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ENC. 1.4

Board of Governors
Minutes of the Meeting held at 6.00pm on Thursday, 22 July 2010
in the Bill Whimster Suite, Weston Education Centre, King’s College Hospital.
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In Attendance:
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Chief Executive
Non-Executive Director
Non-Executive Director
Executive Director of Workforce
Development
Chief Financial Officer
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Apologies:

Caroline Hewitt

Item

Subject

010/16

Welcome and apologies
The Chair welcomed Governors, staff, Non-Executive Directors and
members to the meeting.
He welcomed Cllr Jane Edbrooke, Lambeth Council, and Nicky Hayes,
King’s College Hospital, who were both newly appointed Governors.

010/17

Declarations of interest
None.

010/18

Chair’s action
None.
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010/19

Minutes of the meeting held on 20 May 2010
The minutes of the meeting held on 20 May 2010 were approved subject to
the following amendment:
•

010/20

010/06.4, Quality Ward Rounds, delete ‘staff’ in last line of first
paragraph.

Matters arising
09/55.4 – Patient Experience & Safety Committee
Ahmad Toumadj noted that the location of the PALS office was being added
to information boards around the hospital.
09/61 – National Staff Survey
A session on staff/survey workforce issues was held on 19 July.
09/71.1 – Strategy Committee
Further events would continue to be arranged. The action sheets circulated
following each board/committee meeting appear to be working well.
09/71.2 – Membership Committee
Jane Walters noted that some governors had attended the Lambeth
Country Fair. Sixty new members had been recruited at the fair.
09/71.4 – Patient Experience & Safety Committee
Tom Duffy noted that governors had been invited to go on quality ward
rounds and environmental audits, but not on go-see visits. Roland Sinker
noted that go-see visits had historically focused on the board and senior
managers, but were currently being reviewed. Roland Sinker and
Geraldine Walters will report back to PESC on future governor
participation in go-see visits.
09/76 – Stakeholder governor
Constitution amended and approval from Monitor for the amendment has
been received.
09/77 – Lead governor
Andy Glyn has been appointed.
010/06.1 – Strategy Committee
This is an ongoing action and should be noted as such in the action tracker.

3

010/06.4 – Patient Experience & Safety Committee
Ahmad Toumadj reported that Medirest had been issued with an
improvement notice with respect to cleaning. The notice gives Medirest 30
days to improve standards. Weekly meetings are being held with various
divisions to ensure that user requirements are being met. A meeting
between the Trust, directors of Medirest and directors of HpC will be held
next week. A hit team has been introduced to address the cleaning issues.
FOR REPORT
010/21

Minutes and report back from Committees and Working Groups

010/21.1

Strategy Committee
The approved minutes of the meetings held on 22 April and action points
from 8 July 2010 were noted.
Ann Mullins reported that discussions regarding governor involvement in
KHP were still a long way from resolution. The Chair reminded governors
that he and Tim Smart would be holding a surgery for governors on 10
August to give further clarification on KHP issues.
Michelle Pearce queried whether the Strategy Committee had considered
the recently published white paper. Ann Mullins responded that the white
paper had not been released at the time of the last Strategy Committee
meeting, so the committee had only been able to discuss available
information about proposed NHS reforms. The white paper would feature
on the agenda of future committee meetings.

010/21.2

Membership Committee
The approved minutes of the meetings held on 13 April and action points
from 6 July 2010 were noted.
Michael Mitchell highlighted the main discussions from the meeting held in
July. He noted that Trust membership has increased, largely through cost
neutral recruiting via the HRWD survey.

010/21.3

Tom Duffy added that the autumn issue of Members’ News would contain
more information on governors and their activities to improve the
accountability of governors to members.
Transport Working Group
The action points from 20 July were tabled and noted.
Andy Glyn noted that he had been advised that the money set aside for
improvements to Denmark Hill station had been ring-fenced and would not
be affected by cutbacks introduced by the new government.
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Andy Glyn also noted that, although it does not appear that the South
London Line can be saved, it may be possible for more trains running from
Victoria to Kent to stop at Denmark Hill. This would also involve additional
trains stopping at Peckham Rye (and there would be a same platform
interchange at Peckham Rye).
010/21.4

Patient Experience and Safety Committee
The approved minutes of meetings held on 22 April and action points from 8
July were noted.
Rashmi Agrawal noted that any governor who would like to assist with the
drafting of the CQC commentary should get in touch with the committee. It
is envisaged that the first draft commentary will be ready by the end of
October.
Pida Ripley noted that last year Foundation Trusts had been asked to
prepare a Child Protection Safeguarding Report. She queried whether the
report had been seen by the PESC. Geraldine Walters advised that the
report was in the public arena and was posted on the Trust website. It was
agreed that a substantive item on the Child Protection Safeguarding
Report should be added to the agenda of the next PESC meeting.

010/21.5

Lead governor feedback
Andy Glyn noted that he would be meeting quarterly with Tim Smart,
Michael Parker and Robert Foster to discuss matters of which it might be
useful for the lead governor to be aware.
Andy Glyn reported that he had also had a meeting with the GSTT lead
governor and the SlaM lead governor.
Andy Glyn emphasised that, although it was important to have a framework
in place, in reality the lead governor should never be called upon to do
anything.

010/22

Action tracker from Governor/Director workshops
The following points were highlighted:
• Paragraphs 12 and 28 – a further governors away day has been
arranged for 8 February 2011.
• Paragraph 22 – Sally Lingard is happy to provide feedback to
governors on the outcome of community meetings and the way these
can be improved in the future.
• Paragraph 29 – a date for a KCH Board to Board meeting is currently
being arranged.
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•
•

A further KHP join governor event will probably be held in November.
Paragraph 31 – the programme of governor surgeries is continuing.
A governor surgery on KHP will be held on 10 August.

Board of Directors rota
Andy Glyn noted he had attended his first Board of Directors meeting and
had found it very insightful. He added that it would be difficult for governors
to evaluate the effectiveness of the Board of Directors without attending
such meetings. Jane Walters noted that she would be happy to arrange a
rota of attendance, but it would be up to governors to put themselves
forward. Jane Edbrooke queried whether the meetings could be held at
alternative times of day to accommodate those governors who are in full
time employment. The Chair noted that attendance at meetings had not
altered when the time of those meetings had been changed.
Lead governor role
Pida Ripley noted that the lead governor had been appointed on a limited
basis and that a wider role for the lead governor had not been mandated. It
was agreed that paragraph 13 of the action tracker should be
amended to reflect that a limited lead governor role had been
established.
010/23

Chief Executive’s Report
Tim Smart presented the Chief Executive’s report and highlighted the
following:
• Targets have changed. If the CQC were to be publishing an annual
health check, the Trust would be rated excellent.
• From a financial perspective, the Trust is struggling. Although a
breakeven budget had been planned, at the end of quarter 1, the
Trust was approximately £2m short of the plan. Other organisations
are in similar positions.
• Workforce transformation is critical to the Trust’s performance,
although patient safety will always be the first priority.
• The KHP partners’ agreement has now been signed and CAG
leaders are continuing to be appointed. The Board of Directors
recognises governor interest in learning more about KHP.
• The recently published white paper sets out changes in
commissioning structures. Commissioning roles will shift from PCTs
to GP consortia. Additional white papers are expected.
• The national inpatient survey results have been published. The
Trust had some disappointing scores in the areas of feeding and
mixed sex accommodation.
• The Board of Directors will be considering a paper on the pathology
joint venture at its upcoming meeting. It is expected the joint venture
will be implemented within six months if it receives Board of Director
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approval.
Handwashing facilities
Hedi Argent noted that she had been approach by a member who had
indicated that there were no handwashing facilities at the Caldecot Centre.
Geraldine Walters noted that each hospital area had an infection control
lead, and she would expect that lead to escalate such an issue. Ahmad
Toumadj will investigate and report back to the next Board of
Governor meeting.
Releasing time to care
Hedi Argent noted her concern that the releasing time to care programme
no longer appears to be on the hospital’s agenda. Geraldine Walters
responded that NHS London had introduced new requirements which had
taken over from releasing time to care. Tom Duffy noted that governors had
been invited to participate in the releasing time to care programme. He
requested that governors be involved in the replacement programme. It
was agreed that Geraldine Walters would give a presentation to PESC
as to how governors could be involved in the new scheme.
Investors in People
The Trust has received gold standard accreditation. It is the first major
acute NHS organisation nationally to be awarded this level of accreditation.
The Chief Executive’s report and CEO Brief (July 2010) were noted.
TO BE RECEIVED
010/24
Trust annual report and accounts
Simon Taylor noted that the annual report and accounts had not changed
significantly from those contained in the report to the May Board of
Governors meeting.
Tom Duffy queried the quality of the Trust’s coding data. Simon Taylor
noted that the Trust was always conscious of reaching the best possible
coding standard as coding controls the income which the Trust receives.
Tom Duffy queried the impairment provision provided for in the accounts.
Simon Taylor noted that this impairment had arisen because the Trust had
paid a premium above market value for the business park as it was a site
adjacent to KCH.
The Trust annual report and accounts were received and the contents
noted.
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010/25

Auditors

10/25.1

Annual Governance Report 2009/10
Phil Johnstone presented the report which noted that he proposed to issue
an unqualified audit opinion.
The following points were highlighted:
• The financial statements were free from material error and the
finance team had provided good quality working papers.
• One non-trivial error had been identified which management had not
agreed to adjust. The net impact of the error would be to reduce the
Trust’s year end deficit by £75,000.
• The Trust has put in place adequate arrangements for securing
economy, efficiency and effectiveness in its use of resources.
• The audit was carried out in accordance with the Audit Commission’s
policies on integrity, objectivity and independence.
• No matter was identified which would leave the auditors to believe
that the Trust did not have in place adequate arrangements for
securing economy, efficiency and effectiveness in its use of
resources.
The annual governance report 2009/10 was received and the contents
noted.

10/25.2

External assurance on the Quality Accounts
The report ‘External Assurance on Quality Report’ was tabled and
presented by Suresh Patel.
The following points were highlighted:
• The dry run report had been mandated by Monitor and had only been
agreed with Trust management this week.
• Monitor does not require the auditor to give an opinion on the Trust’s
arrangements or systems in 2009/10. Instead the report presents
the auditor’s findings on management arrangements and systems.
• The key elements of quality accounts are in place.
• MRSA – testing found that controls were working as intended.
• 62 day from urgent referral to treatment for cancer – testing found
that controls were working as intended.
• 18 week wait – some weaknesses relating to the referrals process
due to lack of centralisation. Need for periodic audits on all
adjustments on the pathway to ensure data is accurate.
• The Trust has agreed an action plan which will be submitted to
Monitor by 31 July.
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The report on external assurance on the Quality Accounts was received and
the contents noted.
FOR DECISION
010/26

Nominations Committee revised terms of reference
The revised terms of reference were APPROVED.

010/27

Patient Experience and Safety Committee revised terms of reference
The revised terms of reference were APPROVED subject to the following
amendment:
• Objectives, paragraph 5 – ‘To coordinate the Governors’
commentary’.

FOR INFORMATION
010/28

Feedback from joint session of KHP Governors
Patricia Moberly noted that the meeting had been very useful, however,
noted that only six governors from KCH had attended.
The Chair emphasised that governors should make the most of such
opportunities to network with other governors as and when they arise.

010/29

Board of Governors’ register of attendance
The meeting accepted the reasons for non-attendance of Stuart Bell.
The contents of the register were noted.

010/30

AOB
Mark Monaghan
The Board of Governors congratulated Mark Monaghan on being elevated
to Professor in recognition of his research work in the field of
echocardiography and non-invasive cardiology techniques.
Upcoming dates
• 10 August – Governor Surgery on KHP
• 16 September – Annual public meeting
• 25 November – Board of Governors meeting (Weston Education
Centre)
• 8 February – Governor Development Day (Weston Education Centre)
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Michael Parker
Michael Parker advised that he would not be seeking a further extension of
his Chairmanship. On behalf of the Governors, Ann Mullins noted that
Michael Parker had been a great ambassador for the Trust and that the
Trust had come a long way under his leadership.

Next meeting: Thursday, 25 November 2010, 10.30am, Bill Whimster
Suite, WEC, King’s College Hospital
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ENC. 1.5

Board of Governors – 25 November 2010
Action tracking list
Reference

Action
05 November 2009
Location of the PALS office to be added to information
boards around the hospital
Raise issue of staff side involvement in tendering
process with HpC Managing Director

By whom

By when

Completed

09/55.4
Patient Experience
and Safety
Committee

•

09/61
National Staff
Survey

•

Circulate staff survey via Governors’ extranet

Rita/Tara

Asap

Complete

•

Include a session on staff survey/workforce issues in
future directors’ surgery programme

Rita/Tara

Spring
Summer 2010

complete

M Parker/
J Walters

Ongoing

Complete

Rita/Ria

Ongoing

Complete

May 2010

complete

Asap

complete

09/71.1
Strategy Committee

09/71.2
Membership

•

•

11 February 2010
Further events to be arranged in 2010 for governors from
all 3 King’s Health Partners foundation trusts to meet and
discuss AHSC issues. [26 May confirmed]

•

Action sheets to be circulated following each board or
committee meeting. Minutes to be circulated once
approved at the relevant meeting.

•

Discuss mechanisms for Governors to be kept updated
on directors’ strategy discussions and for Governors to
feed back comments to Strategy Steering Group.

•

Minutes/action notes to mention Pida’s Ripley’s
resignation and Jan Thomas joining the committee.

Enc1.5 Action Tracking BoG 25 Nov 2010

A Toumadj
T Smart

A Mullins/
J West

Rita/Ria

complete

1

Committee

09/71.4
PESC

•

•

Governors to distribute membership forms and
newsletters in the community and to recruit at community
events.

Governors

ongoing

T Duffy

Complete

A Toumadj

complete

J Bush

complete

G Walters/
T Duffy

complete

•

Write to CQC informing them of the decision not to
provide Governor commentary on the Trust’s submission
for 2010/11.
Clarify why ‘mini PEAT’ inspections have been cancelled.

•

Invite Governors to participate in “Go & See” visits

•

Discuss how communication with Governors on quality
issues can be improved.

•

Amend constitution accordingly and submit to Monitor for
approval

Rita

asap

Complete

•

Undertake agreed process to appoint Lead Governor.

Rita

March

Complete

010/06.1
Strategy Committee

•

20 May 2010
Next Governors’ Strategy Group to discuss the role of
Governors in the development of KHP.

J West

July

Complete

010/06.4
Patient Experience
and Safety
Committee

•

A Toumadj

July

Complete

R Sinker/
G Walters
R

November

09/76
Stakeholder
Governor
09/77
Lead Governor

10/20
Matters Arising
010/21.4

•
•

AT will look into cleaning frequency and standards and
report back to the next meeting with a response from
Medirest.
22 July 2010
Roland Sinker and Geraldine Walters will report back to
PESC on future governor participation in go-see visits.
It was agreed that a substantive item on the Child

Enc1.5 Action Tracking BoG 25 Nov 2010

November

complete

2

PESC feedback

010/22
Action Tracker from
Governor
workshops
010/23
Chief Executive’s
Report

Protection Safeguarding Report should be added to the
agenda of the next PESC meeting.

Chakraborty

•

It was agreed that paragraph 13 of the action tracker
should be amended to reflect that a limited lead governor
role had been established.

R
Chakraborty

November

•

AT will investigate the hand washing facilities at the
Caldecot Centre and report back to the next Board of
Governor meeting.

A Toumadj

November

•

GW would give a presentation on how governors could
be involved in the new scheme of releasing time to care
programme to PESC.

G Walters

November

Enc1.5 Action Tracking BoG 25 Nov 2010

complete
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ENC 2.1

To:

Board of Governors

Date of Meeting:

25 November 2010

From:

Martin West, Chair of Audit Committee

Subject:
Recommendation on Reappointment of External Auditor
___________________________________________________________________
Background
Monitor’s Audit Code recommends that the foundation trust’s Audit Committee should
assess the auditor’s work and fees on an annual basis to ensure that the work is of a
sufficiently high standard and that the fees are reasonable. Performance measures may be
used as part of the assessment.
The Audit Committee should then make a recommendation to the Board of Governors with
respect to the reappointment of the auditor.
If the auditor’s work has been satisfactory, and the charges reasonable, the Board of
Governors may reappoint the auditor for the following year without the need for a formal
selection process.
However, Monitor recommends that the NHS foundation trust should undertake a markettesting exercise for the appointment of an auditor at least once every five years.
Auditors must comply with the relevant ethical standards in relation to rotation of key
individuals within the audit team.
Although a recommendation was approved in 2008 for appointment of the external auditor
for a period of 3 years, it is felt that an annual assessment of the auditor’s work, and
recommendation to the Board of Governors, reflects more appropriately Monitor’s guidance.
It should be noted that a full tendering exercise will commence in Spring 2011. We will be
inviting Governors with relevant financial experience to participate in the auditor selection
process. Following approval of the appointment by the Board of Governors in May 2010, the
new contract will commence on 01 July 2011 for a three year period until 30 June 2014.
Recommendation
The Board of Governors is asked to approve that the Audit Commission is reappointed as
the Trust’s external auditor with effect from 01 July 2010 for a period of one year.

Enc 2.2

BOARD OF GOVERNORS DRAFT
2011 PROGRAMME OF MEETINGS
Standing Items
•
•
•
•
•

Minutes
Chief Executive’s Report
Strategy
Feedback from Board of Governor Committees and Working Groups
Action Tracker from Governor Workshops

10 February,
10.30am
Weston Education
Centre

• Strategic planning process
• Annual Plan process
• Q3 2010/11 Trust submission to Monitor ( Report)
• Chair/NED Remuneration (Decision)
• Chair Appointment Process (Update)
• Planning for Community Meetings ( Discussion)
• Elections to Board of Governors – process
• Appointment/Re-appointment of Non Executive Director
( or May 2011)

10 May, 10.30am
Weston Education
Centre

•
•

15 Sept, 2.30pm
Weston Education
Centre

•
•
•
•
•

Final Draft Strategic Plan 2011/12 (Discussion)
Final Draft Annual Plan 2011/12 (incl Membership
Report) – (Discussion)
Q4 2010/11 Trust submission to Monitor( Report)
Feedback on Community Meetings (Discussion)
Chair Appointment (Decision)
Appointment of External Auditor
Elections to Board of Governors - update

•
•
•
•
•
•
•

Trust Annual Report and Accounts (Receive)
Annual Governance Report 2010-11 (Receive)
External Auditor Performance (Decision)
Q1 2011/12 Trust submission to Monitor (Report)
Nominations report on NED/Chair Appraisal (Report)
Infection Control Annual Report ( Report)
Appointment/reappointment of Non Executive Director

•

Annual Public Meeting

6.00pm-8.30pm

01 December,
10.30am
Weston Education
Centre

( First meeting, new Board of Governors)
• Q2 2010/11 Trust submission to Monitor

Board of Governors Enc 2.2 Draft BofG 2011 meetings programme

Enc. 2.3

Report to:

Board of Governors

Date of meeting:

25 November 2010

By:

Jane Walters, Director of Corporate Affairs

Subject:

Proposed constitutional change - Nominations
Committee of the Board of Governors

1. Executive summary
The Trust’s constitution prescribes the membership and principal role of the
Nominations Committee of the Board of Governors. Any change to the constitution
requires the approval of both the Board of Directors and Board of Governors, before
it can be submitted to Monitor for approval.
Following a recommendation from the Nominations Committee, in July 2010 the
Board of Directors approved a change to the constitution relating to the membership
of the Nominations Committee, and recommends that change to the Board of
Governors for their approval.
Subject to approval by the Board of Governors , a request will be made to Monitor for
a change to the Trust’s constitution.
2. Background
Nominations Committee
The role of the Nominations Committee is to:
•
•
•

oversee the process of appointment/re-appointment of the Chair and Non
executive Directors of the Trust, making recommendations to the Board of
Governors on their appointment or removal.
review the terms of office and remuneration of the Chair and Non executive
Directors, and make recommendations to the Board of Governors for
approval.
receive information on the process and outcome of annual performance
appraisal of the Chair and Non executive Directors.

The Nominations Committee itself is not empowered to make decisions relating to
any of the above matters. Decisions relating to appointment and terms and
conditions of service are for the Board of Governors as a whole.
1

The current Nominations Committee membership comprises:
Trust Chair (Chair of the Committee)
3 Governors ( of whom 2 must be from the Patient or Public constituencies)
Chief Executive
Director of Workforce Development.
The terms of reference of the Committee are attached as Appendix 1.
3. Rationale for change
Members of the Nominations Committee and the Board of Directors have expressed
the view that the current membership of the committee including Executive Directors
leads to the potential for conflicts of interest to arise – for example, where a matter of
re-appointment of a serving Non executive Director is being considered.
To avoid any such potential conflict occurring, relevant members of the committee
have withdrawn from meetings at the appropriate time – for example, during any
discussion about an individual’s appointment, remuneration or appraisal. Similarly,
Executive members of the Committee have absented themselves during any
discussion by Governors on re-appointment of serving Non executive Directors, their
appraisal, and in other circumstances where there is or may be perceived to be a
conflict.
While this has operated on an informal basis hitherto, the Board of Governors
approved revised terms of reference of the Nominations Committee at their meeting
in July 2010 to clarify the process to be followed by all members in relevant
circumstances.
The Chief Executive and Director of Workforce Development have suggested that in
order for there to be absolute clarity on this point, it would be more appropriate in
future for them to be ‘in attendance’ (as appropriate) at the meeting, rather than
members of the Committee.
Revisions to Monitor’s Code of Governance suggest that where there are two
Nominations Committees (as the King’s model) that the Nominations Committee
dealing with Non executive Director appointments and matters should comprise a
majority of Governors.
4. Proposal
The current Nominations Committee comprises 6 members, of which 3 are
Governors, two from the patient/public constituencies, and one from the staff
constituency. The other members are the Trust Chair, Chief Executive and Director
of Workforce Development.
The proposal is that the Executive members of the Committee (CEO/DWD) should
no longer be members of the Committee and that there should be wider Governor
membership. The Nominations Committee would be free to invite whichever
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Directors or other advisers it felt appropriate to be in attendance as and when
necessary, to provide advice to the Committee.
The proposed revised membership would therefore be:
Trust Chair (Chair of the Committee)
5 Governors, comprising a majority of Patient/Public Governors, following the
principle of the Patient/Public majority on the Board of Governors.
This proposal would have the benefit of ensuring wider Governor input into matters of
Non executive Director appointments and related issues, and also avoid the potential
for any conflict or misunderstanding caused by the current arrangement.
5. Relevant clauses of the trust’s constitution
8.22 Committees and Sub-Committees
8.22.1 The Board of Governors may appoint committees consisting of its members
to assist it in carrying out its functions…….
8.22.2 Committees or sub-committees appointed under paragraph 8.22.1 may call
upon outside advisors to help them in their tasks and these may include
members of the Board of Directors .
8.22.4 The Board of Governors shall establish a Nominations Committee to assist it
in the recruitment and recommendation of candidates for the post of non executive
Director of the Trust…….
.
8.22.5 The Nominations Committee shall comprise not more than 6 persons and
these shall include the Chair (who shall also preside as Chairman of the
Committee), the Chief Executive Officer of the Trust and one other executive
director of the Board of Directors who shall have been nominated by the
Board of Directors for that purpose.

6. Recommendations
The Board of Directors recommends that the Board of Governors approves:
1. A change to paragraph 8.22.5 of the current Trust constitution in relation to the
composition of the Nominations Committee to read:
‘The Nominations Committee shall comprise not more than 6 persons, and these
shall include the Chair (who shall preside as Chairman of the Committee), and 5
Governors, a majority of whom shall be drawn from the patient or public
constituencies’.
2. That subject to the approval of three quarters of the Board of Governors, a
request is made to Monitor to approve the proposed change to the Trust’s
constitution.
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APPENDIX

KING’S COLLEGE HOSPITAL NHS FOUNDATION TRUST (“THE TRUST”)
NOMINATIONS COMMITTEE
Main Purpose of
Committee

To determine and administer the selection process for
the appointment of the Chair and Non Executive
Directors of the Trust and to recommend the preferred
candidate or candidates to the Board of Governors for
appointment.
To consider the remuneration and terms and conditions
of the Chair and Non Executive Directors and to make
recommendations to the Board of Governors for
approval.
To monitor the performance of the Chair and Non
Executive Directors and to make recommendations to
the Board of Governors on reappointment or removal.

Chair

Chair of the Trust, except where the Chair has an interest in
any matter under discussion, in which case the Vice Chair
shall preside, who will be one of the Governor members who
shall be appointed by the Governors on the Nominations
Committee.

Secretary

Trust Secretary

Membership

Three Governors (of whom two must be Patient/Public
Governors), Chief Executive, Director of Human Resources.

Training

All committee members will need to have undergone training
in recruitment and selection procedures as a prerequisite of
their participation in the Nominations Committee. The Trust
will make this training available as required.

Attendees

Other advisers as the Nominations Committee determines.

Quorum

4 members including at least 2 governors of whom 1 must
be from the Patient/Public Constituency.

Frequency of
Meetings

As required, but at least once a year.

Terms of Reference

The composition and procedures of the Nominations
Committee are defined in the trust’s constitution as follows:
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8.22.5 The Nominations Committee shall comprise not
more than 6 persons and these shall include the Chair (who
shall also preside as Chairman of the Committee), the Chief
Executive Officer of the Trust and one other executive
director of the Board of Directors who shall have been
nominated by the Board of Directors for that purpose.
8.22.6 The Terms of Reference of the Nominations
Committee shall be determined by the Board of Governors
who shall in doing so and also in preparing the specification
referred to in paragraph 9.5 below seek and have due
regard to the opinion of the Board of Directors in relation
thereto.
The Nominations Committee shall then:
9.5.2.1 seek candidates by open advertisement and by
such other means as they consider appropriate;
9.5.2.2 interview such candidates as they consider
appropriate; and
9.5.2.3 recommend the most appropriate candidate(s) to
the Board of Governors for appointment;
9.5.3 The Board of Governors shall appoint non-executive
directors of the Trust by resolution at a General Meeting in
accordance with paragraph 8.18.1.1
1. To monitor the termination of office dates of Non
Executive Directors a year in advance, and agree
timetables for the appointment/reappointment of
candidates.
2. To receive reports annually on the performance of the
Chair and Non Executive Directors, and to report to the
Board of Governors that the appraisal process has been
completed and its outcome.
3. On the basis of review of reported appraisal and
performance, to make recommendations to the Board of
Governors on reappointment or removal of the Chair or
Non Executive Directors.
4. Consider and agree job descriptions and person
specifications for Chair and Non Executive Director
posts, which relate to the strategic needs of the Trust,
the Board and its Committees. In so doing, seek and
have due regard to the opinion of the Board of Directors.
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5. To design and agree the selection process, to include a
formal panel interview.
6. To oversee the recruitment process, interview identified
candidates, and recommend the preferred candidate or
candidates to the Board of Governors for appointment.
7. To ensure that all posts are advertised publicly and
openly and that the appointment procedure at all times
complies with the Trust’s policies, standards and general
procedures on recruitment and selection.
8. To keep the Boards of Directors and Governors informed
of the process, procedures and timetables to which it is
working.
9. To consider the remuneration and other terms and
conditions of office of the Chair and of the Non-executive
Directors, drawing upon external advice as appropriate
and make recommendations to the Board of Governors.

Process at
Nominations
Committee meetings

In order to avoid potential conflicts of interest arising in the
conduct of the business of the Nominations Committee, the
following arrangements shall prevail:
1. Where a matter under discussion relates to the Chair
of the Trust, the Chair shall withdraw, and the Vice
Chair (Governor) shall preside
2. Where a Governor on the Nominations Committee is
seeking appointment as a Non executive Director of
the Trust, they shall withdraw, and be replaced by
another Governor.
3. Where matters relating to the remuneration, appraisal
or re-appointment of the Chair and Non executive
Directors is under discussion, the Chief Executive
and Director of Workforce Development shall
withdraw. The Chief Executive, Director of Workforce
Development and Director of Corporate Affairs shall
be available on request to provide advice to the
Governors on the Nominations Committee with
regard to process, comparative benchmark data etc.
4. Where new candidates are sought to replace the
Chair or a Non executive Director, the Nominations
Committee will seek the views of the Board of
Directors on the specification for the role.
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5. The Chair and Governors on the Nominations
Committee shall seek the advice of the Chief
Executive and Director of Workforce Development on
the recruitment process, which may involve the
appointment of head-hunters.
6. The Nominations Committee shall serve as the
interview panel, and may appoint external advisers to
assist in this process.
Confidentiality

7. A member of the Nominations Committee shall
disclose a matter dealt with or brought before
Committee without its permission until
Nominations Committee shall have reported to
Board of Governors or otherwise concluded on
matter

not
the
the
the
the

8. A member of the Nominations Committee shall not
disclose any matter reported to or otherwise dealt
with by the Committee, notwithstanding that the
matter reported or action has been concluded if the
Board of Governors or the Nominations Committee
resolve that it is confidential.
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Enc. 2.4

Report to:

Board of Governors

Date of meeting:

25 November 2010

By:

Nominations Committee

Subject:

Membership of the Nominations Committee

1. Executive summary
Subject to approval by the Board of Governors and Monitor to the change to the
trust’s constitution regarding the composition of the Nominations Committee, this
report considers options for changes to the membership of the committee, and a
proposed process to recruit new Governors to the committee.
2. Background
If the Board of Governors agree with the recommendation of the Board of Directors
that the 2 Executive Directors of the Nominations Committee should no be longer be
members and that 2 additional Governors are recruited to the Committee, the Board
of Governors needs to decide:
•

From which constiuencies the new Governors should be recruited (whilst
retaining the principle of a patient/public majority on the Committee)

•

What process and timetable should be followed to elect new Governors to the
Committee, bearing in mind the need to do so as quickly as possible, in view
of the Chair appointment process which is just commencing.

The current Governor members on the Committee were elected in 2007 for the
period of the current Board of Governors (until November 2011). The current
members are 2 public governors (Ann Mullins/ Tom Hoffman) and 1 staff governor
( Mark Monaghan).
Governor elections will take place in summer/autumn 2011, and new elections to the
Nominations Committee will need to take place after the new Board of Governors is
constituted in December 2011. None of the 3 current Governors on the Committee
will be eligible to stand again as Governors, as all will have served 2 terms. New
Governors on the committee will serve less than a year before the new Board of
Governors comes into being.
There are 3 NED appointments in 2011, so it is a crucial year for the Committee. The
Chair appointment process has already commenced, and 2 NEDs come up for
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appointment/re-appointment during 2011. New Governor members will need to be
inducted and trained, and brought up to speed very quickly given the timetable.
3.Options for consideration
3.1 The Nominations Committee considered the following options for electing the 2
new Governors to the Committee at its meeting on 8 November:
•

To ensure representation of all Governor constituencies on the Nominations
Committee ( public/patient, staff, stakeholder). This would include one Staff
Governor and one Stakeholder Governor on the Committee in addition to
3 Governors from the Patient or Public Constituencies (forming the
Patient/Public majority). The composition of patient/public majority could be
left open ended, or further prescribed.

•

To leave membership entirely open-ended, and invite all interested
Governors to put themselves forward for consideration for the 2 new
positions, whilst ensuring the patient and public majority is maintained.

3.2 Whichever option is adopted, it will depend on Governors willing to serve putting
themselves forward for election. One potential disadvantage of an overly prescriptive
approach to membership categories is that governors from certain constituencies
may either not put themselves forward, or, if they are the only governor who does so,
they would then be appointed by default, rather than allowing other governors the
opportunity of voting for those who they think are best suited to the role.
3.3 Following the election of a new Board of Governors in 2011, fresh elections for
the membership of the Nominations Committee will need to take place, and so the
arrangements agreed by the Board of Governors now could be varied by a future
Board of Governors.
3.4 The recommendation of the Nominations Committee is that the governor
membership of the Committee should be as representative as possible of the Board
of Governors as a whole.
Taking into account the need for the patient/public majority ( 3/5 governor members),
it is recommended that both a staff and stakeholder governor also sit on the
committee. As there are currently 2 public governors, and a staff governor on the
committee, this recommendation means that 2 additional governors would be sought
– one from the patient/public constituencies and one from stakeholders.
4. Process for appointing Governors to the Nominations Committee
A proposed process and timetable for electing Governor members to the Committee
is as follows. This can run in parallel with the Monitor approval process. Were
Monitor not to approve the proposal, it would still be possible to co-opt additional
Governors to the Committee.
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29 November 2010 – call for expressions of interest
13 December 2010 – close of expressions of interest
15 December 2010– ballot papers sent to all Governors, election commences
5 January 2011 – ballot closes
7 January 2011 – results announced
January/February 2011 – training on recruitment and selection for new Governor
members

5. Recommendations
1) That the Board of Governors approves the proposal of the Nominations
Committee in paragraph 3.4 above regarding the constituencies from
which the 2 new Governors on the Nominations Committee should be
drawn.
2) That the proposed process and timetable for electing Governors to the
Committee is approved
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Position Specification
Chair
King’s College Hospital NHS Foundation Trust

November 2010
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Position Specification
Background
King’s College Hospital
King’s College Hospital is one of the largest and busiest in London, with a well-established national
and international reputation for clinical excellence, innovation and achievement. Two thirds of the
clinical activities of the hospital are in support of the socially and economically diverse communities of
the boroughs of Southwark and Lambeth. As both a healthcare provider and a major employer with
over 6,500 staff, King’s plays an important part in helping reduce local social and health inequalities.
The hospital provides a broad range of secondary services, including specialist emergency medicine
(e.g. trauma, cardiac and stroke). It also provides a number of leading edge tertiary services, such as
liver transplantation, neurosciences, blood cancer treatments, foetal medicine, cardiology and cardiac
surgery, on a regional and national basis.
King’s College Hospital is a key founding partner in King’s Health Partners, one of only 5 nationally
accredited Academic Health Sciences Centres (AHSCs), with its partners, Guy’s and St. Thomas’ and
South London and Maudsley NHS Foundation Trusts, and King’s College, University of London. The
trust has an enviable track record in research and development and service innovation, and there has
been considerable investment linked to the national Best Research for Best Health strategy. In
partnership with King’s College London, the Trust is a National Research Centre in Patient Safety and
Service Quality. It is also a partner in two National Institute for Health Research biomedical research
centres. The first is a Comprehensive centre with King’s College London and Guy’s & St Thomas’ NHS
Foundation Trust, and the second is a Specialist centre with the South London and Maudsley NHS
Foundation Trust and the Institute of Psychiatry. King’s College Hospital has also recently
strengthened its research and development infrastructure in order better to support clinical researchers
across the organisation.
The hospital is principally located on a single site, with 950 beds, but has a number of important
outlying satellite services including dialysis, foetal medicine, cardiac diagnostics, and outpatient
outreach clinics in other locations. It works in close collaboration with other health providers in South
East London, including Primary Care Trusts, to ensure the sustainability and excellence of services
across the area. In recent years, there has been substantial investment in both the facilities and
resources of the hospital, which has transformed the quality of care that it now delivers.
King’s is undertaking a programme of transformational change, in the context of a broad review of the
operational aspects of the Trust’s service development strategy, under the banner of ‘First Choice’. The
programme reflects the growing demand from patients for more choice in the delivery of their care,
together with the need for the continuous review of efficiency to ensure maximum allocation of
resources to direct patient care.
The Trust has an annual income of circa £570m, the majority of which is derived from Primary Care
Trust commissions. However, education and research are also important sources of income, currently
contributing around 12% of the total. The Trust is embarking on a strategy to achieve greater
diversification of its income, with growth anticipated in tertiary referrals, research and commercial
services activities. There is also a developing fund raising partnership with the King’s College Hospital
Charity.
Further information about King’s can be found on its website, www.kch.nhs.uk
Further information about King’s Health Partners can be found at www.kingshealthpartners.org
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Governance
The Board of King’s College Hospital comprises a Non-Executive Chair, six Non-Executive Directors,
the Chief Executive and five Executive Directors. The Board is responsible to the regulator for NHS
Foundation Trusts, Monitor, which, in turn, is responsible to Parliament. It is a unitary Board, which has
collective responsibility for the direction and performance of the Trust. The Executive Directors are
appointed by the Non-Executive Directors.
As a Foundation Trust, the hospital has a Board of Governors comprised of 33 Governors representing
the different membership constituencies. Elected Governors represent patients, the public and staff, as
well as appointed representatives from stakeholder organisations. Elections to the Board of Governors
will be held in summer/autumn 2011, with the new Board coming into office on 1 December 2011.
The Board of Governors appoints the Chair and the Non-Executives and ratifies the appointment of the
Chief Executive.
King’s Vision
Vision:
•
•
•
•
•
•
•

Provide excellent care that is based on the needs of each individual patient, and is guided by
current best practice;
Improve our environment and facilities, whilst ensuring sufficient flexibility to meet changing clinical
practice and healthcare needs;
Support the overall development of the community of South East London;
Demonstrate real partnerships with patients and their carers, and with other health organisations;
Enhance our reputation as a world class centre of clinical and academic excellence;
Be recognised as a good employer with high quality staff who are well supported;
Value the diversity of our staff and patients.

Strategic Direction:
•

•

To transform the way in which our services are delivered, to ensure that we are the provider of
choice for the services we offer – in terms of quality of care, patient satisfaction, efficiency and staff
capability;
To reinforce our position as a leading academic hospital, through focused development of our
service and academic portfolio.

Aims:
•

•
•

•
•

A provider of high quality local general medical and emergency / trauma services for residents of
Lambeth, Southwark and adjacent areas, collaborating closely with partners to ensure seamless
delivery of care across integrated patient pathways;
A national centre of excellence in day surgery;
A provider of a focused portfolio of regional and national specialist services, with an international
reputation in key areas, in particular neurosciences, transplantation / organ failure and cardiac
services;
An academic hospital, whose service portfolio is underpinned by high quality research with a
clinical bias, having complementary strengths to areas of specialist clinical expertise;
A provider of outstanding teaching programmes to medical and dental staff and students, and other
healthcare professionals.

King’s Values
•

Understanding you
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•
•
•
•

Inspiring confidence in our care
Working together
Always aiming higher
Making a difference in our community

Academic Health Sciences Centre, King’s Health Partners
As part of his report, “Healthcare for London – a Framework for Action”, Lord Darzi proposed the
creation of “new breed” Academic Health Science Centres, world class centres of acute care
excellence, able to compete both nationally and internationally for major research programmes, with
the best clinicians and academics. King’s College Hospital NHS Foundation Trust is playing a key role
as a founding partner of London’s most comprehensive Academic Health Sciences Centre, King’s
Health Partners, with partners King’s College London, and Guys & St Thomas’ and the South London
and Maudsley NHS Foundation Trusts. In March 2009, King’s Health Partners was accredited by an
international panel of experts as one of only five Academic Health Sciences Centres in the country.
The partnership is based on the tripartite mission of excellence in research, teaching and clinical
practice and will focus on translating research more speedily into better outcomes for patients across
our hospitals. This will enable King’s to compete globally for research opportunities and ensure its
ability to deliver world-class clinical services.
King’s Health Partners has a common vision to provide services which are built around the needs of
the patient, driven by research and led by clinicians, contributing to the improved health and wellbeing
of Londoners. Doing things differently – outside traditional boundaries, through different roles and with
other partners, in a wider range of settings, involving patients, their carers and the citizens of London in
developing new models of care – is at the heart of the innovation King’s Health Partners looks to offer.
The organisation to support this vision is for closer and integrated working between the partners rather
than of a merger between institutions.
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The Role
The Chair will lead both the Board of Directors and Board of Governors, ensuring their effectiveness in
all aspects of their roles.
The Board of Directors is collectively responsible and accountable for the performance of King’s
College Hospital NHS Foundation Trust. The Chair is responsible for leading the Board of Directors in
managing its responsibilities for setting the strategy and values of the organisation, maintaining
compliance with regulatory requirements, ensuring high levels of accountability, probity and value for
money, and delivering high standards of clinical and corporate governance.
The Chair, with the Chief Executive, will also represent the Foundation Trust on the Board of King’s
Health Partners.
The post holder must demonstrate the highest standards of corporate conduct and personal probity,
and adhere to the Code of Conduct for the Board, and the seven Nolan principles of public life.
Key Responsibilities:


To lead the Board of Directors and the Board of Governors, ensuring their effectiveness in all
aspects of their role, and setting their agendas;



To lead the Board of Directors in setting the strategic direction of the Trust and to ensure through
the Board that the Trust complies with its Terms of Authorisation, the Constitution and all other
applicable legislation and regulations;



To lead the Board of Governors in representing the interests of patients, staff and the communities
the Trust serves by holding the Board of Directors to account for their performance, commenting on
future direction, obtaining assurance on safety and quality to help improve patient experience;



To uphold and foster the values of the Trust, and to promote equality and diversity for the Trust’s
patients, staff and other stakeholders;



To ensure that the two Boards work together effectively and constructively, and to ensure effective
communication between them;



To encourage active engagement by all the members of the Boards;



To facilitate, promote and ensure the effective contribution of all Executive and Non–Executive
Directors, and ensure that constructive relations exist between them, both within and outside the
Boardroom, so that the Board can provide unitary leadership to the Trust;



To ensure the provision of accurate, timely and clear information appropriate for their respective
duties to the Boards of Directors and Governors;



To develop, with the Chief Executive, an appropriate governance and performance management
regime, and ensure high and required standards of corporate and clinical governance are
maintained;



To develop a constructive, frank and open relationship with the Chief Executive, holding the Chief
Executive accountable for the effective implementation of decisions;



To develop a constructive relationship with the Trust Secretary, and work closely with him / her on
all relevant corporate governance matters;
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To represent the Trust on the Board of King’s Health Partners, and to build and maintain
constructive relationships with representatives of the other organisations within the partnership;



To establish and build a constructive working relationship with Monitor and with other regulatory
bodies;



To build an effective and complementary Board, initiating change and succession planning in Board
appointments, subject to formal processes;



To allocate areas of Non-Executive Director responsibility, and to ensure a clear structure for and
the effective running of Board Committees. To chair committees or sub-groups of the Board of
Directors or Board of Governors as and when required;



To take the lead in identifying and facilitating the development needs of the two Boards, including a
formal induction programme for new Non-Executive Directors and Governors, and to arrange for
the regular evaluation of the performance of the Board of Directors and the Board of Governors;



To appraise the performance of individual Non-Executive Directors and the Chief Executive;



To safeguard the good name and reputation of the Trust;



To be an effective advocate for the Trust with external stakeholders, partners and future partners,
and to work effectively with other local, regional and national health and social care leaders in the
development of the health economy for the benefit of patients and the public;



To ensure effective communication with patients, members, clients, staff and other stakeholders,
and, articulating and communicating a clear and compelling vision for the Trust, and acting as its
ambassador and advocate externally.

Candidate Profile
The Trust is seeking to appoint a truly exceptional individual as Chair. He/she will have an outstanding
track record of achievement ideally gained in a senior leadership role within an organisation with a
significant budget and of comparable complexity in either the public, private or voluntary sectors.
In addition, the successful candidate will be able to demonstrate:


An outstanding track record of leadership and personal achievement in a complex environment;



An in-depth understanding of governance including of strategy, finance, risk assessment and
management, performance management and business development, ideally in a regulated
environment;



Experience of building alliances and working with multiple stakeholders, demonstrating sound
political awareness and diplomatic and ambassadorial skills;



Experience of delivering and managing innovation;



Networking
and
communication
skills
and
experience
of
fostering
business
relationships/partnerships, influencing at all levels of management individuals in different
environments;



Previous Non-Executive Director experience;
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Consummate chairing skills, with a decisive and partnering approach and the ability to influence
and persuade at the highest levels; able to lead, develop and motivate the Boards;



A high level of commitment to the communities served by KCH;



Some exposure to mergers and acquisitions gained in a relevant context would be helpful.

Core Leadership Competencies:
In addition to the above, the following performance competencies will be used in the evaluation of
potential candidates for this role:
 Setting Strategy;
Thinks strategically, analysing complex data from a range of sources to develop innovative, bold,
strategies that equip the organisation for the future. Understands large-scale and societal trends and
anticipates their impact on the organisation; is regarded as a visionary. Reaches informed, balanced
judgments.
 Building relationships and using influence;
An extremely effective influencer who builds rapport with and relates to diverse audiences at all levels
within an organisation, and with external partners. Shapes others’ thinking. Acts as an effective
advocate for their organisation, gaining buy-in and negotiating winning solutions in the face of
challenge and complexity. Communicates in a compelling way and is persuasive in convincing others.
Is politically aware and understands both the complexity of the NHS operating environment and its
values
 Leading teams;
Builds teams of diverse, complementary talents, and creates an environment in which colleagues are
highly motivated to deliver exemplary performance. Communicates a powerful vision which gives
direction and focus to the team. Builds loyalty and retains and develops talented individuals.
Proactively coaches and develops colleagues, and addresses performance problems.
 Executing for results;
An ambitious and enthusiastic individual, able to persist in the face of obstacles, and maintain high
standards of performance individually and for others. Self confident and able to draw on inner strength
and endurance. Able to translate organisational mission into actionable implementation plans and hold
colleagues to action for their delivery.
 Motivation and availability for this specific role;
Is committed to the NHS’ values, and to understanding and responding to the needs and wishes of
current and future patients. Is committed to diversity and equality of opportunity, and to the local
communities served by the Trust. Is able to demonstrate a commitment to the public service ethos and
is both willing and able to dedicate sufficient time to this role (c. 3 days a week). Has the highest
standards of integrity and a background of demonstrably ethical leadership.
Candidates for the post of Non-Executive Chair of King’s College Hospital must either be or willing to
become a Member of the Hospital. Membership eligibility for this purpose means either having been a
patient of the hospital, or patient-carer, in the last six years, or a resident of the boroughs of Lambeth
or Southwark. They must be demonstrably independent. A list of relationships or circumstances that
would call into question this independence is given below .
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Independence
Factors that could call into question the ‘independence’ of a Non-Executive Chair and thereby
disqualify them from consideration include:


has been an employee of King’s College Hospital within the last five years;



has or has had within the last three years, a material business relationship with King’s College
Hospital either directly or as a partner, shareholder, director or senior employee of a body that has
such a relationship with King’s;



has close family ties or has significant links with any of King’s College Hospital’s advisers,
Directors, or senior employees;



an individual may not be appointed as a Director who is at the same time a member of the Board of
Governors;



Directors who have served on the Board for more than nine years from the date of their first
election.

There are other prescribed circumstances that would disqualify candidates from consideration and are
described in the attached Appendix.

Location
Denmark Hill, London SE5.
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Selection and Recruitment Process
King’s College Hospital NHS Foundation Trust has appointed Russell Reynolds Associates to assist in
the recruitment process.
Application instructions are set out in the next section.
Indicative Timetable (subject to confirmation)

Date

Action

November, 2010

Search begins
th

Week commencing 6
December 2010
th

Advertise appointment

7 January 2011

Advert closes (at noon)

Early February 2011

Long-listing Meeting, Nominations Committee & RRA Selection Team

February 2011 (after longlisting meeting)

Candidates’ preliminary competency-based assessment interviews with RRA,
following Long-List Meeting

Early March 2011

Short List Meeting, Nominations Committee & RRA Selection Team: to agree
which candidates are to be invited to interview with the KCH Nominations
Committee (aiming for c 4 candidates at this stage)

From early March 2011
(after short-listing
meeting)

Short-listed candidates meet Governors, Directors, Chief Executive et al. Format
and venue to be agreed, likely to include informal, one-on-one discussions and
potentially a more formal, structured set of meetings with key stakeholders

March 2011

Short-listed candidates advised of date of meeting of Board of Directors: to be
offered option of attending as an observer those parts of the meeting open to the
public

April 2011

Panel Interviews: short-listed candidates with Nominations Committee

May 2011

Appointment formally made by Board of Governors at Governors’ meeting

July 2011

In the event of any delay to the timetable the appointment could formally be made
by the Board of Governors at an extraordinary meeting convened for this purpose.

From September 2011

Shadow period – Chair designate meets stakeholders, attends Board Meetings,
etc

st

1 December 2011

New Chair commences in post
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Application Instructions
Please submit your full application, marked for the attention of Patrick Johnson, to either of the
following addresses:
By email:

Responses@RussellReynolds.com

By post to:

Russell Reynolds Associates
24 St James’s Square
London SW1Y 4HZ

The deadline for receipt of applications is 7th January 2011, at noon.
All applications must include the following:


the reference number XXXX-XXXL;



a short covering letter of not more than two A4 sized pages explaining why this appointment
interests you and how you meet the appointment criteria and competencies as detailed in the
candidate profile;



a CV with educational and professional qualifications and full employment history, where possible
giving details, where applicable of budgets and numbers of people managed, relevant
achievements in recent posts, together with reasons for absence within the last two years;



current remuneration;



names of at least two referees who may be contacted at short list stage, before final interview;



confirmation from you that you are happy for Russell Reynolds Associates or its client to undertake
any necessary background checks, including career, credit and qualifications, or similar, post short
list stage;



day time, evening and mobile telephone contact numbers and preferred e-mail address for all
correspondence, which will be used with discretion;



the completed diversity monitoring questionnaire (attachment 1). This form will not be disclosed to
anyone involved in assessing your application.

Questions and Informal Discussion:
If you have any queries about any aspect of this appointment, or merely wish to have an informal
discussion, then please call Patrick Johnson or Hatty Cadman on +44 (0) 20 7830 8052.
Appendices
1. Diversity Monitoring Questionnaire

Russell Reynolds Associates | P a g e 10

Attachment 1

King’s College Hospital NHS Foundation Trust
Name:

STRICTLY CONFIDENTIAL
FOR RECRUITMENT MONITORING PURPOSES ONLY
This section will be separated on receipt of the application form and will not be seen by those carrying out the short listing and interviews
Post applied for:
Department:
Closing date:
This trust has an equal Opportunities Policy that aims to ensure that all applicants for posts receive equal treatment irrespective of their
gender, disability or ethnic origin. In order to assess the effectiveness of the policy and to assist in its development, we would be grateful if
you would complete this form.
What is your ethnic group? (Please choose one)
White British
Irish
Other White

Mixed
White and Black Caribbean

White and Black African

White and Asian

Other mixed

Asian or Asian British
Indian

Pakistani

Bangladeshi

Other Asian

Black or Black British
Black Caribbean

Black African

Other Black

Chinese or Other Ethnic Group
Chinese
Other Ethnic Group
I do not wish to disclose this information

Please specify

Please indicate your religious belief
Buddhism
Islam
Sikhism

Christianity
Judaism
Other

Hinduism
No Religion

I do not wish to disclose this information

Sexual Orientation
Bisexual
Gay
I do not wish to disclose this information

Heterosexual

Lesbian

Gender
Male
Female
I do not wish to disclose this information
Marital status:
Date of Birth:
I do not wish to disclose this information
Do you consider yourself to have a disability?
I do not wish to disclose this information

Yes

No

THIS INFORMATION WILL BE HELD ON AN HR DATABASE FOR MONITORING PURPOSES ONLY.
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Enc. 3.1b

Timetable & Process Outline
Chair
King’s College Hospital NHS Foundation Trust

15th November 2010 DRAFT
Private and Confidential
#507903

Indicative Draft Timetable (subject to confirmation by Board of Governors)
Date

Action

8 November 2010

Executive Search Consultants (Russell Reynolds Associates, RRA) meet with
Nominations Committee. Initial discussion re Interview Panel, Process and
Candidate Brief

th

15 November 2010, 3pm

th

Weeks commencing 15
nd
and 22 November 2010

RRA to attend Governors’ Workshop re Chair appointment to discuss process and
ideal candidate description. Draft role and candidate description to be circulated
to Governors ahead of this meeting, as well as to Nominations Committee, NonExecutive Directors and Executive Directors
RRA to invite comments on the draft role and candidate description from
Governors, Nominations Committee, Non-Executive Directors and Executive
Directors
RRA one-on-one conversations with Members of the Nominations Committee , the
Chair, Chief Executive and Chief Financial Officer to be arranged

Week commencing 22
November 2010

nd

th

25 November 2010,
10am

RRA to circulate draft advertisement to Nominations Committee and invite
comments
Board of Governors’ meeting: RRA to attend to hear comments on and
contributions to the draft role and candidate description directly

th

Deadline for Governors’, Non-Executive Directors’ and Executive Directors’
comments on and contributions to spec

th

Deadline for Nominations Committee Members’ comments on and changes to the
advertisement

Noon 29 November
Noon 29 November
th

29 November 2010

Draft finalised advertisement to be sent by RRA to Nominations Committee for
th
agreement by end of day, 30 November

th

30 November 2010, am
th

30 November 2010

Draft finalised spec to be sent by RRA to Nominations Committee for agreement
by end of week
Board of Directors meeting: Nominations Committee to update Directors

th

From 30 November,
2010
th

Search underway: RRA connect with key sources, identify and engage with
potential candidates

Week commencing 6
December 2010

Advertise appointment: (publications to be agreed with Nominations Committee South London Press etc?)

End of week commencing
3rd January 2011

Advert closes (extending a usual three week open period to accommodate festive
period and holidays)
Search continues

Early February 2011

th

Long-listing Meeting, Nominations Committee & RRA Selection Team: to agree
which candidates are to be progressed and assessed by RRA (aiming for c 8
candidates at this stage)

10 February 2011, am

Board of Governors’ meeting: Governors to be updated on progress of search

February 2011 (after longlisting meeting)

Candidates’ preliminary competency-based assessment interviews with RRA,
following Long-List Meeting

Early March 2011

Short List Meeting, Nominations Committee & RRA Selection Team: to agree
which candidates are to be invited to interview with the KCH Nominations
Committee (aiming for c 4 candidates at this stage)

From early March 2011

Short-listed candidates meet Governors, Directors, Chief Executive et al. Format
and venue to be agreed, likely to include informal, one-on-one discussions and
potentially a more formal, structured set of meetings with key stakeholders

Date

Action

March 2011

Short-listed candidates advised of date of meeting of Board of Directors: to be
offered option of attending as an observer those parts of the meeting open to the
public

April 2011

Panel Interviews: short-listed candidates with Nominations Committee
Chosen candidate identified, offered role, acceptance of offer
Unsuccessful candidates informed and given feedback

May 2011

Appointment formally made by Board of Governors at Governors’ meeting

July 2011

In the event of any delay to the timetable the appointment could formally be made
by the Board of Governors at an extraordinary meeting convened for this purpose.

From September 2011

Shadow period – Chair designate meets stakeholders, attends Board Meetings,
etc

st

1 December 2011

New Chair commences in post

#507903
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Enc. 3.2.1

Nominations Committee
Minutes of the meeting of the Nominations Committee of the Board of Governors
held at 4.00pm on Thursday 23 September 2010 in the Chair’s Office, King’s College
Hospital
Present:

Michael Parker
Tom Hoffman
Ann Mullins
Mark Monaghan
Tim Smart
Angela Huxham

Trust Chair (Committee Chair)
Public Governor
Public Governor
Staff Governor
Chief Executive
Executive Director of Workforce
Development

In Attendance:

Jane Walters
Rita Chakraborty

Director of Corporate Affairs
Assistant Board Secretary (minutes)

Item
10/38

Subject
Apologies
None

10/39

Declarations of interest
None

10/40

Minutes of the meeting held on 14 July 2010
Approved.
Minutes of the meeting held on 22 July 2010
Approved.

10/41

Matters arising
Update action tracker and circulate.

10/42

Executive Search and Selection Consultants
AH outlined the options for the selection of search consultants to assist
with the chair appointment process. The Committee could choose to
circulate a brief widely or to select a number of consultants and invite their
responses.
The Committee considered the benefits of both approaches. There were
five search consultants who had been pre-approved by the Trust’s
Procurement Department. Clarification would be needed from Richard
Miller as to whether other consultants could be invited to tender (AH).

1

Given that the role of FT Chair is very specific, there was discussion as to
how wide the search for potential candidates should be. This was a high
profile role and could attract chairs from large non-NHS organisations.
Therefore, consultants with private sector experience should also be
considered. TS suggested AM as an experienced head hunter.
It was agreed that, along with the brief, a pre-qualification
questionnaire would be circulated by the end of the following week
(29 Sept) for consultants to return by 07 October (AH). Angela Huxham
and Richard Miller would produce a summary of each supplier’s response
and these would be circulated to the Committee. A shortlist of consultants
would be invited to meet with the Committee on 21 October.
The following issues were considered to be of most importance in the
selection process:
• Who within the consultancy will undertake the research to identify
prospective candidates?
• Who within the consultancy will approach prospective candidates?
• Which consultants have experience of searching for similar roles?
The Committee also agreed that it was important to meet the consultants
who would actually carry out research and approaches to candidates.
The timetable would be:
Thurs 21 October, 2pm – selection of search consultants
Tues 08 November, 2.30pm – Committee to meet with selected
consultant
The brief was discussed. Connection with the local community and
experience of mergers/acquisitions were suggested as additional areas for
inclusion. The following amendment was made to the proposed brief for
circulation to consultants:
The Appointment
Para 4 (p1) – “Governors will expect a field of high achieving candidates
with experience of leading similar organisations with similar characteristics
(i.e. e.g. of comparable complexity…)”
10/43

Governor membership of the Nominations Committee
JW explained that a change to the Committee membership would require a
change to the constitution. The Board of Directors had agreed to the
proposed change at its meeting on 27 July. The Board of Governors will
consider the proposed amendment on 25 November, following which the
amendment will be forwarded to Monitor for approval.
MP commented that Monitor had agreed its willingness to fast track a
request for an amendment.

2

JW reminded the Committee that, at the last meeting of the Board of
Governors held on 22 July, it had been agreed that a seminar/surgery
would be held on the Chair appointment process ahead of the next BoG
meeting on 25 November. 15 November was suggested, as a Governor
surgery/ training day was already scheduled on that day.
The Committee discussed whether the additional two Governor vacancies
would be open to all constituencies and the need to agree on a voting
system. A paper would be drafted for the 8 November Nominations
Committee to address these issues (JW)
The 15th November surgery will address the role of additional governors,
not already on the Nominations Committee, in the Chair appointment
process.
10/44

AOB
None.

10/45

Date of next meeting: 08 November 2010, 2.30pm

3

Enc. 3.2.2a

Board of Governors - Strategy Working Group
Time:
Date:
Venue:

15.00
Thursday, 8 July 2010
Dulwich Room

Present:

Ann Mullins
Michael Mitchell (MM)
Rashmi Agrawal (RA)
Tom Duffy (TD)
Pida Ripley (PR)
Rowenna Hughes (RH)
Prof. Bruce Hendry (BH)

In attendance:

Jacob West (JW1)
Tony Johnston (TJ)
Jane Walters (JW)
Sally Lingard (SL)
Ria Vavakis (RV)

Item

Subject

1

Apologies

Public Governor (Chair)
Public Governor
Public Governor
Patient Governor
Patient Governor
Staff Governor
Staff Governor

Director of Strategy
Head of Service Development
Director of Corporate Affairs
Associate Director Communications & Marketing
(Minutes)
Action

Brady Pohle.
Minutes of the previous meeting held on 22 April 2010
Approved subject to the following amendments:
• Change numbering at item 9.
Matters Arising
None.
2

NHS reform and reorganisation
JW1 reported that a white paper is to be published in the week beginning 12
July 2010 setting out an overview of the five year NHS policy of the new
government. A bill introducing the reforms will go to Parliament in the autumn.
There will be five priorities for health and social care:
•

•

A patient-led NHS (extending choice of provider, treatment and
clinicians; strengthening patient voice; patient ratings; patient controlled
health records; more online information; right to register with GP of
choice).
Delivering better health outcomes (extending targets and revised
operating framework; new outcomes framework; cancer drug fund;
prioritise dementia research; 24/7 urgent care service).

1

•
•
•
3

A more autonomous and accountable system (devolving power to GPs
and abolishing PCTs and SHAs; real terms funding increases; NHS
efficiencies).
Improved public health through a new public health delivery system
(public health service; ring fenced public health budgets; GP incentives
for public health; increased access to talking therapies).
A focus on reforming long term care.

Strategy implementation update
JW1 tabled the document ‘Strategic Matrix: 2010/11 Q1 Review’. JW1 noted
that this document had not yet been seen by the Board of Directors Strategy
Committee (as it had not yet held its first meeting). It sets out the key
measures the Trust is trying to achieve and how it is progressing against them.
Patient-centred care
This objective is to be measured by the Trust being ranked the top acute
hospital in London in the national outpatient survey. The transformation
programme will be a key driver in improving patient experience.
BH queried the credibility of the HRWD surveys. He noted that, in his
experience, these were often completed by nursing staff and were therefore
not a robust indicator. In particular, the HRWD questions were not
standardised across London.
JW responded that the results for the only other comparable survey, the
national inpatient survey, were only obtained a year after the survey had taken
place. If the HRWD survey was not used, the Trust would have no real-time
data at all from which to work. At the moment, approximately 1600-1700
HRWD surveys were being returned each month. The questions asked in
those surveys were the same as those contained in the national inpatient
survey (20 out of 75) – predominantly those questions where the Trust had not
performed well in the national inpatient survey. The HRWD survey therefore
drives improvement and helps the Trust to respond to issues in a timely way.
TD added that it would be a backward step to do away with something which
was customer focused.
Quality and safety
There have been nine reported MRSA cases this year. A root cause analysis
is being undertaken to understand how these cases arose.
TD noted the importance of a stretched target which changes behaviours
within the Trust.
PR noted Medirest’s deficiencies in environmental cleaning which had been
reported to the PESC.
Financial sustainability
Simon Taylor will report on this item at the next Board of Governors meeting on
22 July 2010. Trust-wide and divisional CIPs are being actively tracked.
Monthly joint executive meetings between the Trust and GSTT are being held.
Back office savings are on the agenda for discussion at those meetings.

2

PR queried the manner in which the interests of NHS patients would be
protected against those of private patients if the private patient income cap is
abolished. JW1 noted that the delivery of excellent healthcare to NHS patients
would continue to be a focus for the trust and would not be compromised by
any potential growth in private patient activity.
Workforce
The transformation programme will focus on workforce re-design and medical
productivity. There will be rigorous job planning and appraisals for consultants.
TD queried whether the Trust had engaged with staff to gather their ideas on
cost savings. JW1 advised that Tim Smart, Roland Sinker and Simon Taylor
had all had Q&A sessions with staff.
PR noted that the values component of the Trust’s strategy appeared to be
missing from the strategic matrix.
The committee congratulated the Trust on being awarded gold standard
accreditation from Investors in People.
Performance and governance
The new board structure was noted.
4

King’s Health Partners update
The KHP partners’ agreement has now been signed.
The first KHP business plan has also been agreed.
have contributed small amounts.

Partner organisations

Frances O’Callaghan has been appointed as the KHP Director of Performance
and Delivery. It was noted that the lack of governor involvement in the
appointment of KHP positions was a cause for concern by governors. JW1 will
feedback governor concerns about governor participation in KHP decision
making to Robert Lechler and Frances O’Callaghan.
JW1 will circulate a list of appointments to CAG leader positions (all but one
appointment have now been made).
JW1 will circulate the strategy matrix in advance of each meeting.
5

Any other business
None.
Date of next meeting:
Thursday, 11 November 2010, 3-5pm, Dulwich Room

3

Enc. 3.2.2b

Key discussion and action points arising from
Strategy Working Group meeting on 11 November 2010

Issue

Action

Lead

KHP

KHP site strategy, including proposals for reconfiguration Governors
of vascular services, will be a discussion topic at King’s
Board to Board meeting on 18 November. Governors
were encouraged to suggest other areas where they can
be involved in KHP decision making.

KCH strategic
plan update

JW1 will circulate the strategy matrix in advance of each JW1 meeting.
ongoing
Circulate information on Transformation Group work JW1
streams to Strategy Group.
Confirm latest data on percentage of completed staff A Huxham
appraisals and circulate to Strategy Group.

KHP work
plan and CAG
update

•
•

Circulate KHP organisation chart to Strategy Group.
Circulate membership of KHP Performance Council.

JW1

Circulate regular information from KHP to all Governors, RC
eg website link and Translate magazine.
Committee
Work Plan
2010/11

Standing Items
• Update on KCH’s strategic objectives
• Update on King’s Health Partners (KHP)
• ‘Horizon scanning’
01 Feb
• Integrated Care Pilot
• ICT strategy
28 April
• Refresh of KCH strategy (prior to annual plan
submission)
• CAG finances

Enc. 3.2.3a

Governor - Membership Committee
Time:
Date:
Venue:

14:30
Tuesday, 6 July 2010
Dulwich Room, Hambleden Wing

Present:

Brady Pohle
Rowenna Hughes
Michael Mitchell
Ann Mullins
Tom Duffy

Staff Governor (Chair)
Staff Governor
Public Governor
Public Governor
Patient Governor

In attendance:

Jane Walters
Jessica Bush
Sally Lingard
Jane Kartupelis (part only)
Ria Vavakis

Director of Corporate Affairs
Head of Patient and Public Involvement
Associate Director Communications and Marketing
Head of Marketing
(Minutes)

Item

Subject

1

Apologies

Action

Andy Glynn
2

Minutes of last meeting
Approved subject to the following amendments:
• Page 8 ‘Committee membership’ – amend action to read ‘Board of
Governors’.

3

Matters arising
‘Governors-only’ forum
Although use of the forum continues to be low, no changes will be made at
present. Further consideration can be given to changing the forum during the
redevelopment of the website.
Members’ News
JK reported that the summer edition is in the process of being compiled.
Highlights will include:
•
•
•
•
•
•

the appointment of Sir George Alberti as a non-executive director;
a review of governor committees and working groups;
the ‘Enhancing the Healing Environment’ project (the sensory room
for patients with dementia);
Lambeth Country Show;
the fundraising virtual donor garden;
trauma and stroke.

JK will send an outline of the summer edition to the governors for
comment.

Enc 3.2.3a Membership Committee Meeting Minutes 6 July confirmed

JK

In relation to future plans to publish Members’ News electronically only, AM
queried the extent to which older members may potentially be disenfranchised.
JW noted that the Trust would need to keep everyone’s needs in mind, and no
decision would be made without first bringing the matter to the committee.
TD suggested that the autumn edition of Members’ News give more emphasis
to the governors so as to encourage a connection between members and
governors.
SL noted that Corporate Communications should be kept advised of when
governors are making ward visits etc. so that a library of photographs can be
taken and maintained and used in Trust publications such as Members’ News.
4

Membership update report
JW presented the report. In the first quarter of the financial year the Trust has
increased membership by 3% (taking into account attrition).
If figures for the first quarter are extrapolated over the course of the year, it
may be possible to obtain a net increase of 1000 members. This would result
in achievement of the original target in the Trust’s three year membership
strategy.
JW noted that recruiting through HRWD is enabling the Trust to recruit younger
members – something which the Trust will continue to monitor.
Expanding the membership area (as has recently been done by GSTT) was
also discussed. JW noted that such expansion would involve the Trust
completely changing its electoral arrangements. The Trust is due to undertake
a review of its constitution, so expansion of membership areas could be tied
into such review. It was agreed that consideration of expansion of the
membership area should be deferred to a later date.
Membership database
SL reported that Capita had been selected as the provider of membership
database services. Joining together with GSTT and SLaM to select a single
database provider had pushed database costs down by approximately £10,000
per year. The level of service provided will need to be monitored to ensure
Capita deliver on what was promised (since the new database is largely
untested).

5

Staff member involvement
The Committee noted the proposed action points to improve engagement with
staff as Trust members.
It was agreed that BP will pass the proposed action points to relevant
staff members to see how they may be actioned.

6

Community events planning
SL reported that, despite having changed the frequency and the content of
community events in line with feedback received last year, the community
events had not been well attended.
Members of the committee noted that they would be reluctant not to have a
community event of this kind in the future. It was suggested that King’s was

Enc 3.2.3a Membership Committee Meeting Minutes 6 July confirmed

BP

the best venue for community events.
It was also suggested that future events need not be so ‘top heavy’ in terms of
Trust Executive/staff present.
SL suggested that a focus group programme might be appropriate. A general
invitation to participate could be extended through Members’ News and
specific invitations could also be directed at members who had attended
seminar events. The focus groups could be facilitated by governors. Members
could be asked in advance of topics they would like to see discussed at the
focus groups (e.g. maternity).
BP suggested a drawcard to such events might be free tests for blood
pressure, diabetes etc.
7

Any other business
Lambeth Country Show
BP noted that he would be attending.
Date of Next Meeting:
Tuesday, 12 October 2010 at 2.30pm.

Enc 3.2.3a Membership Committee Meeting Minutes 6 July confirmed

Enc 3.2.3b
Key discussion points / actions arising from the
Membership Committee meeting on 12th October 2010

Issue

Discussion Point/Action

Recruitment via the How Are We Doing Surveys
continues to yield pleasing results, with 735 new
members having been recruited since the
beginning of the financial year. Taking into
account attrition, the total number of Members
has increased by 281 since the beginning of the
financial year.
Annual
Public The APM on 16 September 2010 was a great
Meeting
success with attendance of approximately 250
Feedback
people, a vast improvement on attendance in
previous years. The Committee thanked all staff
involved in the organisation of the event and
congratulated them on a job well done.
Community
It was decided that the format of the successful
Events
APM will form the model for future community
events and that KCH would be the preferred
venue for such events.
Staff Membership Following on from recommendations made by
Engagement
the Committee on improving staff engagement
as Members, a short Staff Governor
presentation now forms part of the weekly
Corporate Induction Sessions held at the Trust.

Lead

Membership
Recruitment

SL/PB

BP

Enc 3.2.4a

Transport Working Group
Tuesday, 20 July 2010
Dulwich Room, Hambleden Wing

Attendees:

Andy Glyn (Chair)
Tom Duffy (Governor)
Phil Boorman (Stakeholder Relations)
Robin Freestone (Facilities)
Paul Corben (Governor)
Jonathan Burns (SLaM)
Brady Pohle (Legal)
Timothy Mason (Governor)
PC Graham Alldus (Police Liaison)
Michelle Pearce (Governor)
Tania Palk (Facilities)

Minutes:

1.

Demetris Petrou

Apologies

Rashmi Agrawal
2.

Minutes of the meeting on 27 April 2010

Approved.
3. Transport queries from Police Liaison
PC Graham Alldus discussed his role at KCH, and noted transport issues which patients
have raised. Main issue has been patients requesting transport information at hospital exits.
RF will look into possibility of this. RF and PB explained that TFL provide transport leaflets to
KCH and that the possibility of obtaining an updated version could be explored. GA also
mentioned bicycle thefts. At one point thefts were fairly frequent but numbers have dropped

since the arrest of two known perpetrators. . GA asked about the possibility of getting more
secure bicycle cages on site. RF indicated that a further cage will be installed between unit 2
and 3 at the KCH business park.
GA mentioned that there is a problem with people crossing the road on Coldharbour Lane.
RF/PB agreed to look into what can be done to move the pedestrian crossing or encourage
people to use the crossing located further up Coldharbour Lane, opposite Cutcombe Road.
GA also mentioned that cyclists have been jumping red lights at Denmark Hill. AG asked if
there is anything that can be done as a deterrent. GA said he uses his discretion to
encourage users to cycle safely. He said he had the power to issue a notice.
GA asked about the status of helicopter landings in Ruskin Park as local residents have
complained to him about grass clippings being swept into gardens when helicopters land. RF
noted that KCH is in talks with Lambeth Council about formalising landings in the park for the
safety of all users. When resources allow, KCH will explore the possibility of a permanent
helipad on the KCH main site.
GA left the meeting
4. South London Line
AG updated the group on TFL’s recent stakeholder meeting. It looks increasing likely that the
SLL will be discontinued in 2012 as planned. TFL have explored a number of options to
provide South London will comparable train services after the SLL has gone. Governors
discussed the merits of the options TFL had explored and agreed with the view that Option 7
would benefit KCH. However, TFL have made it clear that funding is not guaranteed. PB and
AG will chase up with TFL to check status.
5. Denmark Hill
PB informed the group that NR is progressing the project through key internal processes.
The tendering process will begin soon and work should begin in the Autumn. PB also
mentioned that there will be a Public Sector Comprehensive Spending Review (CSR) in
October which could impact on the funding of the planned improvements. MP discussed the
possibility of lobbying if this is the case. PB said all options would be explored if the CSR
proposed funding cuts.
6. Reimbursement of travel expenses
RF reported figures on how much KCH reimbursed patients for travel in the last year.
Between 2009-10, £99,602 was claimed back over 4,424 transactions.
Claimants must be on income support to claim money back. The rate of payment is 0.15p
per mile or up to £5 in car park fees. Most claimants come from local area.
7. Patient Transport Assessment
TP discussed the new patient transport assessment system. Due to escalation of transport
costs, TP said KCH had spoken to teams at GSTT and Barts and the London about the
assessment centres they operate. It was decided it would be cost effective to partner with

GSTT for KCH assessments as they have existing expertise and systems in place. There
are no new criteria for assessing patients for transport. Patients are advised to call the
assessment centre to arrange transport, with the exception of Renal Dialysis RD patients
will be contacted via the assessment centre once a quarter for assessment. PC asked if
there is a possibility of patients lying to gain free transport. TP responded that this was
sometimes the case. TP expects a 10-15% drop in patient transport usage under the new
arrangements. The first week in operation showed £5,000 less spend then at the same point
last year. TP reported that the Trust spent £4,500,000 last year on patient transport.
PC & MP suggested patients should pay for transport. RF and TP did not think it is possible
but agreed to look into it. PC and MP also pointed out that it should be clear from the patient
information that appeals can come back to KCH instead of being done through GSTT. BP
informed the group that KCH adheres to Department of Health guidelines for patient
transport and that if we were in breach of those guidelines, by charging for patient transport,
the “would be open to criticism and legal challenges.”
.
8. KHP Partnership Working
JB would like to look into the possibility of having a resource between KHP where
commuters could access information to travel to and from and between sites. It was agreed
that KHP transport needs and aims could be factored into the KHP sustainability
workstream. TP/ PB/ JB would explore this further.
10. Next meeting
It was agreed the next meeting should be scheduled for week 3 or 4 in October 2010 and
Governors would arrange via email.
Next meeting: TBC

Enc 3.2.4b
Actions Arising from Transport Working Group meeting 12th October 2010

Issue

Action

Lead

Road Safety

PB + JB will ask for assistance from PB/JB
Camberwell Travel Plan Group to
find out what can be done to move
crossing/bus stop.
PB to write letter to transport
authorities regarding bus stop on
Coldharbour Lane
AG/PB will invite Jack Ricketts from
Southwark Council to next
meeting.
PB will also contact Pedestrian
Association to find about
recommended cross times.

Denmark Hill Station

PB will speak to TFL’s stakeholder
team to clarify local cuts.

PB

Rail Services

PB/ AG to arrange site visit to
Peckham Rye to explore platforms
for services from Denmark Hill

PB/ AG

Cycling

JB/PB/TP
PB will get into contact with the
London Cycle Scheme to see if they
can extend to Denmark Hill.

Enc. 3.2.5a

Board of Governors’ Patient Experience & Safety Committee
Time:
Date:
Venue:

12.30pm
8 July 2010
Dulwich Room

Present

Tom Duffy (TD)
Rashmi Agrawal (RA)
Pida Ripley (PR)
Michelle Pearce (MP)
Hedi Argent (HA)
Michael Mitchell (MM)
Rowenna Hughes (RH)

Patient Governor (Chair)
Public Governor
Patient Governor
Public Governor
Public Governor
Public Governor
Staff Support Governor

In attendance:

Jane Walters (JW)
Debbie Hutchinson (DH)
Erika Grobler (EG)

Director of Corporate Affairs
Acting Deputy Director - Nursing
Deputy Director – Infections, Prevention & Control
(part only)
(Minutes)

Ria Vavakis (RV)
Item

Subject

1

Apologies

Action

Tony Agosu, Timothy Mason
2

Minutes of the meeting held on 22 April 2010
The minutes of the meeting were confirmed, subject to the following:
•

3

Item 5, paragraph 3 – amend first sentence to read ‘PR and TD were
now members of the PSSQ Steering Group’.

Matters arising
Patients with multiple conditions
MP queried the way in which medication taken by patients on multiple drugs is
explained on discharge and the manner in which it is followed up.
DH noted that drug cards were always screened by pharmacists who could
pick up whether there were any contra-indications between drugs.
Outpatients, however, do not have drug cards and it would therefore be up to
GPs to manage their medication.
TD

The Medical Director to be invited to the next PESC meeting to discuss
the way in which care of patients with multiple conditions is managed
between consultants.

1

Cleaning
It was noted that AT is involved in ongoing discussions with Medirest regarding
cleaning frequency and standards. AT to be invited to the next PESC
meeting to discuss cleaning and portering issues.

TD

PSSQ
The link between PSSQ and the PESC was discussed. It was agreed that a
formal link between PSSQ and the PESC should be established.
PSSQ to be invited to the next PESC meeting to help committee members
better understand the link between PESC and PSSQ.

TD

PSSQ to be invited to attend each future PESC meeting.

TD

Patient stories
The process of collecting and actioning patient stories was discussed.
It was agreed a report should be given to the next PESC meeting as to
how patient history information prepared by governors is collected,
progressed and closed out.

4

DH

Terms of reference
It was agreed that the following changes should be made to the terms of
reference:
•
•
•

5

Delete objective 5.
Delete words ‘and for comment by the Board of Directors prior to
submission’ which appear in objective 7.
Add words ‘on Trust action plan on Governor commentary’ to end of
item 8.

CQC – process for developing governors’ commentary
The committee discussed the process of gathering information and generating
findings for the next stage of the governor’s commentary process.
It was noted that the document prepared by the Trust for CQC registration
formed a suitable framework around which to build the governor commentary.
The main headings of that document were:
•
•
•
•
•

Information and involvement;
Personalised care, treatment and support;
Safeguarding and safety;
Suitability of staffing;
Quality and management.

It was agreed that committee members should advise TD by the end of

2

the week which of those areas they would be interested to take forward
(i.e. fact gathering, analysis and drafting commentary) together with
availability for additional meetings.

All

PR noted that the committee should also be aiming to identify the good things
which were being done by the Trust and not just things which could be
improved.
TD will contact governors by the end of the week to request information
on lessons learned from patient stories etc.
6

TD

Infection control – quarterly update
EG presented the report.
The following points were noted:
•
•
•
•

•
•

•
•

Between 1 April and 31 May 2010 the Trust has recorded three cases
of MRSA bacteraemia (33% of the Trust’s annual target) in patients
who had been admitted for more than 48 hours.
A further two cases involved patients admitted for less than 48 hours,
but who had previously been inpatients at KCH.
Screening figures show that 96% of elective patients are being
screened and 75% of emergency patients.
A performance improvement plan has been put in place to implement
the Trust’s MRSA improvement strategies. Prime responsibility for
delivering on those plans lies with Divisional Managers, Heads of
Nursing and Clinical Directors.
The Trust has set itself a stretch target for CDT cases.
THE Trust has had 18 CDT cases in the first two months of 2010/11
compared to a target of 13 for the same period. Environmental
cleaning is a key area of concern. The Head of Facilities and Director
of Capital, Estates and Facilities are working with the cleaning
contractor to ensure improvements are made.
From 2 June 2010 trusts are required to report on MRSA bacteraemias
and CDT cases on a weekly basis (as opposed to monthly as was
previously the case).
Due to improved systems, it is no longer necessary to make a business
case for two MRSA administrative assistants to communicate with
patients and GPs as proposed in the MRSA improvement action plan.

The committee noted that further work could be done to notify patients of the
results of their MRSA screening. The MRSA action plan should include
keeping patients informed.
MP queried whether staff were regularly screened for MRSA. EG advised that
staff were not routinely screened and there was no evidence to support doing
so.
TD noted that governors had called for a stretched MRSA bacteraemia target

3

after last year’s Standards for Better Health inspection.
RA queried whether the weekly reporting which was now required would have
an impact on the Trust from a resourcing point of view. EG confirmed that
weekly screening had no workload impact for the Trust.
It was agreed that, in addition to the facilities report on cleaning which
would be made at the next Board of Governors meeting, a further report
should be made to the next meeting of the committee around infection
control cleaning issues.

JW/AT

The Chair thanked EG for the report.
7

National inpatient survey results
JB presented the report.
The following points were noted:
•
•
•
•
•
•

The Trust’s overall score decreased by 0.5% from 2008/09.
The Trust scored in the top 20% of trusts nationally in five questions
(compared to 12 in 2008).
The Trust scored in the bottom 20% of trusts nationally in 30 questions
(compared to 14 in 2008).
Out of questions in the bottom 20% of trusts, 12 scored just on the
threshold for the lowest scoring NHS trusts.
Possible contributory factors include the bank and agency rates when
the sample was taken, the junior doctor change over, and the time of
year.
Questions where scores decreased most were:
o Help with feeding.
o Having someone to talk about worries and fears.
o Being given written information on leaving hospital.
o Delays to discharge.
o Explanations about the purpose of medication.
o Provision of clear written information about medication.
o Information from staff on any danger signals to watch out for
after discharge.
o Information on who to contact if worried about condition after
discharge.

DH emphasised that everyone across the Trust needs to help to improve these
results.
PR noted the values project also needed to be pursued to help improve results.
JB

JB will arrange for the powerpoint presentation of the results to be put on
the governors’ intranet.

4
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Any other business
There was no other business.
Date of next meeting
Thursday 11 November 2010, 12.00pm - 2.00pm, Dulwich Room

5

Enc. 3.2.5b
Actions arising from PESC meeting on 11 Nov 2010

Issue

Action

Lead

Carried over from 8th July:
Management of
patients with
multiple
conditions

The Medical Director to be invited to the next MM –
PESC meeting on 01 Feb 2011 to discuss the 01 Feb 2011
way in which care of patients with multiple
conditions is managed between consultants.

National inpatient JB to arrange for the PowerPoint presentation of
survey results
the national inpatient survey results to be put on
the governors’ intranet.

JW to check
this has been
completed

From 11th November:
Various/ TD

CQC Governors’
Commentary

Amendments to be made and final version
agreed by PESC members to the Board of
Governors on 25th November.

HRWD actions
taken forward

JB to collate report on staff action in response to JB
issues raised through HRWD.

Facilities

Jorge Sousa to take up Michelle Pearce’s JS
suggestion that a written notice be posted at the
Helpdesk
reminding
receptionists
of
deadlines/escalation
process
for
the
removal/non-removal of items from wards.

Dignity Ward
Visits

Ask for report at next meeting on the progress of GW
this piece of work.

Enc 3.3

Board of Governors
Away Days
2007, 2009, 2010
Action Tracker

Actions from 2007 workshop
RECOMMENDATION

ACTION

STATUS

1. Establish Directors’ Surgeries

Implemented from
November 2007 onwards

√

2. Governors to arrange a rota to
attend BoD meetings

Outstanding

?

3. Trust to clarify role of Senior
Independent Director in relation to
Governors

Report to BoG November
2007

√

4. Governors to agree on ways of
increasing level of interaction outside
of formal Board meetings

Outstanding

?

5. Governors to provide biogs for
King’s website

Completed

√
2

Actions from 2007 workshop
RECOMMENDATION

ACTION

STATUS

6. Member’s News to include feature
on individual Governors

Implemented from Spring
2008 ( winter edition 2010
features Tom Duffy)

7. Produce guidance for Governors
on dealing with complaints

Guidance produced
December 2007 (in
Governor Information Pack)

√

8. Develop agreements on:
-‘Principles of Engagement’
-Dissemination of information
-Roles and responsibilities

-‘Working Together’
document approved by both
Boards 2008
-2009 workshop identified
need for mechanism to
track actions
-Governors’ Extranet
launched in 2008 for
sharing of documents and
discussion forum

√

√
and
ongoing

√
√
3

Actions from 2009 workshop
RECOMMENDATION

ACTION

STATUS

9. Review Progress against the
workshop action plan

Establish tracking
mechanisms for all agreed
workshop actions

√

10. Clarify channels of
communication between the Boards

Existing channels:
• Reciprocal attendance at
Board meetings
• Governors’ Surgeries
• Annual Board to Board
Workshop
• Annual Community Events
• Induction

√

11. Formal introductions for new
Governors to Directors

To be included in new
Governor induction going
forward

√
and
ongoing
4

Actions from 2009 workshop
RECOMMENDATION

ACTION

12. Hold Governor away day

1 February 2010 and annual thereafter

STATUS

√
and
ongoing

13. Establish Lead Governor role Limited Lead governor role
established as per Monitor guidance
and appointment confirmed in March
2010

14. Clarify channels of
communication between
Governors

See 4 and 8 above

15. Governor induction and
training

• Governor Information Toolkit
• Governor Induction programme
• Governors’ Surgeries to continue (
last surgery 15/11/10)

16. Governor ‘shadowing’ and
buddying

To be offered for new Governors
during shadow period after elections
Autumn 2011

√
√
?

√
and
ongoing
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Actions from 2009 workshop
RECOMMENDATION

ACTION

STATUS

17. Governor development

• Annual development day for
BoG to be held – Feb 2010, next
event 8 February 2011
• FTGA events
• FTN events
• KCH staff events
• Monthly Members’ Seminars
• KHP Governor events
• King’s Fund, etc.
• Governors’ Surgeries
• other development as
requested

√
and
ongoing

18. Improve transparency of which
Governors are asked to do what
role/task

• Involvement programme
circulated together with new
opportunities for involvement
(February 2010)
• New opportunities to be
circulated as they arise

√
and
ongoing
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Actions from 2009 workshop
RECOMMENDATION

ACTION

19. Change current format. Move from
‘communication of information’ to arena
where Governors bring creativity, work
collaboratively and have constructive
discussions on pertinent issues

Meetings format changed
2009
To be kept under review
Governors invited to
contribute to BoG agenda
from May 2010 onwards.
Draft BoG workplans for 2010
and 2011 circulated for
comment/suggestions

20. Action points from each meeting
circulated

Agreed and implemented
from Nov 2009 .
Actions from July 2010 BoG
not circulated, but all actions
complete. To recommence
from next meeting.

21. Close the loop on actions

Introduce action tracker

STATUS
√
√
and
ongoing

√
and
7
ongoing

Actions from 2009 workshop
RECOMMENDATION

ACTION

STATUS

22. Increase Governors’ accountability
to Members

Membership Committee
discussion January 2010.

√
and
ongoing

Evaluate effectiveness of
community meetings after
current round in May 2010

√

Evaluated by Membership
Committee July 2010.
New format Annual Public
Meeting September 2010.
Same principles to be
adopted for community
meetings 2011
23. Agree Lead Governor role

Completed and appointment
made

√

8

Actions from February 2010 Development Day
RECOMMENDATION

ACTION

STATUS

24. Improve forward planning of BoG
agendas. Circulate future agendas in
draft to Governors inviting them to send
suggested agenda items to Michael and
Jane

See 19 above

25. Chair to close down discussions at
Governor meetings and move them on

With effect from Feb 2010

√
and
ongoing

26. Agree mechanism for getting
support from Board of Directors. Invite
Directors to participate in Governor
Committees/Working Groups

• Executive Directors attend
all Governor Committee
meetings

√
and
ongoing

• Requests to be made as
required via Director of
Corporate Affairs

ongoing

Board Workplans for 2010
and 2011 circulated.
November BoG agenda not
circulated separately, to
recommence from next
meeting

9

Actions from February 2010 Development Day
RECOMMENDATION

ACTION

STATUS

27. Change room set up for meeting
and remove tables

Not agreed by Governors at
May Board of Governors’
meeting

√

28. Set up a further development day
for BoG

See 17 above

√

Annual event 8th February
2011
29. Arrange KCH Board to Board
event

Annual event –
18 November 2010
3 KHP Governor events to
be held in 2010. All held

√
√

10

Actions from February 2010 Development Day
RECOMMENDATION

ACTION

30. Arrange more informal meetings

To be discussed further by
Governors

?

31. Continue with Directors Surgeries

3 Surgeries to be held
annually

√

Last surgery 15/11/10

STATUS

and
ongoing
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Enc 3.4

Report to:

Board of Governors

Date of meeting:

25th November 2010

By:

Tim Smart, Chief Executive

Subject:

Chief Executive’s Governors Report

1.

Executive Summary

September and October have been very busy months. A+E has been under pressure,
and the system is seized by the anticipation of huge change. We are playing our part
in keeping the local health system stable. We have had visits from the DH at our
invitation to help us with our MRSA challenges, and from the Safeguarding Children
team of NHS London, as part of their work following the Baby Peter findings in
Haringey.
A major achievement in recent months was the achievement of ARMS level 3, which
will give us nearly £1m upside through the level of discount we are eligible for from
the NHS Litigation Authority.
MRSA remains an area of huge concern. We have missed the year’s target, despite
significant improvement year on year. I would like to emphasise, as I have done in
the update to all staff published last month, our policy of zero tolerance of
carelessness or lack of professionalism leading to patients being put in harm’s way.
I also reminded staff of their responsibility to complete the Safeguarding Children
Level 1 training. This is a mandatory requirement set by the Care Quality
Commission, and a key priority for the Trust. The visit we had from the NHS London
Safeguarding Improvement Team complimented us on our processes and attitude
towards safeguarding children, but emphasised the risk caused by the large number
of incidents, and the need for better computer systems, and staff training.
Last month witnessed the arrival of a Channel 4 film crew who are making a 16 part
documentary series about King’s Emergency Department. I hope this series, from
the same team who produced One Born Every Minute, will serve to highlight the
extraordinary care delivered within our ED; the talented and dedicated professionals
who work there; and the pressures and challenges they face on a daily basis. The
series is due to be broadcast next summer.

2.

Finance – month 6

At the half year, we are just under £3 million behind plan. Cost control continues to
perform and income has picked up, although we need to maintain a high level of
CEO BoG Report November 2010
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coding. We expect to receive about £3 million from the DH in compensation for
changes to research funding, and we anticipate agreement with PCTs about our bad
debt provision. Both these, combined with continued focus on CIPs should deliver
the year’s breakeven plan.
We will be rated ‘3’ in Monitor’s Financial Risk Rating (FRR) for Quarter 2.

3.

Savings Plans

A Trust wide cascade briefing was issued on 9 September outlining the next stage of
a programme designed to deliver £50 million of savings during the current financial
year (2010/11), and to make similar savings over the next two years.
Divisions and corporate departments are developing mid term correction plans. The
executive team have been discussing these plans and detailed information will be
circulated to the Board of Directors in November. A series of road shows for staff
hosted by Executive Directors were held to explain the context of the plans to take
cost out of the organisation and to share some good ideas for saving money. A
special "Cost Savings" section on the intranet has also been developed with
background briefings and staff are sending good ideas for savings.

4.

Performance – month 6

A+E is very busy and we have had occasional bad days, but we achieved 97.4%
which is ahead of the revised national target of 95%. We maintained our good
performance against the national access targets for cancer waits and 18
weeks. MRSA bacteraemia remains our biggest challenge. We have now reported
11 cases against our annual expected limit of 9, which moves the Trust to an AmberGreen rating for governance with Monitor, and will lead inevitably to a Red risk rating
in Q4.

5.

Strategy/King’s Health Partners

The KHP clinical strategy group, led by John Moxham, has been developing a site
strategy for acute clinical services, across KHP in order to improve clinical outcomes
and cost effectiveness. This builds on the work already in progress for vascular
surgery and haemato-oncology. In early October, CAG (KHP Clinical Academic
Group) leaders from the two acute Trusts presented early ideas on service
rationalisation to a joint meeting chaired by the Operations Directors. Further clinical
input is being sought from the CAGs during the autumn with the intention of
consulting on options in 2011.
The CAG accreditation materials have been agreed by the KHP Partners Board,
and have now been circulated to CAGs and are available on the KHP website.
In July and November we held KHP Engagement Events with Lambeth and
Southwark GPs, to discuss shared priorities including how to encourage more
integrated care.
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The KHP Integrated Care Pilot project has been successful in securing support from
the Guys’ and St Thomas’ Charity. This innovative project will look at bringing
together patient budgets for primary, secondary and tertiary care linked to an
integrated patient pathway. A project team will now be appointed to develop detailed
proposals, in collaboration with GP partners.
R&D
Two research days took place in October – 18th October was primarily aimed at
patients to inform them about the scale and scope of clinical research conducted at
King’s and opportunities for participation. The staff day on 27th October was a
celebration of research activity across King’s and an opportunity to foster further
collaboration across disciplines.

6.

The NHS White Paper

On 12 July, the White paper entitled ‘Equity and Excellence: Liberating the NHS’ was
published. At its centre are the principles of a patient and clinician led NHS, choice,
focus on outcomes, and local accountability. It heralds a wide-ranging reorganisation
of the way that patient care is commissioned and delivered, and provides a blueprint
for the next five years. The highlights are:
1.

80% of the NHS budget will be commissioned by consortia of GPs. It is
envisaged that there will be more than 500 such consortia.
2.
These consortia will be Statutory Bodies and will have Accounting Officers.
All GPs will be part of a consortium.
3.
PCTs and Shays will be abolished. An NHS Board will be established to
manage commissioning activity.
4.
Process targets such as the A+E target and 18 week waits will be replaced
by outcome targets, which will be designed by NICE.
5.
Patients will be able to choose their GP regardless of practice boundaries.
6.
PCT responsibility for ‘Health and Wellbeing’ (i.e. public health) will be
transferred to Local Authorities.
7.
There will be a ring fenced Public Health budget.
8.
All provider organisations will become Foundation Trusts within 3 years.
9.
A new body called Health watch will be created as part of the CQC, as a
focal point for patient concerns.
10. CQC will be the quality regulator and Monitor will become the economic
regulator.

One of the most significant changes locally has been the delay to certain service
reconfiguration changes that were part of Healthcare for London. Although the
Stroke and Trauma programmes are proceeding, certain plans to merge hospitals
and close departments have been put on hold pending further consultation with local
clinicians.
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7.

Transformation Programme 2010

Eight major projects in four priority areas were agreed as the building blocks for the
new Transformation Programme:
Priority areas

Projects

Quality of Care

Inpatient
Experience

Productivity
and Savings

Length of
Stay and
Margin

Performance,
Data and IT

Workforce
Transformation

8.

Project
leads
Geraldine
Walters/Jane
Walters
Peter Fry

Inpatient
Flow
Systems

Sue Field

Outpatient
Redesign

Sue Field

Business
Intelligence
Information
Systems
Medical
Productivity

Peter Fry

Workforce
Reprofiling

Mary Currie

Colin
Sweeney
Mike
Marrinan/
Hugh Cairns

Key workstreams
Improving experience in chronically underscoring
areas, including help with feeding
Length of Stay:
• LoS performance management
• Targeted improvement activities
• Benefit realisation
Margin:
• Optimising key tertiary services (using activitybased costing data)
• Admissions and discharge lounge
• Bed use policy and escalations
• Bed management function
• Discharge planning standards
• Electronic patient status boards(ePSB)
• Patient pathway, experience & delivery
• Referral management
• Unit 6
• Strategic shift
• BIU reporting
• Accurate and timely data
• GP communications
• Paperless outpatients
• Job planning tool
• E-rostering junior doctors
• Measuring and managing productivity
• Embedding changes
• Grading and skill mix review
• Advanced practitioner roles
• Reducing variation in costs
• Modernising scientific careers
• Contingent workforce

Pathology

I am pleased to announce that, following a formal procurement process, and months
of negotiations and tireless work by staff working across all three organisations, we
have now formally entered into a three-way pathology partnership with Guy's and St
Thomas' and Serco. The new partnership officially went live on 1st October.
King's pathology staff will join the new partnership on secondment, but remain
employees of the Trust. They will retain their NHS pension rights and other existing
benefits. In our negotiations, the impact of this decision on staff was always our most
important consideration. I am pleased that we have been successful in ensuring our
staff remain NHS employees. In the coming months we will see the advantages of
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this new arrangement as we benefit from further innovation, and the business
development skills of the new company.
9.

ARMS Assessment

The Trust was successful in its assessment by the NHS Litigation Authority in
September against the Acute Risk Management Standards. Many staff in the trust
worked hard in preparation for the detailed assessment by the Authority, the Trust's
insurers. The assessment covered 50 standards measuring the quality of our policies,
procedures and record keeping across the whole range of the Trust's activity.
King's has been awarded the highest possible level (Level 3), which is a very notable
achievement. Only 13 NHS organisations - including GSTT - have achieved Level 3.
This is recognition that our processes to ensure patient safety are both efficient and
systematic. It also enables the Trust to receive a 30% discount on its insurance
premium, which is worth around £3m annually.
This assessment has been valuable experience to the organisation and we now
need to consolidate our learning to ensure that the standards are fully implemented
in a sustainable manner in all areas.
10. Capital, Estates & Facilities
Medirest Performance
Since the commencement of the Monitoring process after the ‘bedding in’ period,
Medirest has not been able to provide all services in accordance with the terms of
the contract agreement Due to the very poor performance noted in the provision of
the cleaning services during May and June, an improvement notice was issued to
HpC at the beginning of July 2010.
Overall, the Medirest Performance improved during September 2010, in particular
the provision of portering and patient catering services. The feedback received from
patients regarding the food service improved on two consecutive months. Medirest
has carried out deep cleans in all the in patient areas, which has improved
standards. Maintaining these standards is now the challenge for the coming months.
Medirest has introduced a new patient menu linked to a new type of meal service
(Steamplicity). Patient feedback has been positive and can be seen in improving
How RWD results.
11. Media/events
Press & Broadcast:
23 August – The work of the King’s liver unit was the subject of a one hour
documentary on Channel 4. The episode was part of a series called ‘The Hospital’,
which examined the relationship between teenagers and the NHS. The episode at
King’s – featuring hepatologist Dr Kosh Agarwal and his patients – focussed on the
increasing number of younger people we are seeing with liver problems as a result of
excessive drinking, drug-use, over-eating and viral hepatitis. The programme
received positive previews and reviews in the Daily Mirror, Guardian and Nursing
Standard, and was the subject of a feature article in the South London Press.
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22 August – A feature article in the Mail on Sunday about a new drug being trialled at
King’s to help brain surgeons distinguish between healthy and cancerous tissue
during operations. The article featured comment from Mr Keyoumars Ashkan,
Consultant Neurosurgeon at King’s, and also mentioned King’s Health Partners
Academic Health Sciences Centre.
26 August – King’s has two finalists in the Nursing Times annual awards. We have
been nominated in the ‘Improving Maternity Services’ category for our Centering
Pregnancy initiative; we have also been short-listed for ‘Team of the Year’ for an
initiative to improve healthcare for women in south east London.
21 September – News that King’s has joined forces with Serco and Guy’s and St
Thomas’ to jointly provide pathology services received significant media coverage,
the majority of which was positive. The Guardian, the Evening Standard and the
Daily Telegraph all ran articles, as did a number of trade/specialist magazines. All
King’s staff that are part of the joint venture are on secondment, and remain NHS
employees.
30 September – King’s celebrated the Macmillan ‘World’s Biggest Coffee Morning’ in
September, an event covered by the South London Press and Southwark News.
Macmillan Cancer Support has been working in partnership with the Trust to provide
the centre at the hospital. Over 200 people attended the event – among the guests
were the Mayor of Lambeth, Councillor Neeraj Patil, Medical Director Mike Marrinan
and Chairman Michael Parker.
12 October – The South London Press reported on news that King’s will shortly start
work on a new facility at the Trust for patients with dementia. The new facility –
which will open in 2011 – will provide dementia patients and their carers with an
environment that can provide relaxation as well as stimulation.
13 October – The South London Press, Evening Standard, Daily Mail, Evening
Standard and BBC News (London) reported that women have occasionally had to
give birth in the waiting room at King’s because the labour ward is full. We made
clear in a written response that this only happened on very rare occasions, and not
at all since July when we implemented an action plan to tackle the problem. We also
stated that we have plans to expand the labour ward, and build a new five-bed
midwifery unit to improve the birthing experience of women coming to King’s.
25 October - King's Professor Ghulam Mufti featured in a BBC2 Horizon programme
about the human genome. Professor Mufti - who holds key roles at the college and
here at the Trust - provided expert comment in the programme, which looked at the
discovery of the human genome, and the 3.6 billion letters of the genetic code.
Professor Mufti was quoted extensively in national newspapers on the day of the
programme.
9 November – The Guardian, The Times, Daily Mail and a number of other national
newspapers reported that King’s is shortly to become one of only two hospitals in the
UK to trial a new retinal implant to help restore sight for patients with degenerative
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eye disease. Mr Tim Jackson, Consultant Eye Surgeon, is the lead investigator for
the trial at King's – he was interviewed on BBC News 24 about the trial.
11 November – Southwark News covered the news that King’s has become the first
hospital in the UK to provide a specialist round-the-clock service for people suffering
traumatic facial and dental injuries. The service – which officially opened earlier this
month - will help patients that have sustained major facial and dental injuries in
accidents such as car crashes and violent assaults.
13 November – King’s Professor Kypros Nicolaides featured in The Times Saturday
Magazine as part of a special edition profiling ‘Britain’s Top Doctors’.
Professor Nicolaides talked about his pioneering work at King’s, as well as the work
he does with the Foetal Medicine Foundation.
Events and Visits:
16 September – The Trust’s Annual Public Meeting was held on 16 September. The
new format, which included public health checks and breakout sessions, proved to
be very popular, with a turnout of over 250 people. Attendees were given the
opportunity to speak to experts in heart, eyes and public healthcare based at the
Trust.
24 September – As part of Macmillan cancer charity’s ‘World’s Biggest Coffee
Morning’, the Macmillan centre based at King’s is holding a coffee morning to mark
the day and raise awareness of the service it provides.
On 14 October, we were visited by the NHS London Safeguarding Improvement
Team. They are visiting all acute trusts in London in the wake of the Baby Peter case
in Haringey. We are awaiting their final report, but their verbal feedback is that we
are coping well with significant pressures cause by a high level of incidence. They
identified training and computer systems as a potential risk. The IT flagging system
has been prioritised, and Dr Geraldine Walters and Angela Huxham will maintain
pressure on compulsory level 1 training.
On 15 October we were visited by an assessment team who are acting on behalf of
the HSJ. We are short-listed for Acute Trust of the Year, 2009, which is in itself a
massive achievement. If we don’t win, the learning will be invaluable, and will help us
focus on the areas we know we need to concentrate, such as patient safety.
20 October – Dame Carol Black visited King’s to officially open the Trust’s new
Occupational Health and Wellbeing service based at Jennie Lee House.
29 October – MP for Streatham, Chuka Umunna visited King’s to meet staff and
patients in our Emergency Department, Stroke Unit and Maternity Unit.
16 November – Energy and Climate Change Minister Gregory Barker visited King’s
to officially open our new Combined Heat, Power and Cooling Plant. The plant
converts waste heat generated from electricity production so it can be re-used to
heat buildings on the site, as well producing steam and hot water for use in other
parts of the Trust.
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16 November – The Havens, which provide a sexual assault referral service for
London, celebrated their 10th anniversary in November. Staff from the centre at
King's, as well as representatives from partner organisations, including the
Metropolitan Police, marked the 10th anniversary at a special event held in
Bermondsey on 16 November.
23 November – Parliamentary Under Secretary Of State for Public Health, Anne
Milton MP will visit King’s to see the haematology, bone marrow and liver transplant
services. As part of the visit, the Minister will visit Haematology Outpatients, the
Derek Mitchell Unit, Liver Intensive Therapy Unit and the Rays of Sunshine Ward.
The Minister will also hold a staff engagement session.
29 November – King’s is in the running to win two separate awards in this year’s
Health Service Journal awards. The first nomination is for ‘Acute Healthcare
Organisation of the Year’. We are nominated alongside 7 other hospitals around the
UK. The other nomination is in the ‘Managing Long Term Conditions’ Category for
the work of Mike Edmonds and his team in the Diabetic Foot Clinic. The award
winners will be announced at an awards ceremony in London on 29 November 2010.

12.

Chief Executive’s Brief

The Chief Executive’s staff brief for November is attached.
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CHIEF EXECUTIVE’S BRIEF
November 2010 Issue 54
An update from the Chief Executive to all staff at King’s College Hospital
We are now well into the second half of the year, and this month’s message contains mixed news.
Whilst we have made good progress with regard to this year’s financial plan, it is quite clear from discussions
with commissioners that next year is certainly going to be no easier, and we are now having to consider how to
deliver high quality care with a smaller resource. We will need to redesign services, and reduce the level of
outpatient appointments as our commissioners will not pay for the current level of activity. So although we have
made good progress, I am afraid that we will need to continue to look for even greater efficiencies. We will
explain more about the process before the end of November.
I know this is disappointing, and there is nothing more that I would like to do than give you good news on this
front. But my belief in the organisation’s values convinces me that we need to be honest and straightforward as
soon as we know of issues in front of us. Everyone believes in delivering higher quality care, but we need to do it
within a smaller resource budget, and this will mean a smaller establishment in some areas. We are still
determined to reduce the number of agency staff, and indeed there are areas that will need to grow. Bone
Marrow Transplant is growing for example – through the consolidation of the King’s Health Partners BMT
service on this site, and the winning of a contract to treat BMT patients from the Brighton area. Stroke
continues to grow, and we are also rapidly being recognised as the most advanced trauma centre in the country.
The fact that we have been shortlisted for the Health Service Journal Acute Trust of the Year award is testament
to what everyone has contributed to – innovation, better mortality rates, best outpatient service in London,
Investors in People Gold Award, ARMS Level 3 accreditation and a partner in one of only 5 AHSCs in England. If
we don’t win, we can be very proud of getting this far. We all know there is more to be done, and the feedback
we will get will focus our minds.
One thing that needs to be done for sure is to improve patient safety and patient experience. A major concern
for patients coming into hospital is the possibility of contracting MRSA, and we continue to have too many cases
like this at King’s. We have decided to adopt and promote a zero tolerance policy towards carelessness and a
lack of professionalism that has led to patients contracting MRSA. This will result in disciplinary action being
taken where we think it is appropriate, and to help us all understand our performance, you will soon see a new
screen saver which will contain an up to date record of when we last had an avoidable bacteraemia infection.
The small but very busy team of microbiologists and infection control nurses working across the Trust all
deserve our thanks. They have a difficult role to play which is often not appreciated.
We should also say thank you to everyone working with children. The recent visit by the NHS London team to
assure themselves of the quality of our safeguarding systems in the wake of the tragic Baby Peter case in
Haringey, was very complimentary about our processes and the attitude and alertness of staff in the face of a
high level of incidence in this Trust. Vulnerable children can depend on being protected at King’s. This brings me
back to Values—and ‘Making a Contribution to our Community’.
This month we have also seen two Renal nurses being recognised in the HEAT awards. We had two nursing
teams shortlisted in the Nursing Times Awards, and the Diabetic Foot team in the forthcoming HSJ Awards. We
also held a very interesting Research and Development Open Day. All these are great examples of teamwork,
and ‘Aiming Higher’.
Tim Smart
Chief Executive

An update from the Chief Executive to all staff at King’s College Hospital
The Havens celebrate 10th anniversary
The Havens, which provide a sexual assault referral
service for the Capital, will this month celebrate their
10th anniversary. There are three Havens in London,
one of which is based here at King's on Caldecot
Road. Haven staff from King's, as well as
representatives from partner organisations, including
the Metropolitan Police, will mark the 10th
anniversary at a special event to be held in
Bermondsey later this month.
A specially commissioned short film ‐ called 'Where is
Your Line?' ‐ will be shown at the event, which will
also be attended by Mayor of London Boris Johnson.
The launch of the film will coincide with the
publication of results from a survey commissioned by
The Havens, looking at the attitudes of young people
towards sexual consent. The Haven based at King's
provides a key service for victims of sexual assault in
south London and further afield, and sees as many as
100 people a month.

King’s made ‘Design for Patient Dignity'
showcase hospital
King’s has just been made a “Design for Patient
Dignity” showcase hospital by the Department of
Health. In practice, this means that cutting‐edge
products designed to improve patient dignity will be
trialled at King’s in the early part of next year, before
being rolled out to other UK hospitals if they prove
successful. We will be the first to benefit from new
innovations and developments in this key area of
patient care. These innovations may include new
patient gowns, screens and a “Bed Pod” designed to
increase the privacy of the patient bed space. Dr
Geraldine Walters is leading on this exciting project,
and we will keep you updated on developments.

Applications for small grants now open
The hospital's charity has once again generously
agreed to make £500,000 available for small to
medium sized projects across the Trust. The initiative,
now in its fourth year, gives staff the opportunity to
improve patient care within the hospital by giving life
to new and innovative ideas. Last year, 20 different
projects received funding, including a high frequency
oscillatory ventilator for critical care, a gene bank
storage system for sickle cell research, therapy staff
for paediatric neuro‐rehabilitation and self‐esteem
workshops for children with HIV.

Successful projects may not necessarily be headline
grabbing, but will be effective, innovative and able to
demonstrate the positive effect of philanthropy on the
hospital. If you are considering applying, please make
sure you read the application guidelines on Kwiki
(search Small grants programme). This will help you
decide whether you are likely to be successful or not.
Alternatively, you can speak to Melanie Rees,
Fundraising, on x 3456 or drop in and see her in the
Fundraising Kiosk in Hambleden Wing to discuss your
idea every Wednesday between now and the closing
date for applications, which is Wednesday, 8
December. Successful grants will be distributed on 1
April next year.

New check‐in screens in outpatients
The new airport style check‐in kiosks for outpatient
areas are due to go live before Christmas. The screens
enable patients to register their arrival for hospital
appointments, rather than queuing at clinics. The
screens will help improve patient privacy, and free up
staff time so they can focus on providing the highest
standards of clinical care.
They will be trialled in five of our outpatient clinics –
dermatology, haematology, urology and general
surgery, orthopaedics and ophthalmology. Each
patient's appointment letter will include a barcode
which the patient can scan on the kiosk to book
themselves in. Patients can also record their arrival
manually, if they forget their letter. The kiosks will also
automatically alert the clinic receptionist if a patient
needs help, or they haven’t completed their check‐in.
For more information about the screens, please
contact Sandra Whitelock on x 5055.

Staff survey deadline approaching
A further reminder to staff about the importance of
completing the staff attitude survey which 850 of you
will have received. The response rate so far has been
on a par with previous years, and we want to ensure
an improved response rate this time around. There is
an added incentive this year ‐ all staff who return
completed questionnaires will be entered into a prize
draw to win up to £150 of Marks and Spencer's gift
vouchers. For more information , please speak to Jane
Matty on x 6115.
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Report to:

Board of Governors

Date of meeting:

25 November 2010

Subject:

Monitor Submission Quarter 2, 2010/2011

Author:

Rita Chakraborty, Assistant Board Secretary

Presented by:

Tim Smart, Chief Executive

Status:

For Information

1. Background/Purpose
Under Monitor’s reporting regime, the Trust is required to submit the following
documents each quarter:
• Governance declaration
• Changes to boards of governors/directors (and any other changes to published
data)
• Financial template
For Quarter 2 (01 July – 30 September 2010) the Trust can confirm the following:
• Financial risk rating: 3 (forecast 3)
• Mandatory services rating: green
• Governance rating: Amber-green
The Governance Declaration provides confirmation from the Board of Directors that all
targets, except MRSA (post 48 hour) bacteraemia, have been met under the Trust’s
Terms of Authorisation after the application of relevant thresholds.
The Chairman or Chief Executive may sign the declaration on behalf of the Board.
This quarter, the Trust has not met all healthcare targets and indicators; therefore the
Board of Directors is asked to approve the signing of Governance Declaration 2.

2. Action required
The Board is asked to:
• Note the content of this report.
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3. Key implications
Legal:

Statutory reporting to Monitor.

Financial:

Trust reports financial performance against published plan.

Assurance:

The summary and appendices provide assurance that the Trust has
met all targets and is compliant with its terms of authorisation.

Clinical:

There is no direct impact on clinical issues.

Equality &
Diversity:

There is no direct impact on E&D.

Performance:

Quarterly performance against national targets.

Strategy:

Performance against the trust’s annual plan forecasts.

Workforce

None.

Estates:

There is no direct impact on Estates.

Reputation:

Trust’s quarterly results will be published by Monitor.

Other (specify):

None.

The following appendices are attached:
Appendix A – year to date risk rating
Appendix B – changes to membership of Board of Directors and Board of Governors
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Financial summary as at Q2 for KINGS
Financial Summary
£m

Quarter
Plan
145.6
(86.1)
(13.0)
(5.4)
(31.5)
9.6
(4.1)
(2.1)
(3.3)
(0.0)

Actual
289.5
(170.5)
(27.1)
(10.7)
(65.1)
16.2
(8.5)
(4.3)
(6.4)
(3.0)

Variance
(1.6)
1.6
(1.1)
0.1
(2.0)
(2.9)
(0.2)
0.0
0.3
(2.9)

FY
Plan
582.3
(344.3)
(51.9)
(21.7)
(126.1)
38.3
(16.5)
(8.6)
(13.0)
0.3

6.6%
13.6

5.6%
5.2

-1.0%
(8.4)

6.6%
27.2

(1.0)
6.1
(0.1)
5.0
0.5
5.5
(2.3)
3.2

(0.1)
(2.7)
18.0
15.2
(11.0)
4.3
(8.2)
(4.0)

(3.0)
8.8
18.1
23.9
(8.8)
15.0
(10.6)
4.4

(2.9)
11.4
0.0
8.6
2.2
10.8
(2.4)
8.4

0.3
(1.1)
36.1
35.3
(22.9)
12.3
(15.5)
(3.2)

17.2
17.2

8.4
8.4

8.8
8.8

17.2
17.2

8.4
8.4

9.7
9.7

Historic
YTD
30-Jun-10

Historic
YTD
30-Sep-10

Historic
YTD
31-Dec-10

Current
YTD
30-Sep-10

5.4%
81.3%
1.3%
-0.9%
15.6

5.6%
84.7%
1.9%
-0.6%
20.3

5.6%
56.4%
2.5%
-0.6%
0.0

5.6%
84.7%
1.9%
-0.6%
20.3

3

3

2

3

Actual
147.4
(86.4)
(14.2)
(5.3)
(33.1)
8.5
(4.2)
(2.1)
(3.1)
(1.0)

Variance
1.8
(0.3)
(1.2)
0.1
(1.6)
(1.1)
(0.1)
0.0
0.3
(1.0)

6.6%
6.8

5.7%
0.0

-0.8%
(6.8)

Net Surplus / (Deficit)
Change in working capital
Non cash I&E items
Cashflow from operations
Cashflow from investing activities
Cashflow before financing
Cashflow from financing activities
Net increase/(decrease) in cash

(0.0)
0.5
9.0
9.5
(5.3)
4.2
(6.0)
(1.8)

(1.0)
6.7
8.9
14.6
(4.8)
9.8
(8.3)
1.4

Cash at period end
Cash and Cash equivalents at PE

8.8
8.8

Revenue (Total)
Employee Expenses
Drugs
PFI operating expenses
Other costs
EBITDA
Depreciation and amortisation
Net interest
Other
Net Surplus / (Deficit)
EBITDA as % Income
CIPs

FRR Metrics by quarter
all on YTD basis
EBITDA margin
EBITDA % of plan
ROA
I&E surplus margin
Liquidity

Financial Risk Rating

Source: KINGS 1011 Q2 combined reporting template

%
£m

YTD
Plan
291.1
(172.1)
(25.9)
(10.9)
(63.1)
19.1
(8.2)
(4.3)
(6.7)
(0.1)
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Financial summary as at Q2 for KINGS
Detailed Financial Summary Acute
£m
NHS Elective revenue
NHS Non-Elective revenue
NHS Outpatient revenue
NHS A&E revenue
NHS other revenue
Private patient revenue
Other operating income
Total operating income

Quarter
Plan
24.6
27.9
20.1
3.2
44.5
3.9
21.4
145.6

Actual
46.2
56.0
40.8
6.2
94.3
6.5
39.4
289.5

Variance
(3.0)
0.2
0.6
(0.1)
5.4
(1.3)
(3.3)
(1.6)

FY
Plan
98.5
111.7
80.5
12.7
177.9
15.5
85.5
582.3

(172.1)
(25.9)
(48.5)
(10.9)
(14.6)
(272.0)

(170.5)
(27.1)
(48.4)
(10.7)
(16.7)
(273.3)

1.6
(1.1)
0.1
0.1
(2.1)
(1.3)

(344.3)
(51.9)
(97.0)
(21.7)
(29.2)
(544.0)

(1.1)
(0.1)
0.0
0.0
0.0
0.0
0.0
0.3
(0.0)
(1.0)

19.1
(8.2)
0.0
(4.3)
0.0
(4.3)
0.0
(1.5)
(0.9)
(0.1)

16.2
(8.5)
0.0
(4.3)
0.0
(4.3)
0.0
(1.3)
(0.9)
(3.0)

(2.9)
(0.2)
0.0
0.0
0.0
0.0
0.0
0.3
(0.0)
(2.9)

38.3
(16.5)
0.4
(8.6)
0.0
(8.5)
0.0
(3.0)
(1.9)
0.3

5.7%

-0.8%

6.6%

5.6%

-1.0%

6.6%

9.6
0.1
(0.2)
0.7
(0.6)
9.5
(5.3)
0.0
0.0
4.2
(2.0)
(4.3)
0.0
0.0
0.2
(1.8)

8.5
(10.4)
(0.3)
17.4
(0.5)
14.6
(4.8)
0.0
0.0
9.8
(1.9)
(4.0)
0.0
0.0
(2.4)
1.4

(1.1)
(10.5)
(0.1)
16.8
0.0
5.0
0.5
0.0
0.0
5.5
0.1
0.2
0.0
0.0
(2.7)
3.2

19.1
(3.6)
0.9
0.1
(1.2)
15.2
(11.0)
0.0
0.0
4.3
(4.3)
(4.3)
(0.4)
0.0
0.7
(4.0)

16.2
(1.3)
(1.5)
11.6
(1.1)
23.9
(8.8)
0.0
0.0
15.0
(4.1)
(4.0)
(0.4)
0.0
(2.1)
4.4

(2.9)
2.3
(2.4)
11.5
0.1
8.6
2.2
0.0
0.0
10.8
0.2
0.2
(0.1)
0.0
(2.7)
8.4

38.3
(2.3)
0.9
0.3
(2.0)
35.3
(24.6)
1.7
0.0
12.3
(8.6)
(8.5)
(0.9)
0.0
2.5
(3.2)

8.8
8.8

17.2
17.2

8.4
8.4

8.8
8.8

17.2
17.2

8.4
8.4

9.7
9.7

Actual
25.5
26.2
21.6
3.1
48.2
2.9
19.9
147.4

Variance
0.9
(1.8)
1.4
(0.1)
3.8
(1.0)
(1.5)
1.8

(86.1)
(13.0)
(24.2)
(5.4)
(7.3)
(136.0)

(86.4)
(14.2)
(25.7)
(5.3)
(7.4)
(138.9)

(0.3)
(1.2)
(1.5)
0.1
(0.1)
(2.9)

9.6
(4.1)
0.0
(2.1)
0.0
(2.1)
0.0
(0.8)
(0.5)
(0.0)

8.5
(4.2)
0.0
(2.1)
0.0
(2.1)
0.0
(0.5)
(0.5)
(1.0)

6.6%

EBITDA
Change in Current Receivables
Change in Current Payables
Other changes in WC
Other non-cash items
Cashflow from operating activities
Capital expenditure
Asset sale proceeds
other Investing cash flows
Cashflow before financing
Net interest
PDC dividends (paid)
Movement in loans
PDC received/(repaid)
Other
Net cash inflow/outflow
Period end cash
Period end cash and equivalents

Employee Expenses
Drugs
Supplies (clinical & non-clinical)
PFI operating expenses
Other Costs
Total operating expenses
EBITDA
Depreciation and amortisation
Profit (Loss) on asset disposal
Net interest
Taxation
PDC dividend
Charitable funds net I&E included
Impairments & Restructuring
Other non-operating items
Net Surplus / (Deficit)
EBITDA % Income

Source: KINGS 1011 Q2 combined reporting template

YTD
Plan
49.3
55.8
40.3
6.4
89.0
7.7
42.7
291.1
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Enc 3.5 Appx B

To:

Submissions Team, Monitor

Cc:

Will Ritchie, Relationship Manager, Monitor

Date:

26 October 2010

From:

Rita Chakraborty, Assistant Board Secretary

Subject:

Director and Governor changes in Q2 2010-11

1. Please note the following changes to King’s Board of Directors:
Non-Executive Director
Marc Meryon joined as a Non-Executive Director on 02 August 2010.
Prof Sir George Alberti joined as a Non-Executive Director on 01 October
2010.

2. Please note the following changes to King’s Board of Governors:
Stakeholder Governor – Guy’s & St Thomas’ NHS Foundation Trust
Patricia Moberly, Chair, has resigned as Stakeholder Governor and will be
replaced by Diane Summers with effect from 06 October 2010.
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Board of Governors: King's College Hospital NHS Foundation Trust
October 2010
Michael Parker (Chair)

Rowenna Hughes

Public Governors
Lambeth Central
Cherry Forster
Rashmi Agrawal

Medical & Dentistry
Bruce Hendry

Lambeth North
Ann Mullins
Christiana Okoli
Lambeth South
Timothy Mason
Saleha Jaffer
Southwark Central
Andy Alatise
Hedi Argent
Southwark North
Tom Hoffman
vacancy

Nominated Governors
Cllr Jane Edbrooke (Lambeth
Council)
Caroline Hewitt (Lambeth PCT)
Cllr Dora Dixon Fyle (Southwark
Council)
Mee Ling Ng (Southwark PCT)
Stuart Bell (South London and
Maudsley NHS Foundation Trust)
Anne Garvey (London South Bank
University)
Frank Wood (Joint Staff
Committee)
Chris Mottershead (King's College
London )
Diane Summers (Guy’s & St
Thomas’ NHS Foundation Trust)

Southwark South
Michelle Pearce
Michael Mitchell
Patient Governors
Paul Corben
Andy Glyn
Tom Duffy
Lisa Hayles
Pida Ripley
Jan Thomas

Staff Governors
Administration, Clerical &
Managerial Staff
Brady Pohle
Allied Health Professionals
Mark Monaghan
Nurses and Midwives
Anthony Agosu and Nicky Hayes
Support Staff
2

Board of Directors: King's College Hospital NHS Foundation Trust
Michael Parker (Chair)
Executive Directors
Tim Smart (Chief Executive)
Angela Huxham (Executive Director of Workforce Development)
Michael Marrinan (Executive Medical Director)
Roland Sinker (Executive Director of Operations)
Simon Taylor (Chief Financial Officer)
Dr Geraldine Walters (Executive Director of Nursing & Midwifery)
Non-Executive Directors
Prof Sir George Alberti
Robert Foster
Maxine James
Prof Alan McGregor
Marc Meryon
Dr Martin West
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Enc 3.6a

Report to:

Board of Governors

Date of meeting:

25th November 2010

Subject:

Infection Control Annual Report 2009/10

Author(s):

Erika Grobler; Deputy DIPC

Presented by:

Dr Geraldine Walters, Director of Nursing and Midwifery, DIPC

Sponsor:

Dr Geraldine Walters

History:

Previous Annual Report 2008/09

Status:

For Report

1.

Background/Purpose

A summary of the Infection Prevention and Control activity in 2009/10 as well as the
programme of activity for 2010/11
2.

Action required

To note the content of the report and the annual programme.
3.

Key implications

Legal:

Financial:

Assurance:

Clinical:

The Trust has a statutory responsibility to ensure compliance under
the Hygiene Code. The submission of an Annual Report is part of
this Code.
Poor infection control practices and increase in infection rates has a
direct financial impact as a result of additional drug costs and
increase in Length of Stay.
The Infection Prevention and Control annual report provides the
Board of Directors with an overview for the year identifying
significant trends and developments.
Good Infection Prevention and Control practices are key to
providing high quality care to King’s patients.
None

Equality & Diversity:
Performance:

A reduction in infection rates has a direct impact on length of stay,
reduction in costs and the patient experience
None

Strategy:
None
Workforce:

None
Estates:
Reputation:

Poor compliance in infection prevention and control standards could
adversely affect the reputation of the organisation.

Other:(please specify)

4.

Appendices
a. Annual Report

Enc. 3.6a

Infection Prevention and Control Annual Report
2009/2010
&
Annual Plan 2010/ 2011
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1. Introduction
1.1

The Impact of healthcare associated infection (HCAI)
HCAIs contribute significantly to the morbidity and mortality of patients as
well as to the cost of healthcare, costs that include additional hospital stay,
nursing care and medical care, operations and consumables.
Data from the Second National Prevalence Survey of Infection in Hospitals
showed that 11.2% of patients in teaching hospitals had a HCAI at any one
time. The financial impact of HCAI on a hospital the size and complexity of
King’s College Hospital is significant and in the region of £10 – 20 million per
annum. The 64% reduction in MRSA bacteraemias achieved since 2003/04
has saved the organisation an estimated £4.6 million and nearly 12,000 beddays (estimated using the Department of Health’s HCAI productivity
calculator)
King’s provides a range of clinical services, and houses several regional and
supra-regional centres, 5 large intensive care facilities and 6 high
dependency units and is therefore likely to have a considerably higher
burden of HCAIs than most hospitals. This is due to:
• the prevalence of HCAI in intensive care unit patients being
approximately 25 – 34%
• the citing of Europe’s largest stem-cell and liver transplant services at
King’s
• the large numbers of immuno-suppressed patients as a consequence
of modern therapies, i.e. for connective tissue disorders
• the increasing age of the population.
A fully active Infection Control programme can prevent approximately one
third of HCAIs (The Study of the Efficacy on Nosocomial Infection Control
(SENIC)). The programme should include:
• surveillance and feedback on infection
• best practice in the insertion and maintenance of indwelling devices,
i.e. central venous catheters (CVCs)
• best practice in the insertion and maintenance of indwelling urinary
catheters.
One of the main challenges for Kings and other Trusts is to ensure that best
practice is clearly identified and shared across all clinical areas and wards
and that there is a systematic process of auditing compliance with the
Department of Health’s Code of Practice for the Prevention and Control of
Healthcare Associated Infections, in order to minimise the risk of HCAI at the
point of healthcare delivery

1.2

Policy Framework
In 2000 the National Audit Office (NAO) published a report on The
Management and Control of Hospital Acquired Infection in Acute
Trusts in England. This investigation focussed on the work of hospital
Infection Control teams and the need for Trusts to:
• raise the profile of Infection Control on the agenda of Chief Executives
(CEOs), ensuring that their understanding of the responsibility they
have for putting effective infection control arrangements in place is
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•
•
•

clear.
improve surveillance and feedback information to clinicians
improve education and training relating to infection control
audit compliance with infection control guidelines.

The Chief Medical Officer’s (CMO’s) report “Winning Ways” Working
together to reduce Healthcare Associated Infection in England (2003)
identified roles and responsibilities at key points in the governance
framework of NHS trusts. This document also outlined the responsibilities of
Trust Chief Executives and healthcare workers in delivering reductions in
HCAI through 7 action areas, including the appointment of a Director of
Infection Prevention and Control; a role fulfilled at King’s by Doctor Geraldine
Walters, Executive Director of Nursing and Midwifery.
The Department of Health (DH) document Saving Lives: a delivery
programme to reduce Healthcare Associated Infection including MRSA was
launched in June 2005. This introduced 9 challenges for Acute Trusts,
including a self assessment tool and 5 “High Impact Interventions”, derived
from the 2001 DH EPIC best practice guidelines, designed to reduce HCAI.
These interventions include the insertion and care of Central Venous
Catheters (CVCs), as well as the insertion and care of Peripheral Venous
Catheters (PVCs). This programme also provided a set of review tools for
assessing compliance with these interventions.
1.3

Regulatory Focus
The Health Act 2006 which was revised in January 2008, introduced a
statutory duty on trusts to observe a Code of Practice for the Prevention and
Control of Healthcare Associated Infections. This Code of Practice (also
called The Hygiene Code) places a duty on trusts to:
• establish appropriate management systems for Infection Prevention
and Control
• assess the risks of acquiring HCAIs and take action to manage these
risks
• maintain a clean environment
• provide adequate isolation facilities
• protect healthcare workers from exposure to communicable diseases
and to provide training on prevention and control of HCAIs.
This Act has been replaced by the Health and Social Care Act 2008; which
established the Care Quality Commission (CQC). The Commission, which
came into force on 1st April 2009, replaced The Healthcare Commission, the
Commission on Social Care Inspection and the Mental Health Act
Commission. The Act also includes a reviewed Code of Practice, which
places a statutory requirement on all NHS bodies providing services to
patients to register with the CQC. The success of this annual registration is
partly based on compliance with the Hygiene Code and will be subject to a
regular inspection.
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2. Infection Prevention and Control Governance Framework
King’s continues to embed a culture across the organisation that places equal
emphasis on delivering safe effective care as well as having a robust financial and
operational performance.
Infection Control governance arrangements within the organisation have been the
focus of review and development since 2007 in order to ensure that an appropriate
and robust Infection Control framework is in place to minimise the risk of infection.
The Infection Control Governance Policy, reviewed again in 2009 / 10 outlines the
duties and responsibilities relating to Infection Prevention and Control for staff and
committees.
2.1

Infection Prevention and Control Committee (IPCC)
The Committee, chaired by the Director of Infection Prevention and Control
(DIPC), determines and oversees the implementation of the Infection
Prevention and Control Strategy and Annual Programme. It promotes best
practice and a learning culture through the Trust’s Infection Prevention and
Control management structures. It is responsible for overseeing compliance
with the Health and Social Care Act (2008) by overseeing the work of feeder
committees.

2.2

Healthcare Associated Infection (HCAI) Operational Committee
The committee is responsible for reducing the incidence of HCAIs in the
Trust by ensuring that national, local and Trust target relating to reduction in
rates of specific infections are met. It ensures that the Trust stays ahead of
the field in identifying and implementing new initiatives to control infections.

2.3

Hygiene Code taskforce
The group focuses on ensuring that the Trust is fully compliant with the
Health and Social Care Act 2008.

2.4

Decontamination Committee
The Committee is chaired by the Divisional Manager of Ambulatory Services
and local Networks. The main focus for this committee during 2009 / 2010
has been to:
• Continue to work towards full implementation of NICE guidance re
vCJD
The NICE guidance asks for all surgical patients to be risk assessed prior
to surgery for the risk of CJD and vCJD. It also places a responsibility on
organisations to have a system for full traceability and tracking of surgical
instrumentation.
A risk assessment tool has been developed to risk assess all surgical
patients for vCJD and CJD. A process to implement this risk assessment
process is in the final stages of development and will be piloted in
neurosurgery in 2010/11. The ICT Department is working on a process of
integrating KCH systems with ScanTrack to allow complete tracking and
traceability.
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• Re-audit the management of in-house automated endoscopy
reprocessors (AERs)
An audit programme is in place with action plans to monitor the full
implementation of a management system for the use of AERs to manage
the risks associated with these machines. This programme is by through
the Decontamination Committee. Residual risks have been added to the
Trust Risk Register.
•

Benchtop Sterilisers
Three of these sterilisers remained in the Trust, Two of these have been
decommissioned in June and the third will be removed once there is
greater clarity as to when it is currently used. This should be completed by
the end of July 2010. This will complete the process of removal of 24
benchtop sterilisers that were in use in the Trust in 2008.

•

Development and agreement of decontamination contingency
plans.
The Contingency plans for the external decontamination provider has
been reviewed and recommendations made.

•

Reviews of roles and responsibilities
Staff have now been appointed into the roles of Authorised Person and
Authorised Engineer, the Decontamination structure has now been
appointed to.

The workplan for this committee in 2010/11 includes:
• A review and update of Decontamination policies.
• Monitoring action plans drawn up to ensure full compliance with the
decontamination elements of the Hygiene Code.
• Continued work to ensure full implementation of NICE guidance relating
to vCJD.
• A joint review with the external decontamination provider of forthcoming
Washer Disinfector / Steriliser (HTM01) & Endoscopy (HTM06) guidance
to be published by the Department of Health.
• The procurement process for in-house decontamination machines to be
reviewed.

3. Infection Control Surveillance
The Infection Control Team generates alert organism surveillance information
either passively, through interrogation of laboratory databases or actively through a
programme of screening. This work is vital in supporting performance management
within the organisation.
In 2009/10 elective inpatient and the majority of day case admissions (except for a
small group of patients exempt from the Department of Health requirement) were
screened for MRSA, along with new admissions to ICUs, the neonatal ICU and
liver and haematology wards. The requirement for all emergency admissions to be
screened for MRSA is not yet fully embedded into practice.
The plan for 2010/11 is to fully implement the Trust and divisional MRSA action
plans.
Routine screening for MRSA is carried out weekly in the Intensive Care Units. The
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Liver and Haematology wards also routine screen for VRE and Neonatal Intensive
Care Unit screens for multiply resistant coliforms.
Screening is intended to identify colonised patients at an early stage (i.e. before
organisms are seen in clinical specimens) so that they can be managed according
to IC policies. Staff can then also attempt clearance or reduction of MRSA before
infection occurs.
Once a new alert organism is confirmed the Infection Control Nurses (ICNs)
telephone and visit ward staff, label notes and gives advice on protocols and
isolation precautions. All this information is uploaded on the main IC database (ICSurv) maintaining a “real time” database of alert organism activity in the Trust.
Action plans were issued by the IC team where clusters (when two patients are
identified as being infected with the same organism in the same clinical area within
a week) were identified. Actions plans provide a written, tailored strategy for the
management of untoward events such as transmission of alert organisms,
increasing infection rates, clusters of diarrhoea, etc.
The Infection Prevention and Control Team also convene outbreak and incident
meetings when indicated, for example during December and January a number of
outbreaks of diarrhoea and vomiting occurred, with up to 6 wards closed for
norovirus and for CDT. (see appendices for summary of clusters and outbreaks
during 2009 / 2010)
3.1

Enhanced Surveillance – Surgical Site Infections
The Infection Control Team first enrolled the Trust in the Nosocomial
National Surveillance Scheme (NINSS) in 2004. The exercise enables a
comparison of infection rates with other participating trusts in the United
Kingdom for specified surgical procedures.
3.1.1

Surgical Site Infection Surveillance – repair of fractured
neck of femur
The Trust submitted data to the Health Protection Agency’s Surgical
Site Infection Surveillance Service (SSISS) in 2009/10. The
infection rates at KCH for this procedure are lower than the national
average.

3.1.2

Surgical Site Infection Surveillance – knee replacement
In 2009/10 the Trust submitted data on patients who had undergone
knee replacement surgery. Again, the rates of infection at KCH were
lower than the national average.

3.1.3

Surgical Site Infection Surveillance – hip replacement
The Trust submitted data on 192 patients. Of these 2 patients
developed surgical site infection (1%). This compares with a
national average of 1.2%

3.1.4

Surgical Site Infection Surveillance – Vascular Surgery
The Trust submitted data on 289 patients who underwent a range of
vascular surgical procedures. Of these 6 went on to develop a
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surgical site infection (2.1%). This compares to a national average
of 4.3%.

4. Alert organism rates at Kings 2009/10
“Alert organisms” are important surrogates of HCAI. These bacteria are commonly
resistant to many antibiotics and may spread quickly between patients, causing
outbreaks. The major alert organisms include meticillin-resistant Staphylococcus
aureus (MRSA), vancomycin-resistant Enterococcus sp. (VRE / GRE), Clostridium
difficile, multiply resistant coliforms (especially Klebiella spp and E.coli producing
Extended Spectrum Beta-lactamases) and multiply drug-resistant non-fermenting
Gram-negative rods (i.e. Pseudomonas aruginosa, Acinetobacter baumanii,
Stenotrophomonas maltophillia).
Around 3000 new alert organisms were reported from April 2009 to March 2010.
(see appendices). New alert organisms were reviewed by the Infection Control
team and Microbiology SpRs to determine whether a patient was colonised and
infected. This process involves telephone conversations with doctors and other
healthcare workers, interrogation of patient notes / laboratory database, patient
visits or review of other data i.e. clinical details, site of specimen, evidence of
antibiotic use, etc.
These processes are useful in deciding whether long term trends reflect screening
practices or genuine changes in infection rates.
4.1

Meticillin-resistant Staphylococcus aureus (MRSA)
The absolute number of patients in which MRSA was detected increased
slightly in 2009/10 compared with the previous year. This increase in
numbers is likely to reflect increasing screening and detection.
In 2009/10 divisional infection control leads collected information on the root
cause of all MRSA and VRE bacteraemias to determine likely aetiology.
TheDivisions also audited insertion and maintenance of indwelling devices
and hand hygiene using the Saving Lives “High Impact” audit tool. Care
bundles for both CVCs and peripheral lines, developed by the CVC Group,
were rolled out in 2008/09. Results of the audit of these care bundles is fed
back to and discussed at the HCAI Operations Committee.
The Department of Health (DH) set the MRSA bacteraemia objective for
2010/11 based on recommendations from the National Quality Board. All
NHS organisations have been set a target for reducing MRSA bacteraemia
relative to the national median. The objective for 2010/11 reflects a zero
tolerance approach that the DH adopted to preventable infections. The
objective has been applied to Trusts as a bed-day rate, with all MRSA
bacteraemias indentified after 2 days of admission counted towards the
Trust total. Organisations worse than the median are expected The MRSA
objective will be an annual goal that is re-calculated annually.
The target for King’s was defined based on the number of cases between
October 2008 and September 2009. During this period 28 cases were
reported to the Health Protection Agency. King’s MRSA infection rate during
this period was 8.78 cases per 100,000 bed days in comparison to a national
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median infection rate of 2.87 cases per 100,000 bed days, which for King’s
equates to 9 cases for 2010/11. This represents a 68% improvement
requirement on 2008/09 performance.
An MRSA action plan has been developed for 2010/11 to drive the achieving
of this challenging target, focussing on:
• screening of elective admissions
• screening of emergency admissions
• appropriate management of patients colonised with MRSA in order to
prevent these from converting to an infection
• improved monitoring and governance.
4.2

Clostridium difficile infection (CDI)
Clostridium difficile produces cytotoxins, which cause profuse offensive
diarrhoea. This is extremely unpleasant for patients, particularly the elderly,
and probably increases length of admission by 7 – 10 days. In severe cases
pseudo-membranous colitis can occur, requiring emergency surgery for
removal of affected bowel. There is a significant attributable mortality with
this condition.
C.difficile spores are extremely hardy, surviving for weeks in the hospital
environment, particularly when patients have diarrhoea. These organisms
can also be transmitted via toilets and bed pans, particularly when bedpan
washers are poorly maintained. This has led to outbreaks on hospital wards.
The measures required to control transmission are:
• a high standard of hand washing
• minimising antibiotic use through strict guidance and audit, shortening
duration and appropriate selection of agent.
• a high standard of environmental cleaning including the safe handling
of soiled linen
• optimum experienced staff / patient ratios and reduction in
overcrowding on hospital wards
• adequate isolation and toilet facilities, the use of cohort wards; use of
macerators
In 2007/08 the Department of Health set Trusts a 30% target for reducing
Clostridium difficile infections by 2010/11. During 2009/10 the Trust made
the decision to achieve this reduction by March 2010. The Trust met this
target (136 cases compared to a target of 162 cases).
The focus CDI must, however be maintained. In March 2010 the previous
government announced the establishment of a CDI objective based on a
similar methodology to that used for the MRSA objective described above.
The Trust, in preparation for this, has set itself a target of 88 cases for
2010/11, which will bring the organisation’s performance in line with the
national median.

4.3

Vancomycin-resistant enterococci
The first clinical isolates of vancomycin-resistant enterococci (VRE) in the
UK were reported from Dulwich Hospital in 1988. VRE is now commonly
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found in healthcare settings worldwide, being particularly widespread in
ICUs, high-dependency and on liver and transplantation units. The problem
has been alleviated to some extent with introduction of new agents such as
linezolid.
In 2009/10 there was an increase in the number of VRE bacteraemias
compared with the total for 2008/09 (43 cases compared with 39 cases).
At King’s the majority of VRE bloodstream infections occur in the Specialist
Medicine and Liver divisions. Intra-abdominal and line sepsis is common in
patients with acute/chronic liver failure. These patients also require
intravenous access via multiple central lines (up to 4 per patient). Reducing
VRE and other bloodstream infections will continue to a priority for the Trust.
It is hoped that with the introduction of the Intravenous Practitioner team that
the Trust can do so.
4.4

Multiply drug-resistant Enterobacteriaceae
Multiple drug resistance in Enterobacteriaceae (principally E.coli and
Klebsiella spp.) is defined by resistance to gentamicin or ceftazidime and the
production of Extended Spectrum Beta-lactamases (ESBL) enzymes which
inactivate a wide range of beta lactam antibiotics.
Many of the isolates in 2009/10 were from patients on Healthcare of the
Elderly and liver wards and hence had risk factors, i.e. prolonged inpatient
stay, significant co-morbidity, use of antibiotics and urinary catheterisation.
Unfortunately, some of these isolates are resistant to penicillin,
cephalosporins and aminoglycosides and occasionally carbapenems,
rendering infections very difficult to treat. It is well recognised that resistance
determinants from members of this group of organisms can pass to other
bacteria increasing the potential for further spread of antibiotic resistance
unless infection control standards are high.
This is especially the case with the insertion and maintenance of indwelling
urinary catheters. Audits of practice in relation to urinary catheters are
currently coordinated by the Continence Nurse Consultant. Results of audits
are used to guide the workload of the continence nurses and identify the
areas where additional focus is required.

4.5

Norovirus
Like many Trusts, King’s was significantly affected by the nationwide
outbreak of norovirus in early 2010. Norovius is highly infectious and causes
vomiting and diarrhoea. it is usually short-lived, but infection in patients with
underlying medical problems can be sever and prolonged. A secondary rise
in the number of C. difficile cases was also observed.
Up to six wards were closed as a result of norovirus infection, and daily
outbreak meetings were convened to review the situation and ensure that
appropriate Infection Control measures were observed.
The impact of norovirus on the functioning of Organisations can be severe,
with a number of Trusts in London closing to new admissions and severely
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curtailing visiting. KCH, with close communication between Bed
Management teams, Clinical Site Management, Divisional Management
teams and the Infection Prevention and Control teams, was able to limit the
impact of these outbreaks on the operational functioning of the organisation.
4.6

H1N1 pandemic influenza
The Infection Prevention and Control team were actively involved in the
planning for the potential impact of pandemic H1N1 influenza under the
auspices of the Influenza Committee, chaired by Ian Jackson.
Intensive Care provision was a particular concern and plans were made to
cohort influenza cases in Medical ICU. In the event, the impact was not as
severe as had been feared and affected patients were managed in side
room accommodation.

5. Environmental Issues
5.1

Cleaning Standards
The contractor responsible for delivery of cleaning changed in December
2009. The new contract is in line with the national cleaning standards.
Cleaning standards are being carefully monitored and the Trust is in regular
contact with the new service provider to ensure that these standards are
maintained. High quality and effective cleaning in high-risk areas (including
out-patient areas undertaking invasive procedures) is particularly important,
as organisms are known to survive in the environment (i.e. C.difficile, VRE
and Acinetobacter baumanii). The Trust is currently implementing measures
to improve the standard of cleaning and to reinforce the requirements of the
National Cleaning Standards.
Ensuring that high standards of cleaning are embedded within the daily
cleaning routines is essential as without this, the environment acts as a
potential vector for transmission. Monitoring of cleaning in ward areas is
primarily done through environmental audits conducted by
ward/departmental managers, using a tool based on the Department of
Health and Infection Prevention Society tools. In order to strengthen this
process, during 2009/10, we introduced a system of peer auditing as well as
ensuring that actions are taken in response to issues identified.

5.2

Isolation Facilities
Patients with antibiotic-resistant organisms, diarrhoeal illness, viral diseases
and tuberculosis continued to place a burden on the limited isolation
facilities at Kings throughout 2009/10.
The Trust manages this burden through close communication between ward
staff, bed management, divisional management teams, site management
and the infection prevention and control team. Allocation of isolation facilities
is done using a risk management process on a case by case basis.
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6. Healthcare Workers
6.1

Screening and Immunisation
Through the Occupational Health Department (OHD), the Trust has a policy
for the screening and vaccination of staff against communicable diseases.
This is to reduce the risk of non-immune staff members being exposed to
preventable diseases such as chicken pox and measles. This is less of a
risk to staff who have joined King’s in the past two years when the process
for checking were strengthened.
Measles is now prevalent following community outbreaks in South London
where Measles, Mumps and Rubella vaccination (MMR) has dipped. It is
important that the Trust, through the Departments of Workforce
Development and Occupational Health and line managers ensure that staff
are fully screened and vaccination offered where appropriate.
In January 2009 the Occupational Health Department embarked on an
immunisation recall programme to ensure that all clinical and non-clinical
staff are appropriate immunised against infectious diseases. The first three
phases focussed on Child Health, Renal and Women’s Health with varying
degrees of response and attendance. In Child Health 153 staff attended out
of a total of 204 (73%) and in Renal 174 staff attended out of 218 (80%).
The programme has just (June 2009) commenced in Women’s Health with
18% of 133 staff having attended to date.
It was proposed that the programme of recall immunisation will cover the
high risk areas over a one year period. Resources, however, had to be
rerouted to immunisation of staff for the H1N1 virus. It is therefore not clear
when the recall programme will be concluded.

6.2

Education and training
Education of healthcare workers in good infection control practice continued
to be a core function of the infection control team in 2009/10. The e-learning
package – ICTAP was central to the uptake of Infection Control education
by healthcare workers. The Trust has now decommissioned the training
package on ICTAP as it does not allow for effective training uptake. In
2009/10 the Trust will move to the national Core Learning Unit’s training
modules which will allow for the recording of training to be done through the
Electronic Staff Record. Divisions continue to be given the responsibility for
maintaining local training records.
In 2010/11 work will focus on reviewing all training packages delivered by
the Infection Control team, including the intravenous practitioner team, to
ensure that they are targeted appropriately and also to ensure that the
content reflects current national guidance and local policies.
Working with the Postgraduate Medical and Dental Education Department,
the IPC team has agreed that during the August 2010 intake they will, for
the first time, assess the competency of all FY1 medical staff for peripheral
cannulation, hand washing and the use of personal protective equipment.
This is a major step forward in ensuring that standards for these procedures
are consistently met.
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7.

Infection Control Policies
The Trust, through the Infection Control Team, has adopted ICTAP as the Trust’s
gold standard policy document for infection control. In 2009/10 the team has
continued a programme of reviewing all infection control policies and migration
onto the Kwiki and Cliniweb systems. This ensures that policies are still accessible
by all staff while improving the monitoring systems for review.
This work will be completed in 20010/11 and the content of revised policies
included in training packages. ICTAP will then be decommissioned.

8.

Intravenous (IV) Practitioner’s team
A major source for the development of bacteraemias is the inappropriate
management and insertion of intravenous devices. The Trust, in September 2009,
established a team of three IV practitioners to ensure that the use IV devices
meets best practice guidance.
In the short period of time that the team has been in existence they have:
• standardised the IV consumables. This not only will lead to an improvement
in patient safety but will also lead to a £50k cost saving for the Trust in
2010/11
• introduced a number of training initiatives to improve practice
• established links with the IV team at Guys and St. Thomas’ to ensure that
lessons are shared.
The team in 2010/11 will continue with these initiatives drive best practice across
the organisation, including ambulatory settings.

9. Antimicrobials
Antimicrobial drugs include agents for treating bacterial, viral, fungal and parasitic
infections. They represent some of the most important and effective
pharmaceutical agents available to modern medicine. After a period of unrestricted
use we are now entering an era in which antimicrobial resistance is a rapidly
increasing problem, but the number of new agents in development to counter
resistance is minimal.
About 20% of the antimicrobial prescribing to humans takes place in hospitals and
estimates suggest that anything between 20 – 50% of this use is unnecessary. As
with all drugs, antimicrobials may cause adverse reactions affecting an individual.
The use of antimicrobials to treat infection also modifies the normal bacterial flora,
and can lead to the selection of resistant organisms. For example antibiotic use is
a risk factor for colonisation and infection with MRSA. Diarrhoea or colitis caused
by Clostridium difficile may follow use of antibacterials. These organisms can
spread to unaffected individuals. Therefore inappropriate use of antimicrobials can
affect not just the individual but also the health community, causing healthcare
associated infections, a proportion of which are avoidable. To preserve the
effectiveness of antimicrobials, reduce avoidable adverse effects and minimise
healthcare associated infections antimicrobials should be used prudently.
In order to ensure prudent prescribing, the Trust has, led by the senior
antimicrobial pharmacist and Dr Dakshika Jeyaratnam (consultant medical
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microbiologist):
• Reviewed the antimicrobial pocket guide, issued to all medical staff, to
reflect the latest national guidance
• With surgical teams, reviewed surgical prophylaxis guidelines
(Both of the above were partly aimed at reducing the use of cephalosporins, drugs
that pose a higher risk to patients of developing C.difficile. )
• Continued training of F1 and F2 doctors by the inclusion of antibiotic
prescribing lectures in their induction programmes.
• Updated the Intravenous to oral switch policy and the Antibiotic stop policy.
• A number of regular ward rounds, lead by the consultant microbiologist and
senior antimicrobial pharmacist. Referrals to these rounds are done through
EPR.
A number of point prevalence studies have been conducted during 2009/10 that
have shown a significant improvements in practice relating to antimicrobial use:
• A higher proportion of oral antimicrobials rather than intravenous are being
prescribed than previous years. Oral preparations are not only cheaper, but
do not require an intravenous (IV) device for administration, therefore poses
less risk to patients of developing bloodstream infections. .
In 2009/10 the Trust has participated in the European Surveillance of Antimicrobial
Consumption point prevalence study (ESAC PPS). This provided a snapshot of
antimicrobial use across the medical and Healthcare of the Elderly wards. This
was in addition to the point prevalence studies conducted within the Trust. It has
been decided that, as the added benefit of participating in the ESAC study are
unclear because of concerns with the methodology, the Trust will continue to
conduct its own studies.
In order to assess the impact of the Adult Pocket Antimicrobial Guide 4th Edition a
comparison will be made between antibacterial usage 12 months before and 12
after the introduction of the pocket guide. This data was obtained from the
pharmacy computer system for both periods. To compare antibiotic usage in a
consistent manner, the defined daily dose (DDD) concept is promoted by the World
Health Organisation (WHO) Collaborating Centre for Drug Statistics Methodology
will be used. The DDD is the metric most commonly used to quantify antibiotic
usage. The WHO defines the DDD as “the assumed average dose per day for a
drug used for its main indication in adults”. This comparison showed a marked
decrease in the use of quinolones and cefalosporins, groups of antimicrobials
associated with a higher risk of developing Clostridium difficile associated disease.

10. Inspection by external bodies
10.1 The Care Quality Commission
On Thursday 14th May 2009 the Care Quality Commission (CQC) paid an
unannounced visit to the Trust to carry out an inspection and test our
compliance against the Hygiene Code. Of the 17 measures they inspected,
they found no concerns about 11 of these measures.
The issues of concern raised by the inspectors included:
• The decontamination and audit of static mattresses
• The cleaning of commodes and toilet seats
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•
•
•
•

Education and training of staff related to cleaning
The organising and cleaning of store rooms
Cleaning of near-patient equipment
Some facilities and maintenance issues.

The Trust developed an action plan to address these issues, which
included:
• Replacement of all static mattresses
• A programme of audit for static mattresses
• Review of decontamination policies
• Staff briefing and education programme to ensure that all staff are
aware of the requirements for cleaning as set out in the
decontamination policies
• A system of marking commodes and near patient equipment with
indicator tape to ensure that clean equipment is distinguishable for
contaminated equipment.
• Reinforcement of Chlorclean as the cleaning agent of choice for all
near patient cleaning
• Decluttering of store rooms with a “dump the junk” day
• Introduction of a system of “go-see” visits for Directors, Divisional
Management teams and senior nurses.
During a follow-up inspection on 9th September 2009 the CQC inspectors
were satisfied with the assurance provided by the Trust that it had
addressed all six areas for improvement and found no evidence of
breaches of The Hygiene Code.
The role of the Hygiene Code Taskforce, set up to lead in the
implementation of the action plan discussed above, has been widened. The
terms of reference for this group has been agreed and under the
chairmanship of the DIPC will continue to strengthen the assurance of
compliance with the Hygiene Code and work towards exemplary systems
for prevention of Healthcare Associated Infections.
11. Internal auditors report
The Trust asked KPMG, the Trust’s internal auditors, to do a review of the Trust’s
systems to assure compliance with the Hygiene Code. The recommendations
from this report, followed four key themes; accountability for understanding and
communicating Hygiene Code requirements, monitoring compliance, assurance
arrangements and reporting compliance to those charged with governance. These
recommendations have been agreed. Actions to address these recommendations
have been built into the Trust’s Hygiene Code Gap analysis action plan; the
implementation of which is monitored through the Hygiene Code Taskforce.
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Infection Control Annual Plan 2010 / 11
Target area
Infection control
team staffing and
team development

Current position

Action required

• 1 WTE Deputy DIPC
5.6 WTE infection Control
nurses (one a senior post)
• 0.4 WTE Infection Control
Consultant
• 1 WTE Head of
Surveillance
and IT
3 WTE IV practitioner
team.

• Although the staffing of the IPC team is
reviewed on an annual basis, it is not
expected that further posts are required at
present
• Stronger working relationships will be
developed with our counterparts across
King’s Health Partners to ensure that best
practice is shared

•

Expected outcomes

• Trust generic induction
includes an infection
control
lecture
• ad hoc and planned local
teaching sessions for all
staff
groups
• the use of the National
Core Learning modules not
fully embedded.

• To work with the Department of Workforce
Development and ICT to ensure that software
and IT infrastructure is sufficient to support
the use of the national NHS IC training
package
• To support the Education and Development
Team to ensure that a system for monitoring
of uptake of this training to provide assurance
to the Board that staff have received
appropriate training.
• Review of the content of all other training
sessions provided by the IC team to ensure
that it reflects national and local policy and
guidance.
▪ To participate in junior doctor corporate
induction to ensure that the competency of all
junior doctors are checked for peripheral line
cannulation, hand hygiene and the use of
personal protective equipment .
▪ To continue with ward based training to
ensure that the widest number of clinical staff
are captured.

• All staff to be aware of
infection
control best practice including
hand hygiene,
decontamination
of near patient equipment
care
of invasive devices.
▪ To ensure that all staff who
insert or access IV devices
are
appropriately trained

Training
All staff
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Actual outcome

Target area
Medirest

Infection control link
nurse programme

Policy and guideline
review and
development

Environmental issues
Environmental audit

Current position

Action required

Expected outcomes

• Currently responsible for
cleaning and food
• Medirest provides training to
their staff with little input from
the infection control team
• Infection Control link nurses
meet every quarter
• The Heads of Nursing have
agreed the job plan for this role
and have agreed to a day a
month as dedicated time for
IPC activities.
• Infection control policies and
guidelines are currently in two
locations, ICTAP and Kwiki
• The system for ensuring review
of policies is not robust and
does not meet the
requirements of NHSLA’s
ARMS standards
• A system does not exist to
ensure inclusion of policy
changes in training packages.

• To agree and have oversight of
the training packages relating
to infection control that
Medirest provides to its staff

• All Medirest staff to be aware
of and fulfil their responsibilities
in relation to infection
prevention and control

• formal notes of training
sessions
• To continue to embed this role
within each department

• To have in place a vibrant,
active infection control link
nurse programme that
contributes to a reduction in
infection rates.

• Environmental audits done by
ward / departmental managers.
▪ A system of peer review,
where matrons and senior
nurses cross audit areas.

• Establish a clear programme of
review for all infection control
policies, to include clear
timescales.
• Migrate all policies onto the
infection control page on kwiki
• Disestablish ICTAP
• Publicise changes to ensure
that all staff are aware of where
to obtain up to date information

• All infection control policies
and guidelines to be up to date
and readily available to staff.

• To embed the current system
of environmental and peer
review audits. .
• To introduce a system of
quality assurance where the
Infection Control team spot
check environmental audit
results.
• To develop a system that
supports matrons in escalating
concerns
• results of audit to be reviewed
by the HCAI Operations
Committee

• To have in place an
environmental audit system
that is robust and provides
accurate information on the
current state of environmental
cleanliness across the
organisation.
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Actual outcome

Target area

Current position

Surveillance and audit
Saving lives audits
• A programme of Saving Lives
audit frequencies has been
agreed
• Data is entered on ICAMS
system managed by the
Clinical Effectiveness
Department
• ICAMS does not allow for easy
extraction of information
Surgical Site Infection
• A surgical site infection
Surveillance
surveillance nurse submits data
on the mandatory orthopaedic
surgical cases as well as
vascular surgery to the HPA
• Results for these compare
favourably with national figures
▪ The Surveillance post is
currently vacant
Decontamination
• focus has been on
decontamination of surgical
instruments and endoscopes
• A decontamination specialist
has been appointed on a
contractual basis. .

IV line practitioner
team

• Three WTE IV practitioners
now in place.

MRSA

• an separate action plan has
been developed to ensure full

Action required

Expected outcomes

• As a matter of urgency to
explore other platforms for use
with Saving Lives programme
to ensure easy extraction of
information

• To have in place a robust
system for completion of
Saving Lives audits; data to be
easily extractable and actions
to be taken in response

• to recruit to this post as a
matter of urgency
▪ to include other surgical
specialities.

• To submit robust data to the
HPA with results

• to widen the remit of
decontamination to include all
near patient equipment
• to review and update the
decontamination policy
• to ensure that all staff are
aware of their roles and
responsibilities in relation to
decontamination of equipment
▪ To fully implement the
management system relating to
Automated Endoscope
Reprocessors.
• to fully roll out the standardised
IV consumables.
• to continue the education
programme focussed on
improving practice on the
wards relating to line care
• To fully implement the agreed
MRSA action plans.

• To have robust systems and
processes in place that ensure
that all equipment is clean and
fit for purpose.
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• reduction in rates of
bloodstream infections

• 100% of emergency and
elective patients to be screened
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Actual outcome

implementation of the
requirement for MRSA screening
and to reduce the number of
MRSA bacteraemias in line with
the national objective
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▪ The Trust to achieve its MRSA
objective.
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For Report

1.

Background/Purpose

A summary of the Infection Prevention and Control activity between July - October 2010
2.

Action required

To note the content of the report.
3.

Key implications

Legal:

Financial:

Assurance:

Clinical:

The Trust has a statutory responsibility to ensure compliance under
the Hygiene Code. The submission of an Annual Report is part of
this Code.
Poor infection control practices and increase in infection rates has a
direct financial impact as a result of additional drug costs and
increase in Length of Stay.
The Infection Prevention and Control report provides the Board of
Directors with an overview of Infection Control activity and
identifying significant trends and developments.
Good Infection Prevention and Control practices are key to
providing high quality care to King’s patients.
None

Equality & Diversity:
Performance:

A reduction in infection rates has a direct impact on length of stay,
reduction in costs and the patient experience.
None

Strategy:
Education, training, culture.
Workforce:
Cleaning and age of estate.
Estates:
Reputation:
Other:(please specify)

Poor compliance in infection prevention and control standards could
adversely affect the reputation of the organisation.
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Infection Prevention and Control Quarterly Report
July - September 2010
1. Executive Summary
The Trust has a statutory responsibility to be compliant with the Hygiene code. A
requirement of this Code is for the Board of Directors to receive a quarterly report from
the Director of Infection Prevention and Control. This report details Infection Prevention
and Control activity from July until September 2010.
2. Regulatory background
The Department of Health (DH) set the 2010/11 MRSA objective based on
recommendations from the National Quality Board. The objective is based around a
national median of performance for acute Trust and PCT organisations and is
recalculated annually. For King’s College Hospital, the national median rate equates to
9 cases of MRSA bacteraemia for 2010/11.
The government has, in a drive towards greater transparency and access to
information for patients, placed a requirement on Trusts to publish MRSA and C.
difficile statistics. This system of mandatory reporting will be extended to include
Meticillin Sensitive Staphylococcus aureus (MSSA) from January 2011, with others like
E.coli to follow when guidance and definitions have been agreed. The Trust is in a
good position to be able to provide the MSSA data by the deadline set.
3. MRSA Bacteraemia:
a. Current position:
Between 1 April and 30 September 2010 the Trust has recorded 11 cases of MRSA
bacteraemia, 122% of the Trust’s annual target, in patients who have been admitted
for more than 48 hours. The table below and graph (see appendices) show the
Trust’s performance when compared with other London teaching hospitals. Both of
these indicate the Trust being an outlier in performance on this indicator.
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The graph below, comparing the Trust’s MRSA bacteraemia rates for 2009/10 with
those for 2010/11 indicate some improvement in performance

b. Key improvement strategies - progress:
It is important to be clear on the difference between MRSA colonisation and
infection in order to understand the rationale for the proposed improvement
strategies.
Colonisation means that MRSA is carried on a patient’s skin or in the nose and
causes no harm or symptoms. Infection with MRSA occurs when the organism is
present on the skin and enters the body through a break in the skin, i.e. through
wounds or intravenous catheters.
Improvement strategies are therefore aimed at:
•
Identifying patients who are MRSA colonised through screening:
In September 99.98% of elective patients and 91% of emergency patients
were screened.
•
Treating these patients appropriately with prompt prescribing of the
eradication protocol:
Progress has been made in ensuring that patients who are identified as being
MRSA colonised receive eradication protocol promptly. This is does not,
however, happen in all instances. The Infection Prevention and Control
nursing team have since the middle of September collected data on the time
to decolonisation, i.e. the delay between the clinical team being informed of
the patient’s diagnosis and the first dose of protocol being administered. This
data will be collated in October 2010.
•
Reducing the risk to other patients of acquiring MRSA through isolation
of patients and effective hand washing by healthcare professionals
caring for these patients. Although some progress has been made in
promptly isolating patients who are MRSA colonised this is once again not
consistent. The Infection Prevention and Control nursing team are now
gathering data on the time to isolate. This information is currently being
collated and will provide additional assurance of prompt isolation.
The Department of Health (see below) recommended a simplification of the
3
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•

hand hygiene auditing process using the Lewisham tool. The results of a trial
audit using this tool lead by the Senior Infection Control nurse were poor with
a compliance rate of 51%. This is lower than the results with the previous
audit tool.
This tool has now been rolled out across the Trust. Ward managers and
matrons, supported by the Infection Control nurses, will focus on additional
training to improve these rates. Medical staff engagement will also be
important in ensuring improvements in practice.
Reduce the risk of colonisation transferring to a bloodstream infection,
i.e. through exemplary technique when inserting intravenous devices.
The IV team have, during the August intake of FY1 medical staff, lead on the
introduction of a competency assessment process for peripheral line
insertion. A trustwide audit of the continuing care of peripheral and central
venous catheters is currently in progress. Results will be available by the end
of October.

4. Other DH indicators
• CDT – Prior to the election the DH indicated that a CDT objective would be
introduced in 2011/12 with a similar methodology to that of the MRSA objective. In
order to prepare the focus of the organisation on achieving this objective the Trust
has set itself a stretch target this year for CDT cases. This target for 2010/11 is 88
cases, (the Trust target for 2009/10 was 162 cases).
The Trust has had 54 cases between April and September 2010 compared to a
target of 40.
Attached is a review of 24 hospital apportioned cases for this quarter (July to
September). As well as comparison graph of the Trust’s performance against other
London teaching hospitals.

• VRE bloodstream infections
The Trust agrees a local target for VRE bloodstream infections of 10% reduction on
the previous financial year’s performance. The Trust has had 11 cases between
April and September 2010 compared with a target of 16.

5. Department of Health review
The Trust invited a team from the Department of Health’s Healthcare Associated
Infection (HCAI) improvement team to review progress in achieving sustainable
reductions in HCAIs. The purpose of the review was to examine the arrangements and
assurance surrounding the actions the Trust has taken to reduce the incidence of HCAI
and make recommendations on any aspect that could be strengthened or identify
further activities that could achieve further reductions.
The review team met with a number of key staff as well as visit to a number of clinical
areas and to speak to clinical staff.
The team noted a disconnect between Board to ward with a lack of “energy and
enthusiasm to the subject” when ward leaders were questioned.
Key points raised by the team:
• Hearts and Minds:
The primary challenge facing the Trust to ensure that the reduction of HCAIs
becomes embedded into everyday practice for all staff delivering care to patients.
Strengthening of local ownership and accountability.
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• Screening and decolonisation
Although high numbers of patients are being screened, the team identified
significant gaps occurring in compliance with decolonisation protocol and therefore
recommended that the Trust adopt a process for assuring that patients testing
positive receive the correct treatment and management.
• Medical staff engagement and involvement
The team felt that the Trust did not have sufficient assurance regarding the skills of
doctors in performing key clinical procedures that can cause infection and
recommended that the Trust consider an approach of a number of large teaching
Trusts to undertake across the board assessments and then set up systems of ongoing training and assessment of these skills.
• Antimicrobial stewardship
The team made some recommendations to further strengthen antimicrobial
stewardship, including more frequent antimicrobial audits to provide additional
assurance.
• Clinical practice
As with medical competence the team suggests that the Trust should consider how
it could gain greater assurance on key clinical practice across all professional
groups, i.e. competency based training in IV management.

6. Hygiene Code Gap Analysis
Attached is October review of Hygiene Code compliance.

RED
AMBER
YELLOW
GREEN

Hygiene Code Compliance Risk Assessment
=
Significant non-compliance with criteria
=
Moderate non-compliance with criteria
=
Minor non-compliance with criteria
=
Compliant

Summary of movement since May 2010
Compliance
criteria

What the Trust needs to
demonstrate

Compliance
status – May
2010
(R/A/Y/G)

Compliance
status –
October 2010
(R/A/Y/G)

1

Management systems

Yellow

Yellow

2

Clean and appropriate
environment

Amber

Amber

3

Patient information

Yellow

Yellow

4

Discharge information

Yellow

Yellow

5

Yellow

Yellow

6

Prompt management and
treatment of infective patients
Staff engagement

Green

Amber

7

Provide and secure adequate

Yellow

Yellow

Outstanding issues

further development of
infection control risk
register to support
Assurance Framework
Further improvement in
the consistency of
environmental cleaning
Improved assurance of
the standard of nurse
cleaning
Review of patient
literature
Review of discharge
summaries
Bed management policy
review
Relaunch of Infection
Control Leads
Strengthen Infection
Control Link Practitioner
role
Improved assurance of
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8
9
10

isolation facilities.
Secure adequate access to
laboratory support as
appropriate.
Policies and procedures
Staff education and training,
Occupational health provision

prompt isolation
Green

Green

Yellow

Yellow

Amber

Amber

Programme of review to
be completed
Compliance with
mandatory training
requirement
Staff immunity status –
follow up of longterm staff
Follow up of the results of
immunity testing.

See appendices for full Gap Analysis review

7. Next Steps
The infection control team will continue to work towards improving assurances of
compliance with the Hygiene Code.
During the next three months the focus will be on:
• Focussing on the care that patients with intravenous devices receive to ensure that
it is optimised and complete the project to standardise peripheral cannulation
equipment.
• Ongoing review of Hygiene Code Compliance
• Implement the action plans to achieve the MRSA objective and MRSA screening
targets
• To respond effectively to the DH review team’s recommendations.
• Endoscope decontamination: To ensure a long-term solution to achieve full
compliance with National Guidance (i.e. development of a central processing
facility) while continuing to mitigate the risks within environmental constraints
• Prepare for submission of mandatory weekly MSSA data
• Improve assurance of the standard of nurse cleaning.
• To review the Board and divisional Go-See programmes.
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Clostridium difficile report – July to
September 2010
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Hygiene Code Gap Analysis Progress Report
Hygiene Code Task Force meeting
11th October 2010

Attendance
Geraldine Walters
Erika Grobler
Judith Seddon
Jorge Sousa

Director of Nursing and Midwifery / DIPC
Deputy DIPC
Assistant Director of Governance
Head of Facilities

Hygiene Code Compliance Risk Assessment
RED
AMBER
YELLOW
GREEN

=
=
=
=

Significant non-compliance with criteria
Moderate non-compliance with criteria
Minor non-compliance with criteria
Compliant
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Summary of movement since May 2010
Complianc What the Trust needs to demonstrate
e criteria
1

2
3
4

5

6
7
8
9
10

Systems to manage and monitor the prevention and control of infection.
These systems use risk assessments and consider how susceptible
service users are and any risks that their environment and other users
may pose to them.
Provide and maintain a clean and appropriate environment in managed
premises that facilitates the prevention and control of infections.
Provide suitable accurate information on infections to service users and
their visitors.
Provide suitable accurate information on infections to any person
concerned with providing further support or nursing / medical care in a
timely fashion.
Ensure that people who have or develop an infection are identified
promptly and receive the appropriate treatment and care to reduce the
risk of passing on the infection to other people.
Ensure that all staff and those employed to provide care in all settings
are fully involved in the process of preventing and controlling infection.
Provide and secure adequate isolation facilities.
Secure adequate access to laboratory support as appropriate.
Have and adhere to policies, designed for the individual’s care and
provider organisations, that will help to prevent and control infections.
Ensure, so far as is reasonably practicable, that care workers are free
of and are protected from exposure to infections that can be caught at
work and that all staff are suitably educated in the prevention and
control of infection associated with the provision of health care.

Compliance status –
May 2010 (R/A/Y/G)

Compliance status –
October 2010
(R/A/Y/G)

Yellow

Yellow

Amber

Amber

Yellow

Yellow

Yellow

Yellow

Yellow

Yellow

Green

Amber

Yellow
Green
Yellow

Yellow
Green
Yellow

Amber

Amber

Actions completed since May 2010
Actions added since May 2010
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Compliance What the Trust needs to demonstrate
Criteria
Systems to manage and monitor the prevention and
control of infection. These systems use risk assessments
and consider how susceptible service users are and any
risks that their environment and other users may pose to
them.
1

Outstanding issues
Potential risk to compliance

Evidence of Compliance

Compliance
status
(R/A/Y/G)

Board level agreement
DIPC with agreed job specification and objectives directly
accountable to the CEO
IPC integral part of governance and risk reporting system
Prioritised audit programme for IC policies
Surveillance of MRSA and VRE bacteraemias / CDT
reported to the BoD
Root Cause Analysis reports
Annual IC programme
Saving lives audit results
Annual IC report
Quarterly DIPC reports to the BoD

Yellow

Action

Executive
director
lead

Date

Progress – October 2010

There are a number of infection
control related risks on both the
corporate and divisional level.
These risks do not provide a
comprehensive view and are not
reviewed in a systematic way.
To ensure that a system is in place
strengthen the link between the
hygiene code gap analysis and the
risk register

To institute a system for developing
and monitoring the infection control
risks on the risk register

DIPC

May 2010

System is now in place to monitor infection
control (IC) risks on the risk register, i.e.
through the Infection Prevention and Control
Committee (IPCC).

To continue to strengthen the
system of continuous review of risks
as a integral part of the infection
control assurance framework

To ensure that all risks identified
through the processes contained in
the infection control assurance
framework are included in the
infection control risk register

A workshop has been held with the Infection
Control team to start the process of
developing an integrated IC risk register. This
to be tabled at the n November IPCC
meeting.
Deputy DIPC

November
2010
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Compliance What the Trust needs to demonstrate
Criteria
Provide and maintain a clean and appropriate
environment in managed premises that facilitates the
prevention and control infections.
2

Evidence of Compliance

Compliance
status
(R/A/Y/G)

Cleaning and facilities policies in place.
Decontamination policy
Cleaning of Equipment policy
Bed and mattress cleaning policy
Quarterly mattress audits
Environmental and snr go and see audits
PEAT inspections
Linen policy
Hand hygiene policy

Outstanding issues
Potential risk to compliance

Action

Executive
director lead

High standard of cleaning is not
sustained during period of contract
implementation.

To ensure that the cleaning
contract is fully and effectively
implemented

Director of
Capital, Estates
and Facilities

Inability to be fully compliant with
national standards of endoscope
decontamination within current
environmental constraints.

To complete the work to
introduce a robust audit and
training system in all
departments where scopes are
decontaminated (i.e.

DIPC /
Decontamination
lead

Date

May 2010

Amber

Progress – October 2010
The cleaning contractor has made some
progress in improving the cleaning standards
across the site; however sustaining the
standards is still an issue in some areas. The
level of monitoring has increased in the past
two months with the introduction of the
“C4C”monitoring system, which is a very
comprehensive monitoring tool based on the
requirements of the National Cleanliness
Standards for the NHS. Results are showing a
steady improvement in most areas.
The implementation of the new cleaning
schedules is now completed in all the inpatient
areas. Out patient and admin areas will be
completed by the end of October 2010.
Considerable progress has been made to
introduce the robust audit and training system
in all departments. All departments have had a
number of audits conducted with an
improvement in practice. See September audit
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The Trust still has two benchtop
steriliser units in place. These units
should (wherever possible) be
withdrawn and instruments processed
within central sterile services units
Poor compliance with the standards of
cleaning of equipment that nurses have
responsible for cleaning

Insufficient assurance on the standard
of nurse cleaning to drive improvement

Possible reduced compliance with
decontamination requirements for
equipment nurses have responsibility
for cleaning because of health and
safety concerns and increased wear on
equipment caused by the current
decontamination solution (chlorclean)

Endoscopy, suite 7, DSU, main
results attached.
theatres and Chest Clinic)
Note: Deconsciences, the Trust’s previous CSSD provider, went into administration in July 2010. (This
service is now provided by Synergy). The proposed joint venture between the Trust and Deconsciences as
described in the May 2010 report had been hoped to allow the development of a central processing plant
for flexible scopes. This would have made the Trust fully compliant with National Guidance. Other options
are currently being explored.
To complete the work to ensure
DIPC,
May 2010
All benchtop sterilisers have now been
that these sterilisers can be
Decontamination
withdrawn.
withdrawn from service without
Lead
placing services at risk
To ensure that all equipment is
decontaminated to the
standards set out in the
Decontamination of Equipment
policy
To ensure that C4C system is
used effectively to provide
assurance on the standard of
nurse cleaning.

DIPC

May 2010

Heads of Nursing have drawn up action plans
to improve cleaning.

Deputy DIPC /
Deputy Dir of
Nursing

December
2010

Initial discussions with Medirest who
administer the system in the Trust has been
positive. A small time-limited working party
has been established to set this system in
place by December 2010.
Nursing staff are responsible for ensuring that
equipment returned to the library after use is
decontaminated and marked as clean. The
Equipment Library has agreed to do an audit
for one week every two months, reviewing the
level of cleaning of each piece of equipment
returned to the library. This data is to be used
as a proxy to partly provide assurance of the
quality of nurse cleaning
The Infection Control nursing team have lead
on a trial of the replacement product. This trial
has concluded and the team are now, in
liaison with procurement department,
planning the roll-out of the replacement
product for December 2010.

To use the data produced by the
equipment library through bimonthly spot audits of the level
of cleanliness when equipment
is returned to the library
effectively to drive improvement

Dir of Nursing

To roll-out the replacement
product across the trust

DIPC

December
2010

18
Quarterly DIPC report – Oct 2010

Compliance What the Trust needs to demonstrate
Criteria
Provide suitable accurate information on infections to
service users and their visitors
3

Outstanding issues
Potential risk to
compliance
Patient and public have insufficient
access to infection prevention and
control data

Evidence of Compliance

Compliance
status
(R/A/Y/G)

MRSA leaflet available in public and clinical areas
Patient information sheets for a number of organisms
available
HPA published mandatory infection data reporting
Information on the King’s website

Action

Executive
director lead

All wards to place infection
prevention and control notice board
in public area to display HCAI data,
hand hygiene compliance rates and
other IPC measures for public and
patient information
To develop Infection Prevention
and Control on the outward facing
Trust website as a method for
providing appropriate information to
patients and the public

DIPC

Date

Yellow

Progress – October 2010
Only 54% of wards currently have these
data displayed.

Dep DIPC / Ass
Dir of
Communications
and Marketing
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Compliance What the Trust needs to demonstrate
Criteria

4

Provide suitable accurate information on infections to any
person concerned with providing further support or
nursing / medical care in a timely fashion.

Outstanding issues
Potential risk to
compliance
Discharge summaries do provide
limited information on the patient’s
infection status current treatment,
i.e. decolonisation for MRSA
colonised patients.

Evidence of Compliance

Compliance
status
(R/A/Y/G)

Discharge summaries.
Yellow

Action

Executive
director lead

To work with EPR team to ensure
that this information is included in
discharge summaries

DIPC

Date

Progress – October 2010
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Compliance What the Trust needs to demonstrate
Criteria

5

Ensure that people who have or develop an infection are
identified promptly and receive the appropriate treatment
and care to reduce the risk of passing on the infection to
other people

Evidence of Compliance

Isolation policy
Bed management policy
Divisional responsibility as per Infection Control policy
Mandatory training programme
Adverse incident policy
MRSA care pathway
EPR flag for MRSA positive patients

Outstanding issues
Potential risk to
compliance

Action

Executive
director lead

Current bed management policy
includes limited information on the
Infection Control issues to be
considered

To review the bed management
policy to ensure that infection
prevention and control issues are
considered.

Director of
operations

Compliance What the Trust needs to demonstrate
Criteria

Compliance
status
(R/A/Y/G)

Date

Evidence of Compliance

Yellow

Progress – October 2010
Still outstanding

Compliance
status
(R/A/Y/G)

Ensure that all staff and those employed to provide care
in all settings are fully involved in the process of
preventing and controlling infection

Mandatory training for all staff
Job descriptions
6
Amber
Proof of infection control training as part of annual
consultant appraisal
Lines of responsibilities clearly defined in IC policy
Infection control competencies
Local induction checklists.
rd
Note: The grading for this criterion has been changed in response to the DH visit of the 3 September 2010 which highlighted concerns about the
engagement of both nursing and medical staff in the infection control agenda, that more needed to be done to win hearts and minds.

21
Quarterly DIPC report – Oct 2010

Outstanding issues
Potential risk to
compliance
Lack of engagement of senior
medical colleagues from all
specialities
Limited local ownership to drive
improvements in practice.

Action

Executive
director lead

Date

To relaunch an infection control
leads programme, each speciality
being expected to be represented
Strengthen the role of the Infection
Control link practitioners in driving
local ownership to take
responsibility for infection control
practice within their areas.

DIPC

January
2011

DIPC

November
2010

Compliance What the Trust needs to demonstrate
Criteria
Provide and secure isolation facilities
7

Outstanding issues
Potential risk to
compliance
Lack of clarity on the isolation
facilities required to meet local
need
Insufficient assurance that patients,
i.e. MRSA patients, are isolated
promptly in accordance policy

Evidence of Compliance

Isolation policy
Bed management policy
Isolation aide memoire
Side room data sheet
Infection control policies

Progress – October 2010

The Infection Control link practitioner
programme has been in place since April
2010. This programme will be further
developed and strengthened.

Compliance
status
(R/A/Y/G)
Yellow

Action

Executive
director lead

Date

Progress – October 2010

To complete review of isolation
facilities

Deputy DIPC

June 2010

Audit conducted by ICLP in August 2010.
Results are currently being collated.

To ensure that the Infection Control
Nurses gather data on the time
between notification of the new
positive result and the patient being
isolated

Deputy DIPC

October
2010

This information is now gathered. The first
month’s data to be published in October
2010.
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Compliance What the Trust needs to demonstrate
Criteria
8

Secure adequate access to laboratory support as
appropriate

Evidence of Compliance

Compliance
status
(R/A/Y/G)

CPA accreditation
Minutes of Pathology meetings
Standard operating procedures for specimens

Green

Note: The Trust has entered into a strategic pathology partnership between ourselves and GSTS Pathology which is a joint venture between Guy’s and St
st
Thomas’ and Serco. This new three-way partnership went live on 1 October. It is not expected that this change will have any impact on the provision of
services as previous working practices and staff have been retained. Long-term changes will be the result of stake holder consultation.

Outstanding issues
Potential risk to
compliance

Action

Executive
director lead

Date

Progress October 2010

N/A

N/A

N/A

N/A

N/A

Compliance What the Trust needs to demonstrate
Criteria

9

Have and adhere to policies, designed for the individual’s
care and provider organisations, that will help to prevent
and control infections

Evidence of Compliance

Intranet and ward/dept based policies
Audit programme within IC annual programme
HII audits
HII reporting
Annual sharps disposal audit
Waste audits
Environmental audits include audit of commodes and
sluices
Minutes of IC committees

Compliance
status
(R/A/Y/G)

Yellow
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Outstanding issues
Potential risk to
compliance

Action

Executive
director lead

Date

Progress – October 2010

Infection control policies are not
available on one platform as the
progress of migrating policies from
ICTAP to Cliniweb and Kwiki has
not been completed.

To ensure that a programme is in
place to ensure that all policies are
available to staff on one platform
and are reviewed on a regular
basis

Deputy DIPC

November
2010

The programme is ongoing

Compliance What the Trust needs to demonstrate
Criteria

10

Ensure, so far as is reasonably practicable, that care
workers are free of and are protected from exposure to
infections that can be caught at work and that all staff are
suitably educated in the prevention and control of
infection associated with the provision of health care.

Evidence of Compliance

Compliance
status
(R/A/Y/G)

Occupational health service
Pre-employment OH screening
Mandatory training programmes
Occupational health policies
Infection control included in job descriptions.
Reporting of OH incidents and trends to BBV group and
Health and Safety Committee

Amber

Outstanding issues
Potential risk to
compliance

Action

Executive
director lead

Date

Progress – October 2010

Poor monitoring of compliance with
mandatory training requirements
will place the Trust at risk of noncompliance with statutory
requirements

To withdraw the current training
package and replace with National
Core learning modules, which allow
ESR to be used to monitor
compliance

DIPC / Director
of Workforce
Development

Completed

As a result of ARMS preparation this is now
no longer the case. ICTAP has been
withdrawn and national core learning
modules introduced with compliance
monitored through OLM and ESR
information on workforce scorecards.

Full compliance with training
requirements has not as yet been
reached.

To set interim targets for completion
of infection control e-learning training
to ensure achievement of 100% of
staff having completed training by
April 2010
To complete the programme of recall

DIPC / Director
of Workforce
Development

April 2011

Director of

To be

Lack of clarity of immunity status of

The process of immunisation recall and
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staff due to poor systems for followup of long-term staff. This places a
significant risk on the provision of
services. Staff who are not immune
to measles, mumps and rubella and
have been exposed to these
organisms can not work during the
incubation period as they would put
fellow staff members and patients
at risk.

of staff to check immunity to blood
borne viruses and other organisms,
i.e. measles and mumps.

Occupational Health do not have a
robust system in place to follow-up
the results of immunity testing.

Occupational Health to ensure that
robust systems are in place to followup the immunity status of staff.

Workforce
Development

Director of
Workforce
Development

decided

As above.

checking has been high on the occupational
health agenda for almost two years.
Occupational health has decided this
autumn that they will be revisiting this area
of concern and deciding on the appropriate
project work going forward.
It will not be straight forward in terms of
giving an exact completion date due to a
number of variables. The process of recall
will be indefinite to some extent due to staff
turnover but what we need to be looking at
all control measures, tolerances, line
manager and departmental engagement and
what we should do with the small groups of
staff who do not wish to be vaccinated, this
will require wider involvement than just
occupational health.
As above
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It would not at present be possible for these
areas to achieve 100% in these audits because
of the environmental restrictions. The highest
score that could be reached is 92%.
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Name of Governor
Mr
Anthony
Mr
Rashmi
Mr
Andy
Ms
Hedi
Mr
Kevin
Mr
Stuart
Cllr
Marcia
Mr
Paul
Mr
Thomas
Cllr
Jane
Cllr
Betty
Ms
Cherry
Prof Sir Lawrence
Ms
Anne
Mr
Andy
Ms
Nicky
Ms
Lisa
Prof
Bruce
Ms
Caroline
Mr
Tom
Mrs
Rowenna
Mrs
Fiona
Ms
Saleha

Agosu
Agrawal
Alatise
Argent
Barton
Bell
Cameron
Corben
Duffy
Edbrooke
Evans-Jacas
Forster
Freedman
Garvey
Glyn
Hayes
Hayles
Hendry
Hewitt
Hoffman
Hughes
Hunter
Jaffer

Mrs

Macnaughton Southwark North

Anne

Constituency
Staff - Nurses and Midwives
Lambeth Central
Southwark Central
Southwark Central
Lambeth PCT
SLAM
Lambeth Council
Patient
Patient
Lambeth Council
Lambeth Council
Lambeth Central
King's College London
London South Bank University
Patient
Nursing and Midwifery
Patient
Medical & Dentistry
Lambeth PCT
Southwark North
Support Staff
Nursing and Midwifery
Lambeth South
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Mr
Mr

Timothy
Michael

Mason
Mitchell

Lambeth South
Southwark South

xP





Ms

Patricia

Moberly

Guy’s and St Thomas’ NHS FT

n/a

n/a

n/a

n/a

n/a

n/a

n/a



Dr
Mr
Mrs
Ms
Cllr
Mrs
Ms
Mr
Ms

Mark
Chris
Ann
Mee Ling
David
Christiana
Michelle
Brady
Pida

Monaghan
Mottershead
Mullins
Ng
Noakes
Okoli
Pearce
Pohle
Ripley

Allied Health Professionals
King's College London
Lambeth North
Southwark Primary Care Trust
Southwark Council
Lambeth North
Southwark South
Staff - Admin, Clerical & Mgt
Patient
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Prof
Mrs
Mr
Ms

David
Jan
Frank
Sue

Sines
Thomas
Wood
Yoxall

London South Bank University
Patient
Joint Staff Committee
Patient
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xW




Meetings are scheduled unless otherwise indicated.
Reason for absence:
W = Work Commitment P = Personal Commitment (e.g. family business, annual leave)
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I = Illness O = Other U = unspecified

