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Welcome from the Chairman and Chief Executive

Hello and welcome to the summary of our Annual Report and Accounts for 2012/13.
It has been a fascinating and
challenging 12 months for the whole
NHS, including Leicester’s Hospitals.
In January, we were joined by our new
chief executive, John Adler, who has
spent the last ten years as Chief
Executive of an acute Trust in the
West Midlands.
John mentioned early on that the
welcome he received from staff,
stakeholders and partners was
overwhelmingly supportive and
indicates just how important Leicester’s
Hospitals are to the life and community
of the City and Counties we serve.
Nationally the NHS agenda has been
dominated by the Francis report into the
fundamental failings of care at Mid
Staffordshire NHS Foundation Trust.
The report contained 290 separate
actions, but essentially the message was
Trust Boards should focus relentlessly
on quality and safety. This is at the heart
of our ‘Strategic Direction’ which was
published last November, and shares our
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vision for the next five years.
Our ‘Strategic Direction’ is supported by
our ‘Quality Commitment’ which sets out
clearly, and in ways we can measure, our
ambition for improved quality. Over the
next five years we are committed to
saving 1,000 more lives, reducing the
numbers of ‘avoidable harms’ by 5,000
and improving patient satisfaction
significantly.
Another key element of the strategy
is to create a joined up emergency care
system. Our current Emergency
Department (ED) performance is poor
and we are not achieving the national
four hour standard. This is our biggest
quality issue and the biggest drain on
our finances and clinical resources. In
short ED performance has dominated
our agenda for the year. Having said
that we are making progress with
our proposed £40m state of the art
Emergency Floor development. With
our partners, we have also created a
‘single front door’ for all non-ambulance

patients who come to us. Though it
is early days, it already appears to have
made a difference, reducing the
numbers in ED and allowing our
emergency team to focus on those
patients who really need our help.
In other performance, we have
continued to reduce hospital acquired

infections and have seen our lowest
ever number of cases of MRSA and CDiff.
Treating patients within 18 weeks of
referral has also been good. Despite
ongoing emergency pressures we have
hit the three headline targets of 90%
of admitted patients treated within
18 weeks; 95% of non-admitted and
overall 92% of all patients within 18
weeks. We also succeeded in hitting
our financial target for the year.
Our staff are exceptional, doing a great
job in sometimes difficult circumstances.
The very hard winter resulted in
emergency pressures which only just
seem to be abating at the time of
writing this introduction (August). In
recognition that this pressure and the
relative illness of our ‘average’ patient
had increased, we decided to invest an
extra £2m in more nurses and Health
Care Assistants on our wards.

In regard to the wider engagement
with partners and our communities and
stakeholders, we have been grateful for
their continued and passionate support.
Nowhere was this more apparent than in
the three year (and counting) campaign
to save children’s heart surgery at the
Glenfield. The Secretary of State
announced in June that the Safe and
Sustainable review recommendation,
which included the closure of surgery
in Leicester, was based on a ‘flawed
interpretation of inadequate data’,
and as such the decision was quashed.
I recognise that this is not strictly
speaking within the time period covered
by this Annual Report but it would be
remiss of me not to mention it and to
recognise the amount of work which has
gone into the campaign and clinical case
by our team and our stakeholders.

A final message from John
On behalf of the Trust Board and our
staff I would like to say ‘goodbye’ and
‘thank you’ to Martin as he moves on
from Leicester’s Hospitals to his next
challenge as Chairman of the new
Academic Health Science Network
for the East Midlands. He has spent
seven years as our Chairman and he
will be a hard act to follow.
Martin Hindle
Chairman

John Adler
Chief Executive
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Our senior team
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About us

We are one of the biggest and busiest NHS Trusts in the
country, incorporating the General, Glenfield and Royal
Infirmary hospitals. We have our very own Children’s
Hospital and run one of the country’s leading heart centres.
Our team is made up of more than
10,000 staff providing a range of services
primarily for the one million residents
of Leicester, Leicestershire and Rutland.
Our nationally and internationallyrenowned specialist treatment and
services in cardio-respiratory diseases,
cancer and renal disorders reach a further
two to three million patients from the
rest of the country.
We work with partners at the University
of Leicester and De Montfort University,
providing world-class teaching to nurture
and develop the next generation of
doctors, nurses and other healthcare
professionals, many of whom go on
to spend their working lives with us.
We pride ourselves on being at the
forefront of many research programmes
and new surgical procedures, in areas
such as diabetes, genetics, cancer and
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cardio-respiratory diseases. We are
now the home of three NIHR (National
Institute of Health Research) Biomedical
Research Units and during the year
we carried out over 800 clinical trials,
bringing further benefits to thousands
of our patients.
Our heart centre at the Glenfield hospital
continues to lead the way in developing
new and innovative research and
techniques, such as surgery with a
Robotic Arm, TAVI (Trans-Catheter
Aortic Valve Insertion) and the use of
the suture-less valve in heart surgery.
We also have one of the best vascular
services nationally, with more patients
surviving longer after following an
aneurysm repair (to fix a life threatening
bulge in a blood vessel).
We’re proud to have some of the lowest
rates of hospital-acquired infections, such
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as C.Difficile and MRSA, in the country;
we have very good hospital standardised
mortality rates, which is a good indicator
of overall clinical quality; and our food
has again been rated as ‘excellent’ by an
independent panel.
Our purpose is to provide ‘Caring at its
best’ and our staff have helped us create
a set of values that embody who we are
and what we’re here to do.
Our patients are at the heart of all we
do and we believe that ‘Caring at its best’
is not just about the treatments and
services we provide, but about giving our
patients the best possible experience.
That’s why we’re proud to be part of the
NHS and we’re proud to be Leicester’s
Hospitals.
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Our priorities in 2012/13
Our priorities for 2012/13 were to:
• deliver all operational targets
• achieve financial sustainability
• transform the emergency care system
• enhance clinical quality
• improve patient experience
• strengthen staff engagement
• build transformational capability
• develop a sustainable site and service
reconfiguration
• deliver a successful FT application.
Throughout this summary annual
report we will show how we have
achieved these priorities.
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What we earned and how we spent it
What we earned
In 2012/13 our total income, not
including charitable donations, was
£757.7m. This is a £38.5m (5.4%) increase
from the £719.2m received in 2011/12.
The increase reflects an increased income
of £34m from the primary care trusts that
commission care from us and an increased
income from overseas patients of £1.3m.

What we spent
The total amount spent (expenditure)
in 2012/13 was £757.6m - £37.4m over
our plan of £720.2m. We have met its
financial and performance duties for
2012/13.

What we spent on staff during 2012/13
We spent a total of £455.1m, which is a
£14.7m more than our spending on staff
in 2011/12 (£440.4m).
Non-pay expenditure 2012/13
Non-pay expenditure is the money we
spent running the hospitals that doesn’t
include staff costs. In 2012/13 we spent
£290.7m, a £24.5m (9.2%) increase from
the 2011/12 total of £266.2m we receive.
This increase includes rises in electricity,
gas and water and sewerage charges,
and the increasing cost of clinical supplies
and service costs, including high cost
therapies and drugs.
Our efficiency programme for 2012/13
We delivered £26.8m of our £32m cost
improvement programme during the year.

Leicester County & Rutland PCT £258m (34%)

Non-pay expenditure £271m (36%)

East Midlands Specialised Commissioning Group
£176m (23%)

Depreciation £32m (4%)

Other income £40m (5%)
Health Authorities £12m (2%)
Education training and research £76m (10%)
Other PCTs £33m (4%)
Leicester City PCT £163m (22%)

Salaries and wages £455m (60%)

During 2012/13 we focused on a number
of non-clinical reviews, particularly on
procurement to get the best price, often
taking cost out of supply chains to
achieve our target of £10m savings by
2012 - 2014 in procurement savings and
service improvement initiatives.
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What we earned and how we spent it

Over the last twelve months we have invested in key patient services
across all three sites totaling £23.8m. This includes:
Royal Infirmary
• Teenage Cancer Unit - supported by
the Teenage Cancer Trust (TCT) - £1m
• Macmillan Information Centre within
the Osborne Building - £149,000
• New fracture clinic unit within the
Balmoral Building - £474,000
• Dedicated triage and assessment areas
on the Acute Medical Unit - £50,000
• Conversion of former administrative
space on wards 24, 36 and 38 to
provide inpatient bays with en-suite
facilities - £740,000
• Investments made in supporting
behind the scenes, including new
water storage tanks and high and low
voltage electrical distribution systems.
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Glenfield Hospital
• Extension to the Clinical Decisions Unit
to enhance the patient experience £777,000
• Refurbishment of theatres 5 and 6
- £175,000
• Expansion of the Paediatric Intensive
Care Unit - £794,000
• Programme of bathroom
refurbishments throughout the site £75,000
General Hospital
• Refurbishment of ward 3 as a stroke
rehabilitation unit - £519,000
• Installation of two birthing pools
within the maternity unit - £68,000.

Some facts and figures
168,000 The number of patients we 9,860 The total number of

1,675 The number of surveys

saw in our Emergency Department
- leading to work to create a new
larger ED.

substantive staff in post (as at
31 March 2013) and we spent
£455.1m on wages.

patients return on a monthly basis.

10,800 The number of babies

132,991,638 The total kilowatts of

delivered at our three maternity sites,
that’s almost 30 every day.

gas and electricity used throughout
our hospitals. Our annual energy bill
was £7.22m, an increase of more than
£2m compared to 2009/10.

80,500 The

800 The number of clinical research
studies we are involved in. The
studies involve thousands of patients
from Leicestershire and the
surrounding areas.

14,000 People have now signed
up as a public member of Leicester’s
Hospitals.

1,000 The number of volunteers
working across our hospitals to
support our patients and staff.

12,000 The number of passengers
who use our shuttle bus every week
between our hospital sites.

1,700 The number of active Older
People’s Champions, which includes
staff from a range of backgrounds
and specialties who have volunteered
to support older people within our
hospitals.

1,900 The tonnage of general waste 600 The number of older people
we disposed of in the last 12 months,
of which only 23 per cent went to
landfill.

(aged over 70) who were in hospital
on Christmas Day 2011.

1761 The number of beds in
our three hospitals.
number of
patients
admitted for
emergency
treatment.

45 The number
of operating
theatres we
have.
9,306 litres
of alcohol
foam used
in the fight
against
infection.
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What we achieved

Accident & Emergency performance for the year stands at 91.9 per cent
of patients being seen, treated or discharged within four hours.

This figure includes the patients seen
within the urgent care centre, co-located to
the ED at the Royal Infirmary. For 2013/14
achieving the 95 per cent target on a
sustainable basis continues to remain the
top priority for both us and the local health
economy.
Despite the pressures on emergency
services we’ve had a good year in
managing and reducing our waiting times.
In 2012/13 we said we would deliver both
Referral To Treatment (RTT) - 18 weeks standards on a monthly basis. So how did
we do?
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• 90 per cent of admitted patients should
be treated within 18 weeks. Admitted
pathways are those that end in an
admission to hospital (either inpatient
or day case) for treatment.
• 95 per cent of non-admitted patients
should start consultant-led treatment
within 18 weeks of referral. Non-admitted
pathways are those that end in treatment
that did not require admission to hospital
or where no treatment is required.
• 92 per cent incomplete within 18 weeks.
This is proportion of all patients waiting
for treatment at any time.
In 2013/14 we are required to achieve the
admitted and non-admitted RTT targets
across the organisation and at an individual
specialty level.
Cancer waits
During the year we achieved seven of the
eight cancer targets. Unfortunately we
have been unable to deliver sustainable
performance against the 62-day wait from
urgent GP referral to first definitive
treatment for cancer during the year.

We have identified delays in the diagnostic/
imaging stage of the pathway and in
2013/14 we are implementing plans to
deliver improvements that will focus on
reducing unnecessary delays in early
diagnosis.
We aim to ensure our waiting time
performance is at least as good as the
national average at tumour site level and
we expect to be able to deliver this on a
monthly basis from July 2013.
Reducing health care associated infections
We continue to achieve a year on year
reduction in our numbers of Methicillin
Resistant Staphylococcus Aureus (MRSA)
Bacteraemia and Clostridium Difficile
Infection (CDiff ).

All hospitals are given a target number
beyond which they are not expected to
exceed. For MRSA bacteraemia this was
six cases and for CDiff this was 113 cases.
Again we exceeded both of these targets
with only two hospital associated MRSA
bloodstream isolates. One was probably
a contaminant and the other was a late
presentation of a community-acquired
MRSA soft tissue infection and therefore
not preventable. We had 94 cases of CDiff.
In a very real sense, it can be claimed that
MRSA bacteraemias have reduced to zero.
This contrasts with 161 cases in 2001. We
now screen every one of our elective and
non-elective patients (100 per cent) for MRSA.
Patient experience
Alongside our in-patient surveys, from April
2012 we have used the local Friends and
Family Test (also known as the net
promoter score) as part of the survey,
this has been changed to reflect the
revised national question:
‘How likely are you to recommend our ward/
unit to friends and family if they needed
similar care or treatment?’
Each month we look at the Friends and
Family Test result for each ward, department
and as an organisation. We can then
benchmark our feedback from patients with

other NHS trusts using this question. A great
deal of improvement work has taken place
over the last year in response to public
feedback. As a result our Friends and Family
Test score has improved from 51 to 64.

Focusing on discharge
In May 2012 we launched our ‘BED Before
11am’ Discharge Project. The aim of this
project is to improve the discharge
experience of our current patients and
create capacity for our new patients.
The project has created a focus for all our
multidisciplinary teams to improve both
the quality and timeliness of discharge of
all patients through the introduction of
proven and evidence based structures and
processes starting on admission or before.
Using an estimated date of discharge from
admission, the introduction of ward-based
discharge coordinators and setting up daily
multidisciplinary discharge planning board

rounds have all had a very positive impact
and have resulted in noticeable change.
For patients and their families this means:
• they get safely to the next step of their
journey more quickly and spend less
time in hospital
• they are less likely to have wait to be
admitted to an in-patient bed
• they will experience fewer transfers
between wards
• they will feel less stressed and more in
control and involved in their care and
timely and safe discharge.
For the staff it reduces the
number of ‘outliers’ (patients
who are not on the ward that
specialises in their particular
condition) on their ward,
allows them to provide more
timely care for patients
and improves the
relationship with
patients and carers
with fewer
complaints or
concerns. All this will
mean less frustration,
stress and greater
job satisfaction.
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What we achieved

Being discharged with the appropriate
medications
The TTO (To Take Out) CQUIN
(Commissioning for Quality and
Innovation) focuses on increasing the
proportion of medicines to take out
(TTOs) prescribed at least 24 hours before
discharge. The most recent data shows
we are prescribing 32.8 per cent of TTOs
at least 24 hours prior to discharge,
with particularly strong performance
in the Medicine Clinical Business Unit,
where 44.5per cent of TTOs currently
meet this target. Improvements have
been achieved through improved
engagement with clinicians at board
12

rounds and use of estimated discharge
date, which have both helped with
advance planning.
Discharge lounge staff have also been
more proactive in identifying patients
for discharge the following day and
prompting medications to be prepared.
Junior doctor and ward staff training on
discharge planning has increased, and
emphasises the importance of early
planning. Within the Medicine Clinical
Business Unit the role of the discharge
coordinator has been developed and
embedded, and we believe this has
significantly contributed to the improved
performance.
Ward-based pharmacy reduces waits
Our patients are benefiting from speedier
access to the medicines they need to
take home, thanks to a new ward-based
pharmacy.
The satellite dispensary reduces the time
it takes for patients in musculoskeletal
and surgical wards at the Royal Infirmary
to receive the medicine they need when
they are discharged.

Initial figures in March 2013 showed that
65 per cent of take home medication
was ready within 40 minutes and we are
dispensing almost 300 items a week. This
initiative will also increase the amount of
time the surgical and musculoskeletal
pharmacy team can spend with patients,
counselling them about their medicines,
which has been shown to improve
compliance.
We already have satellite dispensaries in
other areas across our hospitals which have
improved discharge by reducing waits.

New for 2012/13

A snapshot of some of the innovative projects - both big and small - that are helping us to provide
the best possible care. All of this work underpins what we set out in our strategic direction.
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Quality is both cultural and operational;
it has to be ingrained as well as applied. We
will relentlessly focus on specific quality
themes to create a Trust where pressure
ulcers, infections and patient falls are rare.
Cancellations, delays and readmissions will
be negligible and mortality will be amongst
the lowest in the country. In honouring our
values and behaviours we will improve the
patient experience to make ‘Caring at its
best’ a daily reality for every patient in every
part of the Trust. Overall, we will save more
lives, reduce avoidable harm and improve
patient experience.

Our commitment to quality
This year our clinical teams
agreed a commitment to
QUALITY
quality and safety as part of
commitment
our vision to deliver ‘Caring at
its best’. Our Quality
Commitment focuses on saving lives,
reducing harm and patient-centred care.
Saving lives means we will save 1,000
extra lives in next three years. Reducing
avoidable harm means we will avoid
5,000 patient harm incidents in next
three years. Patient-centred care means
Joined up
that we will treat all patients with dignity
emergency care
and respect so that 75 per cent would
recommend us.
The provider of choice
Behind each of these goals we have
Integrated care closer to home
selected a few focus areas that are
relevant to patients and staff,
Enhanced reputation in research,
innovation and clinical education
that reflect local and national
requirements and which we
Professional, passionate and valued workforce
believe will have the largest
Sustainable, high performing NHS Foundation Trust
impact on delivering these
commitments.
Sa

Provide safe, high quality,
patient-centred healthcare

Safe, high quality, patient-centred healthcare
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Develop joined up emergency care that consistently
meets patient expectations

Many of our patients begin their journey in the Emergency Department;
we have to improve the models of care and the environment to deliver
a better patient experience and better quality outcomes.
Improvements to our emergency
care delivery
Creating improvements in emergency
care is a system-wide issue and a
priority for us and other local
health services.
Improving our performance
against the national target and
the experience emergency
patients receive is one of our key
priorities. In our Strategic
Direction, published in
November we
described, at a high
level, the plans for
each of our hospitals
from a services and
estates point of
view. Principally
emergency care
would consolidate
14

onto the Royal Infirmary site. Specialist
care would be focused on the Glenfield,
and outpatients and day case procedures
would migrate to the General. In our
recently agreed Annual Plan we
have started to fill in the detail. In
fact a good way of looking at the
Annual Plan is to think about it as
‘year one’ of the five year plan.
To enable us to provide
better emergency care
we first need to
address the current
pressures faced by
our emergency
department
which are
unsustainable.
Whilst some of the
issues are about the
effectiveness of our

processes, there is a fundamental
problem that the current Emergency
Department is simply too small to cope.
It was designed to treat up to 100,000
patients a year and last year 155,000
came through the door.
There has been talk for a while of creating
a new Emergency Floor that will bring
together our Emergency Department
and the Urgent Care Centre to create a

single front door, where clinical decision
makers will be able to direct patients to
the right place of care, whether this is
majors, minors or urgent care. In June,
we shared interim plans for the ‘single
front door’ that sees all adult walk-in
patients being directed to the Urgent
Care Centre front door and reception for
triage. This was implemented on 17th
July and is proving to be efficient and
effective, even though the location of
the Urgent Care Centre in relation to the
Emergency Department is less than ideal.
The new emergency floor will incorporate
medical and surgical assessment units
and a comprehensive children’s
Emergency Department and with a short

stay facility. Staff will be supported with
rapid access to tests and diagnostic
imaging that will transform the speed,
quality and experience patients have
through our emergency system.
Work has now started on the detailed
designs for the departments involved
in this development. This project is likely
to take place in two phases, the first
of which is to convert the existing
outpatients area into the Emergency
Department and Urgent Care Centre.
We hope to start work on phase one
in spring 2014 subject to appropriate
consultation with our patients, staff
and local organisations.
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Develop joined up emergency care that
consistently meets patient expectations
Better services for frail older people
The Leicester, Leicestershire and Rutland
Frail Older People’s Network, chaired by
Professor Mayur Lakhani on behalf of the
three local Clinical Commissioning Groups
(CCGs), oversees a wide variety of
initiatives, one of which has
been restructuring acute care
pathways for older people.
Frail older people are
defined as people aged 65
or older who need help with
activities of daily living, such as
washing, dressing, eating and
toileting. These people
usually have multiple
and complex care
needs that require
the support of
health and social
care professionals.
Identifying this
group can be
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difficult and we have
chosen to include
people aged 85-plus.
We know that many
people younger than
85 will be frail and some
people older than 85
will be robust; using
85+ as a measure
captures about two-thirds of frail
older people.
There are increasing numbers of
frail older people attending our
emergency department;
approximately five per
cent each year. Frail
older people have
the highest
‘conversion rate’
(the proportion of
people attending
the emergency
department that
are admitted to

hospital wards) - this is three-times that
over other groups (75 per cent compared
to 25 per cent). Frail older people
admitted to hospital are at high risk of
adverse events, are more likely to have
long stays, more likely to be readmitted
and require long-term care.
Despite making up less than half of all
patients admitted, older people account
for more than two-thirds of occupied
bed days.
There are many interventions that can
improve outcomes for frail older people;
these include increasing access to health
care and better communication systems.

There are also specific care pathways
for frail older people based upon the
national comprehensive geriatric
assessment (CGA).
The CGA is a diagnostic process used to
determine the medical, psychological,
and functional abilities of a frail older
person in order to develop a coordinated
and integrated plan for treatment and
long-term follow-up. A typical team will
include a geriatrician, a nurse specialist,
an occupational therapist, a
physiotherapist, a pharmacist and others
as needed (e.g. speech and language

therapy, dietetics). The CGA improves
outcomes for older people in various
settings, including reduced mortality
or deterioration, improved cognition,
improved quality of life, reduced length
of stay, reduced readmission rates,
reduced rates of long term care use
and reduced costs.
Our geriatricians are also supporting
hospital practitioners and ward teams
in the delivery of CGA in 8 of 11
rehabilitation ward across the county,
and in the city intermediate care units.
The ambition is to extend this coverage
to include all
community hospital
wards as well as the
developing intensive
community support
service. The presence
of geriatricians has
increased
substantially over the
last 18 months, and
along with other
initiatives running
in the community
hospitals has led to

important improvements in patient care
as well as efficiency gains.
As hospital length of stay has shortened
over the years, it has become increasingly
important to ensure that care pathways
are developed across primary and
secondary care to ensure effective
continuity of the care. Between 2009 and
2011, community hospital length of stay
remained relatively static at 25-26 days.
Following the introduction of greater
geriatric clinician presence in the
community setting, length of stay has
fallen to 20 days in 2012.
Over the past two years we have
developed a Frail Older Peoples Advice
and Liaison service (FOPAL) which now
focuses predominantly on in-patient
wards at the Royal Infirmary and
Glenfield hospitals, with some support to
the General. FOPAL includes a consultant
psychiatrist, consultant geriatrician
physician assistant in geriatric medicine,
community psychiatric nurses and
administrative assistant. They are
ccurrently seeing an average of 108
patients a month, with around 40 per
cent requiring follow-up visits.
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Consolidate our status as the provider of choice
Patients and GPs will want to use us… not just because we are local,
but because we are consistently the best option.
• Four bedded birth centre at the
General and relocation of the birth centre
at the Royal Infirmary, co-located to
delivery suite;
• A maternity assessment centre separate
from the labour wards on both sites;
• Refurbishment of ward 1 at the Royal
Infirmary to facilitate efficiencies in
Gynaecology Assessment Unit;
• Additional bathroom facilities for the
majority of delivery rooms at the Royal
Infirmary and refurbishment and upgrade
of maternity theatres at both sites.

This means that we are going to
fundamentally change some of the ways
we work. We will make sure that we take
the ‘hassle out of hospital’ for patients,
reducing cancellations and making sure
that every hospital visit is delivered to the
highest quality, safely and without delay.
Improving our maternity and
gynaecology services
We are investing £2.9m in our maternity
units at the Royal Infirmary and General
hospitals which should be complete in
early summer 2014.

The project will create:
• Four extra delivery rooms to improve
capacity (two on each site);
• Three additional high dependency
care spaces;
• 13 additional ward beds;
18

We have also used additional Department
of Health funding to install more birthing
pools and comfortable reclining chairs in
rooms for partners.

New-look fracture clinic
In January 2013 we officially opened the
new-look fracture clinic in the Balmoral
building at the Royal Infirmary, following
its relocation and refurbishment.
The department is one of our busiest,
seeing around 550 patients a week.
Staff carry out assessments and treatment
for patients with broken
bones referred from
the emergency
department,
wards and GPs.
The new area
in our
Balmoral
building is
bigger allowing
staff more space and
flexibility to streamline their activity,
improve patient experience and reduce
waiting times. Emergency patients can now
be seen in the Professor Harper Trauma
Clinic, named in tribute to the late professor
in recognition of his contribution to the
trauma unit and in the development of the
Advanced Nurse Practitioner role within the
department. This additional space has
helped provide a dedicated trauma area
for emergency patients.

Teenage and Young Adult Unit
In December 2012 we opened our newly
refurbished children’s cancer ward and our
newly developed teenage and young adult
unit after an 18-month campaign to raise
£1.4m. The success was due to the
‘Our Space’ project group, working with the
Teenage Cancer Trust and other charities.
This means that we now have facilities that
are specific to the needs of children as well
as teenagers and young adults.
It helps us meet their psychological and
physical needs and provides networking
opportunities for patients as well as families
at a time when they can feel so isolated
and alone.
Throughout the project
young people, children
and families have been
involved in designing the
facility by giving their
opinion on designs, wall
art and furniture.
The impact of the new
ward has been great for
patients and staff.
Three-year-old Emily has
been treated since August
2012 for Acute
Lymphoblastic Leukaemia.

Her father said: “The new unit is amazing!
We have been in and out of hospital since
Emily was diagnosed and in that time we
have been on several different wards, but
this is by far the best.”
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Work with partners to offer integrated care closer to home
Our hospitals are crucial to the future success and sustainability of the local NHS.
Our strategic direction must therefore take account of the needs and aspirations of local commissioners (GPs).

When we say that our hospitals will
become smaller and more specialised it is
in recognition of the fact that our patients,
stakeholders and their GPs want to see
more care available in the community that
has traditionally been provided in hospitals.
Bringing our care services ‘closer to home’ is
a key component of our strategy.
Better Care Together
The Better Care Together programme is
the whole health economy’s approach to
planning high quality sustainable NHS
services for the long term. It involves
partners from all parts of the NHS:
commissioners, hospitals, community
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providers, mental health and social care.
Against the backdrop of increasing demand
for NHS services and little or no growth in
NHS budgets, the plan recognises that for
the NHS to continue to provide quality
services, we will have to fundamentally
change the way we do things.
The programme has four key work streams,
with each work stream led by a
senior NHS leader either from
a commissioner or provider.
Those work streams are:
• Urgent care
• Planned care
• Long term conditions
• Provider efficiency
The Better Care Together programme went
through a process of reflection and
reinvigoration during Spring 2013 and as a
consequence the governance, vision and
objectives are much clearer. Over the next
few years we should expect to hear much
more about Better Care Together as the
local NHS begins to move from planning
into implementation.

Building on our relationships with GPs
This year we have continued to build on
improving our relationships with our GP
colleagues and to strengthen our
communication links. We provide a
monthly GP newsletter to update primary
care on developments within Leicester’s
Hospitals; offer educational sessions to GP
practice staff using different media
such as downloadable podcasts,
practical sessions and clinical guidance,
we maintain a website for healthcare
professionals to easily access key
information and provide a GP
referrer’s guide to explain our services.
A GP hotline was set up in May 2012
as part of a pilot to give GPs easier access
to advice from consultants for their
patients so that they may seek advice on
where an admission may be avoided.
The service has been well received and we
were given funding to continue this service
from April 2013. We have also repeated our
GP survey to enable us to focus on what
matters most to GPs.

Enhance our reputation in research, innovation and clinical education
We will back those clinical services where we currently excel and we will build them to be even better.
Education, research and development are key to our strategy.

Being a high quality training organisation is
important for us to maintain quality and
safe patient care. It also helps in
maintaining the motivation and enthusiasm
of staff and in attracting new high quality
staff to work in our organisation.
In collaboration with our academic
partners, we undertake a wide portfolio
of patient-centred research which includes
almost every aspect of specialist medicine
and surgery. Research and innovation
brings both funding and clinical talent to
Leicester; meaning that local people have
access to new and better treatments and
procedures before the rest of the country.

We recognise that our clinical services rely
on other things too. So, we have the same
high ambitions for creating high quality
support services, for example, finance,
IT and facilities management.
Research and development
A vibrant research culture enables us to
attract and retain first-class staff, obtain
extra funding, improve quality of care and
outcomes, and promote an evidencebased approach to everything we do.
Success in the research and development
arena is an important part of our overall
strategy and we continue to support
research by being responsible for more
than 800 clinical research studies, involving
thousands of patients from Leicestershire
and the surrounding areas.
We host three Biomedical Research Units
(BRU). These prestigious awards were made
by the National Institute for Health
Research (NIHR) on the basis of a rigorous
assessment of the quality of research by
peer review panel of international experts.
We are the only NHS Trust outside Oxford,
Cambridge and London to host three BRUs.

The Leicester Cardiovascular BRU at
Glenfield is set to include further studies
and trials into better predicting those at risk
of heart attack as well as trials to see if
drugs can be developed to limit damage
to the heart after a heart attack.
The Respiratory BRU aims to focus on the
development of new and effective
treatments for severe asthma and chronic
obstructive pulmonary disease (COPD) and
a new £2m facility opened in summer 2013
at Glenfield Hospital.
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Enhance our reputation in research, innovation and clinical education
The Nutrition, Diet and Lifestyle BRU
focuses on new areas of physical activity
research including the potential benefits
of short periods of exercise, particularly in
patients with type II diabetes and chronic
kidney disease. The BRU is sited within the
Leicester Diabetes Centre at the General
Hospital, and enhances our excellent
reputation in this nationally important
area of research.
The Hope Unit is a dedicated oncology
clinical trials unit, part funded by the local
Hope Cancer charity and opened in May
2012. This research facility will be of direct
benefit to cancer patients in Leicester and
the surrounding areas.
With the addition in 2013 of the East
Midlands & South Yorkshire Primary Care
Research Network, we will host five NIHR
research networks: the South East Midlands
Diabetes Network, the Leicestershire,
Northamptonshire and Rutland (LNR)
Cancer Research Network, the Trent Stroke
Research Network and the LNR
Comprehensive Local Research Network.
These continue to be some of the best
performing networks in the country,
recruiting an increasing number of patients
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into quality clinical trials.
We host the NIHR Collaboration in
Leadership for Applied Health Research and
Care (CLAHRC) which involves every NHS
trust in our region and continues to make a
real difference in understanding how best
to manage long term conditions
underpinned by evidence-based providers
and commissioners.

A world first
In August, researchers announced that the
UK’s first operation to tackle heart failure
(HF) took place at Glenfield with a novel
nerve-stimulating procedure, which is part
of a clinical trial by the University of
Leicester called INOVATE-HF. It could pave
the way for a revolutionary treatment of a
condition that scientists say has reached
‘epidemic proportions’.
INOVATE HF is a global study to determine
the safety and efficacy of the CardioFit
system, an implantable electrical stimulation
device designed to improve heart function
in patients with heart failure. The study will
evaluate the system’s ability to reduce
hospitalisation and death amongst these
patients, whilst also exploring whether

combined treatment with CardioFit and
prescription drug therapy is more effective
than drug therapy alone.
The study’s principal investigator, and also
the UK chief investigator, is Dr. André Ng,
senior lecturer in cardiology at the
University of Leicester and consultant
cardiologist at Glenfield Hospital who
carried out the world’s first remote heart
procedure using a robotic arm alongside
3-D mapping in 2010.

Aneurysm screening in Leicester
is saving lives
Figures released in November 2012 by
the NHS Abdominal Aortic Aneurysm
Screening (AAA) programme discovered

86 men with a previously undiagnosed
abdominal aneurysm. Out of these,
17 men required surgical treatment, which
was performed successfully at the Royal
Infirmary, with no adverse effects.
One local man in his sixties was found to
have a remarkable 10.6 cm aneurysm. If left
undiagnosed, it could have proven fatal.
The results from the NHS National AAA
Screening Programme show that there has
been significant improvement in the
outcomes for patients undergoing elective
aneurysm repair. The Leicester vascular unit
continues to maintain excellence in the
treatment for this condition through its
multidisciplinary team approach.
Estates and facilities – a new delivery
2012/13 was a momentous year for estates
and facilities services. During the year, we
joined together with the other NHS
organisations in Leicester, Leicestershire
and Rutland to complete one of the
biggest estates and facilities programmes
in the NHS, by successfully securing a new
partnership for the delivery and
development of services. The partnership
with international support services and
construction group, Interserve, began on

1 March 2013 following a two-year public
procurement process which attracted the
leading facilities management providers.
Interserve is now responsible for delivering
facilities services, such as catering, cleaning,
maintenance and security across more
than 550 NHS buildings and properties of
some 490,000sq metres with more than
3,000 beds. More than 2,000 staff from the
NHS and from other private sector
providers transferred across to Interserve as
part of the deal. The new arrangements
provide investment to improve the
buildings and facilities we use to deliver
services to thousands of patients every day,
as well as significant savings for the NHS.
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Enhance our reputation in research, innovation and clinical education
Leicester’s Hospitals said: “This is a very
exciting partnership and could be the
single most important thing that we have
ever done in terms of improving
technology in our organisation.
We’re excited about the benefits it will
bring about for our staff and our patients.
There are a number of projects we’re
looking to get started to give some early
benefits whilst we procure an EPR, one of
them puts patient information at the
fingertips of our doctors.
IM&T strategy for the future
Delivering world-class IT to support
Leicester’s Hospitals, our patients and staff
is a key enabler to delivering our strategic
direction.
To help our organisation transform
through the use of much improved
information technology we engaged a
world-class partner to help us with that
journey. Through 2012 we entered into a
competitive procurement process to get
the right partner. At the end of 2012 we
reached agreement to create a partnership
with IBM to deliver our vision.
Dr Kevin Harris, medical director at
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We will be creating
a clinical portal
where doctors
can access all of
the information
about their
patients, from
letters to results
of diagnostic
tests.”

Deliver services through a professional valued and passionate workforce
More than 10,000 people work in our hospitals, making our Trust
the second largest employer in Leicestershire and Rutland.
Our staff
We have a total of 9,860 substantive staff in post (as at 31 March 2013).
They are broken down into the following groups:
2012-13
2011-12
Medical and Dental
1,551
1,496
Administration and Estates
1,924
1,953
Healthcare Assistants and other support staff*
1,832
2,033
Registered Nursing and Midwifery
3,375
3,338
Scientific, Therapeutic and Technical
1,179
1,208

2010-11
1,477
2,054
2,117
3,301
1,222

2009-10
1,496
2,104
2,284
3,261
1,278

*NB: The reduction in healthcare assistants and other support staff is due to the transfer of domestics, porters etc to
Interserve towards the end of the financial year.

The professionalism, compassion, hard work and
ingenuity of staff in all parts of the Trust is both the
bedrock of our reputation and key to our future
as a sustainable NHS Foundation Trust.
To support the strategic direction we will
develop and implement a Trust Organisational
Development Plan, which will support staff,
reinforce our shared values and make the
Trust a place where people are proud to work.
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Be recognised as a sustainable, high performing NHS Foundation Trust
A Foundation Trust where local people and staff have a voice and a stake in the future.
Our aim is to become a NHS Foundation Trust by April 2014.
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NHS Foundation Trust (FT) status will give
us more freedom to run the Trust in
response to local people’s aims and
aspirations for their NHS. We currently have
over 13,000 public members and 11,000
staff members.
As a FT we will hold elections for members
of the public and members of staff to join
our Council of Governors.
The Governors will work alongside our
Trust Board to determine local priorities
and hold the Board accountable for
delivering them. In one sense the greatest
benefit to becoming a FT is that it puts
nurses, doctors, managers and local

people around the same table to think
about what is best for patients; we think
that is a powerful partnership.
A closer relationship with our local
population will not only improve how we
run our services, it will also encourage us
to become a more active partner in the
broader life of the region. Through our
membership and Governors we will gain
a greater insight in to the role we play
in local life and how we can positively
contribute to the health, environment
and circumstances of our community.
Our plans to become an
NHS Foundation Trust
In the next five years our vision is to
become a successful FT that is
internationally recognised for placing
quality, safety and innovation at the centre
of service provision. In recognition of the
scale of the necessary transformation of
our services and of the operational and
financial issues that we have managed in
2012/13, we have proposed a deferral of
our FT application to the NHS Trust

Development Authority (which oversees
the performance of NHS trusts and
support them as they work to achieve
FT status).
We remain committed to becoming an
FT and our immediate focus has been on
developing a robust Annual Plan for
2013/14 – which was signed off by our
Trust Board on 5 April 2013.
Over the coming months we will be
developing our five-year plan, which will
describe how over the next five years,
we make our strategy happen.

Our priorities for 2013/14
For the coming year, we have identified a range of priorities which are designed to take
forward the key elements of the Strategic Direction that was developed last autumn.
Most of the major things that what we will
be doing to improve how we deliver our
1. Delivering our Quality Commitment = save more lives,
services will come under the banner of a new
reduce avoidable harm, improve patient experience;
2. Improving the emergency process = the attached special Improvement and Innovation Framework,
which will replace our existing Transformation Plan.
feature describes specifically what we are doing on this;
Alongside developing our 2013/14 priorities, our Trust Board has been
3. Improving theatre productivity = fewer cancellations,
reviewing the Foundation Trust (FT) application timetable. There is much
fewer delays;
more we need to do in order to submit a strong FT application, for
4. Improving outpatients = fewer cancellations,
example we need longer to sort out some fundamentals particularly the
fewer patients who do not attend, (DNAs);
5. Improving the estate = a series of schemes to bring
emergency process and our underlying financial performance. So whilst
immediate benefits as well as well as to take forward
we have put back our FT timetable by a year we will still spend 2013/14
medium term reconfiguration;
ensuring that we are on the right track and have in place the appropriate
6. Improving IM&T = priority schemes to support
plans to run a healthy and financially sustainable organisation.
clinical service delivery;
Major investment plans totalling £37.8 of improvements
7. Developing Listening into Action = better engagement
in 2013/14 include:
with staff, leading to better support for colleagues
• £2.8m to improve
and clear leadership standards;
maternity services
8. Developing our specialised services = for example,
• £5m to improve
vascular, adult cardiac, children’s cardiac, renal;
emergency admissions
9. Developing medical education = CEC improvements
• £2m to start work on
developing an
at Royal Infirmary, better engagement with trainees,
outpatients centre
considering the shape of future medical workforce;
• £4.6m to develop vascular
10. Developing research = strengthening Biomedical
services at Glenfield.
research Units, playing a leading role in the creation of the
Academic Health Sciences Network, and securing funding In addition, we are investing £23.4m on replacing medical equipment,
from the National Institute for Health Research (NIHR).
improving buildings and developing IT systems.

The priorities are:
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