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About the NHS Equality Delivery System (EDS)
Implementation of the Equality Delivery System (EDS) is a requirement of both NHS commissioners and NHS providers. Organisations are encouraged to follow the implementation of EDS in accordance with the EDS guidance documents.
The EDS is an improvement tool for patients, staff and leaders of the NHS. It supports NHS organisations in England - in active conversations with patients, public, staff, staff networks, community groups and trade unions - to review and develop their approach in addressing health inequalities through three domains: Services, Workforce and Leadership. It is driven by data, evidence, engagement and insight.
[bookmark: _Toc151637884][bookmark: _Toc151637898][bookmark: _Toc152152113]EDS rating and scores
The Rating and Score Card supporting guidance document has a full explanation of the new rating procedure.
First, score each outcome out of 3. 
· 0 = Undeveloped activity
· 1 = Developing activity
· 2 = Achieving activity
· 3 = Excelling activity
Then, add the scores of all outcomes together. This will provide you with your overall score, or your EDS organisation rating:
· total score under 7 = Undeveloped
· total score between 8 and 21 = Developing
· total score between 22 and 32 = Achieving
· total score 33 = Excelling


.
[bookmark: _Toc151637885][bookmark: _Toc151637899][bookmark: _Toc152152114]Section 1 – Your information
Name of organisation: East Kent Hospitals University NHS Foundation Trust
Organisation Board Sponsor/Lead: Chief Medical Officer (Domain 1) / Chief Executive / Chief People Officer (Domains 2 and 3)
Name of Integrated Care System: Kent and Medway
EDS Leads:  Associate Director of Patient Experience (Domain 1) / Head of Culture & Inclusion (Domains 2 and 3)
EDS engagement date(s): May 2025 to November 2025
Which level has this EDS tool been completed at?
Individual organisation level
[bookmark: _Toc151637886][bookmark: _Toc151637900][bookmark: _Toc152152115]Completed actions/activity from previous year
Domain 1:
· Patient caseload, waiting times and DNAs to be monitored by age, disability, ethnicity, gender identity, religion and belief, sexual orientation and Index of Multiple Deprivation
The business intelligence team at EKHUFT provide a range of dashboards from which staff can analyse data about our patients, splitting them down by age, gender, ethnicity and deprivation (via the index of multiple deprivation). Data on disability, religion and belief, sexual orientation and veterans status are not recorded well and consequently a project is being developed to address this through the trust’s Clinical Design Authority and DDAT board.  A report now goes to our trust board on how the trust performs against the constitutional standards by age/sex/ethnicity/deprivation. 
· Increase the number of Equality and Health Inequalities Impact Assessments (EHIAs) on service redesign and significant service or care pathway changes. 
EHIAs are now completed routinely on all cost improvement programmes, including team restructures.  The Trust’s new 10 Year Strategy (due to be published in late 2025) has an EHIA, as do all of the related sub-strategies.  A new EHIA template and process has been approved.  EHIA workshops are held quarterly to skill up staff who need to complete EHIAs.
· Video Relay Interpreting (VRI) on demand to support access to services for patients whose primary language is not English - additional tablet devices needed to maximise use of VRI on demand.
The Fracture clinic at QEQM hospital now has a tablet device.  Maternity services are exploring options to get devices.  The Urgent, Emergency and Acute Medicines departments at QEQM and William Harvey Hospital have installed webcams on desktop computers.
· Ensure the Reasonable Adjustments Digital Flag (RADF) SNOMED coding is on the main patient record systems, and the Patient Portal, with appropriate flags.
The RADF SNOMED codes are in PAS (one of the Trust’s main patient record systems) and are being tested before they go live.
· EDI / health inequalities to be part of assurance reports, service performance reviews and service improvement plans.
EHIAs are now completed for service changes including services improvement plans.  There is not currently an EHIA section in assurance reports or service performance review reports.
· Patient harms to be reported and monitored based on demographic data including age, disability, ethnicity, gender identity, religion and belief, sex and sexual orientation.
This has started to happen in a limited way, for example for falls data.  As a Trust we are not yet routinely collecting data on patients’ disability, religion and belief, sexual orientation.  We do have some data by age, ethnicity and sex.  This data is reflected in reports to the Fundamentals of Care Committee.
· [bookmark: _Toc151637889][bookmark: _Toc151637903][bookmark: _Toc152152116]Ensure we hear from people who are underserved, experience greater health inequalities and are less likely to get their voices heard.
The Trust’s Patient Voice and Involvement team has engaged with a number of underserved communities including homeless people, migrant women, and veterans.  There have been patient stories taken to the Trust Board from this work, and a co-designed training pack for staff about homeless / unhoused people’s experiences in accessing healthcare.
· Monitor and report patient experience by patients’ protected characteristics.
This data is now included in the EDS report.  The Patient Voice and Involvement team regularly review the Friends and Family Test (FFT) scores by age, ethnicity, sex and deprivation.  We will be including this in future reports to the Patient Experience Committee.
Domain 2:
· System to be formulated to monitor sickness and absence data by protected characteristics, to identify groups or areas where focused support is needed.
A new sickness absence monitoring system is in development and will be completed by the end of 2025/26. The dashboard will deliver monthly reporting by protected characteristic, enabling targeted interventions where absence rates indicate a need for focused support. Due to limitations in the existing system, a full rebuild has been required; this is now progressing, with testing underway in the new data warehouse.
· Survey demographics and protected characteristics of wellbeing champions, TRIM practitioners and Mental Health First Aiders. To assess whether staff in these roles are representative of the workforce.
The demographic profile of wellbeing advocates, TRiM practitioners and Mental Health First Aiders is now routinely captured and published through the Wellbeing Dashboard (first release 13/10/25). This provides clear insight into the current advocate population, highlighting gaps in representation and enabling targeted development – for example, through focused MHFA or ‘Leading for Wellbeing’ training. Analysis of incident data highlights where demand is most pronounced, and this intelligence is used to prioritise development and ensure support is aligned to areas of greatest operational demand. 
· the EDI Team will be working with the InPhase (formerly Datix) team to include protected characteristics on the incident reporting system to give an informed picture of types of incidents and groups impacted.
The transition to InPhase (formerly Datix) was delayed, which has temporarily placed this development on hold. In preparation, the EDI team has worked with colleagues to scope the data requirements and ensure alignment with national standards for protected characteristics. This means that once the system transition is complete, the functionality to capture and analyse incidents by protected characteristic can be implemented at pace. 
· The EDI Team and ER further analyse the data of grievances by protected characteristics and joint action plan to identify the disproportionally identified
Work to establish a formal process for joint analysis of grievance data by protected characteristic between Employee Relations and the EDI team has been delayed, with current collaboration taking place on an ad hoc basis for specific cases. In the interim, national WRES and WDES indicators provide valuable insight into whether race or disability affects the likelihood of entering a formal disciplinary process. Through revised and clearer reporting methodology developed by the Senior EDI Adviser, we are now able to evidence that global majority staff are 1.07 times more likely, and disabled staff 1.28 times more likely, to enter a formal disciplinary process. These findings are informing the development of priorities and targeted actions for 2026/27, ensuring that future work is evidence-based and focused on reducing disproportionality. 
· The See Me First Anti-Racism campaign has been launched; this needs to be socialised with support from the Ethnic Diversity Engagement Staff Network (EDEN).
Since its initial launch, the See Me First anti-racism campaign has secured 79 pledges from colleagues across the organisation. As part of Black History Month, the EDEN network is re-launching the campaign at its celebration day on 24/10/25, themed Standing Firm in Power and Pride. The event will feature keynote contributions from the campaign’s award-winning co-founders, Delia Mills and Beverleigh Senior. The relaunch will also include the co-development of anti-racism e-learning and training resources with the EDEN and EDI team, ensuring the campaign is embedded in practice as well as visibility. This builds on significant growth in EDEN membership during Black History Month, with new members joining and total participation now at 310. The campaign will continue to be socialised across the organisation with EDEN’s support, ensuring visibility, engagement and sustained impact.
· Formulate a plan to socialise/ raise awareness of the staff network policy.
The Equality, Diversity and Inclusion (EDI) Team has progressed work across four key workstreams to strengthen awareness and impact of the Staff Network policy. Executive sponsorship has been expanded, with two senior leaders now sponsoring EDEN, reinforcing visible commitment at Board level. Engagement and collaboration with all staff networks are being enhanced through the Staff Network Inclusion Forum, which also provides a platform to explore key intersections between networks. In addition, a new annual action planning template has been co-developed with networks, enabling each to identify priorities and establish a clear rhythm of activity throughout the year. Use of staff network protected time is now reported monthly, with 32.5 hours reported on HealthRoster during September, providing assurance that colleagues are supported to participate meaningfully in network activity. Together, these developments are embedding stronger governance, visibility and alignment across the network community.
· Explore how to monitor exit interview data by protected characteristics, to provide an update. To identify if a disproportionate number of staff are leaving with protected characteristics. 
A comprehensive review of the exit interview process was completed on 06/10/25 as part of the KENT programme, led by the Senior Staff Engagement Adviser. This work has enabled exit interview data to be analysed by three protected characteristics (age, gender and ethnicity), providing new insight into potential disparities in staff turnover. Additional protected characteristics will be incorporated as part of the wider dashboard rebuild, scheduled for completion by the end of 2025/26, ensuring a more complete understanding of workforce trends and equity in retention. 
· To socialise/ raise awareness of the workplace adjustment toolkit and policy to use alongside the NHS Health Passport, available on policy centre.  This is to support staff who have disabilities and health conditions
The Workplace Adjustment Toolkit and NHS Health Passport are promoted through the Staff Disability Network, Neurodiversity Network and Occupational Health, and are embedded within the ‘Managing Staff with Long Term Health Conditions and Disabilities’ training. Resources are also accessible via the Workplace Adjustments staff zone page, ensuring visibility and ease of use. While current uptake is not yet systematically recorded, a review is underway to establish monitoring arrangements. This will provide assurance on usage levels and inform future actions to strengthen awareness and accessibility. 



Domain 3:
· As part of the NHS England EDI Improvement Plan High Impact Action of Board and Executives requirement to have EDI objectives, the Executive Team have these in place as part of their appraisals as do the non-executives from the start of the 2025/2026 appraisal year.
Executive Directors actively champion equality, diversity and inclusion across the organisation. Each Executive sponsors at least one staff network – with some sponsoring multiple – providing visible leadership and advocacy. They treat EDI as a golden thread, raising the profile of initiatives such as Black History Month, sharing lived experiences of global majority colleagues, and offering visible support at times of political and social unease. A dedicated session has been held with the Deputy Director of Culture, Inclusion and OD to agree a collective EDI action for the Executive team, which will be confirmed and implemented in the coming period. With EDI objectives formally embedded within Executive & Non-Executive appraisals the Executive team demonstrate ambition and commitment to empowering others to embed EDI as a core element of organisational culture. 
· EDI to be an integral part of agenda items on Committee and Board Papers. Equality and Health inequalities Impact Assessment section to be added to every Board paper setting out the impact, mitigations, and risks in terms of people with protected characteristics.
Equality, diversity and inclusion is a regular standing item across a range of committees and Board reports, including the WRES and WDES updates, the Chief People Officer’s report, and periodic deep dives into key workforce data such as recruitment conversion rates. Equality and Health Inequalities Impact Assessments (EHIAs) are systematically applied at the outset of new policies, strategies, service changes and service design, ensuring that potential impacts, mitigations and risks for people with protected characteristics are considered from the start. Training on how to complete EHIAs is available to staff, with quarterly workshops delivered throughout 2025 and 43 colleagues participating to-date. The training offer is scheduled for review to assess effectiveness and impact, supporting continuous improvement in how EDI considerations are embedded within decision-making.
· Board members and senior leaders to use the relevant EDI tools and regularly monitor their implementation: EDI High Impact Actions, Workforce Race Equality Standards, Workforce Disability Equality Standards, Equality and Health Impact Assessments, Gender Pay Gap reporting, Equality Delivery System
EDI is embedded as a strategic enabler within the new People Strategy, rather than a standalone activity. Board members and senior leaders regularly use key EDI tools – including the NHS EDI High Impact Actions, WRES, WDES, EHIA, Gender Pay Gap reporting and the Equality Delivery System – to inform decision making and track progress. This focus is reflected throughout the People Strategy, with priorities centred around closing experience gaps linked to health inequalities, increasing the proportion of staff from under-represented groups in leadership roles, improving the diversity of senior leadership teams so they better reflect the communities we serve, reducing discrimination experienced by global majority staff, and delivering on our commitments under the NHS Sexual Safety Charter.


Section 2 – Outcomes and evidence
[bookmark: _Toc151637890][bookmark: _Toc151637904][bookmark: _Toc152152117]Domain 1 – Cancer services – Diagnosis of Cancer at Stage 1 and Stage 2
	Outcome
	Evidence
	Score / rating
	Owner (Department/Lead)

	1A: Patients (service users) have required levels of access to the service
	Core20Plus5 contains the goal of 75% of cancer being diagnosed at stage 1 or stage 2 by 2028.
Data shows that as of May 2025, 60% of people in Kent and Medway were diagnosed at stage one or two, compared to the England average of 59%.

Research indicates that some people are more likely to be diagnosed later than others.  Factors include low uptake of screening, lack of awareness of symptoms to look out for, access to primary care, delays in getting diagnostic tests, delays in getting treatment.  Our assessment has particularly focused on the protected characteristic of race and on health inequalities linked to deprivation.
· The percentage of people in East Kent with suspected cancer who are diagnosed, or cancer is ruled out within 28 days is 78.4%.  This is below our peer median and below the national benchmark of 80%, which we are required to achieve by March 2026.
· The percentage of people in East Kent with cancer who are treated within 62 days is 77.3%, which is above our peer median and above the national average and above the target for 2025-26.  
· We know patients who need an interpreter are more likely to experience delayed diagnostic tests due to the difficulty in getting interpreters for face-to-face appointments such as for an MRI or endoscopy.  The Trust has contracted with a second interpreting provider that has local interpreters for Nepali, Slovak and Dari (some of our most requested languages) and we have started to see some improvements.  Delayed diagnostic tests may mean people are diagnosed at a more advanced stage of their cancer.

	

1
	Associate Director of Nursing, Cancer, Haematology and Haemophilia

	1B: Individual patients (service users) health needs are met
	The 2024 National Cancer Patient Experience Survey indicates that people with a pre-existing disability or health condition have a poorer experience when receiving treatment for cancer. 
The Friends and Family Test (FFT) survey: The top negative themes are waiting times to be seen / treated on site (small percentage, but top negative theme), communication and information, and medication, prescriptions and dispensing.  The top positive themes are staff attitude, care given by staff and waiting time to be seen / treated on site, as most patients report they are seen promptly once on site. 
FFT additional question data indicates that from April to September 2025 6.6% of respondents said that their family were not involved as much as they wanted to be.  This is an improvement compared to 2024 when it was 8.3%.

There is a personalised care lead nurse for cancer services.  The services work closely with the Kent and Medway Care Alliance and Macmillan Cancer.  
Patient partnership work has taken place, with patient participation groups held in November 2024, March 2025, and July 2025 and a co-designed patient survey launched. 

Most patients are regular attenders following their first appointment, and so their communication needs are usually well known by the teams.  Patients are asked about their communication needs at first point of contact and are asked if their needs have changed since their last visit at subsequent appointments.

Patient communication needs are included in referral letters that both come into and out of cancer services.  On-going quality reviews indicate that when requests for reasonable adjustments around communication have been made there have been none that the service has not been able to accommodate.

	
2
	Associate Director of Nursing, Cancer, Haematology and Haemophilia


	1C: When patients (service users) use the service, they are free from harm
	Cancer Services hold a weekly Patient Safety Oversight Meeting to provide senior leadership oversight of patient safety incidents, complaints and risks and monitor progress of actions.  There has been a recent focus on Learning disabilities following learning identified from an incident and a patient story with further improvement work planned.

There is an established process for completing clinical harm reviews for patients on an active cancer pathway who reach 104 days and over.  Each patient pathway is reviewed to establish if the patient has come to any clinical harm due to the delay in confirmation of a cancer diagnosis, understand and learn from delays and implement and share changes to improve patient experience and outcomes.  Themes from delays are reviewed monthly with specialties and ensure the patient is supported through the delay in their pathway.  Compliance and themes are reported to the service’s quality meeting.  Compliance with the completion of harm reviews is reported monthly to the Diagnostics, Cancer and Buckland Care Group Performance Review Meeting.  Nursing Key Performance Indicators (KPIs) are reported monthly and include information on harms from falls and pressure ulcers. 

Training compliance data for Cancer services shows Dementia training has been completed by 84.7% of staff (August 2025), compared to 82.3% in August 2024 and Patient Safety Level 1 by 88.6% of staff (August 2025), compared to 82% of staff in September 2024.  Compliance with Oliver McGowan level 1 training was 89.8% in August 2025, compared with 84.4% in August 2024.

	

2
	Associate Director of Nursing, Cancer, Haematology and Haemophilia


	1D: Patients (service users) report positive experiences of the service
	Cancer services Friends and Family Test (FFT) satisfaction score in September 2025 was 96%, compared to 95% in September 2024. 

Looking at satisfaction levels by age groups, people aged 40 to 44 report a significantly lower level of satisfaction than other age groups.  The score was 88.9% in September 2025 compared to 88.7% in September 2024.  This age group regularly score the lowest levels of satisfaction. 
Looking at ethnicity, people of ‘other’ white background had lower satisfaction scores than white British people.  They scored 91% (57 people) compared to 96% for white British people (1,916) in September 2025.   The satisfaction scores are lower than in September 2024 when they were 98% for people of ‘other’ white background (45 people), but improved for white British people (1,608), whose satisfaction score was 95% in September 2024.

Men and women rate their overall satisfaction similarly, scoring 95.8% (1,375 women) vs 96.1% (1,086 men) in September 2025.  The satisfaction level of women has improved compared to September 2024 when it was 93.5% (1,000 women) compared to 96% for men (1,010 men).

When looking at the FFT satisfaction score by level of deprivation, in September 2025 scores varied from 91% for IMD 9 (187 people) to 100% for IMD 1 (105 people).  In September 2024 the score was 98% for IMD1 (89 people) and 94% for IMD 9 (161 people).

In the National Cancer Patient Experience Survey 2024 (NCPES) women tend to score lower than men in many of the questions.  The 35 to 44 age group tend to consistently score lower than other age groups.  People from the most deprived areas tend to rate their experience as more positive than people in the least deprived areas.  The 2024 survey was completed by 921 patients (a 52% response rate); 825 were White, 17 were White Other, 39 were not known, 10 were African or of mixed heritage and 30 were from other ethnic backgrounds.  There was not sufficient responses from patients who were from Black, Asian or other ethnic backgrounds to analyse data by ethnicity.
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Associate Director of Nursing, Cancer, Haematology and Haemophilia

	Cancer total score
	
	7
	



Domain 1 – Respiratory services 
	Outcome
	Evidence
	Score / rating
	Owner (Department/Lead)

	1A: Patients (service users) have required levels of access to the service
	· The majority of patient contacts in respiratory medicine are outpatient appointments.  The only day case treatments that sit within respiratory services are for pleural drains.  In August 2025 there were 3,391 outpatient attendances for respiratory medicine.  32.7% of these were virtual appointments – significantly higher than our peer group and the national average of 26.7%.  36.7% of respiratory medicine follow-up appointments were virtual in August 2025.
· In August 2025 56% of attendances were first appointments and 44% were follow-up appointments.
· Waiting longer for an appointment impacts on patients’ physical health and mental wellbeing.
· The missed outpatient appointments (DNAs) rate in respiratory medicine in August 2025 was 8.7%.  This is 0.3% higher than national average. 
· In August 2025 the missed outpatient appointments (DNAs) rate for 2 week wait appointments was 10.8% compared to the provider average of 3.5%.  
· The missed outpatient appointments (DNAs) rate in 2 week wait first appointments was 13.8% compared to the provider average of 2.5%.  The DNA rate in the 2 week wait for follow up appointments was much lower – 5.7% compared to the provider median of 4%.
· Attending appointments at short notice can be harder for people with jobs that don’t offer time off for medical appointments, for self-employed people and for people with caring responsibilities.  Poverty is also a barrier, as is lack of access to transport.  These are all barriers that we know our local communities experience.  Further investigation is needed to understand the factors that makes it harder for some people to attend initial appointments at short notice and to then find solutions to address this. 
· It should also be noted that short notice appointments and remote appointments may not be as accessible to people who speak little or no English or who need communication support at an appointment, such as a British Sign Language interpreter, Easy Read information or translated information.  Further investigation is needed on whether patients attending respiratory medicine appointments have their communication needs met or whether their appointments need to be re-booked if communication support was not arranged.
	2
	Senior Operations Manager, General Medicine / Associate Director of Nursing for SAGE at QEQM and WHH

	1B: Individual patients (service users) health needs are met
	· The involvement of the patient’s carer or family is part of ensuring that the patient’s individual needs are met.  The includes discussions about leaving hospital.  Our data from the Friends and Family Test (FFT) survey additional question “Were your family and carers involved in discussions about [you] leaving hospital?” indicates a significant improvement between September 2024 and September 2025.  Patients who answered ‘no’ were 28.6% at QEQM and 11.5% at William Harvey in September 2024.  The percentage of patients who answered ‘no’ in September 2025 was 7.1% at QEQM and 6.25% at WHH.
· We have a lack of data for whether respiratory medicine patients have their health needs met.  As this is an outpatient service we would need to look into whether people are asked if they need any reasonable adjustments and once identified, whether these recorded, flagged, shared and met.  Currently the update on our patient administration system (PAS) that will enable us to do this has not gone live.
	

1
	
Senior Operations Manager, General Medicine / Associate Director of Nursing for SAGE at QEQM and WHH

	1C: When patients (service users) use the service, they are free from harm



	· Never events: There were not any ‘never events’ between January and September 2025.  A healthcare never event is a serious, largely preventable, patient safety incident that should not happen if existing national guidelines and safety recommendations are followed.
· Emergency readmissions within 30 days following an asthma admission were 10% in Q4 of 2024-25.  This compares favourably with NHS trusts in our peer group across the south east region.
· Emergency readmission rate for patients with admission for pneumonia was 11.1% in Q4 of 2024-25, below the national benchmark of 14.5% and well below the peer average for the south east region which was 16.4%. 
· Part of keeping patients safe is ensuring staff are up to date with training related to patient safety.  For respiratory medicine in September 2025 at QEQM staff compliance with statutory training was 92% overall, with 90% compliance for the Oliver McGowan level 1 e-learning and 100% for infection prevention and control.  At William Harvey staff compliance with statutory training was 98% overall, with 100% for Oliver McGownan level 1 e-learning and 92% for infection prevention and control.

	2
	Senior Operations Manager, General Medicine / Associate Director of Nursing for SAGE at QEQM and WHH


	1D: Patients (service users) report positive experiences of the service
	· Respiratory services use the FFT survey to get patient feedback.  Overall patient satisfaction was higher at William Harvey Hospital than QEQM hospital, with scores of 98% (WHH) and 94% (QEQM) in September 2025.  As a comparison scores in September 2024 were 96% at QEQM and 97% at WHH.  Therefore, the QEQM overall satisfaction score has gone down by 2%, whilst the WHH score has improved by 1%.  It should be noted that QEQM provides some of the diagnostic services for respiratory medicine, e.g. lung function tests, along with the sleep service.  These have longer waiting times and this may be one of the factors in lower satisfaction scores.
· Race: Looking at satisfaction scores by ethnicity, patients from a white British background scored lower at 93% satisfaction at QEQM compared to patients of ‘other white’ background who scored 100%.  Patients at QEQM who were asked their ethnicity but declined to give it had an overall satisfaction score of 83%.
· Race: Satisfaction scores by ethnicity for patients at William Harvey were much higher, with white British patients scoring 98% and patients whose ethnicity is unknown or who declined to answer all scoring 100% satisfaction.  These differences of patient satisfaction levels based on ethnicity need further exploration.
· Age: The FFT data shows differences in satisfaction levels by age: patients aged 60 to 64 and 70 to 74 have lower satisfaction levels (96%) than other age groups who score 100% satisfaction at William Harvey Hospital.  At QEQM it is the 45 to 49 age group that score the lowest level of satisfaction (80%) and the 50-54 age group (86%).  The older age groups 70 to 74 and 80 to 84 score 95% satisfaction.  These differences of patient satisfaction levels based on age need further exploration.
· Sex: The FFT data shows very little difference in satisfaction levels of male and female patients at QEQM and WHH.  Women score fractionally higher (less than half a percent) at QEQM and men score fractionally higher (less than a third of a percent) at WHH.
· Deprivation: FFT data shows that patient satisfaction is higher in IMD 7 to 10 (least deprived), scoring 100% satisfaction and lower at IMD 4 and 3 (more deprived) scoring 96% at William Harvey.  At QEQM the lowest score is for IMD 10 (least deprived) at 88% and highest satisfaction score is for people in IMD 3 (more deprived) scoring 100%.  These scores show a difference between patients at QEQM and WHH, with the least deprived patients scoring much higher satisfaction levels at QEQM than at WHH.  These differences of patient satisfaction levels based on deprivation need further exploration.
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Senior Operations Manager, General Medicine / Associate Director of Nursing for SAGE at QEQM and WHH

	Respiratory total score
	
	7
	


Domain 1 – Children and Young Peoples’ Diabetes 
	Outcome
	Evidence
	Score / rating
	Owner (Department/Lead)

	1A: Patients (service users) have required levels of access to the service
	· The service has been working on ways to make information available at the appropriate time in other languages for the parents of children who are supported by the service.  In particular information on what to do in emergencies when the child’s insulin pump is faulty or lost, or when their glucose levels are too low or too high.  A draft leaflet for translation is ready, and the service will provide this initially in the languages most requested.  The service is looking at how to improve contact by telephone for parents with little or no English who need out of hours support.  Both the Trust’s interpreting providers are able to support three way telephone calls (parent – clinician – interpreter), and so the service is working on a process to make this as accessible as possible for parents.

· National data shows that children’s access to continuous glucose monitoring (CGM) is at very high levels in East Kent, with 95.5% of white children (269 children) and 100% of Black, Asian and minority ethnic children (16 children) using CGM.  In terms of deprivation, the most deprived children are less likely to use CGM (93%) compared to the least deprived children (99%).  In terms of age, children under 12 are slightly less likely to use CGM (94%) than children over 12 years of age (96%).
	2
	Consultant General Paediatrician and Consultant with East Kent Children’s Diabetes team

	1B: Individual patients (service users) health needs are met
	Data from the National Paediatric Diabetes Audit shows that: 
· The percentage of key health checks carried out on children with type 1 diabetes who have not been diagnosed or transitioned into adult services are as follows:
· In quarter 2 of 2025-26, just under 70% of children had the key health checks, which compares well with the England and Wales average of just over 70%.
· The percentage is 72% for Black, Asian and minority ethnic children, 72% for children under 12, and 68% for children in the most deprived areas.
· The percentage of children with type 1 diabetes reaching or exceeding treatment targets is 19.4% since quarter 1 2024-25, which is slightly higher than the England and Wales average of 19%.  This figure represents 376 children.
· Children from Black, Asian and minority ethnic backgrounds and children under 12 years of age are more likely to reach or exceed treatment targets.  There is no statistical difference based on deprivation.
· The number of Diabetic ketoacidosis (DKA) admissions for children with type 1 diabetes, per 100 children is very low in East Kent.  Nationally of those admitted, they are more likely to be from the most deprived areas and Black, Asian or minority ethnic children.  We can’t break down these figures for East Kent, but overall, it was less than 2 per 100 children each quarter, in the 18 months from quarter 1 2024-25 to the end of quarter 2 2025-26.
· We have much higher percentages of children with type 1 diabetes using Hybrid Closed Loop systems (HCLs) – 85%, than 69% on average for England and Wales.  Our data shows there is no statistical difference based on ethnicity or deprivation, which is reassuring.
	3
	Consultant General Paediatrician and Consultant with East Kent Children’s Diabetes team

	1C: When patients (service users) use the service, they are free from harm



	· Never Events: There were not any never events in the Women, Children and Young People Care Group between January and September 2025.
· After Action Reviews (AARs): the Women, Children and Young People Care Group had 17 AARs between January and September 2025.  As of September 2025, 6 were overdue for completion.  None of the AARs were for the Children’s Diabetes service.
· Part of keeping patients safe is ensuring staff are up to date with training related to patient safety.  For Children’s Diabetes in September 2025 staff compliance with statutory training was 98% overall, with 100% compliance for the Oliver McGowan level 1 e-learning and 92% for infection prevention and control.  Compliance with Safeguarding children training was 100%.
	3
	Consultant General Paediatrician and Consultant with East Kent Children’s Diabetes team

	1D: Patients (service users) report positive experiences of the service



	· The children’s diabetes service collects very small amounts of patient/parent feedback through the Friends and Family (FFT) test.  This is likely to be before children stay with the service for many years.
· There were 10 FFT responses in January 2025 (overall satisfaction score 90%).  We cannot score the satisfaction level for fewer than 10 responses.  There were 7 responses in February 2025, 7 in March, 4 in April, 5 in May, 4 in June, 5 in July, 4 in August 2025, and 10 in September 2025 (100% satisfaction score).  Over the last 5 years the service has had 389 FFT surveys completed. 332 scored 'very good', 41 scored 'good', 3 scored 'very poor', 3 scored 'poor', 10 scored 'neither good nor poor'.
· Because of the small number of FFT responses, there is no data by age, ethnicity, sex or deprivation.
· The children’s diabetes service have carried out a qualitative survey to get parents, older children and young people’s feedback on a wide range of issues about how diabetes impacts on their everyday lives, including family and friends, school, social life etc.  Although the number of responses were small, it was older children who felt diabetes impacted on their school, friendships and social life most.  They were more likely to feel sad about having diabetes (64%).  This also impacted on parents of children with diabetes age under 7 with 50% saying it made them feel sad.  Over 57% of parents of children under 7 felt ‘burnt-out’ by having to manage their children’s diabetes.  50% of children aged over 12 said they didn’t feel their parents trusted them to manage their diabetes.  28.5% felt their parents and friends don’t understand how difficult living with diabetes can be.  A similar percentage constantly worried about what food they can / cannot eat.  A number of these children commented that they found it embarrassing or difficult to ask to leave their classroom when their glucose monitor indicated high or low reading which needed to be addressed.  Some had been refused, which added to their anxiety.
· Some education of parents of older children and their teachers could reduce older children’s anxiety about living with type 1 diabetes.
· Increasing qualitative feedback should be an action for the service in 2026.
	

2


	

Operational Manager, Children’s Diabetes Service

	CYP Diabetes services total score
	
	10
	



Total score for Domain 1: 8 (eight)
Please total the scores from Domain 1 (average of the three services scored): 
[bookmark: _Toc152152118]Domain 2 – Workforce health and wellbeing
	Outcome
	Evidence
	Score / rating
	Owner (Department/Lead)

	2A: When at work, staff are provided with support to manage obesity, diabetes, asthma, COPD and mental health conditions
	EKHUFT has partnered with Randox and Kent County Council to provide a Health Check pilot between Nov ’24 – May ’25. This pilot provided 381 free health checks to staff, supporting them to identify opportunities to improve their physical health (i.e. lowering blood pressure, cholesterol or risk of heart disease and diabetes).

NHS Staff Survey 2024 data indicates that a small majority of staff (50.22%) feel able to eat nutritious and affordable food at work, although this is approximately 5% below the national average.

All staff have access to a comprehensive wellbeing and benefits platform (VIVUP), which provides a range of physical, mental (and financial) wellbeing support. To date, 67% of staff (6,818 colleagues) are registered on the platform and actively making use of its resources, demonstrating strong engagement with the offer and ensuring colleagues can access timely support to maintain their health and wellbeing.

Through a combined Trust/Charitable funded partnership that introduced face-to-face counselling services on each of the acute sites, 409 individual staff attended 1,511 counselling sessions, with 85% seeing clinically reliable improvement, reducing CORE-OM scores by 7.41 points, from 16.28 (moderate clinical distress) to 8.87 (mild non-clinical). 

	2
	

	2B: When at work, staff are free from abuse, harassment, bullying and physical violence from any source
	 NHS Staff Survey results show some progress in creating a safer and more respectful workplace. Reporting of physical violence has increased by 4.3%, which is 2.5% above the national average – a positive indicator of staff confidence in raising concerns following focussed attention.

Fewer colleagues report experiencing harassment bullying or abuse from managers (a 2.5% reduction), from patients and the public (down 1.7%) and from colleagues (down 1.5%). The overall downward trend is positive, though the latter remains 5% above the national average – and this remains a clear area of focus for further improvement. 

Thankfully, physical violence levels remain low – with 98% and 99% of colleagues not experiencing this from their colleagues or managers respectively. However, 1.7% more staff have experienced physical violence from service users, their relatives, or members of the public.

	1
	

	2C: Staff have access to independent support and advice when suffering from stress, abuse, bullying harassment and physical violence from any source
	Staff have access to a range of independent support and advice mechanisms when experiencing stress, abuse, bullying, harassment or physical violence. 

The Guardian Service has been introduced to provide confidential, independent support for colleagues to speak up about any concerns. A new Resolution Framework has been launched to encourage early, constructive resolution of workplace issues. 

The Stop, Talk, Change sexual safety campaign has also been introduced to ensure every member of staff feels safe at work and empowered to challenge inappropriate behaviour. This is supported by the introduction of Active Bystander training, equipping colleagues with the confidence and skills to intervene safely and effectively. 

In addition, the development of the Staff Congress has strengthened opportunities for staff voices to be heard directly in Trust decision-making processes, ensuring concerns and ideas are represented at the highest level.
	2
	

	2D: Staff recommend the organisation as a place to work and receive treatment
	A minority of staff would recommend the organisation as a place to work (44%) or be treated (46%) – and less than two-thirds (62%) feel that care is the organisation’s top priority. These questions are critical as they form the ‘advocacy’ domain, one of three components of staff engagement. 

At a ward/ departmental level, there are wide levels of variation, with recommend to work rates varying from nationally leading practice at 82% through to areas of immense challenge at 8%. This trend is mirrored when recommending as a place to receive treatment, with some wards/ departments as high as 88%, and others as low as 7%. 

Advocacy anchors staff engagement as the lowest of the three sub-themes (5.80) and has been consistently below the national average for the last 5 years. 

Among the five questions where the Trust shows the largest deviation from the national standard, three pertain to advocacy, with gaps ranging from 10-15%.

NB: Advocacy has fallen nationally from 7.15 (2020) to 6.80 (2021), 6.60 (2022), 6.75 (2023) and 6.70 (2024).

	1
	


Total score: 
Please total the scores for Domain 2:  6
[bookmark: _Toc152152119]

Domain 3 – Inclusive leadership
	Outcome
	Evidence
	Score / rating
	Owner (Department/Lead)

	3A: Board members, system leaders (Band 9 and VSM) and those with line management responsibilities routinely demonstrate their understanding of, and commitment to, equality and health inequalities
	334 senior leaders have attended the suite of leadership development programmes available across the last year, with EDI and the commitment to reducing inequity a golden thread throughout. 

Senior leaders act with as sponsors for staff networks, attending events, and role-modelling inclusive behaviours. Their visible sponsorship shows their commitment to understanding and reducing inequity. 

Board members also routinely participate in listening events, whether that be monthly all-staff forums, team brief, or more bespoke staff-group related sessions, where equality and health inequalities are discussed.


	1
	Chief Executive Officer / Chief People Officer

	3B: Board/Committee papers (including minutes) identify equality and health inequalities related impacts and risks and how they will be mitigated and managed
	Equality and Health Inequalities Impact Assessments (EHIAs) are routinely included in all new policies, strategies and service changes/ redesigns. 

Training has been rolled out to report authors, and clear guidance and templates available on Staff Zone to improve the quality of EHIAs. 
	2
	Chief People Officer

	3C: Board members and system leaders (Band 9 and VSM) ensure levers are in place to manage performance and monitor progress with staff and patients
	Staff survey results are routinely monitored and reflected on throughout the year to monitor progress, with year-on-year comparisons and national benchmarking taking place. Reported under embargo, these remain a focus at Board, Executive Management Team meetings, Trust Management Committee and People & Culture Committee throughout the year.

Evidence that equality and health inequality indicators are embedded in future operational planning or assurance can be evidenced, with the latest example the completion of an EHIA into Winter planning. 


	2
	Chief Executive Officer / Chief People Officer


Chief Medical Officer


Total score:
Please total the scores for Domain 3: 5
Third-party involvement in Domain 3 rating and review: 
Trade union reps: 
Independent Evaluator(s)/Peer Reviewer(s):  
[bookmark: _Toc152152120]EDS organisation rating (overall rating)
Name of organisation(s): East Kent Hospitals University NHS Foundation Trust
Overall score and rating:  2025 score was 19 – Developing (a 7-point improved score compared to the 2024 score of 12). 

Note: Organisations are required to provide an organisation rating, created by adding outcome scores together. 
*Using the middle score out of the three services from Domain 1, domain scores are added together to provide the organisation rating.
Below is a key to support understanding of organisation rating: 
Those who score 7 or under, adding outcome scores across domains, are rated Undeveloped 
Those who score between 8 and 21, adding outcome scores across domains, are rated Developing 
Those who score between 22 and 30, adding outcome scores across domains, are rated Achieving 
Those who score 31 and above, adding outcome scores across domains, are rated Excelling 


[bookmark: _Toc152152121]Section 3 – EDS action plan
[bookmark: _Hlk185848777]EDS leads: Associate Director of Patient Voice and Involvement (Domain 1) / Head of EDI (Domains 2 and 3)
Years active: April 2025 to March 2027 (note two year action plan, with actions updated in October 2025)
EDS sponsor: Chief Medical Officer / Chief People Officer
Authorisation date: Trust Board, February 2026
[bookmark: _Toc152152122]Domain 1 – Commissioned or provided service
	Outcome
	Objective
	Action
	Lead (s)
	Completion date

	1A: Patients (service users) have required levels of access to the service
	
Increase the use of Video Relay Interpreting (VRI) on demand to support access to services for patients whose primary language is not English.


Identify what aspects of the patient profile in East Kent makes it less likely for people to attend initial appointments at short notice (e.g. 2 week wait respiratory medicine). 

	
Additional tablet devices needed to maximise use of VRI on demand.

Webcams to be available on desktop PCs at all patient touch points
 
Analysis of respiratory medicine patient caseload attendance and DNA by age, ethnicity, sex and deprivation

	
Care Groups / IT


Care Groups / IT / Chief Analytical Officer / Information team
	
June 2026


September 2026


June 2026

	1B: Individual patients (service users) health needs are met
	
The Trust fully implements the Reasonable Adjustments Digital Flag (RADF). 
Carers: Improve the identification and involvement of patient’s carers / family in discussions about care and treatment and decisions related to the patient leaving hospital.
Accessible Information Standard (AIS): further investigation is needed into whether patients attending respiratory medicine appointments have their communication needs met or whether their appointments need to be re-booked if communication support was not arranged.
	Ensure the RADF SNOMED coding is on the main patient record systems, and the Patient Portal, with appropriate flags.

Communication plan to raise awareness of RADF amongst staff and patients / families / local communities

[a] Promote carers rights to involvement in decisions related to the patient leaving hospital (discharge)

[b] promote the Carers survey to get more feedback


[c] Carers SNOMED codes on PAS and Sunrise

Deep dive into AIS compliance, the use of interpreters at appointments and translated patient information.

	I.T. teams
Associate Director of Patient Experience / 
Communications team

Associate Director of Patient Experience / 
Communications team
Associate Director of Patient Experience / 
Communications team / IT


Associate Director of Patient Experience / 
Senior Operations Manager General Medicine
	March 2026 (adjusted date)


June 2026

March 2026


March 2026

March 2027


May 2026

	1C: When patients (service users) use the service, they are free from harm
	The Trust can provide evidence that patients with protected characteristics of age, disability, and ethnicity, do not disproportionately experience harm.
	Patient harms to be reported and monitored based on demographic data including age, disability, ethnicity, gender identity, religion and belief, sex and sexual orientation.
	Business Information team 

	June 2026 

	1D: Patients (service users) report positive experiences of the service
	Monitor and report patient experience by patients’ protected characteristics. 
Understand why there are differences in satisfaction levels of the respiratory service based on age, ethnicity and deprivation and location.


Increase feedback from children and young people and parents on their experience of the Children’s Diabetes service.

Support older children to reduce their anxiety / worries about living with type 1 diabetes
	Report Friends and Family Test (FFT) satisfaction levels by age, ethnicity, sex and deprivation to Patient Experience Committee.

Pilot a patient experience survey in other languages.


Work with the respiratory services to explore variations in patient satisfaction based on age, ethnicity, deprivation and location of the service.


Work with the Children’s Diabetes Service to increase the qualitative feedback from children and young people about their experience.

Develop (or utilise existing) educational materials for schools / teachers / parents about supporting children and young people aged 12 plus living with diabetes. 

	Patient Voice and Involvement team

Patient Voice and Involvement team


Patient Voice and Involvement team
Patient Voice and Involvement team /
Communication team

Children’s Diabetes service
	From May 2026 onwards


June 2026
September 2026
June 2026
September 2026



[bookmark: _Toc152152123]Domain 2 – Workforce health and wellbeing
	Outcome
	Objective
	Action
	Lead(s)
	Completion date

	2A: When at work, staff are provided with support to manage obesity, diabetes, asthma, COPD and mental health conditions
	Ensure that all staff have equitable access to proactive, evidence-based support for managing their health and wellbeing at work, with a particular focus on long-term health conditions and mental health, in line with our People Strategy commitment to a healthy, engaged workforce. 
	Build manager confidence to have supportive conversations, and strengthen peer support networks to reduce stigma.

Track update, outcomes and equity of access across staff groups, using insights from the wellbeing dashboard to refine interventions.

Provide targeted interventions for obesity, diabetes, asthma, COPD and mental health, while ensuring learning is transferable to other conditions.
	
Culture & Inclusion Team


Wellbeing Team
Wellbeing Team
	
October 2026
July 2026
October 2026

	2B: When at work, staff are free from abuse, harassment, bullying and physical violence from any source
	Significantly reduce workplace abuse, harassment, and bullying, closing the disparity in experience reported by global majority and disabled staff.
	Analyse staff survey, incident reporting and exit interview data to identify areas of high prevalence – and disaggregate findings by ethnicity, disability and other protected characteristics to surface disparities.

Deliver an active programme of work that highlights disparities in experience, acknowledges their impact and sets our clear commitments to change.
	
Culture & Inclusion Team
Equality, Diversity & Inclusion Team
	
July 2026
October 2026

	2C: Staff have access to independent support and advice when suffering from stress, abuse, bullying harassment and physical violence from any source
	Provide a Freedom to Speak Up service that is independent, visible, and robust and provides regular reports to the People and Culture team and the Trust Board.
	Ensure the service is clearly signposted across all sites and Staff Zone, with multiple routes for staff to access support (in-person, online, phone).

Provide quarterly thematic reports to the People & Culture Team and Trust Board, highlighting trends, hotspots and progress against actions. 
	Communication Team
The Guardian Service
	April 2026
April 2026

	2D: Staff recommend the organisation as a place to work and receive treatment
	Create a culture of compassion and inclusivity where all staff feel valued and engaged, and where gaps in experience linked to inequity are actively closed.

	Track staff survey ‘recommend rates’ by protected characteristic to identify disparities in experience. Use qualitative feedback to understand the drivers behind low levels of advocacy.

Co-design improvement actions with Staff Networks to address inequities in experience.
	
Culture & Inclusion Team

Equality, Diversity & Inclusion Team
	
April 2026
July 2026




[bookmark: _Toc152152124]Domain 3 – Inclusive leadership
	Outcome
	Objective
	Action
	Lead(s)
	Completion date

	3A: Board members, senior leaders (Band 9 and VSM) and those with line management responsibilities routinely demonstrate their understanding of, and commitment to, equality and health inequalities
	Ensure leaders at every level are culturally competent, inclusive, and visibly committed to advancing workforce equality and reducing health inequalities for patients, families and communities
	Assign senior leaders as sponsors of Staff Networks, ensuring they actively champion issues raised and provide visible support.

Provide leaders with regular workforce equality and health inequalities data, highlighting disparities and progress.
	Culture & Inclusion Team

Equality, Diversity & Inclusion Team
	April 2026
July 2026

	3B: Board/Committee papers (including minutes) identify equality and health inequalities related impacts and risks and how they will be mitigated and managed
	The Board is provided with assurance that the decisions they make, and the assurance reports they receive, will not lead to adverse impact on people (staff, patients, carers, families and communities) with protected characteristics or inclusion health groups.

	Build capability by providing training and guidance for report authors, to ensure EHIAs are meaningful and evidence-based. 

Require all policies, strategies and services changes to include an EHIA section, completed consistently.
	Equality, Diversity & Inclusion Team

Equality, Diversity & Inclusion Team
	April 2026

April 2026


	3C: Board members and system leaders (Band 9 and VSM) ensure levers are in place to manage performance and monitor progress with staff and patients
	Ensure the Board and system leaders have clear levers, data and assurance to identify, monitor and reduce inequalities in workforce representation, career progression, and patient access – and to recognise and scale positive change.
	Use staff survey metrics and the EDI dashboard as core tools for monitoring workforce and patient inequalities. 

Escalate areas of persistent inequality to Board level for targeted action. 

Highlight and celebrate areas of positive change to reinforce learning and motivation.
	Culture & Inclusion Team

Culture & Inclusion Team


Culture & Inclusion Team

	July 2026

October 2026
[bookmark: _GoBack]October 2026



Glossary:
AIS – the NHS England Accessible Information Standard
COPD - chronic obstructive pulmonary disease
EDI – Equality, Diversity and Inclusion
EDS – Equality Delivery System
EHIAs – Equality and Health inequality Impact Assessments
VSM – Very Senior Manager
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