such as 7 day services,
GP access, cancer, mental health and prevention; our aim is to secure access to this funding
through the Vanguard application and programme.

The board and council of governors have a joint meeting on 10 March 2016 at which the
emerging operational plan and priorities for 2016/17 will be discussed with governors so they
have an opportunity to influence the plan for the coming year. The board will discuss the
plan at the March meeting.

PATIENT FRIENDS AND FAMILY TEST (FFT) UPDATE

The NHS friends and family test (FFT) was introduced in 2013 to enable patients to feed
back on their care and treatment to enable hospitals and other providers to improve
services. It asks patients whether they would recommend hospital wards, A&E departments
and maternity services to their friends and family if they needed similar care or treatment.

The tables below show the combined scores for all sites and then the results by site for
December 2015:

Royal Free London
combined data

% likely/extremely likely to
recommend December 2015

(range: 0 – 10%)

Number of patient responses

In-patient 86.8% 1019

A&E 84% 3316
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Barnet Hospital % likely/extremely likely to
recommend December 2015

(range: 0 – 100%)

Number of patient responses

In-patient 83% 335

A&E 81.8% 1765

Antenatal care 95% 101

Labour and birth 99% 131

Postnatal hospital ward 97% 147

Postnatal community care 98% 55

Chase Farm Hospital % likely/extremely likely to
recommend December 2015

(range: 0 – 100%)

Number of patient responses

In-patient 91.8% 122

Royal Free Hospital % likely/extremely likely to
recommend – December 2015

(range: 0 – 100%)

Number of patient responses

In-patient 86.5% 1551

A&E 88.1% 562

Antenatal care 91% 43

Labour and birth 95% 81

Postnatal hospital ward 88% 81

Postnatal community care 98% 55

CLCH INTERIM CHIEF EXECUTIVE APPOINTMENT

Central London Community Healthcare NHS Trust has appointed Peter Coles as interim
chief executive officer for six months and he joined the trust on 11 January 2016.
Arrangements for recruiting a permanent Chief Executive are underway.

CAMDEN AND ISLINGTON NHS FOUNDATION TRUST CHIEF EXECUTIVE
APPOINTMENT

Angela McNab has been appointed as chief executive at Camden and Islington NHS
Foundation Trust. Ms McNab is currently chief executive at Kent and Medway NHS and
Social Care Partnership Trust, which provides mental health services across the county.
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COMMUNICATIONS REPORT – JANUARY 2016

At the end of December there was extensive media coverage regarding Dr Michael Jacobs,
the clinical lead for the high level isolation unit (HLIU), who was knighted for his work caring
for Ebola patients. Critical care consultant Dan Martin, who ensured the hospital could offer
intensive care to patients within the HLIU, was honoured with an OBE. Finally, Samantha
Swinglehurst, who set up the trust’s child and adolescent eating disorders intensive service
four years ago, was given an MBE. Other news included coverage of the new endoscopy
unit at Chase Farm Hospital and of Tottenham Hotspur footballers’ visit to the children’s
ward at Barnet Hospital. The internal communications team continued to provide support for
preparations for the CQC inspection and the Chase Farm redevelopment. The digital team
worked on a number of projects, including a web chat for HIV patients. In addition, there was
a significant amount of digital engagement over the New Year honours for our three
members of staff.

Media stories featuring the trust include:

• Three members of staff were included in the New Year Honours. This story appeared
in TV news coverage major newspapers and news websites, including the BBC,
Guardian, Telegraph, Independent and many more.

• The trust was featured in the Today programme (BBC Radio 4) review of the year, for
the care it provided to Ebola patients.

• The Enfield Advertiser and Enfield Independent both featured the opening of the new
endoscopy unit at Chase Farm Hospital.

• The plans for the therapy garden at Chase Farm Hospital were covered on London
Live TV, the Enfield Independent and Enfield Advertiser.

• When Spurs footballers visited the children’s ward at Barnet Hospital to deliver
Christmas presents it was featured in the Evening Standard, the Mail Online, the
Barnet Press and the Barnet Times.

• The Arsenal mascot visited the children’s ward at the Royal Free Hospital, which was
covered in the Camden New Journal.

• MP Tulip Siddiq, who is expecting a baby, has praised the care she has received at
the Royal Free Hospital in the Ham & High.

In this period the communications team also:

• Handled 25 media enquires including requests for interviews, statements, briefings,
filming and documentary enquiries.

• Issued 26 statements, press releases and web stories.
• Had 83,652 website users (115,601 overall visits to the site)
• Increased the twitter following by 165 followers to 9,423.
• Continued to build the Facebook page, with 114 new ‘likes’ to 3,498 fans.
• Posted 65 stories, notices and events on the intranets.
• Published the December Freepress magazine and started work on the January issue.
• Published the weekly Freemail staff bulletins
• Provided communications support for key trust projects including the upcoming CQC

inspection, the financial recovery programme and the opening of a new endoscopy
unit at Chase Farm Hospital.
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• Provided proactive media and internal communications support for the doctors’ strike.
• Promoted the change in pathology opening hours at Barnet Hospital and the

mortuary closure at Chase Farm.
• Continued communications planning for new building developments including the

Institute of Immunity and Transplantation, Royal Free Hospital emergency
department redevelopment and the Chase Farm Hospital redevelopment.

• Continued a programme of executive leads shadowing staff across the trust and
listening surgery events where staff are able to speak with senior leads.

E NATIONAL NEWS AND DEVELOPMENTS

NEW PERMANENT SECRETARY AT DEPARTMENT OF HEALTH

Chris Wormald has been appointed as the new Permanent Secretary for the Department of
Health, following Dame Una O’Brien’s recent announcement that she is to step down from
the role. Mr Wormald will move across from his current role of Permanent Secretary at the
Department for Education. The appointment has been made by the Cabinet Secretary with
the approval of the Prime Minister and the Secretary of State for Health.

MONITOR BOARD MEETING – 17 DECEMBER 2015

The following is a summary of some of the matters discussed at the Monitor Board meeting:

• Shared planning guidance

o The shared planning guidance includes guidance on 2016/17 has been
published, which includes operational plans, multi-year place-based strategic
plans, shared planning assumptions and national priorities.

o Operational planning timetable: draft plans will be sought by 8 February,
followed by a final plan on 11 April.

o Monitor is leading on developing guidance for multi-year place-based strategic
sustainability and transformation plans. Plans will go through a series of
challenge sessions between national bodies and local system leaders.

• Regulating new care models (NCM)

o Monitor has begun a project to identify the changes needed to its regulatory
approach to support new care models.

o Monitor will set up the regulation of new care models senior steering group and
will invite selected vanguard leads and senior colleagues from TDA and CQ. It will
test emerging findings prior to formal decision-making.

o Monitor’s executive director of provider appraisal will be the senior responsible
officer for this work and will act as national expert for the accountability,
governance and provider regulation work stream for the NCM programme.

• Additional transformation funding requested by each success regime site for the
remainder of 2015/16 was agreed. Mid and south Essex will be the focus of future
success regime work.

• Changes to agency price caps rules (following 3,000 responses to the consultation)
include flexibility over bank rates.
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• The Carter review team has notified all trusts of their “efficiency opportunity”,
which they may confirm or challenge.

• Policy commitments including seven day services must be funded from the
spending review settlement.

• Long term transformation

Monitor is developing options as to how it might set the national tariff over more than
one year, to be set out in an options paper in February 2016:

o Set prices and rules in advance for a three year period during which there
would be no section 118 consultation.

o Seek a method of price setting and key input assumptions for a three year
period, but consult and calculate prices annually.

o Set a formula for the calculation of prices in advance for a three year period
through the local pricing rules, but only calculate and mandate prices in
advance for years 2 and 3 for a sub-set of services (e.g. specialised services).

NHS ENGLAND BOARD MEETING – 17 DECEMBER

The following is a summary of some of the matters discussed at the NHS England Board
meeting:

• Annual funding will rise in real terms by £3.8bn in 2016/17 and £8.4bn by 2020/21.

• Within the settlement, there will be a Sustainability and Transformation Fund of
£2.14bn for 2016/17. £1.8bn to stabilise NHS operational performance, £340m for
'transformation' to continue the vanguard programme. This fund will grow from £2.1bn
in 2016/17 to £2.9bn in 2017/18, rising to £3.4bn in 2020/21.

• Of his five tests of whether the funding from the spending review delivers for the
NHS, the chief executive thought the first three had been met (1. front-loaded
investment 2. New asks consistent with phasing of investment and 3. Realistic set
of efficiencies) while in the other two areas (4. funding protection for social care
prevention and demand and 5. making good on the public health opportunity)
there was “still much to do”.

• There will be greater move towards place based commissioning which will mean
specialised services funding in local areas is related to CCG allocations. This “will
bring much greater equity of overall allocations to populations by factoring in the
highly variable utilisation of specialised services by each local health economy. It
will support engagement of CCGs in co-commissioning and would enable a fuller
expression of place-based utilisation of NHS funds.

• NHS England will explore the potential to allow commissioners and providers who
wish to work together as a local health economy to operate to a combined financial
control total.

• There has been 92.3% attainment of the four hour A&E target. There were
1,923,326 attendances at A&E in October. Attendances over the last twelve months
are up 0.6%. 479,313 emergency admissions in October, 2.1% more than October
14.



Paper 10

13
X:\ Chair and CEO report Jan 16

• The RTT standard was met with 92.3% of patients waiting less than 18 weeks. The
number of RTT patients waiting to start treatment at the end of October 2015 was
just over 3.3 million.

• Delayed transfers of care - 160,100 total delayed days in October, of which 65% were
in acute care - an increase from 142,900 in October 14

• 45 CCGs are reporting overspends, 21 CCGs forecasting a position worse than
their annual plan.

CQC BOARD MEETING – 16 DECEMBER 2015

The following is a summary of some of the matters discussed at the CQC board meeting:

• Peter Wyman (previously chair of Yeovil District Hospital NHS Trust) was
confirmed as the new chair of the CQC on 7 December. Michael Mire, who has
acted as interim chair since David Prior’s departure, will remain as a NED.

• The CQC has now undertaken comprehensive inspections of 125 acute non-
specialist NHS trusts and FTs, 10 acute specialist NHS trusts/FTs, 16 standalone
community health trusts, four ambulance trusts and 48 mental health trusts.

• In total it has rated 2 trusts outstanding, 39 good, 18 inadequate and the remaining
101 trusts requires improvement.

• The programme to recruit 600 inspectors will now end – as at 7 December, CQC
had appointed 627 new inspectors.

• It is clear that the DH’s Whitehall facing budgets will be reduced by 25% over the
life of the spending review. CQC has been advised that it will have to achieve a
25% saving on its grant in aid (direct funding from government) over four years.
However, a lower target for 2016-17 was agreed so CQC can complete its
comprehensive inspection programme. · This is expected to result in a
budget of £245m for 2016-17, reducing to £217m for 2019-20.

• CQC is establishing a comprehensive cost improvement programme which will
ensure that governance mechanisms are in place to achieve further reductions in
future years, aligning its strategy with the need for workforce efficiencies.

• There was a short three-slide presentation on CQC’s performance to 30
November. CQC had identified two key areas for improvement (improving
productivity and making better use of underspend on recruitment for bank
inspectors and overtime in order to deliver inspections to schedule). It has made
progress against both of these.

HEALTHWATCH ENGLAND UPDATE

• Healthwatch England’s annual conference was attended by over 300 local
healthwatch representatives.

• The Safely Home report has been downloaded more than 2000 times. It informed
the evidence review for NHS Providers’ Right place, right time commission.
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•
• Healthwatch held a Commissioners’ Conference which was well received and

highlighted an appetite for further good practice to be shared across the country
more often.

• Healthwatch published a report on what people tell them about primary care, which
included a focus on how things could be improved for specific groups including
migrants, students and over-65s.
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November and December 15 outturn summary and quarter 3 forecast:
With all November data now available the trust outturned the month with a Green rating. For
December currently only A&E data is available, the trust failed the standard for December
outturning at 92.08% against the 95% standard.

For quarter 3 the trust is forecasting a Green rating but target failure in relation to referral to
treatment 18-weeks incomplete pathways, Cancer 62 days from GP referral and A&E
standards. All three standards are rated as High risk.

A&E
For December the combined trust outturned at 92.08% against the 95% standard. Both the
Royal Free hospital site and the Barnet and Chase Farm hospital site failed the indicator
outturning at 93.24% and 91.35% respectively. For quarter 3 (October to December) the
combined trust outturned at 93.42%. The Royal Free hospital site outturned at 93.28% and
the Barnet and Chase Farm hospital site at 93.51%. Performance is being influenced by a
continued growth in attendances, 1.6% 2015/16 against 2014/15 at the Royal Free hospital,
4.6% at Barnet hospital and 3.4% at Chase Farm hospital as well as an increase in the
number of Delayed Transfers of Care and Medically Fit Pending Discharges.

C. difficile – lapses in care
For quarter 3 to date (October and November, December data is not currently available) the
combined trust achieved the C. difficile indicator recording 3 infections against a trajectory of
12, with 2 infections recoded at the Royal Free hospital site and 1 at the Barnet and Chase
Farm hospital site.

RTT 18-weeks national indicators
Incomplete pathway performance decreased from 89.5% in October to 87.5% in November.
Performance against the 92% Incomplete pathways standard peaked in October but has
fallen back by 2% in November. This is partly influenced by the late provision of validation
data following the PAS merger conducted at the end of October, it is anticipated that this will
be corrected across December with trajectory compliance re-established from January.

Cancer 62 Days from GP referral:
For November the combined trust outturned at 77.1% with the Royal Free hospital site
outturning at 77.2% and the Barnet and Chase Farm hospital site outturning at 77.1%. The
outturn performance of 77.1% represents a “planned” fail of the indicator while backlog
clearance is undertaken. The trust has set a trajectory resulting in compliance with the
standard being achieved during the last week of December 15. For November the trajectory
set a target of 72.7% against which the trust outturned at 77.1%. However looking in detail at
the performance data reveals that fewer total pathways and breaches were treated than
planned. This results in a slower rate of breach backlog clearance than required to achieve
the end of December recovery trajectory. Initial views of December data suggest that
compliance will not be achieved. The trust is therefore in the process of re-modelling backlog
clearance based on a feasible increase in activity required to clear the remaining backlog
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and deliver sustainable target compliance.

Cancer 62 days from screening:
For November the combined trust outturned at 85.7% against the 90% standard, the fail was
triggered by 3.5 breaches against a total pathway volume of 24.5 with 2.5 breaches recorded
at Barnet and Chase Farm hospital site and 1 at the Royal Free hospital site, all were Breast
screening breaches referred from the Edgware screening service. In order to recover the
target for December and therefore quarter 3 as a whole the trust cannot afford more than 2.5
beaches for December, having reviewed the data a 0.5 breach is currently known. This may
not include all referrals breaching at external trusts which could contribute half a breach
each, a member of the cancer management team will contact all external referral sites over
the course of the next two days to confirm status of all Royal Free London NHS Foundation
Trust screening referrals treated in December.

Action required/recommendation

For information and agreement

Trust strategic priorities and business planning objectives

supported by this paper

Board assurance risk

number(s)

1. Excellent outcomes – to be in the top 10% of our peers on

outcomes

X

2. Excellent user experience – to be in the top 10% of relevant

peers on patient, GP and staff experience

X

3. Excellent financial performance – to be in the top 10% of

relevant peers on financial performance

4. Excellent compliance with our external duties – to meet our

external obligations effectively and efficiently

X

5. A strong organisation for the future – to strengthen the

organisation for the future

X

CQC Regulations supported by this paper

Regulation 8 ⃰ General

Regulation 9 Person-centred care

Regulation 10 Dignity and respect

Regulation 12 Safe care and treatment

Regulation 17 Good governance

Regulation 18 Staffing

Regulation 20A⃰ Requirement as to display of performance assessments

Risks attached to this project/initiative and how these will be managed (assurance)

Failure to achieve and maintain compliance against Monitor risk assessment framework

standards and targets.

Equality analysis

No identified negative impact on equality and diversity

Report from Will Smart Chief Information Officer

Author(s) Tony Ewart

Head of Performance

Date 19 January 2016
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December 2015 Monitor Risk Assessment Scorecard April 2015 to March 2016 

Royal Free London NHS Foundation Trust

Monitor Indicators of Governance Concerns - April 2015 - March 2016 Q4 Q1 Q2 Oct-15 Nov-15 Dec-15 Target Weighting

*A&E - 95% of patients admitted, transferred or discharged within 4-hours 94.4% 97.1% 95.8% 95.5% 92.7% 92.1% >= 95% 1.0

**C difficile number of cases against  plan 14 4 5 1 2 Q3 <= 17 1.0

**Maximum time of 18 weeks from point of referral to treatment in
aggregate for patients on an incomplete pathways 92.1% 88.5% 88.0% 89.5% 87.5% >=92% 1.0

**All Cancer 31 day second or subsequent treatment -
surgery 99.3% 98.2% 100.0% 100.0% 100.0% >=94%
drug 100% 100.0% 100.0% 100.0% 100.0% >=98%
radiotherapy 99.1% 100.0% 100.0% 100.0% 100.0% >=94%

**All Cancer 62 days wait for first treatment:
from urgent GP referrals: 72.5% 76.4% 69.1% 65.5% 77.1% >=85%
from a screening service 98.9% 90.5% 94.8% 97.8% 85.7% >= 90%

**All cancers: 31 day wait from diagnosis to first treatment 99.8% 99.5% 98.9% 99.6% 99.6% >=96% 1.0
**Cancer: two week wait from referral to date first seen
All cancers 95.5% 95.0% 94.7% 96.9% 95.6% >=93%
Symptomatic breast patients 94.1% 98.7% 95.3% 98.4% 96.6% >=93%

Compliance with requirements regarding access to healthcare for people with 
learning disabilities Compliant Compliant Compliant Compliant Compliant Meeting the 

6 criteria 1.0

Monitor overall governance thresholds: Trust Rating: Green1 Green1 Green1 Green1 Green1

Green: a service performance score of <4.0 and <3 consecutive quarters' 
breaches of a single metric Weighting: 1 1 1 1 2

Red: a service performance score of >=4.0 and >=3 consecutive quarters' 
breaches of a single metric 

* Denotes actual data for November 2015
**Cancer & 18-weeks data is not available for November 2015
Note: C. difficile RAG rating applied on the basis of the cumulative quarterly 
expression of the trajectory

1.0

1The overall trust rating has been modified following application of the Monitor governance framework adjustment, refer to commentary

2015/16

1.0

1.0

2



December 2015 Monitor Risk Assessment Scorecard April 2015 to March 2016 

Royal Free Hospital

Monitor Indicators of Governance Concerns - April 2015 - March 2016 Q4 Q1 Q2 Oct-15 Nov-15 Dec-15 Target Weighting

*A&E - 95% of patients admitted, transferred or discharged within 4-hours 93.9% 95.9% 94.7% 93.7% 92.9% 93.2% >= 95% 1.0

**C difficile number of cases against  plan 7 3 1 1 1 Q3 <=8 1.0

**Maximum time of 18 weeks from point of referral to treatment in aggregate for 
patients on an incomplete pathways 92.1% 90.8% 90.6% 91.8% 89.3% >=92% 1.0

**All Cancer 31 day second or subsequent treatment -
surgery 98.6% 96.9% 100.0% 100.0% 100.0% >=94%
drug 100% 100.0% 100.0% 100.0% 100.0% >=98%
radiotherapy 99.1% 100.0% 100.0% 100.0% 100.0% >=94%

**All Cancer 62 days wait for first treatment:
from urgent GP referrals: 84.6% 83.1% 74.7% 58.7% 77.2% >=85%
from a screening service 100% 75.8% 91.2% 100.0% 85.7% >= 90%

**All cancers: 31 day wait from diagnosis to first treatment 99.6% 98.7% 97.8% 99.3% 99.3% >=96% 1.0

**Cancer: two week wait from referral to date first seen
All cancers 99.3% 97.4% 97.9% 98.9% 98.6% >=93%
Symptomatic breast patients 98.6% 99.4% 97.6% 99.3% 98.9% >=93%

Compliance with requirements regarding access to healthcare for people with 
learning disabilities Compliant Compliant Compliant Compliant Compliant Meeting the 

6 criteria 1.0

Monitor overall governance thresholds: Trust Rating: Green1 Green1 Green1 Green1 Green1

Green: a service performance score of <4.0 and <3 consecutive quarters' 
breaches of a single metric Weighting: 1 1 2 2 2

Red: a service performance score of >=4.0 and >=3 consecutive quarters' 
breaches of a single metric 

* Denotes actual data for November 2015
**Cancer & 18-weeks data is not available for November 2015 
Note: C. difficile RAG rating applied on the basis of the cumulative quarterly 
expression of the trajectory

1.0

1The overall trust rating has been modified following application of the Monitor governance framework adjustment, refer to commentary

2015/16

1.0

1.0

3



December 2015 Monitor Risk Assessment Scorecard April 2015 to March 2016 

Barnet Hospital and Chase Farm Hospital

Monitor Indicators of Governance Concerns - April 2015 - March 2016 Q4 Q1 Q2 Oct-15 Nov-15 Dec-15 Target Weighting

*A&E - 95% of patients admitted, transferred or discharged within 4-hours 94.8% 97.9% 96.6% 96.7% 92.5% 91.4% >= 95% 1.0

**C difficile number of cases against  plan 7 1 4 0 1 Q3 <= 9 1.0

**Maximum time of 18 weeks from point of referral to treatment in
aggregate for patients on an incomplete pathways 93.7% 85.4% 87.7% 85.2% >=92% 1.0

**All Cancer 31 day second or subsequent treatment -
surgery 100.0% 100.0% 100.0% 100.0% 100.0% >=94%
drug 100.0% 100.0% 100.0% 100.0% 100.0% >=98%
radiotherapy NA >=94%

**All Cancer 62 days wait for first treatment:
from urgent GP referrals: 66.6% 73.4% 65.9% 70.3% 77.1% >=85%
from a screening service 98.3% 95.2% 96.0% 97.4% 85.7% >= 90%

**All cancers: 31 day wait from diagnosis to first treatment 100.0% 100.0% 100.0% 100.0% 100.0% >=96% 1.0

**Cancer: two week wait from referral to date first seen
All cancers 93.7% 93.9% 93.2% 96.0% 94.1% >=93%
Symptomatic breast patients 91..8% 98.3% 94.1% 98.1% 95.1% >=93%

Compliance with requirements regarding access to healthcare for people with 
learning disabilities Compliant Compliant Compliant Compliant Compliant Meeting the 

6 criteria 1.0

Monitor overall governance thresholds: Trust Rating: Green1 Green1 Green1 Green1 Green1

Green: a service performance score of <4.0 and <3 consecutive quarters' 
breaches of a single metric Weighting: 2 1 1 1 2

Red: a service performance score of >=4.0 and >=3 consecutive quarters' 
breaches of a single metric 

* Denotes actual data for November 2015
**Cancer and 18-weeks data is not available for November 2015.  
Note: C. difficile RAG rating applied on the basis of the cumulative quarterly 
expression of the trajectory

1The overall trust rating has been modified following application of the Monitor governance framework adjustment, refer to commentary

1.0

2015/16

1.0

1.0

4



Trust Performance Dashboard     Commentary and Exception Report  
Month: December 2015    
 

Risk Assessment Framework Ratings Summary    
 
November and December 15 outturn summary and quarter 3 forecast: 
With all November data now available the trust outturned the month with a Green rating. Failed standards included compliance against the A&E 4‐hour 
maximum waiting time, referral to treatment 18‐weeks incomplete pathways, Cancer 62 days from GP referral and Cancer 62 days from screening service 
referral. In respect of the two Cancer 62 days indicators these count as two halves of the same indicator, equating to one fail overall. In relation to the 
referral to treatment 18‐weeks incomplete pathways standard, Monitor sets aside underperformance against this indicator in calculating the trust’s 
governance rating on the basis that significant operational improvement was required following the acquisition of Barnet and Chase Farm Hospitals NHS 
Trust. For December currently only A&E data is available; the trust failed the standard for December outturning at 92.08% against the 95% standard.  
 
For quarter 3 the trust is forecasting a Green rating but target failure in relation to referral to treatment 18‐weeks incomplete pathways, Cancer 62 days 
from GP referral and A&E standards. All three standards are rated as High risk. Currently the trust expects to recover performance against the Cancer 62 
days from screening service referral indicator resulting in compliance for quarter 3; however this indicator has been upgraded from Medium to High risk.     
 
A&E 
For December the combined trust outturned at 92.08% against the 95% standard. Both the Royal Free hospital site and the Barnet and Chase Farm hospital 
site failed the indicator outturning at 93.24% and 91.35% respectively. For quarter 3 (October to December) the combined trust outturned at 93.42%. The 
Royal Free hospital site outturned at 93.28% and the Barnet and Chase Farm hospital site at 93.51%. Performance is being influenced by a continued growth 
in attendances, 1.6% 2015/16 against 2014/15 at the Royal Free hospital, 4.6% at Barnet hospital and 3.4% at Chase Farm hospital.  
 
Bed flow is also an issue across both Royal Free hospital and Barnet hospital site. Bed flow relates to the imbalance between admissions and discharges and 
therefore the timely supply of beds for patients requiring an emergency admission via A&E. A significant influencing factor in relation to bed flow is the 
growth in the volume of Delayed Transfers of Care and Medically Fit Pending Discharges. Looking at the most recent month, December 15, an average of 
130 beds across all trust sites were blocked per day; this equates to 14% of the trust’s total general and acute bed stock, please refer to the table below. 
The North Central London CCGs have recognised that the current System Resilience Group arrangements need to be reviewed and strengthened, including 
so as to establish communications with the neighbouring North West London and Hertfordshire sectors.  Meanwhile Northwick Park Hospitals’ plans to 
have 54 new beds in place to cope with the effects of the closure last year of the Central Middlesex Hospitals’ A&E department is understood to have been 
further delayed and are now expected to be in place in January.  Northwick Park Hospital remains under significant pressure, as do North Middlesex 
hospital and Watford hospital with the latter having been redefined as a smaller A&E under the principles of the London Ambulance Service intelligent 
conveyance system, this will result in a greater volume of redirects from those hospitals to other A&E sites including Barnet hospital and the Royal Free 
hospital A&E departments.      
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Trust Performance Dashboard     Commentary and Exception Report  
Month: December 2015    
 

 
Delayed Transfers of Care and 
Medically Fit Pending Transfers 
‐ December 2015 

Royal Free 
hospital  

Barnet 
hospital  

Chase 
Farm 

hospital  
Total  

Average 
daily beds 
blocked 

Delayed Transfers of Care 
occupied bed days  240  354  377  971  34.45 

Medically Fit Pending Discharges 
occupied bed days  786  985  917  2,688  95.38 

Total occupied bed days   1,026  1,339  1,294  3,659  129.84 

Average daily beds blocked  36.41  47.51  45.92  129.84   

 
C. difficile – lapses in care 
For quarter 3 to date (October and November, December data are not currently available) the combined trust achieved the C. difficile indicator, recording 3 
infections against a trajectory of 12, with 2 infections recoded at the Royal Free hospital site and 1 at the Barnet and Chase Farm hospital site. However, 
given the lag‐time resulting from the commissioner sign‐off process, data are complete only to the end of July, with 1 infection in August, 1 in September, 1 
in October and 4 in November requiring attribution; eventually some or all of these infections may be allocated to the trust. The table below presents the 
total volume of infections relating to “lapses in care” as well as the total attributable including those that do not relate to “lapses in care”, presented by 
main hospital site against trajectory. In relation to “all attributable infections” the trust exceeded the NHS national contract trajectory for quarters 1 and 2, 
but was compliant for quarter 3, recording 14 infections against a trajectory of 17. This expression of the indicator should therefore be regarded as “High 
risk”. However Monitor include only, “lapses in care” infections for the purposes of calculating the governance risk rating which is therefore assessed as 
“Low risk”.     
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RTT 18‐weeks national indicators 
From October 15 performance against the incomplete pathways standard is the single national RTT indicator and the only RTT metric presented in this 
report. Incomplete pathway performance decreased from 89.5% in October to 87.5% in November. Performance against the 92% Incomplete pathways 
standard peaked in October but has fallen back by 2% in November. This is partly influenced by the late provision of validation data following the PAS 
merger conducted at the end of October, it is anticipated that this will be corrected across December with trajectory compliance re‐established from 
January. Incomplete pathway 52 weeks’ breaches reduced from 17 in October to 15 in November of which 7 were patient choice. Considerable progress has 
been made in reducing 52 weeks breaches with a 92% reduction between May and November from 197 to 15. The trust has provided its RTT specialty level 
backlog clearance trajectory to commissioners. The trajectory shows compliance against the 92% Incomplete Pathway standard being achieved at trust level 
at the end of quarter two 2016/17. The trust remains confident that the national target will be achieved in line with its recovery trajectory in quarter two 
2016/17. A view of actual performance against trajectory is provided in the bar chart below.   
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Cancer 62 Days from GP referral: 
For November the combined trust outturned at 77.1% with the Royal Free hospital site outturning at 77.2% and the Barnet and Chase Farm hospital site 
outturning at 77.1%. As rehearsed in previous reports target failure is being driven by a build‐up of breach backlog pathways across a number of tumour 
sites, most notably Urology where there have been significant capacity issues in the diagnostic and tertiary centre surgical stages of treatment and over the 
summer months in Skin. Specific issues in both the Urology and Skin pathway, such as imaging and biopsy diagnostic clinics, have been addressed as have 
extended waiting times at tertiary treatment centres. Waiting times at the front end of tumour site pathways, such as initial referral to first appointment 
two week waits and waits for diagnosis are improving as a result. However the trust is still working through considerable volumes of breach backlog 
pathways which built up prior to the implementation of the improvement programmes.    
  
The outturn performance of 77.1% represents a “planned” fail of the indicator while backlog clearance is undertaken. The trust has set a trajectory resulting 
in compliance with the standard being achieved during the last week of December 15. For November the trajectory set a target of 72.7% against which the 
trust outturned at 77.1%. However fewer total pathways and breaches were treated than planned. This results in a slower rate of breach backlog clearance 
than required to achieve the end of December recovery trajectory. Initial views of December data suggest that compliance will not be achieved. The trust is 
therefore in the process of re‐modelling backlog clearance based on a feasible increase in activity required to clear the remaining backlog and deliver 
sustainable target compliance. The model and approach has been fully reviewed with NHS IMAS; in summary NHS IMAS confirmed that the approach 
employed represents a reasonable way to develop a waiting list reduction programme. The graph and tables below present trust percentage compliance as 
well as pathway and breach volumes against the current recovery trajectory and tumour site performance against the standard for November:     
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Cancer 62 days from screening: 
For November the combined trust outturned at 85.7% against the 90% standard. The failure was caused by 3.5 breaches against a total pathway volume of 
24.5 with 2.5 breaches recorded at Barnet and Chase Farm hospital site and 1 at the Royal Free hospital site; all were Breast screening breaches referred 
from the Edgware screening service. Three of the pathways were ultimately referred to an external trust (2 to UCLH and 1 to the Northwick Park hospital, 
resulting in half a breach each) with two pathways breaching within the trust (1 at the Royal Free hospital site and 1 at the Barnet and Chase Farm hospital 
site, resulting in a whole breach each). In relation to primary breach reasons RCA’s are awaited; however initial views of the data suggest that two pathways 
were referred from Edgware screening service after the breach date, one to Northwick Park hospital on day 92 and one to the Royal Free hospital site on 
day 64. The latter pathway included delays in the out‐patient phase of treatment initiated by the patient due to a planned holiday. Two of the remaining 
three breaches related to clinical complexity with the two pathways referred to UCLH delayed due a patient being found to be MRSA positive with the 
second pathway delayed due to a complex diagnostic pathway. The final breach, which occurred at the Chase Farm hospital site, resulted from delays in the 
diagnostic and the treatment pathway.  
 
For quarter 3 to date the trust is compliant with the 90% standard outturning at 91.5%. In terms of recovering the standard for the quarter, against which 
Monitor measure performance, the combined trust cannot afford more than 3 breaches in December against average pathway volumes. Initial views of the 
December data suggest there are 0.5 breaches across all trust sites. However the process of scrutinising the data for December breaches has revealed a 
hitherto unreported 0.5 breach in October. This will be reported during the quarterly national data refresh, which will mean that the October performance 
will reduce from 97.8% to 95.5%, with October and November performance reducing from 91.5% to 90.4%. This would leave an estimated margin of 2.5 
beaches for December against which 0.5 is currently known. This may not include all referrals breaching at external trusts which could contribute half a 
breach each, a member of the cancer management team will contact all external referral sites over the course of the next two days to confirm the status of 
all Royal Free London NHS Foundation Trust screening referrals treated in December.          
 
Monitor governance framework adjustment: 
The governance framework adjustment was presented in detail in previous versions of this report. In summary adjustments are made effectively setting 
aside underperformance against the 18‐weeks RTT Incomplete pathways indicator for specific time periods in relation to assessing compliance against the 
Monitor scorecard. 
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INCOME & EXPENDITURE POSITION DECEMBER 2015/16

Executive summary

Income & Expenditure Position

The bottom line income and expenditure position for December is a deficit of £2.0m
which is an adverse variance of £1.2m compared to plan. The position for the year to
date is a deficit of £18.2m which is an adverse variance of £11.1 compared to plan.
The bottom line December position was in line with previous forecast expectations.

Capital Expenditure

Capital expenditure for the year to date is £46.3m which is £1.7m below plan.
Expenditure in December was £7.2m which is £2.5m below plan. Forecast capital
expenditure for the year is £60.0m which is £8.6m less than plan.

Cash

Cash balance at the end of December was £20.1m which is £42.7m below plan. This
is due to NHS debt for prior year contracts and ongoing underpayment of 15/16 SLAs.

Monitor Financial Sustainability Risk Rating (FSRR)

Monitor measures an organisation’s overall financial risk on a scale of 1-4 with 4 being
the lowest risk and 1 the highest risk. The Trust’s rating against the new FSRR for the
year to date and forecast for the year is 2.

For the normalised I&E margin metric introduced in September a normalised margin of
less than -1% results in a rating of 1 for this metric. A rating of 1 on any metric means
the overall financial risk rating cannot exceed 2.

The Trust’s normalised I&E margin for the year to date is -3.1% with forecast for the
year of -2.4%. The forecast is for a normalised surplus in quarter 4 which would
provide the basis for an improved rating in 2016/17.

Report to Date of meeting Attachment number

Trust Board 27 January 2016 Paper 12
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Action required

For discussion.

Trust strategic priorities and business planning objectives

supported by this paper

Board assurance risk

number(s)

3. Excellent financial performance – to be in the top 10% of

relevant peers on financial performance

CQC outcomes supported by this paper

26 Financial position

Equality analysis

No identified negative impact on equality and diversity

Report from Caroline Clarke, Director of Finance

Author(s) Mike Dinan, Director of Financial Operations

Edmund Knight-Jones, Assistant Director of Finance

Date 15 January 2016
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FINANCIAL PERFORMANCE EXECUTIVE SUMMARY

December 2015

Measure Description Status Position Trend Variation

Normalised Net 

Surplus / 

(Deficit)

Net income and 

expenditure excluding 

profit from fixed asset 

disposals and fixed asset 

impairments

Net surplus/(deficit) in month: 

Plan (£0.8m), Actual (£2.0m), 

Variance (£1.2m) adverse

Net surplus/(deficit) YTD:

Plan (£8.7m), Actual (£22.2m), 

Variance (£13.6m) adverse

NHS Clinical Income excluding TEDD: (£5.0m) adverse YTD, (£0.1m) adverse in-

month. This reflects reduced critical care and non-elective activity.

Other Income: (£3.8m) adverse YTD, £0.9m adverse in-month. The YTD adverse

variance for relates primarily to private patient activity.

Pay excluding Integration: (£15.5m) adverse YTD, (£1.4m) adverse in-month.

Overspending is due to QIPP shortfalls and high agency staffing costs.

Non-Pay excluding Integration & TEDD: (£9.3m) adverse YTD, (£1.4m) adverse in-

month. Key overspends in month are for clinical supplies and QIPP shortfalls.

Integration: £3.6m favourable YTD, £0.5m favourable in-month.

QIPP Savings

Savings against the 

recurrent QIPP savings 

plan. The plan includes 

both cost efficiency or 

income generation 

schemes.

QIPP in month: 

Plan £4.3m, Actual £4.4m,  

Variance £0.1m favourable

QIPP year to date:

Plan £35.1m, Actual £25.7m,  

Variance (£9.5m) adverse

The Trust achieved £25.7m QIPP savings for the year to date against a plan of

£35.1m giving an adverse variance of £9.5m against plan. Shortfalls are primarily

due to unidentified savings targets. 

Shortfalls are primarily due to unidentified savings targets (£10.5m).

- Slippage on efficiency savings schemes (£0.4m)

- Reported over performance on Other/Divisional Programmes £1.4m

Capital 

Expenditure

Year to date cumulative 

expenditure in non-

current assets.

CAPEX in month: 

Plan £9.7m, Actual £7.2m,  

Variance (£2.5m) adverse

CAPEX year to date:

Plan £48.0m, Actual £46.3m,  

Variance (£1.7m) adverse

Chase Farm: Activity forecast based on revised in year position. Activity on track.

Chase Farm Decant: Work complete and within CAPEX.

Endoscopy Surg: Work complete and within CAPEX.

Forward plant rep: Compliance backlog on track.

6 Facet Survey: Backlog improvements on track. 

A&E Scheme within Capex but delays to contract 1

Core Bio: In year spend on track with Pathology JV

New Generator: Programme resequenced due to operational requirement.

Opthamology: Works completed within CAPEX.

Cash

Cash held with the 

government banking 

service and in commercial 

banks.

Cash flow in month: 

Plan (£10.9m), Actual £9.8m,  

Variance £20.8m favourable

Cash balance:

Plan £62.8, Actual £20.1m,  

Variance £42.7m adverse

Cash continues to be below the planned level in December due to NHS debt for

prior year contracts and ongoing underpayment of 15/16 SLAs. The 14/15

outstanding SLAs for the main commissioners have not yet been paid and therefore

contribute to the lower than expected cash balance. In addition cash has also been

adversely impacted by the GP Lead programme that that the Trust is hosting due to

payments being made in arrears for GP salaries. 

2014/15 2015/16 Actual / Forecast

Q2 Q3 Q4 Q1 Q2 Q3 Q4

Capital Service Cover 2 3 3 1 1 1 1

Liquidity 4 4 4 4 4 4 3

Normalised I&E Margin 1 1 1 1

I&E Margin Plan Variance 2 2 2 2

Overall 3 4 4 2 2 2 2

Monitor 

Financial 

Sustainability 

Risk Rating 

(FSRR)

Monitor measures an 

organisations financial 

risk on a scale of 1-4 with 

4 being the lowest risk 

and 1 the highest risk.

Monitor has ammended its financial risk rating regime from September 2015. The 

key change is that Trust's with a Normalised I&E margin of less than -1% are rated 

as 1 for this metric. A rating of 1 on any metric means the overall rating cannot 

exceed 2. 

0

1

2

3

4

5

N
o

v-
1

4

D
ec

-1
4

Ja
n

-1
4

Fe
b

-1
4

M
ar

-1
4

A
p

r-
1

5

M
ay

-1
5

Ju
n

-1
5

Ju
l-

1
5

A
u

g-
1

5

Se
p

-1
5

O
ct

-1
5

N
o

v-
1

5

D
ec

-1
5

£
m

 Plan

Actual

0

2

4

6

8

10

12

N o
…

D e… J a… F e… M a… A p
…

M a… J u
… J u
…

A u
… S e… O c… N o
…

D e…

£
m

 Plan

Actual

0

50

100

150

N
o

v-
1

4

D
ec

-1
4

Ja
n

-1
4

Fe
b

-1
4

M
ar

-1
4

A
p

r-
1

5

M
ay

-1
5

Ju
n

-1
5

Ju
l-

1
5

A
u

g-
1

5

Se
p

-1
5

O
ct

-1
5

N
o

v-
1

5

D
ec

-1
5

£
m

 

Plan

Actual

R 

R 

-6

-4

-2

0

2

4

N
o

v-
1

4

D
ec

-1
4

Ja
n

-1
4

Fe
b

-1
4

M
ar

-1
4

A
p

r-
1

5

M
ay

-1
5

Ju
n

-1
5

Ju
l-

1
5

A
u

g-
1

5

Se
p

-1
5

O
ct

-1
5

N
o

v-
1

5

D
ec

-1
5

£
m

 

Plan

Actual

A 

R 

R 

2

Paper 12



Paper 13

1

MONITOR QUARTERLY SUBMISSIONS - QUARTER 3

Executive summary

As the finance and performance committee had to be cancelled at short notice, the executive
team reviewed the month 9 financial report and governance statements. Discussion focused on
the following:

• In year financial recovery and likely outturn run rate
• Progress on 2016/17 and longer term 2020 schemes. The executive noted the need to

urgently speed up the pace on a number of schemes and the work that was ongoing to
restructure and strengthen the teams to enable this to happen. It was agreed that the
trust executive committee would continue to monitor progress in key areas on a weekly
basis

• The continuing work to ensure the revenue line reflects activity undertaken and the
ongoing assurance work

The executive recommend to the board that the following statements are approved for
submission to Monitor.

For Finance, that:
The board anticipates that the trust will continue to maintain a financial risk rating of at least
2 over the next 12 months.

The board confirms that there are no matters arising in the quarter requiring an exception report
to Monitor (per the Risk Assessment Framework, page 22, diagram 6) which have not already
been reported.

For Governance that:
The board is satisfied that plans in place are sufficient to ensure: ongoing compliance with all
existing targets (after the application of thresholds) as set out in Appendix A of the Risk
Assessment Framework, other than the 62 day cancer target and the A&E target; and a
commitment to comply with all other known targets going forwards, other than those that are the
subject of a continuing governance adjustment per Monitor’s decision of 30 May 2014.

Action required
• The board is asked to approve the above statements for submission to Monitor

Equality impact assessment

No negative impact on equality or diversity.

Report From Caroline Clarke, chief finance officer, Kim Fleming, director of planning
Author(s) Kim Fleming, director of planning; Mike Dinan, director of financial

operations
Date 7 January 2016

Report to Date of meeting Attachment number

Trust Board 27 January 2016 Paper 13
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REPORT FROM THE AUDIT COMMITTEE HELD ON 19 JANUARY 2016 AND THE 
CONFIRMED MINUTES OF THE AUDIT COMMITTEE HELD ON 26 NOVEMBER 2015 
 
 

Executive summary  

The audit committee met on 19 January 2016.  It was agreed at the meeting that the 
following assurances and risks would be highlighted to the board at its meeting on 27 
January 2016. 
 
Lord Carter efficiency report  
As reported in the committee’s previous report to the board, the trust had received the first 
cut of the benchmarking data in relation to the Adjusted Treatment Cost (ATC) analysis.  
Although the report was still in draft at present the committee noted that the RFL had the 
lowest ATC of any acute provider.  Notwithstanding the inevitable issues with this type of 
data collection, the committee congratulated management on this result and noted the 
progress made over many years in reducing costs.  
 
The ATC was based on the trust’s reference costs.data.  The director of financial operations 
considered that the data provided a good starting point for identifying the most efficient 
practices and where the greatest efficiency opportunities existed.  Specific reference was 
made to better understanding the methodology used and applying this to identifying priority 
QIPP savings and other potential savings opportunities.  It was also considered that the data 
provided a useful method of benchmarking, with the director of financial operations adding 
that benchmarking activity against the nursing establishment would be undertaken first.   
The committee were assured that the trust’s usual processes for assessing quality impact 
would be applied to any cost saving initiatives.  
 
It was noted that implementation would be monitored by the finance and performance 
committee.  
 
KPMG follow up recommendations 
The committee was pleased to note the continuing good progress that had been made since 
the last meeting in reducing the number of overdue internal audit recommendations (33 
reduced to 23). 
 
KPMG’s audit of bank and agency controls 
The committee received internal audit’s review of the trust’s processes for the preparation of 
the monthly temporary staffing return to Monitor and was pleased to note the rating of 
‘Significant assurance’ (Green).  The committee considered this to be an excellent result and 
an important piece of assurance for the board.  The committee offered its thanks to the 
director of financial operations and the assistant director of finance – financial control for their 
efforts which had led to the positive rating. 
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KPMG’s audit of financial controls 
The committee received internal audit’s review of the trust’s design and operation of controls 
relating to accounts payable, accounts receivable and tendering and was pleased to note the 
rating of ‘Significant assurance with minor improvement potential’ (Amber-Green).  The 
committee noted that there were a lot of recommendations arising from the audit. The 
external auditors would wish to confirm that some of these actions had been completed by 
the end of the financial year.  It also noted that due to the speed in completing the audit, 
many of the recommendations had not yet been allocated completion dates.  The committee 
agreed not to revisit the recommendations on the condition that they were completed within 
the next six months. 
 
KPMG’s audit of cost improvement plans 
The committee received internal audit’s review of the trust’s processes for planning and 
monitoring cost saving schemes, including the process for ensuring quality impact was 
assessed, noting the rating of ‘Partial assurance with improvements required’ (Amber-Red).  
KPMG reported that the trust had a well-designed process for identifying savings and 
documenting how these will be delivered.  However, focus was needed on ensuring that the 
processes were adhered to consistently and documentation completed and approved 
accordingly.  A discussion was had on ensuring that smaller and medium investment 
schemes were receiving the correct scrutiny as the higher / over-threshold schemes. 
 
KPMG’s audit of safeguarding  
The committee received internal audit’s review of the trust’s processes for assessing 
safeguarding concerns for child and adult patients and obtaining appropriate authorisation 
when applying deprivation of liberty, and was pleased to note the rating of ‘Significant 
assurance with minor improvement potential’ (Amber-Green).   A comment was made that 
the four recommendations should be high priority rather than medium and low priority as the 
key issue was patient safety.   However, noting the timelines for implementation, the 
committee was satisfied that the issues raised were being addressed within an acceptable 
timescale.  
 
The committee considered that it needed external assurance that safeguarding processes 
within the paediatric urgent care centre at Chase Farm hospital were also robust as these 
had not been subject to internal audit since the BEH strategy was implemented.  KPMG 
agreed to undertake an audit with a sample size of 40 representing the importance of this 
area; this would be completed by March and a report taken to the committee that month.   
  
External audit’s progress report 
The committee received PwC’s progress report.  PwC had undertaken their data migration 
work for the trust’s new general ledger with minor discrepancies only.  They had also 
continued to re-assess their risk assessment of the trust, confirming that the assessment of 
the risks identified in the external audit plan remained valid.   
 
As part of the external audit plan, the trust was asked to provide its views on fraud.  The 
trust’s responses, noting in particular the role of the local counter fraud specialist and the 
monitoring role played by the audit committee, were presented at the meeting.  PwC 
confirmed acceptance of the trust’s responses.   
 
Tender waivers 
The committee received the regular report showing tender waivers over £30,000.  The 
committee stressed the need to ensure that tender waivers were delivering value for money, 
particularly for those incremental waivers as part of the merger , and for consultancy 
services.  In response to the latter in particular, the committee suggested it would be helpful 
to see these waivers in the context of example day rates and how they were comparable, 
and the maximum threshold.  The director of financial operations agreed to provide additional 
details in future tender waiver reports in relation to those over £150,000 in any 12 month 
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period and consultancy service waivers. 
 
Trust 2015/16 annual accounts timetable and plan 
The committee noted the accounts timetable and plan for preparation and submission of the 
trust’s annual accounts to Monitor.   
 
Future  Assurance Topic 
The committee noted that the significance of the re-build of Chase Farm Hospital to the 
trust’s strategy.  Although there were assurance processes in place, both internal and 
external, it was noted that decisions were having to be made quickly to keep pace with 
events.  The committee requested a brief report on the current assurance processes in place 
for the work undertaken so far and the plan for future assurance.  Chase Farm would be 
considered for inclusion in next year’s internal audit plan. 
 
Minutes of the previous audit committee 
Attached are the confirmed minutes of the audit committee meeting held on 26 November 
2015. 
 
 

Action required  

The board is asked to note the report. 

 

Trust strategic priorities and business planning objectives 
supported by this paper  

Board assurance risk 
number(s)  

1. Excellent outcomes – to be in the top 10% of our peers on 
outcomes 

x 

2. Excellent user experience – to be in the top 10% of relevant 
peers on patient, GP and staff experience 

x 

3. Excellent financial performance – to be in the top 10% of 
relevant peers on financial performance 

x 

4. Excellent compliance with our external duties – to meet our 
external obligations effectively and efficiently 

x 

5. A strong organisation for the future – to strengthen the 
organisation for the future 

x 

 

CQC Regulations supported by this paper  

Regulation 4 Requirements where the service provider is an individual or partnership  

Regulation 5 ⃰ Fit and proper persons: directors  

Regulation 6 Requirement where the service provider is a body other than a partnership  

Regulation 7 Requirements relating to registered managers  

Regulation 8 ⃰ General  

Regulation 9 Person-centred care  

Regulation 10 Dignity and respect  

Regulation 11 Need for consent  

Regulation 12 Safe care and treatment  

Regulation 13 Safeguarding service users from abuse and improper treatment  

Regulation 14 Meeting nutritional and hydration needs  

Regulation 15 Premises and equipment  

Regulation 16 Receiving and acting on complaints  

Regulation 17 Good governance  

Regulation 18 Staffing  

Regulation 19 Fit and proper persons employed  

Regulation 20⃰ Duty of candour  
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Regulation 20A ⃰ Requirement as to display of performance assessments  

Care Quality Commission (Registration) Regulations 2009 (Part 4)
Regulation 12 Statement of purpose  

Regulation 13 Financial position  

Regulation 14 Notice of absence  

Regulation 15 Notice of changes  

Regulation 16 Notification of death of a service user  

Regulation 17 Notification of death or unauthorised absence of a service user who is 
detained or liable to be detained under the Mental Health Act 1983 

 

Regulation 18 Notification of other incidents  

Regulation 19 Fees  

Regulation 20⃰   Requirements relating to termination of pregnancies  

Regulation 22A ⃰ Form of notifications to the Commission  
 

 

Risks  

As outlined above. 

 

Equality analysis  

No identified negative impact on equality and diversity  

 

Report from Deborah Oakley, non-executive director and chair of the audit committee 
Author(s) Veronica Jackson, committee secretary; Deborah Oakley, non-executive director 
and chair of the audit committee 
Date 25 January 2016 
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  Minutes of the Audit Committee 
26 November 2015 

 
Present:  
Ms Deborah Oakley non-executive director (committee chair) 
Mr Stephen Ainger non-executive director 
Ms Jenny Owen non-executive director 
Mr Dean Finch  
In attendance: 

non-executive director (by conference phone) 

Ms Caroline Clarke chief financial officer and deputy chief executive  
Mr Mike Dinan  director of financial operations   
Ms Lubna Dharssi assistant director of finance – financial control 
Mr Stevan Burternshaw  
Gemma Higginson 

senior consultant - RSM 
managing consultant – RSM 

Mr Neil Thomas 
Mr Dean Gibbs 

head of internal audit - partner, KPMG 
senior manager, KPMG 

Mr Joe Farnell  
Mr Charles Martin 

manager, KPMG 
engagement manager -  PricewaterhouseCoopers 

Ms Julie Dawes 
Mr Tosh Mondal  
Dr Sonia Renwick  

interim trust secretary  
senior data protection officer (for item 57/15-16) 
associate medical director – clinical performance (for item 76/15-16) 

Ms Veronica Jackson 
 

committee secretary (minutes) 

  ACTION 

53/15-16 APOLOGIES FOR ABSENCE  

 Apologies were received from Lynn Pamment (engagement leader – 
PricewaterhouseCoopers) and Kim Fleming (director of planning for the Board Assurance 
Framework). 
 
Mr Finch, non-executive director left the committee at 1100. 
 
As the director of financial operations was undertaking urgent business at the same time as 
the committee, it was agreed that he needed to be present for only those key agenda items 
that he led on or had oversight of. 
 
The committee welcomed Julie Dawes, interim trust secretary to the meeting. 
 

 

54/15-16 MINUTES OF THE AUDIT COMMITTEE MEETING HELD ON 24 SEPTEMBER 2015  

 The minutes were agreed as a true record of the meeting.  

 ACTION LOG AND MATTERS ARISING  

55/15-16 Review open actions log (for noting)  

 The committee reviewed the action log: 

 Non-emergency patient transport (NEPT) –
 

he NEPT contract been 
discussed in depth at the October meeting of the patient and staff experience 
committee (PSEC) where a high level management update had been provided.  
The PSEC agreed to revisit the contract’s performance following 

   

 Overtime policy –this action would be marked as complete and closed. 

 40/15(a) – it was noted that no spend went through the shared service, but through 
a small team of buyers in procurement that placed orders under the control of the 
assistant director of finance – financial control.  The issue at hand was ensuring that 
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procurement was undertaken collaboratively across the hospital sites.  This action 
would be marked as complete.   

 45/15-16 – please see comments under 72/15-16. 

 46/15-16 – overseas visitors policy was scheduled for the January 2016 audit 
committee. 

56/15-16 Notice of discussion of items marked ‘for information’ (by exception)  

  Members would consider for discussion those items marked ‘’for information’’ as the chair 
progressed through the agenda.   

 

57/15-16 Information security   

 The trust’s senior data protection officer was invited to attend the meeting as the committee 
had sought assurance that the trust’s processes for information asset security were robust.   

It was noted that the main source of assurance in this area was the annual Information 
Governance (IG) Toolkit submission; the trust had assessed itself as level 2 meaning 
criteria were met at a satisfactory level.  The committee heard about the trust’s current 
processes, the emerging threats and the recommendations to mitigate information security 
risks in the future.  The internal auditors added that the trust’s current status in relation to 
information security was similar to many other NHS organisations. 

The following comments were made in particular: 

 There was now a set of emerging threats from new viruses.  One virus in particular 
had entered the pharmacy computer system and the affected PCs had to be 
cleaned.  It appeared that the virus had been brought in via a USB stick  

 Ports (for USB sticks) were one of the greatest threats.  Ports had been modified to 
flag when an individual had downloaded one GB of data onto a USB stick.  Ports 
could also be disabled so USB sticks could no longer be used 

 A penetration test of the network was undertaken annually.  This was an intensive 
check and included Wi-Fi and a range of IP addresses 

 People posed one of the greatest risks.  Once the network had been comprised, an 
investigation would be undertaken to determine who was responsible 

 There were four issues within the PEN report that had been resolved this year 
 Despite warnings, staff continued to open phishing emails but there had been no 

risk to the trust.  Greater communications on this issue was needed 
 Human error was also a risk, so IG training was key.  With an organisation of the 

trust’s size, it was inevitable that there would be risks to data security, so the focus 
was on ensuring an heightened awareness  

 The Oracle system which was due to be implemented and could be subject to a 
POODLE attack 

The committee recognised the current level of assurance and the significant amount of work 
that was ongoing in this area.  However, having probed further, the committee considered 
that there was still a lot of work to be done to strengthen the trust’s processes and that at 
present there were a number of risks to the security of the trust’s data assets.    

Mr Finch, non-executive director cited a case where employee payment details had been 
released.   He also suggested that it would be useful if the trust could subject itself to a 
more regular penetration test, and spoke of an another organisation that put itself under 
cyber-attack for three days constantly in order to test their strength of their IT security 
systems.  Furthermore, he suggested that this could be outsourced to another provider that 
had the necessary experience in dealing with cyber-attacks.  The chief information officer 
suggested that in the context of the NHS and the extremely sensitive patient information 
that was passed between organisations, it was important to ensure the chain of information 
was treated securely by all parties.   

The committee agreed that this issue should be highlighted to the board with a 
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recommendation that a risk on cyber/information security be included in the board 
assurance framework.  It was also agreed that an enhanced follow up of last year’s internal 
audit recommendations would take place this year with an internal audit review of 
information security to follow in the first quarter of 2016/17. 

The committee thanked the trust’s senior data protection officer for attending the meeting, 
and asked that he attend a future meeting to provide an update on progress in this area. 
 

DO 
 
 
NT 
 
 
TM 

 INTERNAL AUDIT   

58/15-16 Progress report   

 The committee did not discuss internal audit reviews that were not complete, however it 
was noted that since the last meeting, KPMG had completed the fieldwork for their 
safeguarding review which now included a review of both adults and children, and with an 
increased sample size, and were working to finalise their review by January 2016.  The 
committee was concerned to note that the status / assurance rating for the review was 
currently rated ‘Amber-red’, and requested that the report be circulated outside of the 
meeting to all members as soon as it was finalised.     
 

 
 
 
 
 
NT 
 

59/15-16 Follow up of recommendations   

 The committee was pleased to note that good progress had been made since the last 
meeting in reducing the number of overdue internal audit recommendations (55 reduced to 
33).  The following was noted in particular:  

 Alignment to temporary staffing policy - it was expected that e-rostering would be 
rolled out to the wider trust by the end of the year   

 Medical appraisals – the ‘due date’ was missing.  The  committee asked that this be 
added 

 IG Toolkit – KPMG would do an enhanced follow-up 

 

60/15-16 Clinical coding   

 The director of financial operations was in attendance for this item. 
 
The committee received internal audit’s review of the trust’s processes for clinical coding in 
a particular clinical area. The conclusion was ‘Partial assurance with improvements 
required’ (Amber-red).  The director of financial control had requested this review and the 
outcome was as expected.  He informed the committee that Deloitte would be assisting the 
trust to meet the three recommendations (one high priority and two medium priorities) by 
the March 2016 deadline.   
 
It was noted that the key issue related to how soon the trust could be paid for clinical activity 
and what payment was being lost due to inaccurate coding.  Information on Cerner was not 
as robust as it should be, and there was no standardisation on how quickly patient activity 
was coded and billed for.   The director of financial operations confirmed that the trust was 
now billing, but he would need to confirm if this was at 100% before he could assure the 
committee that this issue was in hand.      
 
The issue of income loss had been reported to the finance and performance committee but 
the recommendations would go to audit committee.    
 

 
 
 
 

61/15-16 Second level regulators   

 The committee received internal audit’s review of the process in place at the trust for 
collating information to support self-certifications to the Human Tissue Authority and NHS 
Blood and Transplant.  The committee was pleased to note the rating of ‘Significant 
assurance with minor improvement potential’ (Amber-Green), adding that this was a good 
report and was very reassuring.   
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A question was raised in relation to the joint venture; KPMG had checked all the clauses 
relating to who was responsible for what from a Royal Free London perspective only.   
  

62/15-16 Council of governors   

 The committee received internal audit’s review of the trust’s overall governance procedures 
in place to support the council of governors in fulfilling their responsibilities, and was 
pleased to note the rating of ‘Significant assurance’ (Green).  This had also been well 
received by the council of governors.   

One area of development highlighted by KPMG was the implementation of a membership 
engagement strategy.  The committee agreed that this was a good idea, particularly in the 
context of improved engagement between the council, trust members and the public.      

 

 

63/15-16 Data quality assurance   

 The committee received internal audit’s review of the trust’s processes and infrastructure for 
ensuring it had accurate data and was reviewing data quality issues, including governance, 
systems, training and data use.   A rating of ‘’Partial assurance with improvements required’’ 
(Amber-red) had been given.  The rating was not unexpected; the rating was driven by a 
number of ‘’amber’’ recommendations, and there was no new area that the data team had 
not already identified themselves.   
 
It was noted that the 31 March 2016 deadline was a fixed deadline; any recommendations 
not finalised by then would be escalated.  Mr Thomas, head of internal audit considered that 
the report was pitched correctly and as such would help achieve the necessary outcomes.   
The chief operating office added that the depth and breadth of analytic and reporting 
support within the trust was on the executive agenda, and was an area that required 
improvement.  Ms Owen, non-executive director requested that the committee revisit this 
audit in March to assure itself that the recommendations had been actioned and closed.     
 
The interim trust secretary highlighted that the as part of the submission of evidence to the 
CQC in advance of their inspection, it was possible that they would have received internal 
audit reports.  Therefore, it was important to be mindful of the fact that they would 
triangulate the evidence provided in order to focus on specific issues. 
 

 

 

 

 

 

 

 

 

NT 

64/15-16 Risk management   

 The committee received internal audit’s review of the design and operation of controls to 
manage risks within the divisions and escalation of those risks for consideration by the trust 
board.  The conclusion was ‘Partial assurance with improvements required’ (Amber-red).   
The committee noted that the rating had changed from the previous audit; this was 
attributed to the fact that this audit incorporated a bottom up approach and focussed on 
other areas on the risk register.   

Actions arising from the audit included defining minimum requirements for risk register 
management so that the process was consistent across all divisions and defining a quality 
assurance process.  The committee was assured that the deputy director of patient safety 
and risk was committed to ensuring that the five priority recommendations would be 
completed by the December 2015 deadline.  

The chief finance officer commented that the trust executive committee reviewed the 
corporate register on a quarterly basis, and recently did so in light of the CQC preparations.   
The local registers were also subject to greater scrutiny at a divisional level.  

 

65/15-16 Outcome of review of effectiveness of internal audit 2014-15  

 Internal audit had taken on board the feedback provided.   In response to the comments 
raised by members etc. on those areas which could not be rated positively / accurately the 
following was noted: 
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 KPMG did have a presence in the organisation, but this was dependent on 

invitations to meetings and the subject matter concerned 
 The internal audit manager presence had improved 
 They would be more competitive 
 They did liaise with executives regularly but this was mainly by way of the work 

arising from their audits etc., rather than attending the trust executive committee or 
other committee. 

 Agreed with the point raised about the need for more timely reports 
 

 EXTERNAL AUDIT   

66/15-16 External audit plans and fees    

 The committee received the external audit plan 2015/16 which outlined 
PricewaterhouseCooper’s (PwC’s) responsibilities as the trust’s external auditors and how 
they planned to to discharge them for the audit of the financial year ended 31 March 2016.  
The committee noted the analysis of PwC’s assessment of significant audit risks, their 
proposed audit strategy, audit and reporting timetable, and audit fees.   

The following was noted in particular: 

 The reporting threshold was consistent with last year 
 Overall materiality had been set at 1%; PwC would refresh this in light of the trust’s 

actual results for 2015-16  
 Elevation was consistent with last year 
 The fee was lower than previously 
 The valuation of trust’s land and buildings had a ‘significant’ rating; this was in light 

of the redevelopment of Chase Farm hospital, particularly the awareness of doing 
this work, and land values were high in London generally.  

The committee approved the plan.  It would respond in writing to the questions posed to it 
the plan.    

 

 

 

 

 

 

 

 

 

 

 

VJ, DO 

 COUNTER FRAUD  

67/15-16 LCFS progress report   

 The committee noted LCFS’s change of name to RSM. 
 
The team had completed their field work in respect of the National Fraud Initiative (NFI) 
non-creditor matches.  Five ‘No Leave To Remain’ cases had been confirmed by the Home 
Office and a further five identified as potential concerns.  Only one arrest had been 
undertaken so far; further arrests were planned shortly.  It was noted that RSM’s 
involvement included assisting with the NFI and liaising with the trust to help combat future 
risks to the trust; it was not involved in prosecutions.  A forgery training session for HR 
employees would be undertaken in January 2016 and would include a series of staff ID 
checks using the new scanner.   
 
The committee discussed controls around the use of bank / agency staff.   RSM would 
undertake a local proactive exercise which would include random checks on agencies used 
by the trust to ensure that they were carrying out the necessary ID checks.  The chair noted 
that the trust was only using those agencies that had evidenced a robust checking process, 
but added that in light of the NFI issues, it would be wise to double check that this was still 
the case.  RSM considered that there was no risk to patient safety as a result of this.     
 
In terms of investigations, since the last meeting seven cases had been closed and one was 
pending.    
 
The committee was pleased to see the inclusion of a recommendations tracker.   Mr Ainger, 
non-executive director was concerned to note that the second recommendation suggested 
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that the procurement department implemented a formal process for consultants to declare 
any conflicts of interest, adding that he expected such a process would be in place already.  
The chief finance officer confirmed his understanding was correct, and that she and the 
finance team would pick up this recommendation outside of the committee.   It was also 
noted that the trust had greater and more robust processes for checking the signing of 
consultant documentation.   Finance had also met with the private practice unit to mitigate 
risks in relation to private working in NHS time.     
 

 

 

 

CC 

68/15-16 Procurement review   

 RSM’s had undertaken a proactive exercise to establish whether the trust’s procurement 
processes were robust against the risks of fraud and bribery.   The committee received a 
detailed report which it found to be very helpful, and was pleased to note that the trust had 
fared well compared to other neighbouring trusts, and that it had demonstrated good 
practices in a number of areas.  

The committee considered that it would have been helpful for an assessment of the trust’s 
tender waivers to have been incorporated into the exercise as an added assurance that the 
processes around tenders were robust.   However, the committee was assured that senior 
finance colleagues had requested that internal audit considered this as part of their 2015-16 
audit plan. 

 

 

69/15-16 Outcome of review of effectiveness of LCFS 2014-15  

 LCFS thanked the committee for the feedback provided.  They would provide a formal 
response to the review in their next progress report.   
 

 

 GOVERNANCE  

70/15-16 Board assurance framework  

 The committee reviewed the board assurance framework (BAF).   It was noted that internal 
audit’s recommendations had been discussed at the board but there was currently no 
appetite for reformatting the BAF in line with them. 
 
The following was noted: 
 

 Financial performance – this remained a high risk.  The chief finance officer assured 
the committee that this was receiving the necessary oversight at finance and 
performance committee. 

 
 CQC preparedness – this was receiving the necessary oversight at the patient 

safety committee and, therefore, the quality of care item in this respect had been 
removed from the audit committee’s workplan. 

 
 R3.5 Clinical productivity - the trust had received the first cut of the benchmarked 

data in relation to the Adjusted Treatment Cost analysis.  The trust was part of a 
cohort of 22 hospitals that had been used to develop the ACA, and the data would 
be helpful in identifying the greatest areas of potential productivity gain.  The 
committee wished to assure itself that the trust was reviewing and implementing the 
findings of the review and to ensure that was being done in a systemic way, with 
particular focus on the implications for quality and safety of a top down efficiency 
target.   The chief finance officer confirmed that the committee would receive a 
report on the findings once a detailed analysis of the figures had been undertaken.   
All agreed that this should form the next assurance item for discussion at the 
January 2016 meeting. 

 
 Transformational change – there was a lot of work being undertaken in this regard 

but it appeared not to be reflected in the BAF.  The chief finance officer added that 
the trust executive team had improved the governance on this issue; there was now 
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a monthly change programme board focussing on ensuring oversight, performance 
management, alignment and prioritisation for all large scale change programmes 
which were being implemented within the organisation. 

 
 Cyber security – a recommendation was made for a risk on cyber/information 

security to be included in the BAF.  
 

 

 

 

VJ 

71/15-16 Patient safety committee minutes – July and September 2015   

 The minutes were noted.    

 FINANCIAL  

72/15-16 Tender waivers: pharmacy, supplies and projects  

 The director of financial operations was in attendance for this item. 
 

 
 

 
 

 
 

 
 

 

  
 
Mr Ainger, non-executive director commented that it was important to ensure value for 
money, particularly when extending the contracts of incumbent providers.  The director of 
financial operations offered to provide more details on the checks that had been undertaken 
in relation to tender waivers over £90k.  The committee asked that this additional 
information be no more than 1 page in length.     
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

MD 

 

 

 

73//15-16 Losses and special payments   

 The committee discussed the report. 
 
The committee asked at what point it would expect to see the debts for oversea visitors 
written off.   The assistant director of finance – financial control commented that the majority 
were in the process of being paid.   She added that there was, on occasion, the need to 
devise a payment plan for some debts due to the high costs.   Going forward the information 
within the report would be split by payments that related to individuals and those that related 
to an organisation.  
 
The chair added that overseas visitor’s debt was an area of interest for the council of 
governors (CoG), particularly the process in recovering outstanding debt.  She would 
highlight with the council the fact that this issue was a standing item on every audit 
committee agenda, and would provide further information in her written report on the audit 
committee that was scheduled to go to the CoG meeting in January 2016.   
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 WHISTLEBLOWING   

74/15-16 Incidents of whistleblowing, including incidents log   

 The committee received the updated incidents log.  It requested that more detail be 
provided in the lessons learned section in future. 
 
A discussion was had on the Monitor consultation on a single national whistleblowing policy 
for the NHS in England.  It was expected that the trust would respond to the consultation.   
Given that the trust had recently undertaken a review of its own internal whistleblowing 
policy, the implications of doing this was noted, for example whether the trust’s policy would 
still be fit for purpose, or whether it would be better than the national policy.  It was noted 
that the aim would be to align the trust’s policy with the national policy, rather than create a 
new one.  The chair added that there appeared to be a greater number of whistleblowing 
cases which indicated that the policy was effective.     
 

  

DG 

 

 PRIVATE MEETING BETWEEN AUDIT COMMITTEE MEMBERS AND AUDITORS AND 
COUNTER FRAUD OFFICERS 

 

75/15-16 A private meeting was held between the members, internal audit, external audit and local 
fraud services.  All other attendees left the meeting at this point, returning when the 
associate medical director – clinical performance joined at 1140 to discuss item 76/15-16. 

 

 QUALITY OF CARE ITEM  

76/15-16 Clinical audit processes and data quality    

 The associate medical director for clinical performance attended the meeting to update the 
committee on the trust’s clinical audit processes and data quality.  She reported that little 
progress made since last year, particularly on the issue of automation of clinical data.  She 
added that if progress could be made swiftly, it would be easier to use data from the 
national clinical audits to identify clinical outcomes that would improve patient care, and 
identify where efforts could be focused.   

The committee discussed resourcing of governance staff.  It was noted that staff were still 
bedding in, with roles and responsibilities being clarified.  The aim was to ensure that staff 
were involved in all aspects of the work, not simply data entry.  As has been raised at other 
committees, it was noted that there was a delay in progressing this further as much of the 
information team’s time and effort had been focussing on other priority work.   This had 
undermined their ability to report fully and exacerbated difficulties in identifying submission 
shortfalls. 

In terms of the CQC’s awareness of clinical matters, it was noted that they received the 
Intelligent Monitoring Report, a tool which assessed risk within trust’s care services, on a 
monthly basis.   It was considered that a move to real-time data analysis, for example on hip 
fractures, would identify those areas that the CQC may have an interest in.   There was an 
issue with the standardisation of the data for public disclosure as different people 
interpreted the data in different ways.   Although the data from national clinical audits was 
available on an external government website, the data was hard for patients and the lay 
person to interpret, whereas the CQC would have a better understanding of the data and 
would be able to put into into context.    

In response to a question from the chair, the associate medical director for clinical 
performance confirmed that the standard of data quality was the same across all trusts, but 
the move to automated data would put the trust ahead.  However, she added that the trust 
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was ahead in using the clinical outcomes to improve the patient experience.    

Mr Ainger, non-executive director wished to know what was meant by the automation of 
data.   The associate medical director for clinical performance clarified that this was the 
ability to read data immediately off an electronic device, for example a blood pressure 
monitor.  This would help reduce the number of transcription errors.   She added that Cloud-
based computing would allow the trust to share data across the NHS and be used as a 
platform for information sharing.   Mr Ainger suggested it would be useful to start small in 
terms of automating data, and look at those key areas where a large of amount of data was 
available in the first instance.      

Particular mention was made of inclusion of this work within the trust’s quality strategy in 
order to maximise the benefit to patients.   It was also considered that this was a key 
workstream that could be incorporated into the trust’s Vanguard bid with investment in new 
technology for example.  

The committee continued to be supportive of the work around the automation of clinical data 
to improve the quality and reliability of our data submission, and greater alignment with the 
trust’s activities on quality. 
 

77/15-16 Agree future quality of care items     

   

78/15-16 BOARD REPORTING  

 The audit committee report to the board on 17 December 2015 would include the following: 
 
Assurances 
Internal audit reviews – council of governors; second level regulators 
Internal audit follow up of recommendations 
Local counter fraud services procurement review  
Approved the external audit plan for 2015-16 
 
Risks 
Information security 
Internal audit on clinical coding  
Internal audit on risk management 
Internal audit on safeguarding  
Lord Carter efficiency report 
Clinical audit process and data quality 
 

 

 
Date of next meeting 
The committee would next meet on 19 January 2016, 1500 – 1730 in the Seminar meeting room, 
Medical Library, ground floor, Royal Free Hospital, Pond Street, London, NW3 2QG. 
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REPORT FROM THE PATIENT SAFETY COMMITTEE HELD ON 15 JANUARY 2016 
 
 

Executive summary  
 

This report is to inform the board of the matters discussed at the patient safety committee on 
15 January 2016. 
 

Forthcoming inspection of the trust by the Care Quality Commission  
The committee received an overview of the 20 week project plan and those areas of priority 
focus as of part of the trust’s preparations.  The report also included the outcome of the 
trust’s mock inspections undertaken in December 2015. 
 
The director of nursing updated the committee on the large amount of work undertaken and 
efforts made to date, with particular note made of the positive engagement from staff in the 
preparation process.  She added that an important focus of the preparations was enabling 
staff to feel confident to articulate and demonstrate what has gone well and what the 
challenges have been and how they were overcoming them.   
 
The committee noted that mock inspections had been undertaken in December 2015; staff 
had not been informed that these were taking place.  The inspections had provided a useful 
opportunity to identify positive issues and areas for improvement, with final assessment 
scores following this first round of inspections.  Each core service had been provided with full 
results and finding of their mock inspection which would inform their ongoing preparation 
action planning.   
 
The chair reiterated the discussion held at the previous committee in relation to the ‘safety’ 
domain where particular attention had been given to the overall aggregated scores on safety, 
particularly the evidence and details behind these.  Whilst with some areas the “requires 
improvement” rating was understood, others were more difficult to understand.  Therefore, 
the committee wanted assurance that these areas would be on the patient safety committee 
agenda to demonstrate why they qualified as requiring improvement and what was being 
done to rectify the situation.  The director of nursing agreed to bring a report on this issue to 
the March committee.    
 
Maternity services integrated action plan  
The committee received the monthly summary report outlining progress against the action 
plan.  The divisional director of operations for women, children and imaging division reported 
that good progress had been made, with a number of actions having been closed, including 
closure of those that had fallen behind schedule.  She added, however, that progress in 
relation to the IT actions, specifically the collation of electronic clinical data, had slipped.  
This was a complex issue, and was a particular concern of Barnet CCG.  She noted that an 
additional action had been included within the action plan to outline the individual actions 
required to ensure completion by end of January 2016.   
 

Report to 
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The committee was pleased to note that clinical leadership in this area at the Royal Free and 
Barnet site was focused on patient safety and women.  Furthermore, integration of the 
maternity services was considered to be going well, with best practice being shared across 
the units.  The divisional director of operations for women, children and imaging division felt 
confident that there was now a process of standardisation and implementation across the 
maternity units, adding that when Barnet CCG had undertaken their quality visit in November 
they commented on how it was good to see the integrated maternity teams working together 
as one team. 
 
The committee discussed when it would expect to see the action plan closed with any 
residual actions taken into business as usual.  The divisional director for women, children 
and imaging division considered that this would be achieved by September 2016. 
 
The committee welcomed the assurance from the maternity team that good progress was 
being made and that the service continued to be safe 
 
Serious Incidents 
The committee received the Serious Incidents (SI) [performance report for the period 1 to 31 
December 2016.  As at 1 January 2016 there was a total of 45 open SIs with 19 reports 
overdue.    
 
A discussion was had regarding the requests made by the Commissioning Support Unit 
(CSU) for further information on specific SIs.  It was noted that some of the CSU’s requests 
were robust whilst others were simple requests but still required a substantial amount of work 
to address and could be time consuming.  The deputy director for patient safety and risk 
reported that the CSU had recently undertaken an audit of historic information requests and 
came to the conclusion that due to the time which had elapsed since the incident occurred 
the opportunity for learning had been severely comprised.   In addition, the results of the 
audit had identified four themes of incidents, one of which related to the unsafe transfer of 
patients.  The committee asked whether this should be considered as a 2016/17 priority 
within the Quality Account or included as a key worksteam under the patient safety 
programme. 
 
The committee reviewed two closed SI investigations, particularly in the context of assurance 
that satisfactory action had been taken and lessons learned.  The chair noted that one report 
in particular did not stipulate a lead person who would be responsible for ensuring the 
actions were taken forward etc., but rather noted a series of divisional meetings.  He 
stressed the importance of ensuring that there was clear accountability for ensuring actions 
and progress against them were monitored.  He asked that future reports state explicitly who 
would be the accountable lead. 
 
Never Events  
The committee was concerned to note that there had been a total of nine (9) Never Events 
(NE) within the last 13 months.  The two recent NEs reported in December and January 
concerned wrong site biopsy and retained swab / tampon.   
 
The deputy director of patient safety and risk provided a thematic analysis of six (6) of those 
NEs reported between May to October 2015 in particular, the aim of which had been to 
identify whether there were any themes, or areas of concern within the trust that needed to 
be addressed immediately.   
 
It was noted that four (4) of the incidents involved retained foreign objects, but analysis 
indicated that there were no consistent themes.  Furthermore these incidents occurred in 
different specialties and theatres during different procedures and at different times, with the 
WHO surgical checklist and the NPSA ‘’five steps to safer surgery’’ checklist having been 
completed.  It was apparent, however, that documentation of a number of the steps and 
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documentation of swab counting was not a reliable indication of completion of the full 
process.  The deputy director of patient safety and risk confirmed that the quality of the 
checklist was being reviewed through the patient safety programme and the safer surgery 
workstream, with the relevant theatres having been visited and safer surgery clinical leads 
and champions identified. 
 
The deputy director of patient safety and risk reported that focus was being given to ensuring 
that there was a greater understanding of NE across the clinical teams in order to reduce the 
number of incidents occurring, adding that clinicians had been disappointed to note the 
number of NE thus far.  She had recently attended the clinical directors’ forum to bring this 
issue to the fore and was sharing information with other trust staff through the key channels, 
e.g. patient safety bulletins and chief executive’s briefings.  It was noted that following the 
previous meeting of the committee, the anaesthetist had been nominated as the senior 
person to ensure that the safer surgery methodology was always carried out. 
 
The committee requested that the NE report be taken to each committee to ensure that this 
important issue remained on the agenda. 
 
Quality Account priorities 
The committee received noted the progress to date against the patient safety priorities within 
the 2015/16 Quality Account, and agreed the 2016/17 priorities for that year’s Quality 
Account.  It was noted that future reports would include a measure of performance against 
the milestones; this would be reported to the committee on a quarterly basis.   
 
 

Action required 

For information.  

 

Trust strategic priorities and business planning objectives 
supported by this paper  

Board assurance risk 
number(s)  

1. Excellent outcomes – to be in the top 10% of our peers on 
outcomes 

 

2. Excellent user experience – to be in the top 10% of relevant 
peers on patient, GP and staff experience 

 

4. Excellent compliance with our external duties – to meet our 
external obligations effectively and efficiently 

 

5. A strong organisation for the future – to strengthen the 
organisation for the future 

 

 

CQC Regulations supported by this paper  

Regulation 4 Requirements where the service provider is an individual or partnership  

Regulation 5 ⃰ Fit and proper persons: directors  

Regulation 6 Requirement where the service provider is a body other than a partnership  

Regulation 7 Requirements relating to registered managers  

Regulation 8 ⃰ General  

Regulation 9 Person-centred care  

Regulation 10 Dignity and respect  

Regulation 11 Need for consent  

Regulation 12 Safe care and treatment  

Regulation 13 Safeguarding service users from abuse and improper treatment  

Regulation 14 Meeting nutritional and hydration needs  

Regulation 15 Premises and equipment  

Regulation 16 Receiving and acting on complaints  
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Regulation 17 Good governance  

Regulation 18 Staffing  

Regulation 19 Fit and proper persons employed  

Regulation 20⃰ Duty of candour  

Regulation 20A ⃰ Requirement as to display of performance assessments  
 

 

Risks attached to this project/initiative and how these will be managed (assurance) 

As outlined in the paper. 

 

Equality analysis  

No identified negative impact on equality and diversity  

 

Report from Stephen Ainger, non-executive director and chair of the patient safety 
committee 
Author(s) Veronica Jackson, committee secretary  
Date 22 January 2016 
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Strategy and Investment Committee report – Board January 2016

STRATEGY AND INVESTMENT COMMITTEE REPORT

Executive summary

The Strategy and Investment Committee (S&I) met on 14 January 2016.

The key issues discussed at the meeting were:

- hospital chains and ACOs and the next steps for the development of the Royal Free
group model;

- updates on the Chase Farm land disposals, planning conditions and the impact of the
judicial review process on the approval of the full business case; and

- the trust PEST analysis.

Action required

To note.

Trust strategic priorities and business
planning objectives supported by this paper

Board assurance risk number(s)

3. Excellent financial performance – to be in
the top 10% of relevant peers on financial
performance

5. A strong organisation for the future – to
strengthen the organisation for the future

CQC Regulations supported by this paper

Regulation 12 Statement of purpose
Regulation 13 Financial position

Equality impact assessment

No identified negative impact on equality and diversity

Report From Dominic Dodd, chairman
Author(s) Tom Snowdon, planning manager
Date 19 January 2016

Report to Date of meeting Attachment number
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REPORT FROM CLINICAL PERFORMANCE COMMITTEE HELD ON 18 JANUARY 2016

Executive summary

This report is to inform the board of the matters discussed at the clinical performance
committee on 18 January 2016.

National clinical audit outcomes 2015

The committee received a report on the national clinical audit outcomes for 2015. The report
examined findings available to date from 29 national clinical audit reports published last year.

The committee held a specific discussion in relation to college of emergency medicine audits
outcomes. In attendance for this item were emergency consultants from both the Royal Free
hospital and Barnet hospital. The committee emphasised the importance of common
pathways across RFL sites to share best practice and agree collaborative ways of working in
future. The emergency departments were asked to make progress on this and report back in
nine months.

In the national clinical audit outcomes performance had improved for 55 indicators and
deteriorated in 50 when compared to the trust’s performance on the same or similar indicator
in previous years. The committee noted concern that there had been an increase in the
number of audit returns where RFL performance had deteriorated. Specific reference was
made to the clinical indicators in relation to paediatrics where it was noted that many were
low in a number of areas across both hospital sites. The committee requested that the
paediatric teams from both sites attend the April committee and present on their past and
current progress in the areas identified in the report. The orthopaedic service was also
asked to re-attend in 6 months to review progress across their audited performance metrics.

Mortality and patient safety indicators

The committee reviewed data on perinatal mortality, residual codes and pressure ulcers as a
follow up to the October meeting.

The chief information officer reported that the regularity of triggers in relation to perinatal
mortality coding had reduced and evidence suggested that this was as a result of the
improved data validation process. In terms of residual codes, the previously high mortality
risk associated with patients in this category had diminished; this was the result of the
implementation of changes in clinical coding which resulted in the correct assignment of
diagnosis codes to patient records and the reduction in records assigned to the summarised
and non-specific ‘residual codes’ group. In terms of pressure ulcers, a future audit audit was
planned to review the recording of such ulcers to ensure consistency of reporting internally
and externally.

Report to Date of meeting Attachment number

Trust Board 27 January 2016 Paper 18
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The chair was pleased to see that action had been taken to address the committee’s
concerns in relation to the above. He felt reassured that these issues were now resolved,
and agreed it would be useful to keep a watching brief on how these were progressing, but
stated that there was no need to bring specific updates back to the committee.

RFL’s overall mortality index as measured by SHMI was the 7th best in England.

Royal Free London NHS Foundation Trust’s Quality Account 2015-16

The committee received an update, the development schedule and the approval process for
the trust’s 2015-16 quality account. The committee noted the overall progress made to date
in achieving the quality priorities set in 2014/15 and noted the outline plan for developing the
2015/16 quality account and report.

A discussion was had on the possible quality priorities to be undertaken in 2016/17, based
on knowledge and existing priorities. The committee agreed to the inclusion of the trust’s
`quality strategy as a 16/17 priority.

Action required

For information.

Trust strategic priorities and business planning objectives

supported by this paper

Board assurance risk

number(s)

1. Excellent outcomes – to be in the top 10% of our peers on

outcomes

x

CQC Regulations supported by this paper

1 Respecting and involving people who use services

2 Consent to care and treatment

3 Fees

4 Care and welfare of people who use services

5 Meeting nutritional needs

6 Cooperating with other providers

7 Safeguarding people who use services from abuse

8 Cleanliness and infection control

9 Management of medicines

10 Safety and suitability of premises

11 Safety, availability and suitability of equipment

12 Requirements relating to workers

13 Staffing

14 Supporting staff

15 Statement of purpose

16 Assessing and monitoring the quality of service provision

17 Complaints

18 Notification of death of service user

19 Notification of death or unauthorised absence of service user who is detained or liable to be detained under the Mental

Health Act 1983

20 Notification of other incidents

21 Records

23 Requirement where the service provider is a body other than a partnership

25 Registered person: training

26 Financial position

28 Notifications – notice of changes

Risks

As outlined in the report.
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Equality analysis

• No identified negative impact on equality and diversity

Report from Prof Anthony Schapira, non–executive director and chair of the clinical

performance committee

Author(s) Veronica Jackson, committee secretary

Date 18 January 2016


	9 RNOH memorandum of understanding.pdf
	9a Royal Free  RNOH MoU v1.2.pdf
	Royal Free London & Royal National Orthopaedic Hospital Partnership ��Memorandum of Understanding
	Memorandum of Understanding - Overview
	This is not a merger or acquisition, but a preferred partnership agreement
	Exclusive orthopaedic partnership deal between RFL & RNOH
	All Chase Farm RNOH Development work will be governed through the structure presented below
	RFL & RNOH Partnership Programme Board – Terms of Reference
	RFL & RNOH Partnership Clinical Design – Terms of Reference
	RFL & RNOH Partnership Finance & Commissioning – Terms of Reference
	RFL & RNOH Partnership Estates – Terms of Reference
	The following are perceived to be key stakeholders to the RFL & RNOH Partnership
	The partnership work will deliver three key benefits
	High level timeline for the three workstreams


	14 Audit committee report & minutes redacted PUBLIC.pdf
	14 Audit report to board Jan 2016 FINAL
	14a Audit Committee minute 26 Nov 2015 redacted PUBLIC


