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an introduction to King’s
Who are we?
King’s College Hospital is one of London’s largest and busiest teaching hospitals,
with a unique profile of strong local healthcare provision in the London Boroughs
of Lambeth, Southwark and Lewisham, and a portfolio of specialist services
available to patients across South East England and beyond.
We are recognised nationally and internationally for our work in liver disease
and transplantation, neurosciences, cardiac services blood cancers and fetal
medicine, and play a key role in the training and education of medical, nursing
and dental students.
King’s works closely with other healthcare organisations, such as local Primary
Care Trusts. We also have strong academic links with the King’s College London
School of Medicine and Dental Institute and the Institute of Psychiatry.

Our strategic aims are:
• To transform the way we provide our services, to ensure we are the provider
of choice for the services we offer – in terms of quality of care, patient
satisfaction, efficiency and staff capability.
• To provide high quality local general medical and emergency/trauma services
for residents of Lambeth, Southwark and adjacent areas, working closely with
partners to ensure seamless delivery of care across integrated patient pathways
• To reinforce our status as a national centre of excellence in day surgery
• To provide a focused portfolio of regional, national and international specialist
services in the areas of neurosciences, transplantation/organ failure and cardiac
services
• To reinforce our position as a leading academic hospital, with a service portfolio
underpinned by high quality research with a clinical bias – aligning academic
strength with areas of clinical excellence
• To provide a range of outstanding teaching programmes to medical and dental
staff and students and other healthcare professionals
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Chairman‘s
statement
The past year has seen a quiet transformation of the community
that we call King’s and details of this are outlined in the Chief
Executive’s statement and in the report itself. We know that the
success of this hospital affects not only our patients and those of
us who work here, but also a whole range of other partners who
have an investment in our future. We have always recognised
the importance of working closely with our local community and
health groups and the past year has seen this work expand.
We have recognised the increasing importance of liaison with
general practice and we have been working hard to build on
and create new relationships with our local GPs to ensure we are
responsive to their needs and the needs of their patients. King’s is
a university hospital and a centre for new developments and clinical research. We want to make this expertise accessible to a wider
audience and have been supplementing our regular practice visits
with a whole programme of workshops and opportunities to meet
with our consultants. This work has been well received and we
plan to expand our activity in this area over the coming year.
Our links with our local community have also been strengthened. King’s fourth annual Open Day was a resounding success,
attracting record attendances during the course of the day. We
have also been working more closely with local residents groups
and, with the continuing support of our shadow Foundation Trust
governors we have successfully lobbied for Denmark Hill station
to move up the priority list for refurbishment. We could soon see
disabled access facilities for patients finally arriving there.
On the Foundation Trust front, our deferral by Monitor in 2004
emphasised the importance of our plans to re-design our financial
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and performance systems. The development of our First Choice
transformation programme has helped us transform the culture
and performance of King’s and led us to reapply this year.
I would like to thank our governors and members for their
unswerving support throughout the waiting period. The work
we have carried out with their help over the past couple of years
means that when we are authorised we will be able to move
seamlessly into the new governance arrangements and build on
the successful relationships that have already been established.
King’s Board has seen a few changes since last year. Heather
Gilmour, our longest standing Board member left us in October
2005, but has not cut all ties as she now sits on the Board of
Trustees of King’s Charitable Trust. Her seat has been filled by
Dame Rita Donaghy, currently Chair of the Advisory, Conciliation
and Arbitration Service (ACAS) and a past president of the TUC.
This year we also said goodbye to Nick Moberly, our Director of
Strategic Development who left us to take up the post of Chief
Executive at the Royal Surrey County Hospital NHS Trust. We wish
him well in his new role. Roland Sinker has taken on the role of
Director of Strategic Direction and has been working with us since
January 2006.
I would like to take this opportunity to thank the Board for their
contribution and support of the organisation in a year that has
seen tremendous change.

Michael Parker
Chairman

Chief Executive‘s
statement
This past year has been hugely significant for the future of
King’s, and it is no coincidence that the theme of this year’s
annual report is transformation. We have introduced widespread
changes, largely driven by our First Choice programme – bringing
change and improvement across the hospital, improving service
delivery processes, building first rate financial and performance
infrastructure and finding better ways to meet and exceed our
patients’ expectations.
As tangible results have started to emerge from the First
Choice work in areas such as General Medicine and Critical Care
and Surgery, other Care Groups are preparing to go through
the process themselves. We are only part way through this
programme and we expect more benefits – both financial and
operational - to result.

more efficiently. There are fewer late starts and cancellations in
theatres. More patients get the benefit of day case surgery, and
our A & E department continues to shine in terms of performance
- with more than 98% of patients being seen treated, discharged
or admitted within 4 hours.
All of this would have been impossible to achieve without
the commitment and engagement of our staff who have been
involved from the outset in identifying key issues within their own
area of operation and devising solutions. This year has also seen
the introduction of Agenda for Change - a new pay scheme for
staff designed to reward work of equal value with equal pay. Most
of our 5,000 staff have been affected, and we have invested £9.4
million in increasing our staff pay bill to make this happen.

Clinical Excellence
Financial and Operational success
At a time when many other Trusts are reporting significant
financial losses, King’s can feel justly proud of how we have
turned ourselves around from a deficit of £2.7 million last year to
a surplus this year of £122,000. Some of this has resulted from
efficiencies driven by First Choice, but we also carried out a very
successful Cost Improvement Programme across the Trust, saving
a total of £18 million within the year - a fantastic achievement.
This increased financial stability means we are in a much better
position to plan properly for the future.
Later in this report you will be able to read in detail about how
staff from many disciplines have devised new solutions to old
problems. The average length of time a patient stays in hospital
in some areas has been reduced by 20%. Hospital beds are used

We have continued to build on our reputation for clinical
innovation - the development of day-case procedures such as
radical prostatectomies and new advances in Cardiac surgery
are just some examples of how King’s is leading the world in a
number of clinical areas. We are also working hard to secure
Research and Development funding for the Denmark Hill campus
which will secure the future of King’s as a University Hospital.
This year has also seen a number of significant changes within
the NHS – it is clear that to be successful in the future, NHS Trusts
will have to demonstrate efficiency and creativity, both of which
are particular strengths here at King’s. There are still areas where
we know we need to perform better, for instance in improving
the overall patient experience and infection control rates across
the Trust. However, this year of change has begun the process
of transforming us into a Trust that is ready to meet whatever
challenges the future might bring.

Malcolm Lowe-Lauri
Chief Executive
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The government target for achieving routine day case operations
is 75%. King’s is well above the national average and has achieved
85% at March 2006.

all in a day‘s work
Innovations
In 2005 Day Surgery at King’s was transformed.
In March it became one of the largest units in the
country, increasing its theatre capacity from four
theatres to seven. Two theatres were specially
adapted for orthopaedic and laparoscopic work
with state-of-the-art integrated theatre equipment
and another became a new, dedicated ophthalmic
theatre. We also installed video conferencing in the
theatres with the facility to broadcast operations
live across the Denmark Hill campus.
We also pushed the boundaries of day case
work. Not content with being the first UK hospital
to undertake true day case laser prostatectomies,
we have already developed pilots across many
other specialities and plan to develop more.
Below is just a taster of our day or short case
innovations:The Day Surgery team
in action.

• insertion of Vagus Nerve stimulator to help
control seizures for epilepsy
• endocrine surgery - we are one of the largest
centres in the country to do this
• simple mastectomies allowing women to be
discharged home on the same day as surgery
• more advanced arthroscopic shoulder surgery
• vitrectomy - treatment of detached retinas under
local anaesthetic
• laparoscopic adjustable banding procedure for
obesity, a first for the NHS
All these are performed as day cases and the
benefits to patients are a reduced length of stay
in the hospital and the advantage of being able
to recover at home. King’s also benefits from
the freeing up of theatres and ward capacity for
emergency admissions.
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Flagship centre for training
and innovation
In April 2005 King’s was named by the government
as one of five NHS Centres for Innovation and
Training (CITEC) in the UK. The centre will support
the development of surgical practitioners for the
future and act as a model of good practice in day
surgery in the NHS.

Improvements to our
ways of working
Faster treatment for patients
The Day Surgery Unit has introduced a Rapid
Access service. This allows patients who have
presented via A&E and need surgery, to have
their procedures in our theatres within 24 hours.
Traditionally all patients in Day Surgery were
booked as planned cases from the outpatient
department but in 2005 we expanded our service
to include patients from A&E.
This means that patients do not have to be
admitted or kept waiting for a slot in main
theatres. Instead we can offer a guaranteed
appointment in day surgery from where they
can be safely discharged to the comfort of their
own home.
We have already piloted this service for women
who have had miscarriages or ectopic pregnancies
and patients with minor orthopaedic or abscesses.

Scheduled for Surgery
In 2005/6 through the First Choice programme we
looked at how to improve our systems from the
time when a decision to operate is taken to the
day of operation. We worked out that it would
be possible to treat many routine and some more
complicated elective procedures as day cases rather
than as traditional longer inpatient stays.
To do this we changed our pre-assessment
services, which means that some suitable patients
are now pre-assessed over the telephone, saving
them a hospital visit. We are also introducing fully
booked admissions, which means that patients
will leave their outpatients appointment with a
mutually agreed pre-assessment and a date for
their operation.

Supporting patients in the community
Sending patients home on the day of their
operation means that we need to provide high
standards of care for patients and their families
when they return home. Our senior doctors and
nurses operate an on-call pager advisory service
24/7. The service is available to patients and carers
overnight and at weekends to deal with patients’
problems and queries. We have also worked hard
to improve patient literature as we transfer new
procedures to the department.
Our breast speciality team for pre and post
operative assessment, has established a partnership
with Southwark Primary Care Trust district nurses to
offer post operative close monitoring and support
in the patient’s home following day case simple
mastectomies.
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heartening
stories
Working to treat heart attacks
King’s, in partnership with the London Ambulance
Service (LAS), has pioneered a new approach for
patients suffering out-of-hospital heart attacks.
Instead of being taken to the nearest A&E
department, patients are being brought directly
into King’s specialist cardiac centre for a procedure
called primary angioplasty. Angioplasty unblocks
clots in the artery by the insertion of a catheter and
the inflation of a balloon into the affected area.
A heart attack (acute myocardial infarction)
occurs when the flow of blood through the arteries
is reduced to such an extent that part of the heart
muscle dies. Prompt access to the right treatment
is essential. Traditionally, people suffering a heart
attack were taken to the nearest A&E department
and given clot-busting drugs (thrombolysis).
However, thrombolysis has only a 60-70 per cent
success rate and the rate of patients who go on to
suffer a further clot is high. Immediate angioplasty
has been shown to be more effective, achieving a
normal flow of blood in around 90-95 per cent of
cases.
LAS crews have all received training in the
recognition of heart attacks and all vehicles carry
diagnostic equipment, such as 12-lead echocardiogram machines. Crews are able to diagnose
the heart attack and take patients to their nearest
cardiac centre. King’s has one of the leading cardiac
centres in the country and the two Trusts (King’s
and the LAS) have worked side by side to provide
this treatment to patients 24 hours a day, 7 days
a week.
Dr Martyn Thomas, Consultant Cardiologist at
King’s commented: ‘We are extremely proud of the
service we are able to offer to patients suffering
acute myocardial infarction. The partnership
working between King’s College Hospital and
London Ambulance Service has enabled patients to
be diagnosed en route, in the ambulance, and then
brought immediately to the Cardiac Unit, bypassing
A&E. Diagnosis is then confirmed by an angiogram,
and an angioplasty performed straight away when
appropriate. For the patients this treatment has a
much better outcome, as many patients treated
with clot busting drugs in A&E departments will
also need to go on to angioplasty in the future. I
believe delivery of this type of treatment will prove
highly cost effective.’
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‘world first’ for heart
rupture patient
Earlier this year, John Hall, a 75 year old man, who
had never been in hospital, complained of shivering
and breathlessness. It got so bad he was rushed
into hospital to discover he had suffered a heart
attack, even though he had none of the typical
symptoms. Worst of all, he was diagnosed with a
hole in the heart, or an inner heart rupture, which
can be fatal without treatment.

Pioneers - patient John Hall
and Cardiothoracic
Consultant Surgeon,
Mr Olaf Wendler.

The conventional treatment for an inner heart
rupture is open-heart surgery, where a patch is
stitched over the hole. However, on average, 50
per cent of patients who undergo this type of
surgery do not survive.
Pioneering Cardiothoracic Consultant Surgeon,
Mr Olaf Wendler, offered Mr Hall the opportunity
to try a less invasive surgical technique, using a
device to close the hole. This procedure has never
been used before to treat a rupture during open
surgery. Given his chances, Mr Hall said: “What
have I got to lose?”
To build up Mr Hall’s strength for the procedure
a multidisciplinary team of cardiac specialists
worked together to stabilise his condition. After
six days Mr Hall was taken to theatre for his world
first treatment. He was placed on the heart-lung
machine which relieves pressure on the heart and
circulates blood around the body. The surgical team
carried out a coronary bypass operation, where 4
new blood vessels were connected to existing ones
whilst the heart was still beating.
Once the blood supply was restored, the right
heart was opened through a 1.5 cm incision. A tiny
24mm device was placed into the rupture of the
heart where it was safely attached to the margins

of the hole. The right heart was then closed and
the patient weaned off the heart-lung machine.
This technique allowed the surgeon to perform the
operation without cardiac arrest and without the
need to open the left heart which is necessary for
the conventional operation.
Mr Hall, who returned home after six weeks,
said: “I am feeling fine and making progress
every day”.

“My treatment at King’s
was superb; the staff were
kind, understanding and
professional and I would like
to thank them all, particularly
Olaf Wendler. Without
question, my day-to-day rapport
with him played a significant part in
the success of the operation and my
ongoing recovery and as he often said
‘we have been joint partners in the
project which we both hope will be of
benefit to others in the future’.”
Mr Wendler, said: “This represents a huge step
forward in treatment of heart rupture. We are
encouraged by this outcome and we have already
started a prospective study at King’s to explore the
possibility of establishing this as a new surgical
option for patients with complications after a
heart attack.”
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system

diagnosis

Introduction
General Medicine was
chosen as the Care Group in which to pilot the
First Choice Transformation Programme. Staff
worked with management consultants from
McKinsey and Co on what was known as the
Performance Improvement Programme (PIP).
PIP was established to identify how managers
and clinicians could improve the performance of
General Medicine by ensuring that patients get
admitted to the most appropriate bed, staffed and
resourced for their needs and then stay only as
long as they need to. It looked at how to efficiently
manage patients admitted through the Emergency
Department and their journey through the hospital
and back home.

Comings and goings Clinical Bed Manager
Richard Frempong does
his rounds and a patient
receives her medication.

To manage significant change without
compromising quality of care or patient safety and
still meet government targets was challenging and
General Medicine has changed the way it operates
almost beyond recognition in the process of
achieving these changes.

Changing staff and teams
General Medicine once consisted of three medical
teams and separate nursing and therapy teams.
It is now streamlined into two multidisciplinary
teams (Firms), which include doctors, nurses
and therapists. Each Firm has a Leader who is
accountable for the performance of the Firm and
the performance of all staff members within it.

Changing the way we work
It is unpleasant for patients to remain in hospital
any longer than necessary and it is inefficient for
the hospital not to discharge patients when they
no longer need a bed.
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When PIP started in 2004, the average length of
stay for an emergency medical admission through
A&E was 14.2 days. By focusing our ward based
staff into Firms, categorising our patients and
placing them in the right bed from day one of
admission, reviewing those suitable for discharge
earlier in the day and having regular meetings to
progress complex cases, the average patient in
General Medicine now stays 11.8 days in hospital
- a reduction of 20%. By categorising our patients
we are better able to tailor our care to their needs.
The increased efficiency with which we use our
beds and the reduced length of stay means that
the General Medicine Care Group has been able
to reduce the use of beds on other wards, within
other specialties by 59%. The General Medicine
Care Group now uses on average 60 fewer beds
than it did at the start of the programme.
We also amalgamated our beds for older people
by moving inpatient beds from Dulwich Hospital to
the Ruskin Wing. We now have 90 beds dedicated
to looking after older people in our Health and
Ageing Unit. Stroke inpatient beds have also
moved from Dulwich Hospital to the main campus
and the Trust now has an integrated 20 bedded
Stroke Ward.
We have recently established the King’s Older
People’s Assessment and Liaison Service (KOPAL)
which aims to fully assess all patients admitted
to General Medicine over the age of 75 years
to ensure that they quickly get access to the
multidisciplinary care and treatment they need.
This team is led by one of our new consultants Dr
Dan Wilson.

We have reduced the average hospital stay for patients admitted as
emergencies from 14.2 days to 11.8 days – a reduction of 20%. And that’s
without compromising patient safety or the quality of their care!
What is general medicine?
At King’s we break down the management of care for patients into a range of Care Groups, the
largest of which is General Medicine.
General Medicine consists of the A&E Department and a range of medical inpatient, day case
and outpatient services such as gastroenterology, endocrinology, diabetes, respiratory medicine,
rheumatology, clinical gerontology and rehabilitation. Physiotherapy, occupational therapy, and
speech and language therapy are managed from within the Care Group for the whole hospital.
The Care Group has six acute wards, three health and ageing wards, a dedicated stroke ward
and rehabilitation unit. Overall they are responsible for 267 beds.
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More than 30,000 people die each year in the UK from Chronic
Obstructive Pulmonary Disease (COPD) with up to two million
undiagnosed sufferers*
* Source: Healthcare Commission

Catherine’s
story

”Around about Christmas 2004 I had what
seemed to be a really bad cold. except I couldn’t
breathe. I eventually went to see my doctor
and undertook a breathing test. They were very
concerned and I was referred to King’s.
I was diagnosed with COPD in February 2005.
I was given steroids and had an inhaler but by August
I hit rock bottom. I was really depressed, lost interest
in everything and felt like giving up on life. I returned
to King’s because I still couldn’t breathe and stayed in
hospital for eight days.
After leaving hospital I joined a King’s pulmonary
rehabilitation programme and it changed my life. I went
twice a week and realised that there were other people
like me and I wasn’t alone. It gave me hope. The girls
who run it are wonderful.
When the programme finished I joined another group for
£10 per month which I would recommend to anyone.
It makes me feel good, it’s very social and I have made
friends there.
My outlook on life is now fantastic and I am even
thinking of visiting my relatives in the States which
I couldn’t even consider before“.
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caring in the

community
We recognise the importance of moving treatment
out of hospitals and taking it into the local
community, making it easier for patients to access.

Breathing easy
During the past year, King’s and Southwark and
Lambeth Primary Care Trusts have worked together
to establish pulmonary rehabilitation programmes
across both boroughs for patients with Chronic
Obstructive Pulmonary Disease (COPD).
Pulmonary rehabilitation is a multidisciplinary
programme of care that is individually tailored for
people with COPD. The programme aims to help
patients manage their breathing and make their
day-to-day living easier.

Breathe with me Catherine Blake is put
through her paces.

COPD patients are often breathless and this
can impact upon the quality of their life. Everyday
tasks like climbing stairs can become very difficult.
Breathlessness can start to affect the confidence
of patients and reduce their social mobility, leaving
them isolated.
The programmes are run in small groups across
the two boroughs and patients with conditions like
COPD, bronchiectasis and fibrosis alveolitis attend
twice weekly sessions. These run for between
4 and 12 weeks and give patients the chance
to increase their activity levels and learn about
effective management of their conditions. A multidisciplinary team such as physiotherapists, fitness
instructors and doctors run the programme.
The sessions have two parts. The first part
allows patients to exercise in a safe environment
with healthcare professionals close at hand to
provide advice and reassurance. The aim is to
develop an appropriate exercise regime that
patients can do on a regular basis sometimes in
their own homes. In the second part, patients and

healthcare professionals discuss issues relating to
their condition such as the management of chest
infections, nutritional advice and medication.
Once patients have completed the programme
and feel more confident to continue their new
lifestyle, they are offered a variety of options on
how to continue their exercise, and can join their
local Breathe Easy Group. These support groups,
co-ordinated by the British Lung Foundation, are
located in every London borough.

King’s branches out in Bromley
King’s has opened a facility in the centre of
Bromley as part of a programme of activity
designed to bring services closer to patients. The
King’s@Bromley centre, located just off the High
Street, close to Bromley South station, will primarily
be used for renal dialysis, though more support
services may be located there in the future.
The new centre was converted from an old
warehouse and was designed by the dialysis team
at King’s and renal patients. It boasts state of the
art renal dialysis equipment and is designed to
be very patient friendly. For example, patients no
longer have to lie on hospital beds, they now have
specially designed chairs and remote control TVs at
their fingertips.
Many patients need regular dialysis and have
had to travel 3-4 times a week from South East
London and Kent into King’s in Camberwell. By
opening a centre designed to cater for their needs
on their doorstep, we will be providing patients
in the Bromley area a much more convenient and
local service.
Renal dialysis is also offered by King’s at its
Camberwell base and other satellite sites in East
Dulwich, Dartford and Woolwich.
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A&E treated a total of 117,318 people between April 2005 and
April 2006, an increase of 5% on last year.

making a difference
Speeding up emergency treatment

Clinical decisions unit

• The Emergency Department treated a total of
117,318 people between April 2005 and April
2006, an increase on 5% of last year.

King’s has a clinical decisions unit within A&E.
This is used for diagnostics, where patients
need to have a number of tests and also gives
patients instant access to advice from other
healthcare professionals, such as social workers,
physiotherapists and occupational therapists.
Speedy access to this kind of expert advice and
practical assistance can often prevent the need for
a hospital admission.

• In 2000 we were seeing just 82,000 people
in A&E per year
• We regularly see more than 350 people a day
• We are the only Trust in South East London
and the only London teaching hospital to have
consistently met the government’s 98% target
of all patients being seen and discharged in A&E
within 4 hours.

A&E Department
We have one of the busiest A&E departments
in the country and yet we consistently meet the
government’s performance targets. How do we
manage this?
There when you need them King‘s Accident and
Emergency teams.

When patients enter A&E, either by ambulance
or on foot, they are immediately steamlined into
the appropriate area and classed by speciality. Depending upon the severity of their injuries they will
be placed into resuscitation (life-threatening), majors, (serious conditions) or minors (minor injuries).
What really helps speed up a patient’s journey
is being classed by speciality. Upon entry into A&E
the triage nurse will identify, for example, a stroke
patient or a patient with chronic obstructive pulmonary disease, and will contact specialist teams.
A specialist doctor or nurse will then attend the
patient, bypassing the need to see an A&E doctor
first. The patient will also be moved to the appropriate specialist ward. This means that the patient
will receive the appropriate care more quickly and
should recover faster.
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Referral to Day Surgery
If patients come into A&E with conditions that
require minor surgery, this can now be scheduled
for the following day in our Day Surgery Unit,
again preventing the need to be admitted to
hospital and wait in a ward for an emergency
operating theatre slot.

Primary Care
This year we continued to work jointly with our
primary care colleagues. We now have a lead
General Practitioner whose role is to work closely
with and to develop the GPs who currently provide
sessions to A&E.
The Southwark Patient Advice and Liaison
Service (PALS) is also invaluable. The service helps
to redirect and educate patients who use A&E for
non-urgent primary care. The team is based at reception and offers advice and guidance to patients
who have not been able to register with a GP, who
have had difficulty accessing an appointment with
their GP or who have queries about primary care
services. This service was a finalist in the London
Region Health and Social Care Awards.

inprofile
Chris Bishop,
Emergency Department Technician
”The role of A&E technician
is an innovative new position
in A&E departments and
there are three of us at
King’s. When a patient comes
into A&E we perform the
preliminary investigations which
means that we, for example, take
bloods including arterial blood gases
and site intravenous cannulae. This
preparatory work takes a lot of
pressure away from junior doctors and
speeds up the patient journey through
the department.
King’s is one of a few hospitals
that uses NIV which is a fairly new
treatment and is not common in
A&E departments. It is a non-invasive
ventilation service for patients with
COPD and is basically a machine which
blows air into a person’s lungs. It can
be so successful it can prevent some
patients requiring Intensive Care
admission. As technicians we help set
up the machine.
Another large part of our role is to
respond to the ‘red phones’ which
are calls from the London Ambulance
Service alerting us to a serious
emergency. They give us the estimated
time of arrival for the patient and an
outline of their condition. From this
information we set up the appropriate
monitoring equipment so it is ready
when the ambulance arrives.
Other tasks that keep us busy during
a typical day are making sure that all
the emergency equipment is in the
right place, is working and is fully
stocked. We have a mobile phone
for use in the department so we
are contactable at all times and can
respond quickly to an emergency. We
are trained in advanced life support
techniques, plaster of paris application
and we sometimes teach nurses how
to use intravenous cannulae as we are
gurus in this procedure!”
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Acting on patients’ views
Two years ago we launched a programme to help us
better understand our patients’ experiences of the care
we provide. At the heart of this work is the “How are
we doing?” survey, where we ask all inpatients to give
us their opinion of the care they received before they
leave hospital.
Last year, around 18,000 patients fed back their
views on a range of areas, from food and cleanliness,
to communication and interaction with staff, and how
care is provided.
We appreciate the time patients have taken to tell us
what they think of our services and we are using the
information to make improvements based on what
they want.
The results are reported back to each ward and speciality every month and staff then draw up specific action
plans to address the issues raised.
These are some examples of the patient
comments received:

“Out of the 2 hospitals in Kent
that have treated me, King’s is
way in front for care, treatment,
surgery and all it entails”
“Sometimes they use big words I
cannot understand (I am nine)”
“The food was good, but I
did not always get the food I
ordered”
“I would recommend this
hospital to the Queen herself”
16

how are we doing?
King’s Behaviour
Standards
To make King’s the First Choice for patients and
staff we launched our Behaviour Standards in
September 2005 to remind all staff that they need
to treat patients and each other with respect and
courtesy at all times.
The Standards were introduced in response to
feedback from staff, patients and the National
Patient Survey results. We are committed to
listening and responding to staff and patient
feedback and the Standards are one of many
First Choice initiatives working to make a
positive difference to our patients’ experiences
while at King’s.

Reality checks Inpatients give their opinions
on the ”How are we doing?“
survey and Medical Director
Professor John Moxham
goes ”Back to the Floor“.

To make sure that all staff understood the
Behaviour Standards a series of “train the trainer”
workshops was introduced by the Education and
Development Team. They used real life situations
relating to staff interactions, behaviours and
attitudes and showed how the Standards could
prevent poor practice and improve patient care.
The workshops were attended by 80 staff from
all departments. These staff then discussed the
Standards with their colleagues via team meetings
to help define acceptable standards of behaviour.
All staff are responsible for monitoring and
challenging behaviours which do not meet the
Standards and a formal process is in place to
audit how the Standards are being used. This is
currently being done on an annual basis and gives
documentary evidence of how compliant staff are.

The Behaviour Standards are:• Treat everyone with respect and dignity
• Maintain privacy and confidentiality at all times
• Introduce yourself by name and role
• Avoid using first names without permission
• Wear an identification badge that is visible to
the public
• Greet everyone in a friendly manner

• Do not use offensive or threatening language
• Help members of the public who appear to
be lost
• Offer to assist an enquiry in a polite and
helpful manner
• Apologise and explain if someone has been
kept waiting
• Keep the hospital clean and tidy and treat the
facilities with respect

Back to the Floor
In June 2005, King’s launched a ‘Back to the
Floor’ programme to understand the issues on the
‘frontline’ from a first hand perspective. Members
of the Trust’s Executive, senior managers and
doctors agreed to take on roles such as healthcare
assistants, receptionists, porters and outpatients
clerks. Each participant worked alongside staff for
3 full days.
Medical Director, Professor John Moxham, was one
of the first participants of the programme, taking
up a placement on the main hospital Helpdesk.
Before the 3 days commenced, John confessed to
being nervous about the experience. He said: “For
years I have told my junior staff there is only one
response to a telephone call, and that is ‘how can I
help?’ Now I will have my comeuppance!”
Professor Moxham said afterwards that he very
much enjoyed his experience on the Helpdesk
and that it gave him an excellent insight into the
experience of patients and staff. For example,
John witnessed at first hand the difficulty help desk
staff had in getting through on the phone to wards
and departments.
‘Back to the Floor’ is an ongoing programme
and so far over 50 senior managers and doctors
have taken part. Each participant prepares a
written report after their experience highlighting
recommended action points for improvement.
Feedback from wards and teams who have taken
part and who have seen changes made as a result,
has also been very positive.

• Smile and speak clearly
• Communicate in English when carrying out
your duties
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hot off the menu
Hospital food in general does not have the best image, but King’s is hoping to change patients‘
views with new menus and dishes from around the world.
Improving the food experience is part of the First Choice programme and results from the
‘How are we doing?’ survey and an audit of patients showed that patients were not happy with
what they were being offered.
In 2005 patients remarked that they were confused about the 3 week menu cycle, did not
know what food was available and felt choices were limited. Their concerns were not just about
the food itself but the hospitality and manner of service on the ward.
This feedback prompted us to change the entire food experience for patients. A team started
work to change the general menu by offering more choice, the way food was served on the
wards and by introducing dishes requested specifically by patients, such as jacket potatoes.
As well as changes to the general menu, we also identified a need to change the menus for
areas with special dietary requirements. From August 2006 patients will find:• A child friendly menu for the children’s wards
• A low salt and higher energy menu for the liver and renal wards
• A series of daily specials for long-stay patients
To improve the actual experience in the ward, King’s has introduced a 2-hour protected mealtime which ensures that patients have time to enjoy their food in peace. Visiting is restricted at
these times, routine ward rounds do not take place and all non-essential clinical activity stops.
Another valuable improvement is the e-learning portal for staff which was launched in
November 2005. The food module offers all ward staff the opportunity to learn about best food
service practice, hydration and food allergies.
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beating the

Washing their hands
of infection patients are encouraged
to ask patients if they have
washed their hands.

The Infection Control Team at King’s is determined
to keep bugs at bay and in the past year has built
on previous bug-busting initiatives and put in new
controls to curb the spread of bacteria such as
MRSA.
Last year the Infection Control Team introduced
the national Clean Your Hands campaign at King’s
and this now includes all outpatient clinics as well
as all wards. The Trust is also implementing the
Department of Health national initiative called
Saving Lives which comprises action planning and
implementation of a range of high impact activities
dedicated to reducing infection. The plan at King’s
will be to encourage best practice in basic hygiene
and the insertion and maintenance of devices
(for example a drip) during the patients’ journey
through the hospital.
As a centre for referrals from other hospitals and
healthcare facilities, King’s is more likely to inherit
patients who already carry bacterial infections. To
address this, the infection control team has run a
pilot in A&E to assess and monitor patients coming
into the hospital already infected. The nurses now

bugs
routinely ask patients various questions to see
if there is any risk of them entering the hospital
already infected. The electronic patient record
system also flags up MRSA positive patients. Should
patients with MRSA be transferred to a ward they
are put into side rooms to minimise risk to others.
Another initiative from the team is to give each
Care Group a scorecard which shows them the
number of transmissions of MRSA and other
resistant organisms onto their wards compared
with the same period in previous years. If there
is a problem the Infection Control Team makes
recommendations on how to tackle the dilemma.
During 2005/6, King’s has also seen the
introduction of easy to read posters which are
distributed widely across the Trust. These act as
reminders and also encourage patients and relatives
to ask staff whether they have washed their hands.
There is also a video that runs on the hospital’s
bedside TV system explaining the importance of
hand washing to patients and staff.

“We are on
the case all the
time and are
taking positive
action to reduce
the threat of
MRSA and
other “resistant
bacteria”.
Bill Houston,
Senior Infection Control Nurse
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taking care of

primary concerns
One of the main aims of our
First Choice transformation
programme has been to
become more responsive to the needs of patients
and their referrers. We have been re-examining
our relationship with local GPs, and have launched
a programme of activity designed to build on our
relationship with referrers and improve our service
to them.
As a first step, we carried out some qualitative
research amongst GPs which showed that they
were very happy with our clinical reputation and
the care that their patients received at King’s,
but there were other issues that needed to be
addressed to improve our services – particularly
with respect to the information we were providing
about staff and services.

Information provision
Responding King’s continues to act
to improve the services
provided to GPs.

“(King’s) really needs to have an informative
website directed at the GPs; what’s going on,
what new clinics there are and it would be
really useful to have staff (details).”
Lambeth GP
We have redeveloped our public website over
the past year, creating a new section specifically for
GPs. It is called the primary care referral guide and
contains details of consultants, our services and
service developments.
As this will be an online resource, we will be
able to update it regularly and keep general practice informed of any changes.

Face-to-face contact
“I think if I know the person I’m dealing with
by face ...that is significantly going to change
the way I think about the place.”
Kent GP
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We realise the importance of doctor to doctor
contact and have established a programme of
activity designed to build on these relationships.
Our new Primary Care Liaison Team provides a first
point of contact for any GP who has a problem
or query. They have been busy over the past year
establishing a whole range of new initiatives :
KingsLink – a new bi-monthly magazine for GPs,
highlighting new service developments, new
consultant appointments.
Visits - to individual practices or groups to discuss
operational issues GPs want to raise, and clinical
issues with King’s consultants and other health
professionals who also participate.
Training - we also recognise that King’s can play
a part in the continuing professional development
of our primary care colleagues. In partnership with
the medical school of King’s College London, we
have introduced a comprehensive programme of
workshops, presenting more opportunities for GPs
to increase their knowledge and understanding of
clinical areas important to their work.
Meet the Department – we have just commenced
a series of bi-monthly evening events that combine
short presentations from some of our specialists
with a reception where GPs and consultants from
different parts of King‘s can network.
Overall we have worked hard to rebuild the
good working relationship we had with our local
GPs in the past and provide clearer channels
of communication and a service which is more
efficient and effective. Over the next year we want
to continue building these bridges and involve our
primary care colleagues more in how we plan and
develop services.

Open day
On Sunday 2 July 2006, King’s hosted its fourth
annual Open Day; a day for people to meet staff
and learn more about what their local hospital
does. On one of the hottest days on record, we
enjoyed a record attendance of 1,500 visitors.
We feel the success of our Open Day reflects our
unique position. As well as being an internationally
renowned, acute teaching hospital we are also
situated at the heart of a large, diverse community
serving a predominantly local population.
We are an important part of this community and
as our Open Day shows, we work hard with local
residents and other stakeholders to bring people
together and improve the local environment for
everyone. Community safety and improvements
to local amenities are also a high priority for us
and we regard it as our duty to work with local
organisations and stakeholders to bring about
much needed improvements to Camberwell and
the surrounding area.

Improvements within the community
In the past year, with the help of our shadow
FT Governors, we have established King’s as a
powerful voice in the local community with regard
to improvements to Denmark Hill train station,
the closest station to King’s. We have successfully
lobbied for the protection of an important route
through the station and we are now focusing our
attention on improvements to the station itself.
Working with NHS partners, policymakers,
opinion formers and politicians we have formed
support for our campaign to make Denmark Hill a
more accessible station. Raising awareness of our
aims has ensured that Denmark Hill is high on the
list of priority stations for Network Rail to improve.
We hope that lifts for disabled access will be
installed soon.
We thank everyone for their help with the
campaign and we will keep the pressure on to
ensure that improvements are made.

King‘s and the
local community

Community safety is also high on our agenda
and we continue to work closely with local police
and local residents to ensure the Camberwell area
is a safer place to live and work in.
In the past year we have provided greater
security for our neighbours in and around Ruskin
Park. We worked with the Friends of Ruskin Park to
make the area a safer place to enjoy by turning
our surveillance cameras onto the park itself,
detering people from committing crime and other
anti-social behaviour.
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news from neuro
Neurosciences is one of King’s specialist services,
and we treat patients from a wide catchment
area. The department is continually increasing its
knowledge and creating better ways in which to
treat patients. One way in which it is improving
care for patients is through vagus nerve stimulation
(VNS).

In total, King’s has performed over 300 VNS
implantations for both adults and children and to
meet the increasing numbers of patients who need
VNS and to improve the quality of the service for
patients the department has:-

Vagus nerve stimulation

• A new epilepsy surgery coordinator who provides
a single point of contact for patients

VNS is a technique used for epilepsy patients who
do not react well to the usual medication. The
vagus nerve stimulator is like a pacemaker which is
placed under the skin in the chest. A wire is passed
from the device to the vagus nerve in the neck and
an electrical charge is sent from the device to the
vagus nerve, which stimulates the brain.
This has a beneficial effect on the level of arousal
of the brain, which controls the seizures. On
average, the number of seizures in patients treated
with VNS is halved for 44% of patients and this
benefit rises over the following two years.
King’s is the only centre in the UK which
performs VNS as day surgery.
The neuro team decided to make this change
because patients needing VNS generally have very
complicated needs and may suffer from depression
and learning difficulties, having up to 50-60
seizures per day. A hospital ward would not be the
best environment for these patients.
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• Improved the efficiency of its outpatient clinic
helping to reduce the waiting time for patients

• Group clinics where up to ten patients and
carers meet to discuss the implantation and
management of VNS with the surgeon and
specialist nurse.
• Reduced the time in hospital for patients from
48 – 72 hours down to 6 – 8 hours by using Day
Surgery.
• Established VNS Switch On clinics, monthly
follow-up clinics for 6 -12 months and twiceyearly reviews.
• Established a fast track monthly reassessment
clinic if patients need a medical review or
replacement VNS battery

King’s staff diversity groups
In 2005/6 King’s set up three diversity staff groups, the
Cultural Diversity Group, the Lesbian, Gay and Bi-Sexual
Group and the Disability Access Review Forum. The groups
provide an opportunity for staff to comment on diversity
initiatives and influence the direction of the Trust’s diversity
agenda. They also help staff to develop and maintain peer
support networks.

Disability work experience

equality
& diversity

In response to the Disability Discrimination Act and the
requirement for public bodies to promote equal opportunity,
King’s has developed a work experience programme aimed at
disabled people.
The placements last for 3-6 months and encourage disabled
persons, who have been out of work for a long time or are
seeking a career change, to develop new skills and increase
their confidence. All of the placements are developed around
genuine service needs and have the prospect of a job at the
end of them if the placement is successful.
There are currently five placements at King’s. Marian Allen,
Pharmacy Stores Manager manages David Follows who is on
a placement there.
Ms Allen said:

“The placements are a good idea.
David is brilliant, exactly the sort
of person we want to attract. He’s
been able to build his confidence
and become comfortable with the
team. It’s also allowed us time to
assess the need for any additional training or
adjustments.”
Diversity awareness training
To improve diversity awareness within the hospital, King’s
has embarked on a series of workshops for all staff. Over
1000 staff have attended the training so far, with 80% of
staff saying that they would recommend the workshop to
their colleagues.
Diversity covers many different things and the workshops
cover ethnicity, culture, religion, sexual orientation, disability,
mental health, gender and age. They also touch on how
we communicate with people, challenge unacceptable
behaviours and how to respect people’s differences.

Equal opportunities
King’s is an organisation which values the diversity of its
patients and workforce and will take action to challenge
intolerant behaviour. We aim to make King’s a friendly and
welcoming place for everyone and to ensure that everyone is
treated with dignity and respect.
Our Diversity Strategy, which incorporates the Race Equality
Scheme, details our commitment to eliminate unlawful
discrimination, to promote equal opportunities and to
promote good race relations.
King’s produces an Annual Diversity Report that
covers this and other issues in more detail. To obtain
a copy visit our website at www.kch.nhs.uk or email
jo.moore@kingsch.nhs.uk.
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transforming performance
Star ratings
King’s was awarded two stars in 2005 by the
Healthcare Commission, the first time that we have
not achieved the maximum three stars since the
introduction of the scheme. We did not achieve
the third star due to the financial management
indicator, even though we reported an end of year
position of less than 1% over budget. This was
disappointing for everyone at King’s as we were
the only Trust in London to be consistently rated as
three stars since the inception of star ratings. We
scored highly in other areas.
From 2006 a new ratings system will replace star
ratings called the Annual Health Check. This will
look at a much broader range of issues and will rate
the Trust on a score of 1 (Weak) to 4 (Excellent).

Efficiency in practice patients and staff
alike benefit from the
improvements made.

Improving Performance
Management
Performance management at King’s was previously
managed as a top-down process, which in most
cases stopped at care group management level,
and did not involve clinical teams. This needed
to change and we introduced a First Choice
performance management project in Spring 2005.
A Trust wide scorecard was developed which was
capable of measuring both Healthcare Commission
targets and indicators of strategic importance.

Scorecards in clinical settings
A pilot was carried out in the Cardiac Care Group
to establish clinical teams, appoint team leaders,
design performance scorecards and establish a
performance review meeting to feed into the care
group management discussion.

The project was then rolled out to all other care
groups and it is now in its final phase. Project team
members have worked with care groups during
the implementation phase to provide support in
designing scorecards, establishing action focused
meetings and providing constructive feedback to
team leads.
The new process enables clinical teams to use
management information to drive improvements
in service, whilst allowing care group managers,
doctors, nurses, ward staff and others to develop
a better understanding of the performance of
their services.

The new performance
management structure
The new structure works as a monthly cascade
of meetings from clinical teams, to care group
management, through to the Trust’s performance
committee. At each meeting teams discuss
performance as reflected on their locally designed
scorecard, agree on actions, and write a brief
report which is then submitted to the next meeting
in the “cascade” for review.

How did we get buy-in from clinical staff?
The majority of staff are very positive about the
project. We have tried to make sure that local
clinical scorecards serve the management agenda
and provide staff with the information they need to
understand and manage their own services.
Where clinical teams have gained ownership of
local scorecards, the performance management
process has had the most impact in terms of
service improvement.

Current performance
King’s performance against a number of the national targets and use of resources is outlined below.
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National Indicators

National targets

King’s results

Financial management

Financial balance

Achieved – 100%, £122,000 surplus

Cancers to be treated within 1 month
of diagnosis (Quarter 4 2005/06)

98%

Achieved – 99.5%

Total time in A&E: 4 hours or less

98%

Achieved – 98.5%

Access to Sexual Health clinic

National average - 49%

Achieved – 95%

Outpatient waiting times

Patients to be seen within 13 weeks
of referral from GP

Achieved – 100%

Inpatient waiting times

Patients to be admitted within 6 months
of decision to admit

100%

Who benefits?
If the performance management process works
effectively, it can help to drive continuous
improvements in the efficiency and quality of
clinical services. This will ultimately benefit patients,
but it will also benefit staff, who will feel more in
control of the performance in their areas and see
improvements being made. It will also benefit the
Trust as a whole, as efficiency and quality improve.

It’s been a positive and
constructive exercise. We got
a group of interested people
around the table, identified
aspects of patient care
requiring improvement and
have begun to find practical solutions.
Sometimes even simple measures
can have a big impact on patient
experience.
Dr Roopen Arya
Lead Clinician in Haematology
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We met the government’s deadline of having 100% of staff transferred
onto Agenda for Change by March 2006. We did this by working closely
with both managers and staff throughout the whole process.

valuing staff
Agenda for Change
During 2005/6 King’s implemented Agenda for
Change (A4C), the new national pay system. It
covers all staff (except medical/dental and Directors)
and is based on the principle of equal pay for work
of equal value. It offers:• Greater scope to create new kinds of jobs
• Fairer pay
• Harmonisation of terms and conditions of service
• Better links between career and pay progression

Our Statistics
Number of staff employed (March 2006)
Allied Health
Professionals

426

Medical and
Dental
At King‘s it‘s all about
the people.

891

Nursing and
Midwifery

2093

Non-Clinical
Support

1168

Clinical
Support
Total

556
5134

Recruitment facts
• Staff vacancies and turnover rates remained
relatively low at 7.3%
• Our voluntary turnover was consistent, reducing
from 12.6% last year to 11.4% in 2005/6
• We reduced our recruitment advertising spend
and improved efficiencies by £250k using local
and national e-recruitment systems
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• We introduced dedicated recruitment software
(Workforce), which enables us to monitor more
effectively both the fairness and efficiency of our
recruitment processes

Local Recruitment of Healthcare
Assistants (HCAs)
The Trust is successfully recruiting HCAs from the
local community as part of its commitment to offer
more employment opportunities to local residents.
To date, nearly 200 local people have been
recruited and trained as HCAs since October 2004.
King’s is working with jobcentreplus to give local
people the opportunity to have easier access to
the vacancies. Interested candidates do not need
any specific training as this is provided by the
Trust. We also recognise that people may have the
relevant skills for the job but they may not have
been gained in the UK, the NHS or in any formal
employment setting.
Our goal is to recruit 100 HCAs per year using
the jobcentreplus offices and all our HCAs are now
recruited in this way. The programme is scheduled
to continue into the next financial year.

Work Experience
King’s, as part of the Workforce Development
Confederation Borough Group sponsored
programme, is in its fourth year of coordinating
and offering work experience placements to year
10 school children across the boroughs of Lambeth
and Southwark. The aim of the scheme is to
promote careers in health and social care.
Last year King’s placed 24 young people in
various roles, for example, Materials Clerk in
Procurement, IT Assistants, Speech and Language
Therapy Assistant and Dental Service Assistants.

inprofile
Sharlene Cook, Senior Renal Physiotherapist and
Agenda for Change staff side lead.
I was always interested in Agenda for Change
and being a union steward I knew a lot about
it and wanted to help implement the process
at King’s. I decided to become the staff side
lead for job matching and job evaluation.
This involved close partnership working with
management and I think this was one of our key
strengths at King’s. We planned, discussed and
executed the A4C process together and the opinions
of staff side were always valued by management. I
think most staff were aware that we made decisions
together to make sure the process was fair, ran
smoothly and to the right timescale.
Another fundamental aspect of our partnership
working was to form a steering group of
management and staff side from each occupational
group. We met regularly to exchange information
and discussed any problems that arose.
Personally I learnt so much from being involved in
the process. I learned how services are developed at
King’s and also had the opportunity to help make
decisions at Trust level. I also found the training
I received, particularly on how to encourage
partnership working, really useful.
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High clinical standards
Our priority is to ensure that our patients are cared for in a way that is safe, effective, efficient and fair and
that we provide high quality clinical services that meet our local community’s needs. We are continuing to
embed and strengthen our risk management processes and systems across all areas of the hospital.
In March 2006 our Maternity services department successfully achieved level 2 of the Maternity Clinical
Negligence Scheme for Trusts (CNST) scoring 100% against all of level 2 standards. These standards are
extensive and challenging covering clinical care and guidelines, communication, learning from experience,
training and competency, health records and providing safe care for mothers and babies at all times. The
external assessors commented that they were particularly impressed by the Trust’s commitment to embed
risk management and best clinical practice within the service. It is important that we are not complacent so
the department has already started working on meeting level 3 standards.
Through the clinical governance and risk systems we have in place, we are able to monitor problem areas
to reduce the risk of something going wrong. As a result of investigations into adverse incidents and near
misses, a number of reviews were conducted leading to changes in practice, including:
• We are introducing home dialysis for our renal patients to give them greater independence in managing
this chronic condition
• Additional ultra sound machines have been purchased and located in high risk areas of the hospital to
assist doctors in the insertion of central venous (CV) lines. To support the introduction of the equipment,
a training programme for doctors was put in place on using the machines together with best practice in
the management of CV lines and infection control
• Backpacks containing specialist ‘difficult airways’ equipment are now available and will be carried by the
resuscitation team to all cardiac arrests
• All patients with planned admissions are now routinely screened for MRSA to ensure that appropriate
infection controls are put in place before they are admitted. The risk of admitting patients with MRSA
through A & E is also monitored and assessed.
• We have put in place a joint monitoring team with Sodexho, our cleaning contractors, to increase the
frequency of cleanliness inspections.
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clinical governance
The Annual Health Check – Standards for
Better Health
During 2005/2006 we undertook a detailed review
of our compliance against Standards for Better
Health, the new national standards, launched in
2004. The Standards cover a wide range of work
that is already happening at King’s, from improving
the safety of patients to developing integrated
services within the community.

As standard King’s continues to
strengthen management
processes and systems across
all areas of the hospital.

In May 2006 King’s made a formal declaration
to the Healthcare Commission that the Board
had received reasonable assurance of the Trusts’s
compliance against all the 24 core standards, with
the exception of one lapse which was resolved
during the course of the year. We recognised that
there was a general need to strengthen partnership
working and in response to this we established
our Public Health Committee. This committee
provides a forum for supporting the co-ordination
of the public health strategy across Lambeth and
Southwark acute, primary and mental healthcare
and work has started already in addressing the key
areas of obesity, exercise and healthy eating, sexual
health, HIV, teenage pregnancy, mental health,
smoking and alcohol and substance abuse.

Improving services
Information from Complaints, PALS and Patient
Surveys is used to identify areas where services
need to improve.
Some examples of changes that have been made
as the result of patient comments are:
• Decaffeinated coffee is now made available in
restaurant areas and on wards
• An improved assessment tool was introduced for
wound care in Liver and Renal
• A dedicated pool of porters was allocated to take
patients from the wards to the transport lounge,
reducing the amount of time patients have to wait.

PALS
King’s Patient Advice and Liaison Service (PALS)
acts as a central point for patients and the general
public to get support, advice and information
about the hospital’s services, as well as help with
accessing other health information.
In 2005/06, around 6,100 people made contact
with PALS, a slight decrease on the previous year
(6,600). The majority of those contacting the PALS
service (72%) were seeking information. However,
in 17% of cases, the PALS staff acted as mediators
for patients or their relatives, actively working
to sort out an issue or problem on the spot. The
success of this approach has resulted in only 3% of
these issues being registered as formal complaints.

Complaints
In 2005/06, King’s received 839 formal complaints,
a similar number to the previous year, despite an
increase in the numbers of patients treated. The
Trust also responded to 75% of those complaints
within the target time of 20 days, against a target
performance of 80%. The majority of complaints
received, concerned communication and
interactions between staff and patients/visitors.
In 2004, the Healthcare Commission took over
the responsibility for the second stage of the NHS
Complaints Procedure. During the year, 27 requests
were made to the Healthcare Commission for the
independent review of complaints, representing
3% of the total number of complaints received.

Prepared for emergencies
King’s has a major incident policy that is fully
compliant with the requirement of ‘Handling Major
Incidents: An Operational Doctrine’.
Our emergency preparedness group meets
quarterly to review current procedures, which are
updated annually, and reports back to the clinical
governance management structure.
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corporate governance
The Board of Directors

King’s Governors
Elected by the Foundation Trust Members
Patient Governors
Joy Cooper

Rachael Hayward

Paul Corben

Alan Hughes

June Harrison

Laurel Robertson

Public Governors
Cherry Foster
Lambeth Central

Stephen Haines
Southwark Central

Godwin Ubiaro
Lambeth Central

Representative
Southwark Central

Tim Mason
Lambeth South

Tom Hoffman
Southwark North

Saleha Jaffer
Lambeth South

Anne Macnaughton
Southwark North

Christiana Okoli
Lambeth North

Victoria Field
Southwark South

Ann Mullins
Lambeth North

Michael Mitchell
Southwark South

The executive team manages the day-to-day running of the organisation.
Non-Executive Directors bring a wide variety of skills and experience to the
Board whilst providing the necessary checks and balances to the activities of the
Trust’s management. They attend Board Meetings and Committees and may also
champion special projects within the Trust.

Meetings and Committees
The Board holds at least ten meetings a year which the public is invited to
attend. Some of the work of the Board is delegated to Committees which also
meet regularly and are each chaired by a Non-Executive Director of the Trust.
There is a standing item at every Board meeting to receive reports and minutes
of meetings from Board Committees.
The Audit Committee is responsible for monitoring the externally reported
performance of the Trust and provides independent assurance to the Trust Board
on a range of areas including internal control and risk management.
The Remuneration Committee agrees, on behalf of the Board, the
remuneration and terms of service of the Executive Directors

Staff Governors
Julian Burgess
Admin,
Clerical Management

Mark Monaghan
Allied Health
Professionals

Rowenna Hughes
Support Staff

Anthony Agosu
Nurses and Midwives

Opal Greyson
Nurses and Midwives

Bruce Hendry
Medical & Dentistry

Nominated by our Partnership Organisations

The Governance Committee oversees governance within the Hospital
ensuring the implementation of integrated risk management trust-wide and
makes recommendations on risk acceptance/non-acceptance to the Trust Board.
The Finance Committee reviews financial matters in detail and makes
recommendations to the Trust Board for approval.
The Performance Committee reviews the performance of the Trust and makes
recommendations to the Board for approval.

Neeraj Patil
Lambeth Council

Jan Thomas
Patient Public
Involvement Forum

The Equality & Diversity Committee monitors equality and diversity
issues relating to the provision of the services to patients, employment and
procurement practice within the context of the Trust’s Diversity Strategy.

Denise Capstick
Southwark Council

Frank Wood
Joint Staff Committee

Board of ‘Shadow’ Governors

Kevin Barton
Lambeth PCT

David Sines
London South Bank
University

Mee Ling Ng
Southwark PCT
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The Board of Directors is responsible for overseeing the governance of the Trust.
It is made up of six Non-Executive Directors, (including the Chair), and five
Executive Directors. Three other Directors regularly attend Board Meetings in an
advisory capacity.

A Board of Governors has been established, operating in ‘Shadow’ Form during
the period of this report. The Board of Governors will take up its official role
when Foundation Trust authorisation is granted.
The Board of Governors comprises representatives elected by our membership
constituencies and nominated by our stakeholder partners.
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Non Executive Directors

Executive Directors

01: Michael Parker (Chair) is a Certified Chartered Accountant and
Registered Auditor. He served as a Non-Executive Director and Vice
Chair of Guy’s and St. Thomas’s NHS Trust before being appointed as
Chair of King’s in 2002.
Finance (Chair), Remuneration Committee (Chair), and Equality
& Diversity Committee.

07: Malcolm Lowe Lauri (Chief Executive) started his career with
the NHS in 1981. His positions have included the role of Divisional
Manager at King’s between 1992 and 1995. In 1995 Malcolm became
Chief Executive at Peterborough Hospitals Trust. He returned to King’s
as Chief Executive in 2002.

02: Caroline Hewitt (Vice Chair) has worked in a variety of roles
within the NHS, most recently as Director of Finance at City &
Hackney Community & Mental Health Services. Caroline currently
works as Head of Finance with Womankind Worldwide. Caroline’s
appointment at King’s started in 2003.
Audit (Chair), Finance, Remuneration and Equality & Diversity.

08: Jacqueline Docherty DBE (Director of Nursing and
Operations) is a registered nurse and held senior management
positions in healthcare organisations in Scotland before joining the
executive team at King’s in 1996.

03: Alan McGregor is Professor of Medicine at King’s College London
and Campus Dean for the Denmark Hill site. In addition, he is an
Honorary Consultant Physician at King’s College Hospital. Nationally
he has chaired numerous Boards and Committees for national bodies
including the Medical Research Council and the Department of
Health. Alan has been a Non-Executive Director of King’s since 2003.
Governance (Chair), Performance and Remuneration.
04: Robert Foster. Prior to becoming Chief Executive of the UK
Competition Commission from 2000 to 2004, he was a senior civil
servant in the Department of Trade & Industry and Cabinet Office, and
currently is Chair of the National Lottery Board. Robert is a Chartered
Engineer and was appointed as Non-Executive Director in 2004.
Performance, Audit and Remuneration
05: Maxine James is an IMC registered consultant who has been
involved in management development for voluntary and community
organisations and small businesses for over 20 years. She was a
member of DTI’s Ethnic Minority Business Forum for four years.
Maxine has been a Non-Executive Director of King’s since 2004.
Equality and Diversity, Governance and Remuneration.
06: Rita Donaghy is Chair of the Advisory, Conciliation and
Arbitration Services (ACAS). Prior to this appointment, she was
President of the TUC and served on the National Executive Council
of NALGO/UNISON. Rita joined the Trust as a Non-Executive Director
in 2005.
Audit, Governance and Remuneration.

09: Simon Taylor (Director of Finance and Information Services)
has worked at King’s for 15 years holding positions as Financial
Controller and Deputy Director of Finance before taking up his current
role in 2002.
10: Professor John Moxham (Executive Medical Director) has
been at King’s in a number of different roles since 1982. He became
executive medical director in 2003 after having served some years as
a non-executive director representing the medical school. John is the
executive lead for clinical governance.
11: Michael Griffin (Director of Human Resources) held a number
of senior management posts in the private sector before joining King’s
as Director of Human Resources in 1994.

Other Directors
12: Roland Sinker ( Interim Director of Strategic Development)
joined the Trust this year. Roland originally trained as a lawyer with
Linklaters before becoming a management consultant with Mckinsey
& Co.
13: Ahmad Toumadj (Director of Facilities) is a Fellow of Chartered
Institute of Building and after working in the construction industry,
joined the NHS in 1980 and King’s in 1997.
14: Jane Walters (Director of Corporate Affairs and Trust
Secretary) has worked at King’s for 14 years, following a career in
local government. She took up the position as Director of Corporate
Affairs in 2004.

A copy of the register of interests for Board Members is kept with the Trust Secretary. Please contact 020 3299 1680 for further information.
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589,657 231,597 12,888 4,5

07 31,000 14,389 5,335

95,600 3,650 27

950 4,017 21,556 2,362

29,005 42,010 18,389 5,33

657 231,597 805 1,156

0 37,154 67,011
2005 - 2006 financial overview

94,224 12 62,85

10,600 7,55
1,249 53,898 15,362

4 1,249 756,899

9 75,006 178,200 499 6,50
100,878 42,520 31,999
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500,356 56

Break-even performance
Five year trend

Turnover

2005/06

2004/05

2003/04

2002/03

2001/02

£000

£000

£000

£000

£000

388,048

359,904

318,325

300,588

263,789

122

(2,734)

182

35

176

(3,644)

(3,766)

(1,032)

(1,214)

(1,249)

Break-even in-year position
Break-even cumulative position

Income and expenditure account
for the year ended 31 March 2006
2005/06

2004/05

£000

£000

323,669

293,291

64,379

66,613

(379,062)

(355,202)

8,986

4,702

Cost of fundamental reorganisation/
restructuring

0

0

Profit (loss) on disposal of fixed assets

0

0

8,986

4,702

867

491

(1,157)

(1,069)

Income from activities
Other operating income
Operating expenses
OPERATING SURPLUS (DEFICIT)

SURPLUS (DEFICIT) BEFORE INTEREST
Interest receivable
Interest payable
Other finance costs - unwinding of discount
Other finance costs - change in discount rate on provisions
SURPLUS (DEFICIT) FOR THE FINANCIAL YEAR
Public Dividend Capital dividends payable
RETAINED SURPLUS (DEFICIT) FOR THE YEAR

(230)

(360)

(1,056)

0

7,410

3,764

(7,288)

(6,498)

122

(2,734)
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Income and expenditure analysis
2005/06

2004/05

Income
2005/06

2004/05

£000

£000

293,218

262,583

52,315

51,728

■

Primary Care Trusts *

■

Education, training and research

■

Department of Health

17,722

17,921

■

Non NHS income (inc. Private Patients, RTA)

11,873

11,518

■

Other income (inc. Interest Receivable) **

5,524

7,119

■

Non-patient care services to other bodies

6,066

6,487

■

Charitable and other contributions to expenditure

727

1,067

■

NHS Other

638

986

■

Transfers from donated asset reserve

614

703

■

Foundation Trusts

125

138

■

Health Authorities & NHS Trusts

93

145

388,915

360,395

* 2004/05 includes £2,372 million to offset fixed asset impairments charged to operating expenses.
** The Trust also received £867,000 from interest on treasury deposits in the financial year
2005/06 (£491,000: 2004:05)

Expenditure

2005/06

2004/05

34

2005/06

2004/05

£000

£000

■

Nursing staff

80,776

71,663

■

Other staff

83,042

78,425

■

Medical staff

75,870

70,832

■

Clinical supplies

67,351

63,814

■

Other (inc. Clinical Negligence)

34,087

31,913

■

Depreciation and amortisation

9,905

10,056

■

Premises

11,794

10,263

■

Public dividends payable and other finance costs

7,288

6,498

■

Establishment & transport expenses

6,802

6,066

■

Services from other NHS bodies/Trusts

7,566

7,052

■

General supplies

1,457

2,076

■

Fixed asset impairments and reversals

0

2,450

■

Bad debts

198

379

■

Audit fees

214

213

386,350

361,700

Capital cost absorption rate

External financing

The trust is required to absorb the cost of capital at a rate of 3.5% of
average relevant net assets. The rate is calculated as the percentage that
dividends paid on public dividend capital, totalling £7,288,000, bears to
the average relevant net assets of £170,960,000, that is 4.2%.

The Trust is given an external financing limit which it is permitted to
undershoot. In 2005/06 this external financing limit was £(25,091,000).
The cashflow financing requirement of £(25,195,000) less capital receipts
of £443,000 resulted in an undershoot of £547,000 in 2005/06.

The variance from 3.5% arises due to the District Valuer’s revaluation
of land and buildings at 31 March 2005 which resulted in a decrease in
relevant net assets of £35.286m, and therefore a decrease in the average
relevant net assets for 2005/06. The decrease in valuation was not taken
into account when the dividend of £7,288k was calculated, resulting in a
high Capital Cost Absorption rate in 2005/06.

Capital Resource Limit
The Trust is given a Capital Resource Limit which it is not permitted to
overspend. In 2005/06 the Capital Resource Limit was £(5,893,000),
against which an underspend of £81,000 was reported.
The primary reason for the negative external financing and capital
resource limits was the sale of proceeds received on disposal of the
Dulwich and Bowley Close sites totalling £22,752,000.

Balance Sheet
as at 31 March 2006
2005/06

2004/05

£000

£000

606

132

212,512

209,049

Fixed assets
Intangible assets
Tangible assets
Investments

0
213,118

0
209,181

Current assets
Stocks and work in progress
Debtors
Investments
Cash at bank and in hand
CREDITORS: Amounts falling due within one year
Net current assets (liabilities)
Total assets less current liabilities

6,720

6,121

35,684

40,686

0

0

1,049

1,156

43,453

47,963

(44,554)

(39,202)

(1,101)

8,761

212,017

217,942

Creditors: Amounts falling due after more than one year

(14,338)

(14,971)

PROVISIONS FOR LIABILITIES AND CHARGES

(11,019)

(12,442)

Total assets employed

186,660

190,529

Financed by: Taxpayers’ equity
Public dividend capital

120,707

143,900

Revaluation reserve

44,446

26,141

Donated asset reserve

15,719

17,797

Government grant reserve

0

0

Other reserves

0

0

5,788

2,691

Income and expenditure reserve
Total taxpayers’ equity

186,660

190,529

Statement of total recognised gains and losses
for the year ended 31 March 2005

Surplus/(deficit) for the financial year before dividend payments

2005/06

2004/05

£000

£000

7,410

3,764

Fixed asset impairment losses

(1,709)

0

Unrealised surplus/(deficit) on fixed asset revaluations/indexation

21,374

(21,098)

151

1,304

0

0

Increases in the donated asset and government grant reserve due to receipt of
donated and government grant financed assets
Defined benefit scheme actuarial gains/(losses)
Additions/(reductions) in “other reserves”
Total recognised gains and losses for the financial year
Prior period adjustment
Total gains and losses recognised in the financial year

0

0

27,226

(16,030)

0

0

27,226

(16,030)
35

Cash Flow Statement
for year ended 31 March 2006
2005/06

2004/05

£000

£000

27,996

5,618

867

491

Operating activities
Net cash inflow/(outflow) from operating activities
Returns on investments and servicing of finance:
Interest received
Interest paid

0

0

(1,157)

(1,069)

(290)

(578)

(Payments) to acquire tangible fixed assets

(17,449)

(27,908)

Receipts from sale of tangible fixed assets

22,752

0

(Payments) to acquire intangible assets

(526)

(141)

Receipts from sale of intangible assets

0

0

(Payments to acquire)/receipts from sale of fixed asset investments

0

0

4,777

(28,049)

Dividends paid

(7,288)

(6,498)

Net cash inflow/(outflow) before management of liquid resources and financing

25,195

(29,507)

(Purchase) of current asset investments

0

0

Sale of current asset investments

0

0

Interest element of finance leases
Net cash inflow/(outflow) from returns on investments and servicing of finance
Capital expenditure

Net cash inflow/(outflow) from capital expenditure

Management of liquid resources

Net cash inflow/(outflow) from management of liquid resources
Net cash inflow/(outflow) before financing

0

0

25,195

(29,507)

Financing
Public dividend capital received

10,000

54,011

Public dividend capital repaid (not previously accrued)

(33,193)

(24,700)

Public dividend capital repaid (accrued in prior period)

(1,898)

0

0

0

Loans received
Loans repaid
Other capital receipts
Capital element of finance lease rental payments
Cash transferred (to)/from other NHS bodies
Net cash inflow/(outflow) from financing
Increase/(decrease) in cash

0

0

443

755

(547)

(444)

0

0

(25,195)

29,622

0

115

2005/06

2004/05

£000

£000

18,176

13,932

388,048

359,904

Management Costs
Management costs
Income
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Salary and Pension entitlements of senior managers
Salaries and allowances
2005-06

2004-05

£000*

Other
Remuneration
£000*

Benefits in
Kind
£000•

20-25

0

0

Salary

£000*

Other
Remuneration
£000*

Benefits in
Kind
£000•

M. Parker- Chairman

20-25

0

0

M. James - Non-Executive Director

5-10

0

0

0-5

0

0

R. Foster - Non-Executive Director

5-10

0

0

5-10

0

0

C. Hewitt - Non-Executive Director

5-10

0

0

5-10

0

0

A. McGregor - Non-Executive Director

5-10

100-105

0

5-10

0

0

H. Gilmour - Non-Executive Director

0-5

0

0

5-10

0

0

R. Donaghy - Non-Executive Director

0-5

0

0

N/A

N/A

N/A

160-165

0

0

165-170

0

0

35-40

120-125

0

40-45

105-110

0

J. Docherty - Director of Operations & Nursing

115-120

0

0

125-130

0

0

S. Taylor - Director of Finance & ISD

110-115

0

0

115-120

0

0

M. Griffin - Director of Human Resources

95-100

0

0

95-100

0

0

105-110

0

0

100-105

0

0

J. Walters - Director of Corporate Affairs

75-80

0

0

65-70

0

0

N. Moberly - Director of Strategic Development

70-75

0

0

95-100

0

0

R. Sinker - Director of Strategic Development

55-60

0

0

N/A

N/A

N/A

Salary
Name and Title
Chairman & non- executives

Executive directors
M. Lowe-Lauri - Chief Executive
J. Moxham - Director of Medicine

Co-opted members of trust board
A. Toumadj - Director of Facilities

H. Gilmour - Non-executive Director

Apr 05 - Oct 05

R. Donaghy - Non-executive Director

Nov 05 - Mar 06

N. Moberly - Director of Strategic Development

Apr 05 - Jan 06

R. Sinker - Director of Strategic Development

Dec 05 - Mar 06

* bands of £5000 • rounded to the nearest £100

Pension Benefits

Name and Title

Real
Increase in
Pension at
age 60

Lump sum
at aged 60
related to
real increase
in pension

Total
accrued
pension at
age 60 at 31
March 2005

Lump sum
at age 60
related to
accrued
pension at
31 March
2006

Cash
Equivalent
Transfer
Value at 31
March 2006

Cash
Equivalent
Transfer
Value at 31
March 2005

Real
increase
in Cash
Equivalent
Transfer
Value

£000*

£000*

£000•

£000•

£000

£000

£000

13

Executive directors
M. Lowe-Lauri - Chief Executive

0 - 2.5

0 - 2.5

30 - 35

100 - 105

484

454

J. Moxham - Director of Medicine

2.5 - 5

7.5 - 10

70 - 75

210 - 215

0

0

0

J. Docherty - Director of Operations & Nursing

0 - 2.5

0 - 2.5

30 - 35

100 - 105

590

562

10

S. Taylor - Director of Finance & ISD

0 - 2.5

0 - 2.5

25 - 30

85 - 90

374

347

13

M. Griffin - Director of Human Resources

0 - 2.5

2.5 - 5

15 - 20

45 - 50

303

264

23

0 - 2.5

5 - 7.5

30 - 35

90 - 95

576

514

34

J. Walters - Director of Corporate Affairs

2.5 - 5

10 - 12.5

20 - 25

70 - 75

395

305

58

N. Moberly - Director of Strategic Development

0 - 2.5

2.5 - 5

15 - 20

45 - 50

189

163

15

Co-opted members of trust board
A. Toumadj - Director of Facilities

As Non-Executive members do not receive pensionable remuneration, there will be no entries in respect of pensions for Non-Executive members.
* bands of £2500 • bands of £5000
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Cash Equivalent Transfer Values
A Cash Equivalent Transfer Value (CETV) is the actuarially assessed capital value of the pension scheme benefits accrued by a member
at a particular point in time. The benefits valued are the member’s accrued benefits and any contingent spouse’s pension payable from
the scheme. A CETV is a payment made by a pension scheme or arrangement to secure pension benefits in another pension scheme
or arrangement when the member leaves a scheme and chooses to transfer the benefits accrued in their former scheme. The pension
figures shown relate to the benefits that the individual has accrued as a consequence of their total membership of the pension
scheme, not just their service in a senior capacity to which disclosure applies. The CETV figures and the other pension details include
the value of any pension benefits in another scheme or arrangement which the individual has transferred to the NHS pension scheme.
They also include any additional pension benefit accrued to the member as a result of their purchasing additional years of pension
service in the scheme at their own cost. CETVs are calculated within the guidelines and framework prescribed by the Institute and
Faculty of Actuaries.

Real Increase in CETV
This reflects the increase in CETV effectively funded by the employer. It takes account of the increase in accrued pension due to
inflation, contributions paid by the employee (including the value of any benefits transferred from another scheme or arrangement)
and uses common market valuation factors for the start and end of the period.

Public sector payment policy
Better Payment Practice Code - measure of compliance

Number

£000

Total Non-NHS trade invoices paid in the year

92,879

147,165

Total Non NHS trade invoices paid within target

63,415

108,897

68%

74%

Total NHS trade invoices paid in the year

3,049

46,819

Total NHS trade invoices paid within target

1,077

29,263

35%

63%

Percentage of Non-NHS trade invoices paid within target

Percentage of NHS trade invoices paid within target

The Better Payment Practice Code requires the Trust to aim to pay all undisputed invoices by the due date or within 30 days of receipt
of goods or a valid invoice, whichever is later.

Malcolm Lowe-Lauri – Chief Executive
9th August 2006

Copies of the full financial statements are available free of charge on application to the Director of Finance, King’s College Hospital,
Denmark Hill, London SE5 9RS.
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Independent auditors’ report to the Directors of the Board of King’s College Hospital
NHS Trust
I have examined the summary financial statements set out on pages 32 to 38.
This report is made solely to the Board of King’s College Hospital NHS Trust in accordance with Part II of
the Audit Commission Act 1998 and for no other purpose, as set out in paragraph 36 of the Statement of
Responsibilities of Auditors and of Audited Bodies prepared by the Audit Commission.

Respective responsibilities of directors and auditors
The directors are responsible for preparing the Annual Report. My responsibility is to report to you my
opinion on the consistency of the summary financial statements within the Annual Report with the
statutory financial statements. I also read the other information contained in the Annual Report and
consider the implications for my report if I become aware of any misstatements or material inconsistencies
with the summary financial statements.

Basis of opinion
I conducted my work in accordance with Bulletin 1999/6 ‘The auditors’ statement on the summary
financial statement’ issued by the Auditing Practices Board.

Opinion
In my opinion, the summary financial statements are consistent with the statutory financial statements of
the Trust for the year ended 31 March 2006.

Susan M Exton
District Auditor

Date: 9th August 2006.

Audit Commission
1st Floor Millbank Tower
Millbank
London SW1P 4HQ
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Translations of information found in this report are available
upon request. Please contact Corporate Communications on
020 3299 3723.

The Patient Advice and Liaison Service
(PALS) offers support, information
and assistance to patients, relatives
and visitors.
Spanish
El Servicio de Atención al Paciente
ofrece ayuda, información y asistencia a
pacientes, familiares y vistas.

Patient Advice and Liaison Service
If you require a service which offers
support, information and assistance to
patients, relatives and visitors, please
contact the PALS Office between
9.00am and 6.00pm:
Telephone: 020 3299 3601
Text Phone: 020 3299 1878

Portugese
Serviço de interligação e assessoria ao
paciente oferece apoio, informação
assistência aos pacientes, familiares e
pessoas que os visitam.

Fax: 020 3299 3626 Email:
pals@kingsch.nhs.uk

Turkish
Hasta iletisim ve bilgi(yardim)servisi
hastaya, akrabalarina ve ziyaretcilerine
bilgi destek yardimi onerir.

If you are interested in applying for
a job at King‘s, please visit
www.kch.nhs.uk/careers

Somalian
Qaybta talada siisa dadka jirran iyo ururka
a deegayaasha waxay usoo-bandhigayaab
taageerid, faahfaahin iyo caawinaad
dada jirran familkooda iyo dadka soo
booqanaya.

Membership

French
Le Service Liaison et Conseils aux Patients
propose soutein, information at assistance
aux patients, membres de la famille et
visiteurs.

King‘s College Hospital
NHS Trust
Denmark Hill
London SE5 9RS
T: 020 3299 4000
F: 020 3299 3445
www.kch.nhs.uk

Designed by Oak Creative Partners
(www.creativeroots.co.uk)
Photography by Sam Tanner

Human Resources

If you are interested in becoming a
member of King‘s, please contact:
T: 020 3299 4348
E: members@kingsch.nhs.uk

