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2.5
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2.6
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2.7

HCAI Action Plan
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4.00pm

2.8
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January 2010
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4.45pm

FOR INFORMATION
3.1
3.2

4.

M Parker

M Parker

1.5

3.

Time

Enc. 1.4

1.4

2.

Exec Lead

Governor Elections
Confirmed Board Committee Minutes
Finance & Performance 30 Nov 2010

3.3 Finance Committee Closure Report
AOB

Enc. 3.1

Enc. 3.2
Enc. 3.3

NEXT MEETING: Tues, 29 March 2011 at 3.00 pm in the Dulwich Committee Room

4.55pm

Enc. 1.4

DRAFT

King’s College Hospital NHS Foundation Trust Board of
Directors
Minutes of the meeting of the Board of Directors held at 15.00 hrs on Tuesday,
25 January 2011 in the Dulwich Committee Room, King’s College Hospital.
Members

Non-voting
Directors

In
attendance:

Michael Parker CBE (MP)
Prof. Sir George Alberti (GA)
Robert Foster (RF)
Maxine James (MJ)
Prof. Alan McGregor (AM)
Marc Meryon (MM1)
Dr Martin West (MW)
Tim Smart (TS)
Angela Huxham (AH)
Michael Marrinan (MM)
Roland Sinker (RS)
Simon Taylor (ST)
Dr Geraldine Walters (GW)
Ahmad Toumadj (AT)
Jane Walters (JW)
Jacob West (JW1)
Rita Chakraborty (RC)
Sally Lingard (SL)
TJ Lasoye (TjL)
Prof Simon Lovestone (SL1)
Sir Anthony Merrifield (AM1)
Nicky Hayes (NH)
Emma Ouldred (EO)

Governors/
Members of
the public

Pauline Radcliffe (PR)
Hedi Argent
Andy Glyn
Rowenna Hughes
Mee Ling Ng
Pida Ripley
Robert Lee

Non-Executive Director (Chair)
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Chief Executive
Executive Director of Workforce
Development
Executive Medical Director
Executive Director of Operations
Development Chief Financial Officer
Executive Director of Nursing & Midwifery
Director of Capital, Estates & Facilities
Director of Corporate Affairs
Director of Strategy
Assistant Board Secretary (Minutes)
Associate Director Communications &
Marketing
Consultant and Clinical Lead, Emergency
Department/Director of Medical Education
Director of Research, King’s Health
Partners
Chair, KCH Charity
Nurse Consultant for Older People
Memory Clinic Sister/Dementia Nurse
Specialist
Carer/Service User Representative
Public Governor
Patient Governor
Staff Governor
Stakeholder Governor
Patient Governor
King’s College London
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Item

Subject

011/01

Welcome and Apologies
Apologies - none.

011/02

Declarations of Interest
None.

011/03

Chair’s Action
The Chair had voted on behalf of the Board in an NHS
Confederation ballot concerning greater independence for the
Foundation Trust Network.

011/04.1

Minutes from the meeting held on 30 November 2010
010/181 Patient Experience Report (p.6, 2nd bullet point)
Replace ‘Discrimination Act’ with ‘Equality Act’

011/04.2

Minutes from the meeting held on 14 December 2010
Approved.

011/05

Matters Arising
010/182 – Annual Workforce Report
AH clarified that there were 100-150 staff in both support and
technical staff groups. The higher than average sickness absence
rates were due to a small number of staff on long term absence,
which had skewed the overall levels.

011/06

Chair and NEDs Report
A complete report was tabled. Addition: Maxine James had attended
the CIP presentation to NEDs on 14 December.

Action

Andrew Lansley’s visit had been constructive and the Secretary of
State had formed a good impression of the trust. It was proposed
that King’s clinicians assist in the definition of stroke outcomes for
forthcoming NICE guidelines
The report was noted.
011/07

Chief Executive’s Report
In addition to the report, TS asked the Board to note the following:
Savings Plans – a statutory consultation period had begun on 17
January for posts at risk. Responses were encouraging so far from
staff affected and staff side representatives. The high quality support
received from the HR Team was noted.
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Operational Pressures – recent adverse weather, and an increase in
flu cases, had resulted in some elective cancellations.
Finance – the trust was on plan, although some risk to the year end
breakeven forecast remains.
King’s Health Partners – momentum was increasing.
Healthcare Associated Infections – the trust had reported a breach
of the annual MRSA target in quarter 2 (July-September 2010). As a
result, Monitor had asked for an independent review of the Trust’s
process for self certification against achievement of this target as
part of the approval of the Annual Plan 2010/11. The review was
undertaken by KPMG, and submitted to Monitor in mid January.
There were no significant recommendations. An action plan had
been drawn up in reponse to the report’s recommendations, and
progress would be monitored through the Quality and Governance
Committee.
As a result of the breach of the MRSA target, the trust had been
rated Amber-Green in Q2 and Q3 2010/11, and therefore as
previously reported will automatically receive a Red rating for Q4.
The trust’s MRSA action plan had been discussed in detail at the
Finance and Performance Committee earlier that day and would be
circulated to all Board members. Progress would be monitored by
the Finance and Performance Committee monthly, and reported to
the Board .Delivery of the action plan is a core priority for the trust
The new lower target of 5 for 2011/12 will be very challenging and
the May Board of Directors will focus entirely on the annual plan and
self-certification process.
Every London trust other than Guy’s and St Thomas’ had failed their
MRSA target for 2010/11. GW was in contact with colleagues at
GSTT to learn from their experiences.
011/08

Finance Report - month 9
ST presented the month 9 finance report, which had been discussed
at length by the Finance and Performance Committee that morning.
At month 9, the Trust’s financial position was in deficit by £2.035m
including an asset impairment of £1.9m, which Monitor regard as a
non-operating cost; therefore the trust was still on target to break
even. Variations were as in previous months with over-achievement
on income and under-spend on pay.
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The year end situation with PCT income was unclear but the trust
was resisting downward income pressure. The liquidity and
sustainability of the system, and individual organisations, was
precarious.
Looking at 2011/12, savings of c £50m was again likely to be
necessary, although the impact of tariff changes, PCT activity and
inflation were not clear at present. Phase 2 saving proposals would
bring savings of £15m; therefore, a further estimated £35m in
savings would need to be identified. Next year’s savings were
essential to fund the £25-30m annual capital expenditure anticipated
over the next three years.
There were opportunities for increasing income from private patients
following abolition of the income cap, but the facilities in the Guthrie
Wing required refurbishment and expansion in the long term. Income
generated from private patients will be reinvested in NHS services.
TS commented on the ‘any willing provider’ model, which aimed to
raise quality rather than push down price. MM1 noted that price
would still be a key factor in the commissioning decision.
MP noted that minimum standards would have to be met with the
priority on clinical effectiveness, safety and patient experience, in
this order.
The Finance Report, month 9, was noted.
011/09

Performance Report - month 9
RS presented the performance report for month 9 and highlighted
the following:
 18 weeks performance might dip in Q4 but was expected to
be compliant in Q1 2011/12.
 Emergency four hour wait – despite increased pressure in
December, the 4-hour wait was above the minimum target.
 Divisional performance was outlined. Trauma, Emergency
and Acute Medicine Division had an action plan in place to
achieve 100% MRSA screening, tackle weak areas reported
in the How Are We Doing survey, red shifts and improve hand
hygiene.
 Regulatory and contractual performance were outlined
 The Q3 rating of Amber-Green was due to breach of the
MRSA cases and MRSA screening targets. CQUIN
performance for Q3 suggested that the trust will secure
almost all of the additional funding.
 Finance – this had been covered by ST in his earlier report.
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A consultation was under way for Monitor’s Compliance
Framework 2011/12. Monitor had announced that a risk rating
of 2 or less will be considered a breach of a trust’s terms of
authorisation. KCH intended to challenge this change.
The NHS Operating Framework was summarised.

The Performance Report, month 9, was noted.
011/10

Patient Experience Report
JW presented the latest patient experience report for December
2010. The November report had been circulated prior to this
meeting.
The following issues were highlighted:
 The overall trust score for ‘How Are We Doing’ remained at
84 for the sixth month running.
 Some divisions had exceeded benchmark levels whilst others
had deteriorating performance.
 The survey response rate had dipped below the target of 50%
 Formal complaints continued to fall
 2 out of 5 CQUIN targets reached the benchmark in
December
The Board offered the following comments:
 Those aims set last year to improve patient experience may
have been too generic, therefore it was planned to establish
more specific aims in 2011, for instance, those relating to
environmental improvement.
 Vacancy and sickness absence can often affect patient
experience scores as well as other factors. Infection control
levels can also be an indicator of overall performance.
 The biggest single challenge is improving communication with
patients. Working in a high pressure environment should not
excuse lower performance. Well trained, motivated staff were
expected to cope with such challenges whilst putting patients
first.
 Formal monitoring of staff behaviour will increase, for
instance, by integrating patient feedback into doctors’
appraisals. It was noted that staff will not be appraised on
King’s values specifically.
 Help for vulnerable patients or those with language needs,
was available but relies on initial awareness by ward staff.
The trust receives requests for interpreting in up to 200
languages. Volunteers could support staff in the future by
assisting patients to complete survey forms and access
language support.
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Feedback from relatives was also extremely valuable. A
variety of feedback mechanisms were available including
PALS, which is often accessed by the relatives of patients,
and the trust wide comments scheme.



Add amber scores to the heatmaps where scores are
only 1 point off the benchmark
Add percentages as well as numbers of responses to
divisional monthly data



011/11

Jessica
Bush

King’s Sensory Project
NH, EO and PR gave a presentation on the sensory project.
The aim was to upgrade Marjorie Warren Ward into a centre of
excellence in dementia care by making it an appropriate
environment through design and the provision of a flexible space for
stimulation and relaxation. The project will help to fulfil the trust’s
requirements within the National Dementia Strategy.
In spite of the challenging financial times, the aim was to achieve
platinum standard. Some funding had been secured but further
money was needed.
AM queried whether an acute trust was the right setting for this
project. It was clarified that concepts from longer term care had been
adapted for the acute care setting. Ideas, education and training will
be disseminated across the hospital.
TS suggested that the collaboration with Dulwich Picture Gallery
could be extended to include sale of student art on the ward.
The presentation was noted.

011/12

King’s Health Partners update
SL1 was welcomed to his first KCH Board meeting. He outlined the
four grand challenges facing KHP in developing a research strategy:





Drug development and other therapeutics; discovery,
experimental medicine and clinical trials.
Informatics; clinical informatics, bioinformatics, statistics and
increasingly large datasets.
Personalisation; state and trait markers for stratification and
individualised therapies.
The new public health; primary care, prevention, health and
society.
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This was an opportunity to achieve excellence across all KHP
hospitals and the university. The strategy will be driven by the
clinical academic groups. There was a risk of developing superb
research, but in silos, and efforts would be made to avoid this.
RF asked what interest had been shown by international
pharmaceutical companies. SL1 responded that companies
recognised the unique opportunities afforded by KHP in terms of its
NHS status and the diversity of its population, especially in phase 4
trials. However, clinical trials were increasingly being carried out in
China, India and Eastern Europe.
MW suggested an expression of short, medium and long term
objectives for each workstream bearing in mind the need to prepare
for AHSC re-accreditation.
GW encouraged greater involvement and awareness from a wider
range of professional groups. SL agreed that participation from
Allied Health Professionals and non research staff was important.
Postgraduate courses for nurses were being publicised more widely.
AM noted that the position of KCH and SLaM offered a unique
combined approach to physical and mental health.
The Board thanked SL1 for coming to update the meeting on the
KHP research strategy.
011/13

Quarterly Update from DIPC
GW updated the Board on infection control issues in the previous
quarter (October – December 2010).
MRSA
The breach of the MRSA target was disappointing. However, the
current total of 14 was lower than in 2009/10. There had been
improvements on medical wards and the range of causes had
reduced.
Further work was needed on IV line management and a larger IV
team will concentrate on this. AM commented on the need for
speedy removal of lines. The team will track peripheral lines to
ensure that they are changed every 3 days.
Tighter performance management will be implemented with the
introduction of an infection control monthly scorecard.
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C Difficile
In 2009/10 the external trust target was 162; the internal stretch
target for 2010/11 was half that figure at 88, but with the trust
recording 81 cases already, it was probable that the trust would
exceed this figure. Cleaning standards remained an area of concern,
which was being rigorously addressed with the contractor by the
trust.
Influenza
The increased number of flu cases had put pressure on paediatrics
and intensive care.
CQC Inspection
The result of the unannounced inspection in December was positive
overall. The report had now been received, and the trust was
currently checking for factual accuracy as requested by the CQC.
Minor concerns had been raised regarding some aspects of
cleanliness of the environment and equipment, which were being
actively addressed through the trust action plan..
Hygiene Code
This quarter, there were no red areas. Cleaning, staff engagement
and occupational health for new starters were flagged as amber.The
action plan was being monitored to ensure compliance in all areas.
011/14

011/15

Transformation Programme
This item was carried forward to the next meeting on 22 February.
FOR APPROVAL
Monitor Quarterly Submission Q3
The Board APPROVED the signing of Declaration 2 by TS on behalf
of the Board, given that not all targets had been met for the quarter.
The risk rating of 3 was noted.

011/16

FOR INFORMATION
 Corporate Strategy/Annual Plan
 Confirmed Minutes of Board Committee Meetings
o Audit Committee 23rd Sept 10
o Equality & Diversity 28th Sept 10

011/17

AOB
The Board congratulated MP on his CBE award received in the New
Year’s Honours list.

011/18

Date of Next Meeting:
Tues 22 February 2011, 3.00 pm - Dulwich Room.
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Enc 1.5

Board of Directors – 22 February 2011
Action tracking list
Agenda Item/Date

Action

By whom

By when

30 NOV 2010
010/182
Annual Workforce
Report

Higher sickness absence rates for support staff and
technical staff - feedback on causes and actions

Angela Huxham

Jan 2011

Complete

010/183
KHP update

Circulate presentation on Veterans’ Administration

John Moxham

Dec 2010

Complete

14 DEC 2010

NONE

Jessica Bush

Feb 2011

Complete

25 JAN 2011
011/10
Patient Experience
Report




Add amber scores to the heatmaps where scores are
only 1 point off the benchmark
Add percentages as well as numbers of responses to
divisional monthly data

Status

ENC 2.1

Report to:

King’s College Hospital Board of Directors

Date of meeting:

22 February 2011

By:

Michael Parker, Chairman

Subject:

Chairman and Non-Executive Directors’ Report

Michael Parker - Chairman
18th January 2011

Attended meeting with Diane Summers, KCH Governor
Chaired Nominations Committee

19th

Attended KHP Partners Board

20th

Go-see: Renal Dialysis Unit
Attended GSTT Lord Mayor’s Lecture

21st

Attended Bevan Brittan Breakfast Seminar on Quality and
Economic Regulation with Nigel Edwards, NHS Confederation
and Cynthia Bower, Care Quality Commission

24th

Attended NHS London Mentoring for Diversity Launch Event and
gave a presentation on ‘the Value of Mentoring Programmes’.

25th

Chaired Finance & Performance Committee
Chaired Board of Directors Meeting
Attended meeting with Andy Glynn (KCH Governor) Robert
Foster and Tim Smart

27th

Attended Board Strategy Committee
Chaired Board Seminar
Attended and Chaired Kings Fund Event with Niall Dickson

31st

Attended Innovation for Inclusive Growth Conference at the
Imperial College Business School

1st February 2011

Attended KCH Excellence in Nursing & Midwifery Conference
Attended meeting with John Gooch, Boston Consulting Group re:
Value based healthcare
Attended meeting with Richard Skellett, Allied Worldwide Ltd
Attended meeting with Robert Lechler

3rd

Attended Breakfast Discussion meeting with Sir David Nicholson,
re: Reforming the NHS
Attended Quality & Governance Committee
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4th

Attended meeting with Madeliene Long, Chair, SLAM

7th

Attended Nominations Committee

8th

Chaired Board of Governors’ Away Day
Attended KHP Health Research Forum

9th

Attended meeting with Frances O’Callaghan, Director of
Performance Delivery, re: Budget
Attended meeting with David Lawson, Director of Procurement

10th

Chaired Board of Governors Meeting

11th

Attended Guardian’s Public Services Summit

Robert Foster
20th January 2011

Attended Lecture and reception at GSTT by Frank Field MP

25th

Attended Finance and Performance Committee
Go See: Murray Falconer Ward
Attended Board of Directors Meeting
Attended meeting with Andy Glyn - Governor, Tim Smart and
Michael Parker

27th

Chaired Board Strategy Committee
Attended Board Seminar

3rd February 2011

Attended Quality and Governance Committee

10th

Attended Board of Governors Meeting

Professor Alan McGregor
17th January 2011

Attended KMRT Trustees Meeting

18th

Attended Wellcome Trust CRF Steering Group Meeting with Tim
Smart

21st

Attended Medical Workforce Committee

24th

Attended meeting with Mike O’Sullivan re: Academic appointment
in stroke medicine.

25th

Attended Finance & Performance Committee
Attended Board of Directors Meeting

27th

Attended Board Strategy Committee
Attended Board Seminar

2nd February 2011

Attended meeting with Shaun Matthews re: Postgraduate
Education (simulation training)

3rd

Chaired Quality & Governance Committee
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7th

Attended meeting with Roland Sinker

8th

Attended meeting with Elaine McDonald and colleagues re:
Wellcome Trust CRF Clinical Nurse Manager

10th

Attended meeting with TJ Lasoye re: Postgraduate medical
education facilities

Martin West
21st January 2011

Attended FTFF Credit Committee Meeting

25th

Attended Women’s Department Reconfiguration Project Board
Meeting
Attended Finance & Performance Committee
Attended Board of Directors Meeting

27th

Attended Board Strategy Committee
Attended Board Seminar

1st February 2011

Attended Emergency Department Project Board Meeting

Maxine James
17th January 2011

Attended MPs Shadowing Scheme Reception

20th

Chaired Consultant Interviews: Liver Intensive Care Unit

25th

Attended Board of Directors Meeting

27th

Attended Board Strategy Committee
Attended Board Seminar

31st

Chaired Consultant Interviews: Respiratory Medicine

10th February 2011

Attended Board of Governors Meeting

Professor Sir George Alberti
21st January 2011

Attended meeting with Sue Bowler re: Emergency Care Pathway

24th

Attended meeting with Professor Louise Howard, Institute of
Psychiatry
Attended meeting with Melvyn Davies Re: Hospital at Night &
Inpatient Care

25th

Attended meeting with Mike Marrinan
Attended Board of Directors Meeting

27th

Attended Board Strategy Committee
Attended Board Seminar
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31st

Attended meeting with Roland Sinker

1st February 2011

Attended meeting of CEA Committee

3rd

Attended meeting with Paula Townsend re: Adult Safeguarding

9th

Attended Kings Fund Seminar for Non-Executives on
Commissioning

10th

Attended Board of Governors Meeting
Attended KCH Grand Round presentations

Marc Meryon
24th January 2011

Chaired Consultant Interviews: Consultant in Anaesthesia with
interest in Pain
Chaired Consultant Interviews: Consultant in Anaesthesia with an
interest in MaxFax

25th

Attended Board of Directors meeting

27th

Attended Board Strategy Committee
Attended Board Seminar
Go See: Princess Elizabeth Ward

8th February 2011

Attended as panel member for Capability Hearing
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Enc 2.2

Report to:

Board of Directors

Date of meeting:

22 February 2011

By:

Tim Smart, Chief Executive

Subject:

Chief Executive’s Board Report

1.

Executive Summary

Despite the continued pressures across the system in SE London, we achieved key
targets for emergency admissions and 18 week referral to treatment.
We have continued to reduce our monthly deficit and have confidence that a break
even position will be achieved by the year end in March.
Formal consultation on redundancies has ended and, through the prudent
management of vacancies, we believe that fewer staff will be affected than originally
anticipated.
Discussions on the impact of tariff changes on income will become clearer in March
but we expect that the trust’s savings target for 2011/12 will be close to the £50m
previously projected. New ‘standards’ are becoming clearer, and will present
significant challenges next year.
The annual planning process has begun in earnest across the trust.
We continue to exert pressure on the cleaning contractor as high standards of
cleanliness are key to reducing healthcare acquired infections.
2.

Finance – month 9

The deficit position is £1.917m against a break even plan. This is an improvement of
£118k on last month’s position. We are still predicting break even by the end of the
financial year.
Our Financial Risk Rating is 3, against a prediction of 3. We have achieved 88% of
our Phase 1 Cost Improvement Programme.
3.

Savings Plans

The consultation on redundancy plans announced last month finished on 15th
February. Over the course of the last month, two Director’s Roadshows were held to
give staff the opportunity to put questions directly to Roland Sinker and me about our
cost savings plans.

CEO Report February 2011
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We continue to work to redeploy staff across the Trust wherever possible, and a
range of training programmes including interview skills, presentation skills and CV
development have been set up to help staff through this process. The final number of
posts that have had to be cut has continued to fall as new solutions have been
applied to saving costs in some departments with staff at risk.
The situation with regards to 2011/12 is getting clearer but is not yet finalised. The
operating framework has been published, with a headline 1.5% reduction in the tariff
for next year; however there are many other changes within the framework which will
have an impact on our income levels, both positively and negatively. The Contracts
team are finalising first draft proposals to share with commissioners, and the
situation will become clearer once a response is received. The final tariff package
has also yet to be published, although significant changes are not expected.
Current projections are that a savings programme of £50m will be required in
2011/12, in line with previous projections. Finance and Operations colleagues are
developing plans with Divisions and Corporate areas to meet this challenge.
4.

Performance – month 10

In month 10 we continued to achieve the Emergency 4 hour waiting time target of
95% and deliver the 18 week referral to treatment targets despite a higher demand
on emergency activity coming into the hospital. Due to the fact that this increased
emergency demand has put pressure on our elective admissions, it means that we
have a challenge to maintain our patient access targets over the last quarter, but
plans to achieve are in place.
In month 10 we reported no additional MRSA bacteraemias and have now
developed a high level action plan for infection control that is making good
progress. Infection control remains a major focus and our major risk moving into
2011/12.

5.

Strategy/King’s Health Partners

Annual Planning
An outline process for developing the King’s Annual Plan will be discussed at the
Board. At the senior leaders’ meeting on 2 March we will engage clinical and
managerial staff in a review of 2010/11 performance and the external environment,
and obtain input to help us shape our strategic objectives going forward.
Discussions are also being held with colleagues across KHP to ensure that the 3
FTs have aligned processes and common themes in their annual plans. A first draft
of the Annual Plan will be received by the Board in March, prior to being shared with
Governors (whose Strategy Committee makes important input to the process), and
with Monitor after approval of the final plan by the Board of Directors at their meeting
in May.
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KCH and KHP Site Strategy
The CAGs’ proposals on service reconfiguration across KHP have been
consolidated to develop a number of long term scenarios for the 3 acute sites. These
scenarios were presented to clinical and academic leaders on 15 February, where
there was a full debate both on these long-term scenarios, and also on the short
term priorities in response to the most pressing external factors. Alongside the KHP
conversations, the KCH board and senior clinicians have been considering the
potential impacts on and opportunities for KCH, and how the KHP process can help
us to define more clearly KCH’s clinical service priorities.

6.

Capital, Estates & Facilities

Sodexo FM Performance
Sodexo continue to meet with the Trust’s Estates team on a weekly basis and are
progressing actions well.
The switchgear upgrade project to the Golden Jubilee Wing (GJW) electrical
distribution system has started with the first evening of shutdowns commencing 11th
February. There will be a further 8 evenings of power interruptions within the GJW
with works completed at the end of March 2011. When works are complete the
electrical distribution should deliver a fully resilient electrical supply removing the
historic problems experienced since the building opened.
Sodexo have replaced GJW fire alarm panels under life cycle as the original units
were obsolete.
Sodexo are still planning significant works to the lifts in the GJW during the summer
period and to install an additional door leading into the atrium. A full fire stopping
survey has commenced in the GJW to ensure that partitions and stopping are not
damaged and meet the required standards. Further works are expected as a result
of this survey.
Medirest Performance
The provision of cleaning services by Medirest continues to be an area of concern,
whilst other services are performing within the contractual requirements.
A cleaning services emergency improvement plan was agreed with the Trust in
January 2011, to be completed by the end of April 2011. The plan includes a number
of direct actions, which involve staff re-training, performance management of all the
staff involved in the delivery of the service, a deep cleaning programme and
additional intensive monitoring.
As a further action the Trust has also employed an additional cleaning contractor to
carry out deep cleaning of a number of Very High Risk Areas. This additional
programme of deep cleaning is being managed by our Facilities Team but it also
includes the cleaning of near patient equipment in these areas.
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7.

Media/events (18 January – 15 February 2011)

Press and Broadcast
18 January – Case Notes, the weekly medical show on BBC Radio 4, came to King’s
to discuss Hepatitis C. The programme featured interviews with Professor Nigel
Heaton, Dr Kosh Agarwal, Clinical Nurse Specialist Kath Oakes and Clinical Scientist
Matthew Bruce. Discussions centred on the diagnosis and treatment of the virus, and
the service we provide for patients here at King's.
26 January –The Daily Mail, The Daily Mirror and The Metro carried articles about a
pregnant couple who were told their unborn child was unlikely to survive due to
complications after the mother caught ‘slapped cheek’. The parents were referred to
King’s Professor of fetal medicine, Kypros Nicolaides, who performed a blood
transfusion and heart surgery on the baby whilst it was inside the womb. The baby
was born healthy and without complications following the lifesaving operation.
26 January – The Brentwood Gazette, a newspaper based in Essex, featured an
article about King’s liver patient Andy Strachan, whose life has been turned around
after receiving a liver transplant at King’s. Andy was diagnosed with Primary
Sclerosing Cholangitis (PSC) at the age of 22, and lived with the condition for 30
years before getting his new liver. Andy describes the liver team at King’s as ‘a well
oiled machine’ and the care he received as ‘unbelievable’.
1 February – The Daily Mirror and The Daily Telegraph reported on news that
Kypros Nicolaides is among a group of world experts working on a new, non-invasive
test for Down’s Syndrome. The new test is being researched at King’s and other
centres. It is hoped that it will one day replace the current test for Down’s Syndrome,
which carries a 1% risk of miscarriage.
15 February – The Sun carried an in-depth article about King’s patient Jaki Karaata,
who underwent surgery last year to remove a tumour on her optic nerve immediately
after the birth of her son Raman. The operation – carried out by King’s neurosurgeon
Nick Thomas – involving removing the tumour via Jaki’s nose, one of the first times
the operation has been carried out in the UK.
Visits and Events
January –Staff were given the chance to ask questions about the progress of the
Trust’s Cost Saving Plans during two Cost Saving Roadshows held on 3 and 9
January respectively. The Roadshows were chaired by Tim Smart and Roland
Sinker and were well attended by staff from across the Trust.
8.

Chief Executive’s Brief

The CEO’s Brief for February is attached.

CEO Report February 2011
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CHIEF EXECUTIVE’S
BRIEF
February 2011 Issue 56
An update from the Chief Executive to all staff at King’s College Hospital
Colleagues, I want to thank you for the way you have all collaborated to help us through some very
difficult weeks because of flu and the weather. Winter isn’t over, but lets keep our fingers crossed. I
also want to thank you for the way that teams and individuals have responded to the statutory 30day consultation over job reductions. None of the Board members joined this Trust with a view to
making people redundant and we will do everything we can to minimise the numbers, because we
recognise that each ‘number’ is an individual with a family and commitments.
I am sure we all understand the need to balance the books so we can keep investing in the services
we provide to a community that needs us even more in these difficult times. I have always said that
the King’s Values will sustain us through these times, and I thank those members of staff who have
sent messages of support. There are two staff roadshows in the next couple of weeks, designed to
give you the opportunity to ask Roland Sinker or myself any questions you may have on our future
plans for Cost Savings, so please attend if you can.
I would also like to thank those members of staff who have gone beyond the call of duty in so many
ways that result in patients, and bereaved relatives, writing to us to congratulate us on the quality of
care we provide. You are all exemplars of the Values, especially ‘Inspiring Confidence in our Care’
But one thing that doesn’t inspire confidence in our care, nor is true to the value ‘Always Aiming
Higher’, is the fact that we have one of the worst MRSA records of any hospital in London. We had
another case just before Christmas that took us to 14 in the year. This is not just about meeting
targets, it is also about the safety of our patients. Next year’s target will be even more challenging,
so we really must do everything in our power to avoid any further bacteraemia. Please be vigilant
about hygiene, prescribing, and line management. And challenge and report behaviours that
concern you. You will be supported.
One colleague reported a member of staff being on a bus after work in scrubs. Transport for London
has provided us with the CCTV and we will decide what action is appropriate. Because wearing
theatre scrubs outside theatres is certainly inappropriate, and might even be injurious to the public.
Please make yourself aware of the Uniform Policy on Kwiki, and challenge contraventions.
But I don’t like my bulletins to be full of only difficult news. Chief Executives like to see brightness in
every tunnel, and although I am very concerned about our sustainability and about our
performance , I remain optimistic. The CQC report after their visit before Christmas is largely
positive, I am excited about the new patient focused website which will be launched soon, and
about the new KHP Fundraising Department. I was excited by the Secretary of State’s visit during
January. And I am very happy for Michael Parker (CBE), and for Mr TJ Lasoye and Dr Polly Edmonds,
who have been appointed Assistant Medical Directors.

Tim Smart
Chief Executive

An update from the Chief Executive to all staff at King’s College Hospital
Changes to uniforms at King’s

Cost savings roadshows

Hospital uniforms enable us to project an image of
professionalism to patients, as well as visitors to the
Trust. At present, the look and feel of uniforms across
the Trust is inconsistent. The current policy has
recently been reviewed (and is available on Kingsweb),
and we will soon be putting the uniform contract out
to tender. Part of this process will involve a review of
our current uniforms, and changes to the way
uniforms are ordered.

This month, there will be an opportunity for staff to
address questions to Directors about the cost savings
plans. The details of road-shows taking place in
February are detailed below. These are opportunities
to talk about the Trust's overall savings plans,
including the recent launch of a proposal to lose
around 50 posts in the Trust. However, if you have
been directly affected by the recent announcement
and wish to discuss your individual circumstances,
your queries would be best directed at your line
manager or HR manager.

In the future, orders for new uniforms are also likely
to be made centrally, rather than by individual wards
and teams. This will help to reduce costs, and restrict
the number of ‘bespoke’ items ordered at present.
Going forward, there will be a set list of uniform
styles to choose from, the ‘look and feel’ of which
staff will help to develop over the coming weeks and
months. Further information will be circulated in the
coming months.

King’s celebrates volunteers and long service
awards
Last month, 16 hospital volunteers received long
service awards for years of dedicated service to the
Trust. Volunteers Barbara Alvey, Rosemary Dawson,
Betty Foxwell, Pat Goodman and Christine Baldwin
were among those to receive special thanks for giving
175 years of service between them. Barbara Alvey, 84,
is King’s longest serving volunteer, having helped at
the Trust for over 46 years.

New website that puts patients first
We will shortly be re-launching the King's website.
The new site will have up to date information about
the services we provide, as well as a fresh look and
feel.
The key difference visitors to the new site will notice
is that information and navigation tools are built
around the patient. One of the problems with the
current site is that information has been updated on
an ad hoc basis over many years. It has become
difficult for patients to distinguish between the
information they really need, and that which is
irrelevant. The new website will change this for the
better. Over 2,000 people visit our website every day,
and for many it will be their first experience of King's.
The re-launch of the website will help to ensure it is a
positive one. For more information, please contact
Jane Kartupelis on x 1762.

3 February

Board Room

5pm—6 pm

9 February

Board Room

10am-11am

For more information about the Trust’s cost savings
plans, please look on the dedicated section on
Kingsweb under ‘Key communications’.

Assistant Medical Directors appointed
Tj Lasoye and Polly Edmonds have been appointed to
the role of Assistant Medical Director at King's. Mr
Lasoye and Dr Edmonds will support Mr Michael
Marrinan in his role as Medical Director. They will play
a key role in helping to drive up standards in patient
care and clinical governance, as well as making sure
staff at all levels feel supported in their work. Mr
Lasoye and Dr Edmonds will continue in their roles as
medical consultants at the Trust. Mr Lasoye works as a
Consultant in the Emergency Department, as well as
being Director of Medical Education, and Dr Edmonds
is a Consultant in Palliative Care.

Tackling MRSA at King's
Every month in this briefing we will include
information about the date of the last recorded case
of MRSA bacteraemia at the Trust, and in which
clinical area it occurred. This is one of many things we
are doing to refocus efforts across the Trust in a bid to
reduce unavoidable infections, which is a crucial
patient safety issue.
Date of last MRSA bacteraemia: 23 December
Clinical area: David Marsden Ward
Cause : Poor IV Line care

Enc. 2.3

Finance Report
Month 10 (January) 2010/11
Board of Directors
22nd February 2011

Month 10 Executive Financial Summary
 At month 10 (January), the Trust’s financial position is in deficit by £1.917m. This is a favourable
movement of £118k compared to the month 9 (December) position. The current position includes an
impairment accrual of £2.08m which is a non-operating cost.
 The underlying operating financial performance for the Trust is a surplus of £48k.
 This non-operating cost explains why the Trust Monitor Financial Risk Rating is 3 for the cumulative
position as per plan.

Income
Pay
Non-Pay
Capital Charges
Recharges

Total

Annual Budget
£'000
573,817
(338,834)
(216,916)
(17,520)
(547)

0

YTD Budget
£'000
476,629
(285,243)
(176,491)
(14,433)
(462)

0

YTD Actual
£'000
484,223
(282,473)
(189,717)
(13,671)
(279)

Month 10 YTD
Variance
£'000
7,594
2,770
(13,226)
762
183

Month 9 YTD
Variance
£'000
5,648
2,847
(10,919)
139
250

(1,917)

(1,917)

(2,035)

Movement in
Month
£'000
1,946
(77)
(2,307)
623
(67)

118

Note – the non-pay line includes a budgeted and actual impairment cost of £2.08m.
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Month 10 Executive Financial Summary
 The Trust’s position includes an income accrual for £2.7m in respect to Project Diamond. This is composed of £2m in
respect to tariff funding issues and £0.7m in respect to MFF(market forces factor) on R&D funding streams. NHS
London have confirmed that this payment will be processed in March 2011.
 The Trust’s income position is £7.6m above target as at month 10 and this is impacting on the local PCT financial
positions. The projected annual over-performance on LSL PCT contracts is £8m and BBG PCT contracts is £3.6m.
These over-performance figures are primarily due to PCT demand management projections not materialising, together
with activity growth in Emergency, Critical Care and Child Health services.
 The Trust has phased the income targets to reflect the winter emergency pressures and the reduced working days
during the period December to February. Consequently an expected increase in activity and income is anticipated in
March.
 The non-pay costs for the Trust are over-spent by £13.2m which includes a total net increase in provision for doubtful
debts of £576k (NHS £685k, Non-NHS -£109k). In addition the Private Patients and Overseas Visitors provision for bad
debts increased by £392k. The over-spend on clinical supplies and drugs can be linked to additional activity and this is
re-enforced by CIP compliance of 88.3% (90.3% for Divisions and 85.2% for Corporate Departments). This level of
achievement is due to CIP substitutions of £1.7m which are a combination of additional income and staff pay savings
(holding vacancies and reducing agency spend).
 The income over-performance and tight control of pay costs are covering this non-pay over-spend to maintain an
operating break-even position.
 An operational break even position is projected based on current activity levels and CIP achievement. This projection
assumes full payment of PCT activity contract over-performance and a reduction in the NHS bad debt provision. There
are additional cost pressures to manage the emergency winter pressures and to achieve 18 week targets before year
end. There will also be reduced capital charges expenditure in quarter 4 due to a number of capital schemes remaining
as Assets under Construction and the transfer of assets to the Pathology Joint Venture.
 The Trust is projecting an operational break-even position at year-end.
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Key Income and Expenditure Variances
 The income position for the Trust is a positive variance of £7.6m, a favourable
movement of £1.9m in month. Approx £1m of this movement was due to budget
changes as a result of the Pathology JV, the remainder was increased Emergency and
Critical Care activity.
 Pay is £2.8m under-spent to date, no material change in month. The under-spend is
predominantly Administration and Clerical Staff (£1.9m) and Nursing staff (£1,108k).
 Non-pay is significantly over spent by £13.2m, an unfavourable movement of £2.3m in
month.
 Drugs are £3.2m overspent (£706k movement), this is mainly in Liver, Renal and
Surgery, is activity related and is recoverable through income to a large extent.
 Clinical supplies are £2.1m overspent (£240k favourable movement) caused by
increased activity.
 Capital charges (£154k under spent) moved £690k unfavourably, this was due to
budget changes as a result of accounting for the Pathology JV.
 Miscellaneous Expenditure is £6.9m overspent, a £464m unfavourable movement
in month. This is primarily due to an increased bad debt provision.
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Financial Risk Rating Ratios
Financial Criteria

Weight
(%)

Metric to be scored

Month 10

Month 10
Rating

10/11
Plan

10/11 Plan
Rating

Achievement of Plan

10

EBITDA achieved (% of plan)

84.4%

3

71.1%

3

Underlying Performance

25

EBITDA Margin (%)

5.6%

3

6.6%

3

Financial Efficiency

20

Return on Assets excluding dividend (%)

2.3%

2

4.2%

3

20

I&E surplus margin (%)

-0.3%

2

0.5%

2

25

Liquidity Ratio (days)

19.1

3

15.0

3

Liquidity
FINANCIAL RISK RATING
Financial Criteria

Metric to be scored
5

Achievement of Plan
Underlying Performance
Financial Efficiency
Liquidity

Finance Risk Rating

3

3

RATING CATEGORIES
4
3
2

1

{Weighted Average of Financial Criteria}

EBITDA achieved (% of plan)
EBITDA Margin (%)
Return on Assets excluding dividend (%)
I&E surplus margin net of dividend (%)
Liquidity Ratio (days)

Rating 5
Rating 4
Rating 3
Rating 2
Rating 1

100
11
6
3
60

85
9
5
2
25

70
5
3
1
15

50
1
-2
-2
10

<50
<1
<-2
<-2
<10

Lowest Risk - no regulatory concerns
No regulatory concerns
Regulatory concerns in one or more components. Significant breach of
Terms of Authorisation unlikely.
Risk of significant breach in Terms of Authorisation in the medium term,
e.g. 9 to 18 months in the absence of remedial action.
Highest Risk - high probability of significant breach of Terms of
Authorisation in the short-term, e.g. less than 9 months, unless remedial
action is taken.
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Summary Financial Outlook 2011/12
 Further to the release of the NHS Operating Framework and Payments by Results (PbR) Road Testing for 2011/12 by the Department
of Health, a projected income and expenditure outlook is presented below.
 The full implications of the tariff are currently being assessed along with the PCTs QUIPP (Quality, Innovation , Productivity and
Prevention) intentions re LSL System Sustainability 2011/12.
£m
Notes
Income
584
Based on mth 9 outturn
less tariff/non tariff reduction (1.5%)
‐9
2.5% pay/non pay uplift less 4% efficiency saving ‐ Operating Framework
less LSL PCT QUIPP
‐13
e.g. non ‐payment of 30 days readmissions, reduction in outpatient new
referrals/follow ups
Less Project Diamond Funding
‐3
Non‐ recurring funding
MFF increase
1
PbR guidance
Revised Income
560
Staff Pay Costs
AfC Incremental Drift/ NI increase
Revised Staff Pay cost

‐340
‐5
‐345

Based on mth 9 otturn
Estimate based on previous years costs

Non Pay Costs
VAT increase
Inflation growth on prices
Non pay cost

‐209
‐4
‐7
‐220

Based on mth 9 outturn
Full Year effect of increase in January 2011
3.5% based on current inflation rates, RPI/CPI

Capital Charges

‐36

Based on mth 9 outturn inc impairment

General Reserves

‐7

Cost pressures to meet quality and safety standards

Planned surplus

‐2

As per last years Annual Plan Submission

CIP requirement

‐50

Phase 2 CIP has identified £15m savings to date.

The following issues need to be finalised in the business planning round:
1. Service developments to be submitted by Divisions/Corporate Departments.
2. Trust Assessment of PCT QUIPP/Demand Management targets.
3. Tariff funding issues for next year such as BMT, Neuro Rehab service, PICU/HDU beds, Chemotherapy drugs.
4. Surplus target review to fund capital programme.
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PBR Headline Changes 2011/12
Key Notes

Public Sector Payments Policy

This table outlines the emerging
key changes in financial terms
resulting from the revised operating
framework in 2011/12
Actual figures are still being
finalised, however the scale and
impact of each category are
shown.
The overall effect of the changes
will be negative due to emergency
readmissions and the tariff
deflation.
The extent of the income loss is
dependant on agreement with
PCTs on areas of increase which
are subject to local negotiation.
Were all to be agreed as
presented, the loss would be slight,
if none were agreed, the loss
significant in overall terms.
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Annual Planning Timetable 2011/12
Key Milestone

Date

This table shows the current timetable for
compiling the detailed annual plan and completing
setting budgets for divisions and corporate
departments.

Public Sector Payments Policy

Operating Framework published

Achieved

Internal Cost pressures submitted

Achieved

First cut proposals to PCTs

Achieved

Final tariff and National Contract published

Good progress has been made internally on setting
baselines both for income and expenditure, with
most major risks now identified.

TBC

First draft divisional budgets submitted

21/02/2011

Draft annual plan and divisional budgets produced

25/02/2011

Budget control totals issued with CIP targets to Divisions

28/02/2011

Initial CIP plans completed

25/03/2011

PCT contracts signed and agreed

31/03/2011

Draft annual plan and CIPs completed

30/04/2011

Finance and Performance Committee approval

24/05/2011

Annual plan submitted to Monitor

31/05/2011

The key risk areas in the timetable are as follows:
•The late publication of the final tariff for 11/12 –
currently only the ‘road test’ is available although
minimal changes are expected with the final tariff.
•The negotiation of PCT contracts. Given the
complex nature of the proposals (tariff changes
and PCT QIPP), it is probable that discussions with
commissioners will go beyond the 31st of March.
•Divisions and corporate departments ability to
identify the required level of cost savings from
within their budgets. CIP process to be supported
by Ernst & Young consultants.
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Final Accounts Timetable 2010/11
March

29

Board meeting

Public Sector Payments Policy
April

May

June

July

29

Finance Committee (Month 11)

13

Closedown review of Month 12 by Director of Finance

19

Draft set of Accounts reviewed by Chief Financial Officer

19

Finance Committee (Month 12)

19

Board meeting (Q4 Monitoring Return agreed)

21

Draft Annual Accounts & Annual Report (incl SIC & FTCs) submitted to Auditors & Monitor

26

External Auditor's Main Review of 2010/11 (3-4 weeks)

30

Q4 Monitoring Return submission

20

Auditors complete audit and agree Governance Report by 27 May

24

Finance Committee (Month 1 2011/12)

24

Board Meeting

2

Audit Committee - Review Final Draft Annual Accounts and present SAS610

2

Board Meeting - Formal approval of Accounts and Annual Report text

7

Audited Accounts, FTCs, certificates and Final text of Annual Report submitted to Monitor

28

Finance Committee (Month 2 2011/12)

28

Board Meeting

31

Full Annual Report and Full Statutory Accounts to the Parliamentary Clerk's office (copy Monitor)
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Monitor Annual Planning Timeline
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Summary Financial Variance Analysis
By Division/Corporate Services
Liver, Renal and Surgery (£2.689m adverse variance, £25k adverse movement)
Liver is £2.1m overspent, a £47k favourable movement in month. This is due to three main factors; an
underperformance in the NCG liver contract (£500k), drugs overspend not recovered from PCTs (£620k)
and diagnostic recharges (£300k).
Surgery is £940k adverse; main variances are due to unfunded legacy medical posts (£300k), medihome
costs (£150k) and endoscopic consumables spend (£260k). Activity in surgery was also significantly
reduced in months 9 & 10, and is expected to recover by the year end. Unfunded posts will be resolved as
part of the 11/12 budget setting process.
Networked Services (£1,786k adverse, £215k adverse movement)
Neuro is £10k under spent, mainly due to pay under spends, Cardiac £722k over, mainly in clinical supplies,
and Haematology £1,074k over which is due to income underperformance due to under activity on the BMT
contract, and due to changes in the contract terms which caused a £255k movement in month. Both Cardiac
and Neuro moved favourably in the month.
Critical Care, Theatres and Diagnostics (£939k favourable variance, £491k favourable movement)
The favourable position is due to increased income – both in provider to provider income in diagnostics, and
critical care income in CCT. The favourable movement in particular was due increased critical care income
(£309k) as a result of increased winter activity. Additionally, recharges moved favourably by £236k.
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Summary Financial Variance Analysis
By Division/Corporate Services
Private Patient Service (£1.890m adverse variance, £108k adverse movement)
The variance is due to a reduction in Private liver work due to the Buggin’s Report and limited theatre
capacity. As a result, a reduction of £1.2m FYE has been applied to PP’s income target. Anticipated
increases in private work (particularly Liver) have not yet materialised and the position is unlikely to improve
significantly by the year end.
Trauma, Emergency and Acute Medicine (TEAM) (£975k favourable variance, £213k favourable
movement)
Income over-performance is driving this under spend, which is increased due to activity in December and
January being higher than expected. Stroke income is also significantly over performing. Pay is slightly
under spent, with non pay being over on Drugs and Clinical supplies.
Ambulatory Services (£706k favourable variance, £39k favourable movement)
Continued over performance in Palliative Care is driving this favourable position, along with a clearer
position on off tariff drug income following movement of budgets between divisions. Dental remained
breakeven in the month.
Women’s and Children’s (£1.366m favourable variance, £43k unfavourable movement)
Women’s service is £875k adverse and Children’s service is £2,241k favourable. Child Health is overperforming against planned income targets and under-spending on medical/nursing staff costs due to
vacancies. Women’s income is £737k adverse, a £40k unfavourable movement. This is due to ACU,
Gynae day cases and Outpatients, and Fetal Medicine.
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Income and Expenditure by Division
Division

AMBULATORY SERVICES

NETWORKED SERVICES

CRITICAL CARE, THEATRES
AND DIAGNOSTICS

LIVER, RENAL AND SURGERY

Trauma, Emergency and
Acute Medicine

WOMENS AND CHILDRENS

Private Patient Service

Corporate Services

Trust total

Heading
Income
Pay
Non-Pay
Recharges
Total
Income
Pay
Non-Pay
Recharges
Total
Income
Pay
Non-Pay
Recharges

Annual Budget
£'000
92,531
(42,965)
(25,049)
(3,153)
21,364
124,176
(48,206)
(35,705)
(14,908)
25,357
34,187
(60,522)
(41,813)
47,868

YTD Budget
£'000
76,959
(35,849)
(20,870)
(2,628)
17,612
103,270
(40,197)
(29,762)
(12,422)
20,889
28,445
(51,277)
(33,932)
39,887

YTD Actual
£'000
77,345
(34,791)
(21,832)
(2,404)
18,318
104,124
(39,792)
(32,572)
(12,657)
19,103
29,190
(51,427)
(35,950)
42,249

YTD Variance
£'000
386
1,058
(962)
224
706
854
405
(2,810)
(235)
(1,786)
745
(150)
(2,018)
2,362

Last Months
Variance
£'000
437
790
(689)
129
667
358
404
(2,182)
(151)
(1,571)
531
(267)
(1,942)
2,126

Movement
£'000
(51)
268
(273)
95
39
496
1
(628)
(84)
(215)
214
117
(76)
236

Total
Income
Pay
Non-Pay
Recharges
Total
Income
Pay
Non-Pay
Recharges

(20,280)
128,301
(52,366)
(21,070)
(16,220)
37,704
63,347
(48,949)
(5,106)
(8,082)

(16,877)
106,488
(43,559)
(17,558)
(13,516)
28,330
52,703
(40,789)
(4,255)
(6,735)

(15,938)
106,865
(43,801)
(19,826)
(14,072)
25,666
55,306
(41,064)
(5,254)
(7,089)

939
377
(242)
(2,268)
(556)
(2,689)
2,603
(275)
(999)
(354)

448
271
(344)
(2,086)
(505)
(2,664)
1,687
194
(817)
(302)

491
106
102
(182)
(51)
(25)
916
(469)
(182)
(52)

1,210
83,173
(50,637)
(6,362)
(6,844)
19,330
14,727
(2,268)
(1,857)
(3,820)
6,782
33,375
(32,921)
(79,954)
4,612
(17,520)
(92,408)
573,817
(338,834)
(216,916)
(17,520)
(547)

924
69,156
(42,211)
(5,302)
(5,709)
15,934
12,272
(1,890)
(1,548)
(3,184)
5,650
27,336
(29,471)
(63,264)
3,845
(14,433)
(75,987)
476,629
(285,243)
(176,491)
(14,433)
(462)

1,899
71,257
(41,351)
(6,238)
(6,368)
17,300
11,318
(1,813)
(2,701)
(3,044)
3,760
28,818
(28,434)
(65,344)
3,106
(13,671)
(75,525)
484,223
(282,473)
(189,717)
(13,671)
(279)

975
2,101
860
(936)
(659)
1,366
(954)
77
(1,153)
140
(1,890)
1,482
1,037
(2,080)
(739)
762
462
7,594
2,770
(13,226)
762
183

762
2,062
745
(783)
(615)
1,409
(969)
73
(1,028)
142
(1,782)
1,271
1,252
(1,392)
(574)
139
696
5,648
2,847
(10,919)
139
250

213
39
115
(153)
(44)
(43)
15
4
(125)
(2)
(108)
211
(215)
(688)
(165)
623
(234)
1,946
(77)
(2,307)
623
(67)

(1,917)

(1,917)

(2,035)

Total
Income
Pay
Non-Pay
Recharges
Total
Income
Pay
Non-Pay
Recharges
Total
Income
Pay
Non-Pay
Recharges
Interest and Dividends
Total
Income
Pay
Non-Pay
Interest and Dividends
Recharges

Total

0

0

118
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Expenditure By Type
Annual
Budget
£'000

YTD
Budget
£'000

YTD
Expend
£'000

YTD
Variance
£'000

Last Month
Variance
£'000

Movement
in Month
£'000

PAY

Medical Staff
Nursing Staff
A&C Staff/Senior Managers
PAMS
Directors
Scientific/Professional
Other
Sub-total

(110,770)
(123,722)
(54,150)
(16,847)
(1,595)
(32,355)
607
(338,832)

(92,168)
(103,038)
(45,238)
(14,031)
(1,329)
(27,833)
(1,606)
(285,243)

(92,350)
(101,931)
(43,277)
(13,583)
(1,316)
(28,513)
(1,495)
(282,465)

(182)
1,107
1,961
448
13
(680)
111
2,778

118
956
1,948
378
13
(659)
98
2,852

(300)
151
13
70
0
(21)
13
(74)

Clinical Supplies
Drugs
Non Clinical Supplies
PFI
Capital Charges
Interest and Dividends
Recharges
Misc. Other Operating Exp
Sub-total

(56,804)
(51,496)
(36,838)
(21,586)
(18,670)
(17,520)
(546)
(31,525)
(234,985)

(45,565)
(42,914)
(29,561)
(17,989)
(15,392)
(14,433)
(462)
(25,070)
(191,386)

(47,719)
(46,144)
(30,881)
(17,762)
(15,238)
(13,671)
(278)
(31,982)
(203,675)

(2,154)
(3,230)
(1,320)
227
154
762
184
(6,912)
(12,289)

(1,914)
(2,524)
(1,107)
224
844
139
251
(6,448)
(10,535)

(240)
(706)
(213)
3
(690)
623
(67)
(464)
(1,754)

Total Expenditure

(573,817)

(476,629)

(486,140)

(9,511)

(7,683)

(1,828)

573,817

476,629

484,223

7,594

5,648

1,946

0

0

(1,917)

(1,917)

(2,035)

118

NON-PAY

All Income

Income and Expenditure
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Private Patient Income
Private Patient Projected Cap %

Private patient income *
Total patient related income **
Proportion (as percentage)

2010/2011
£'000

2009/2010
£'000

14,726

14,529

496,885

487,440

2.96%

2.98%

* 2010/2011 figures are forecast to year-end based on current month actuals
** 2010/2011 figures as per annual plan

Section 44 of the 2006 Act requires that the proportion of private patient
income to the total patient related income of the NHS Foundation Trust should
not exceed 3.5 per cent, its proportion when the organisation was an NHS
Trust in 2002/03.
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Agency Spend to date

Agency Spend is 43% lower than M9 in 09/10, with reductions in all areas except Critical Care & Theatres.
Womens and Children's is now less than the YTD position last year.
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Bank Spend to date

Bank Spend is 16% lower than M9 in 09/10, with reductions in all areas except Critical Care and
Theatres, and Ambulatory Services and Local Networks.
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CIP plan achievement (Divisions)
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CIP plan achievement (Corporate)
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Divisional CIP (By Type)
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Corporate CIP (By Type)
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Divisional CIP (By Division)
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Corporate CIP (By Division)
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Revised 3 Year Capital Plan
2010/2011
 The planned capital spend for 2010/11 has decreased to £23.4m. This is due to the following budget adjustments:
 Maternity Project – A further £800k has been slipped into 2011/12 leaving a budget of £710k in 2010/11.
 Waddington Ward Project – An additional £550k has been deferred into 2011/12.
 Clinical Research Facility – £3.5m of the planned 2010/11 spend has been slipped in to 2011/12 due to project delays. The
project is due to complete in August 2011
 Emergency Centre upgrade - £250k is being carried forward for project completion in 2011/12
 Neuro Angiography Room – £50k budget will remain in 2010/11, but £300k has been deferred to 2011/12.
 Unit 6 Development - £200k of the budget is required in 2010/11, £800k remains in the 2011/12 budget.
2011/2012







The slippage from 2010/11 above has resulted in an increased capital plan for 2011/12 of £5.2m.
Additional budget adjustments for 2011/12 are:
Critical Care – The 2011/12 budget has increased by £500k, brought forward from 2012/13.
Unit 6 Development – budget available in 2011/12 has increased by £300k to £800k.
Endoscopy – Planned budget for 2011/12 has increased by £515k.
An additional £2m has been included in the budget for possible property purchase and development in 2011/12

 Funding to be received from KCL, SLAM and Charitable Foundations for the building of the Clinical Research Facility has been
re-phased to correspond to the CRF spend across 2010/11 and 2011/12. This reduces the Trust’s cash funding requirement in
2011/12.
2012/2013
 Critical Care – The 2012/13 budget has decreased by £500k brought forward into 2011/12.
 The planned available cash balance at 31 March 2013 is £27,168m. This cash will need to be utilised to fund the capital projects
in 2012/13 as no other external funding has been identified.
The Finance Committee is asked to agree to the revised phasing of the Capital Plan and the use of available cash resources to
fund the increased plans.
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Revised 3 Year Capital Plan
Original Plan
Key Projects
Maternity

Revised Plan

2010/11

2011/12

2012/13

2010/11

2011/12

2012/13

Spend
£m

Spend
£m

Spend
£m

TOTAL
£m

Spend
£m

Spend
£m

4,510

Emergency Centre

500

Emergency CT Scanner Building work & equipment
Critical Care (Phase 1 - North Side)

7,500

1,500

Proposed
Works Start
Date

710

2,700

1,900

Feb-11

750

6,650

-

Oct-11

8,004

Dec-11

1,500
230

1,000

Unit 6 Development

-

200

800

Apr-11

Waddington Ward (incl. Trundle Ward)

-

1,200

550

Nov-11

Clinical Research Facility (including Equipment)
Unit 3 / Jennie Lee House Refurbishment

500

4,734

4,000

10,795

2,836

140

7,295

9,208

1,950

2,500

2,500

1,825

-

Energy schemes

800

1,200

Transfer of Services from Dulwich (incl Betty Alexander)

100

-

500

Admin & Discharge

400

-

300

Refurbishment of Day Surgery/ Wards - Single Sex (DSU & Cath lab)

300

400

Dental Extension Phase 1 & 2

565

1,075

Endoscopy

-

VCCH Outpatients and Corridors (Donated)

-

Windsor Walk Development

-

Property purchase and development
Other major work schemes

-

In Progress
-

In Progress
In Progress
Apr-11
In Progress
In Progress
2,015
In Progress

443
-

-

-

-

-

-

-

-

2,000

1,850

1,000

-

1,385

2,050

10,000
-

Minor work schemes

1,000

1,000

1,000

1,000

1,000

1,000

Information Technology schemes

2,675

2,000

2,000

2,675

2,000

2,000

1,507

1,400

1,400

1,507

1,400

1,400

29,005

22,970

11,040

23,448

32,173

24,304

16,498
2,100
3,695
1,000
1,336
273
1,000
2,391
712

17,498
519
349
2,415
2,189

10,900
140
-

16,498
50
2,500
2,786
1,500
500
1,500
1,542
443
1,000
2,253
712

17,498
4,500
2,446
694
475
349
5,744
2,189

10,900
-

-

-

-

29,005

22,970

11,040

Intangible Assets

53

Medical Equipment new and replacement
Total

In Progress

53

Funding details
Cash from operations
PDC Received
Cash from asset sales
KCL Funding (CRF)
KCL Funding (CRF)
SLAM Funding (CRF)
Charitable donations

Cash from operations

Depreciation non - cash charge & current cash balance
PDC - Dementia Care Project
Cutcombe Road Buildings to KCL (CRF) / Other disposals
Disposal of Pathology Equipment assets
Wellcome & Wolfson Foundations
KCL Contribution
SLAM Contibutions excl MRI
Acorns to Oaks Appeal (CRF)
VCCH Outpatients & Corridors
Charitable Trust (Critical Care Equipment)
Charitable Trust (CT Scanner)
KCH Funding (CRF)
Original planned cash requirment
Additional Cash Requirement

Total

(7,836)

23,448

(1,722)

32,173

13,404

24,304
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Capital Summary Month 10
 Capital expenditure to month 10 is £16.7m against the period budget of £20m. The forecast year-end
position is an over spend of £1m against the revised annual budget of £23.4m.
 Major Works projects are contributing £762k to the projected over-spend along with Medical
Equipment purchases totalling £504k. Under-spends of £267k on IT projects are off-setting these overspends.
 Major Works Projects contributing to the projected over spend include:
 Unit 3 refurbishment - over spend of £108k due to accelerated project costs and additional
enabling works costs;
 Redevelopment of 65/67 Coldharbour Lane - £208k is due to subsequent design changes to
accommodate operational users; and
 Drainage works for V&A Ward - £122k for new project currently without budget.
 VCCH Outpatients & Corridors - £135k for final costs of a prior year project.
 Other Major Works Projects which have overspent, now complete - £189k
 The overspend on Medical Equipment is primarily due to required essential replacement of
equipment (£769k) not included in the original budget. Off-setting these overspends are
budgeted medical equipment purchases (£265k) which are not forecast to be spent in the current
financial year.
 IT projects are forecast to under spend by £267k. IT budgets to be carried forward still need to
be identified.
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Capital Expenditure Summary
Month 10
Expenditure

Budget to date
Total per capital category

Plan 2010/11
B/F

New

Adj. During
10/11

Total
10/11

Period
Budget

Cost to
Complete

Actual YTD

Total Cost
10/11

Major works
Minor works
Medical Equipment
IT and infrastructure
Intangibles (IT)
Donated

2,165
110
395
1,965
0
0

20,605
890
1,112
710
145
1,000

(6,679)
0
629
(345)
303
443

16,091
1,000
2,136
2,330
448
1,443

15,087
950
1,507
1,836
448
443

11,986
702
1,032
1,222
492
1,283

4,867
305
1,608
759
38
160

16,853
1,007
2,640
1,981
530
1,443

Total Capital Position :
Overspend (+) / Underspend (-)

4,635

24,462

(5,649)

23,448

20,271

16,717

7,737

24,454

Budget
Gross capital expenditure b/f
(Intangible Assets Included Above)
Gross Cost
Less:
Sale of Property - 1-9 Cutcombe Road (excl 3)
Sale of Pathology Equipment assets
Capital Donations held on Trust, NOF monies
Total

Period
Budget

Actual to
date

Anticipated
Changes

Y/E
Forecast

23,448

20,271

16,717

7,737

24,454

23,448

20,271

16,717

7,737

24,454

2,500
2,786
160
5,446

2,500
2,786
1,443
6,729

2,500
2,786
1,443
6,729

443
443

1,283
1,283

Capital Charge against Capital Resource Limit

16,719

19,828

15,434

2,291

17,725

Depreciation / DoH Capital Resource Limit
Internal Cash Resources
FT Capital Plan

16,170
549
16,719

13,154
6,674
19,828

7,776
7,658 15,434

8,394
7,109
1,285

16,170
549
16,719

-

-

Variance : + over / (-) under

-

-

1,006

1,006
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Cash Flow Summary
 The revised cash flow to year end forecasts a positive cash balance of £4.3m.
 This forecast includes the following adjustments to the original plan or mid-case scenario:
Payments against Capital projects are expected to be £23m to March 2011, £6m below original plan
due to slippage of major capital projects into 2011/12.
Payments to Revenue Trade Creditors are forecast to be £161m to March 2011, this is unchanged
from the original plan, but reduced by £4m from mid-case scenario.
Over-performance cash to be received in 2010/11 remains unchanged from the mid-case scenario of
£10m.
Private Patient receipts are forecast to be £17m for the year (as per mid-case scenario), £1.5m above
original plan.
The revised cash flow incorporates a net cash outflow of £7m relating to payments to the Pathology
Joint Venture over the financial year.
The Trust’s Working Capital Facility (Limit £35m) has enabled the Trust to maintain liquidity at 19.1
days at Month 10. In order to maintain a liquidity rating of 3, the Trust’s liquidity days must remain
above 15 days.
 The facility has not been utilised in the current financial year but the Trust anticipates utilising the facility in
February (£5m - £8m) in order to improve creditor payment days. Over-performance income received in
March will allow repayment of the facility before year-end.
The Trust has utilised 80% (£92.280m) of its 2010/11 PBL (Long-term borrowing) of £114.9m.
 The Trust does not anticipate any further borrowings against the Prudential Borrowing Limit at the current
time.
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Cash Flow
Balance B/F

TOTA L

QTR 1

QTR 2

QTR 3

Forecast
£'000s

A CTUA L
£'000s

A CTUA L
£'000s

A CTUA L
£'000s

12,661

12,661

15,806

17,233

Research and Development
Training & Educ: S IFT facilities, placement & HD
Training & Educ: MADEL & PGME
Training & Educ: Dental (S IFT)
Training & Educ: S ELS HA WDC & Dental NMET
Merit Awards
Haven Contract
Pathology (Joint Venture)
Caregroup Operational Income
VAT reclaims
Consultant's Fees income (Private Patients)
sub-tot al

103,276
39,191
84,554
2,492
200,030
12,984
2,193
24,217
1,145
10,071
3,544
0
16,946
0
5,802
19,723
14,048
7,681
4,076
3,765
1,409
9,528
33,555
12,312
3,368
615,910

26,829
9,782
21,031
608
46,472
2,894
823
6,054
323
0
1,187
0
4,637
0
573
5,043
3,405
1,920
852
837
236
0
6,232
3,746
831
144,315

26,829
9,806
21,191
516
51,154
3,109
298
6,054
267
332
915
0
5,326
0
594
6,724
3,559
1,920
1,280
1,050
471
0
12,174
2,140
1,024
156,733

24,714
9,795
21,111
952
50,925
3,748
549
6,054
255
6,311
861
0
4,048
0
2,440
3,362
3,501
1,920
908
884
0
5,134
8,856
3,362
730
160,420

Expendit ure
Pay monthly (incl Pay Awards)
PAYE/NIC/S UPER (CHAPS )
Agency S pend (NHS P Bank)
Consultants' Fees
Medical S chool recharges
PFI project
AAH
Pathology (Joint Venture)
NHS LA Clinical Negligence
Non-pay Direct Debits (leases, rates)
Monthly / Weekly Creditor Payments
Non-pay Revenue Trade Creditors (Incl. CIPs)
sub-tot al

181,411
132,356
21,736
3,364
1,773
26,628
5,600
16,330
7,758
13,339
18,583
160,712
589,590

44,370
32,278
4,727
827
750
6,970
1,500
0
1,552
2,941
5,106
33,087
134,108

44,734
32,787
5,718
1,024
500
6,517
1,400
0
3,102
3,382
5,029
42,042
146,235

46,120
33,545
6,338
730
523
6,532
1,350
8,198
2,328
3,121
4,066
38,210
151,061

Cash from operations

26,320

10,207

10,498

9,359

Capital & Financing It ems
Capital gross exp (Purchased)
Capital Income (KCL/S LAM/CRF Funding)
Capital gross exp (Donated)
Capital Income (Donated)
Receipts from sale of Capital Assets
PDC Dividends (TDR)
PDC Received
Loan Received (S alix)
Loan Repaid (Energy Centre)
Loan Repaid (Business Park)
S alix Loan Repaid
Capital Element of Finance Lease repayment
Interest on investments
Interest Paid on Revolving Credit Facility
Interest on Loans (Energy Centre)
Interest on Loans (Business Park)
Interest on PFI & Finance Leases
sub-tot al

21,855
(3,500)
1,593
(2,334)
(2,500)
8,071
(50)
(109)
532
480
38
974
(25)
71
618
66
8,904
34,684

Jan-11
A CTUA L
£'000s
18,367

QTR 4
Feb-11
Forecast
£'000s

Mar-11
Forecast
£'000s

10,010

11,210

8,317
3,261
7,010
234
16,016
1,084
209
4,036
161
1,765
400

8,288
3,282
7,173
133
18,190
1,296
209
2,019
100
1,465
314

935

1,000

1,000

671
0
0
0
0
285
0
1,794
3,151
1,064
283
45,169

0
3,138
2,372
1,280
690
348
584
1,300
1,571
1,000
250
56,026

1,524
1,456
1,211
641
346
361
118
1,300
1,571
1,000
250
53,247

15,187
11,146
1,653
283
0
2,209
450
2,732
776
725
978
14,873
51,012

15,500
11,300
1,646
250
0
2,200
450
2,700
0
1,583
1,702
16,500
53,831

15,500
11,300
1,654
250
0
2,200
450
2,700
0
1,587
1,702
16,000
53,343

Income

NHS Clinical Income

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23

24
25
26
27
28
29
30
31
32
33
34
35

36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52

S outhwark PCT S LA (Excl Merit Awards)
Lewisham PCT S LA
Lambeth PCT S LA
LS L PCT Other (Palliative Care)
S LAs : Other PCTs (incl PICU, NICU, BMT, HIV, Neuro Rehab)
Provider to Provider Income
PCT NCAs
DoH - patient activity (NS CAG)
RTA's
Patient S LA Overperformance 2010/2011
Patient S LA Overperformance 2009/2010

Non-NHS Clinical Income
Private Patients

Other Income

Net Inflow / Out flow

(8,364)

Forecast Balance C/F

4,297

4,294
0
285
(750)
0
0
0
0
281
225
0
150
4
0
281
66
2,226
7,062

3,394
0
134
(834)
0
4,006
0
0
0
0
0
153
(8)
0
0
0
2,226
9,071

6,464
(1,500)
24
0
0
0
(50)
(109)
251
255
0
336
(9)
0
337
0
2,226
8,225

3,145

1,427

1,134

15,806

17,233

18,367

8,299
3,265
7,038
49
17,273
853
105
0
39
198
(133)

(5,843)

1,570
0
840
(750)
0
0
0
0
0
0
0
112
0
0
0
0
742
2,514
(8,357)
10,010

2,195

(96)

2,522
0
60
0
(2,500)
0
0
0
0
0
0
112
(12)
71
0
0
742
995

3,611
(2,000)
250
0
0
4,065
0
0
0
0
38
111
0
0
0
0
742
6,817

1,200

(6,913)

11,210

4,297
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Analysis of Cash Balances and Borrowings
GRAPH A – Monthly Net Cash Balances (incl Overdraft)

Monthly Cash Balances

NatWest
OPG

GBS‐ Citibank
Cash Balance

25,000

20,000

£'000

15,000

10,000

5,000

‐
Mar‐10

‐5,000

Apr‐10

May‐10

Jun‐10

Jul‐10

Aug‐10

Sep‐10

Oct‐10

Nov‐10

Dec‐10

Jan‐11

Month

 Graph A shows the monthly net cash balance based on actual cash flows.
 The level of balances held on the Citi Bank and Natwest accounts are frequently reviewed in order to maximise
interest receivable and minimise interest payable and bank charges.
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Analysis of Cash Balances and Borrowings
GRAPH B – Daily Movement of Cash Balances (Net of Overdraft)

Daily Cash Balances

Balance (£'000)

60,000
50,000

£'000

40,000
30,000
20,000
10,000
‐

Date

 Graph B shows the fluctuation of cash balances on a daily basis.
 This graph highlights the receipt of SLA contract income around the 15th of each month (indicated by the peaks between
£30-40m), and the reduction of our cash balance between the 17th and 24th when large monthly payments e.g. payroll,
P.A.Y.E and N.I. are paid.
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Statement of Financial Position
(Balance Sheet)
STATEMENT OF FINANCIAL POSITION AS AT

NON‐CURRENT ASSETS
Intangible Assets
Property, Plant & Equipment
On‐Balance Sheet PFI
Trade and Other Receivables, Non‐ Current
Total Non‐Current Assets

31 March 2010

Qtr 1
30 June 2010

Qtr 2
30 September

Qtr 3
31 December

2010

2010

2011

£'000

£'000

£'000

£'000

£'000

31 January

Annual Plan
Forecast

31 March 2011
£'000

1,620
258,998
78,248
4,774
343,640

1,505
274,598
62,814
4,774
343,691

1,368
276,354
62,264
4,774
344,760

1,255
276,246
61,715
12,185
351,401

1,299
276,688
61,714
8,480
348,181

1,154
266,218
75,497
4,813
347,682

11,243
32,437
2,708
3,194
12,838
62,420

11,675
36,929
4,036
3,474
15,806
71,920

11,071
33,739
2,938
3,412
17,233
68,393

12,367
35,757
1,779
2,182
18,367
70,452

11,504
42,738
3,831
3,298
10,010
71,381

10,100
34,699
2,473
2,800
9,665
59,737

CURRENT LIABILITIES
Interest‐Bearing Borrowings
Deferred Income
Government Grant Deferred Income
Provisions
Current Taxes Payable
Trade and Other Payables
Other Financial Liabilities
Total Current Liabilities

(1,050)
(2,546)
(205)
(939)
(6,892)
(26,742)
(13,559)
(51,933)

(635)
(324)
(191)
(818)
(7,233)
(25,003)
(27,685)
(61,888)

(635)
(710)
(176)
(678)
(7,175)
(24,752)
(27,525)
(61,651)

(129)
(955)
(162)
(568)
(7,385)
(23,788)
(32,537)
(65,524)

(38)
(1,316)
(157)
(701)
(7,266)
(25,787)
(30,469)
(65,734)

(1,088)
(1,500)
(159)
(868)
(7,268)
(27,345)
(13,733)
(51,961)

Total Assets less Current Liabilities

354,127

353,723

351,502

356,329

353,828

355,458

(14,006)

(14,006)
0
0
(8,068)
0
0
(77,913)
(99,987)

(17,822)
0
0
(8,068)
0
0
(77,913)
(103,803)

(14,207)
0
0
(8,068)
0
0
(77,913)
(100,188)

CURRENT ASSETS
Inventories
Trade and Other Receivables
Other Financial Assets
Prepayments
Cash & Cash Equivalents
Total Current Assets

NON‐CURRENT LIABILITIES
Interest‐Bearing Borrowings
Deferred Income
Government Grant Deferred Income
Provision
Non‐Current Tax Payable
Trade and Other Payables
Other Financial Liabilities
Total Non‐Current Liablilities

(77,913)
(99,987)

(14,006)
0
0
(8,068)
0
0
(77,913)
(99,988)

Total Assets Employed

254,140

253,736

251,515

252,526

253,640

257,648

Financed By (taxpayers' equity):
Public Dividend Capital
Revaluation Reserve
Donation Reserve
Income & Expenditure Reserve

135,528
20,120
17,378
81,114

135,528
81,241
18,851
18,115

135,528
81,272
17,549
17,166

135,578
81,347
17,305
18,296

135,578
81,405
18,242
18,415

135,528
20,393
20,818
80,909

Total Taxpayers' Equity

254,140

253,735

251,515

252,526

253,640

257,648




(8,068)

Trade and Other Receivables includes NHS and Non-NHS debtors on page 29
Trade and Other Payables includes NHS and Non-NHS Creditors on page 30

(13,067)

(7,563)

(77,180)
(97,810)
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Working Capital - Debtors
Total Outstanding

0 - 30 days

31 - 60 days

61 -90 days

Over 90 days

£

£

£

£

£

NHS Bodies
Primary Care Trusts
Department of Health / SHA
Provider Trusts
NHS Trade Debtors
Provision for Bad Debts
NHS Bodies Total

9,371,664
2,295,344
5,709,063
17,376,070
(2,037,555)
15,338,516

3,022,055
932,560
2,041,210
5,995,825
5,995,825

233,197
1,285,704
723,345
2,242,246
2,242,246

2,085,057
24,246
644,803
2,754,106
2,754,106

4,031,355
52,834
2,299,705
6,383,894
(2,037,555)
4,346,339

850,212
1,335,858
186,509
2,545,329
4,917,908
(543,134)
4,374,774

48,899
191,016
29,691
484,775
754,381
754,381

72,797
249,259
25,606
473,440
821,101
821,101

9,673
99,516
10,589
530,451
650,229
650,229

718,843
796,067
120,623
1,056,664
2,692,197
(543,134)
2,149,063

6,750,206

3,063,347

3,404,335

Non NHS Bodies
Scottish, Welsh & Irish Health Bodies
King's College London University
King's Charitable Trust
Other Non NHS Bodies
Non NHS Trade Debtors
Provision for Bad Debts
Non NHS Bodies Total
Total Accounts Receivable
% of Total Outstanding - Month 10
Month 9

Private Patients Accounts Receivable
Provision for Bad Debts
Private Patients Accounts Receivable Total

Overseas Visitors Accounts Receivable
Provision for Bad Debts
Overseas Visitors Accounts Receivable Total
Total PP & Overseas Visitors Accounts Receivable

22,293,978
100%
100%

30%
28%

14%
22%

15%
13%

4,940,427
(193,581)
4,746,846

883,648

1,032,648

358,701

883,648

1,032,648

358,701

1,241,262
(665,771)
575,491

28,154

211,345

8,744

28,154

211,345

8,744

911,803

1,243,993

367,445

5,322,338

9,076,090
41%
37%

2,665,431
(193,581)
2,471,850
993,019
(665,771)
327,248

2,799,098
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Working Capital - Creditors
Overall Total
£

0 - 30 days
£

31 - 60 days
£

61 -90 days Over 90 days
£
£

NHS Bodies

4,807,517

856,065

871,612

267,661

2,812,179

Non NHS Bodies

8,571,093

2,268,177

4,995,192

642,760

664,964

13,378,610

3,124,242

5,866,804

910,421

3,477,142

100%
100%

23%
22%

44%
48%

7%
10%

26%
21%

Total
% of Total Outstanding - Month 10
- Month 9

Invoiced trade creditors – excludes accruals and employer costs
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Public Sector Payments Policy
Paid to NHS Organisations

Amount Paid on Time

Public Sector Payments Policy
Through
AP
£'000
1,126

Direct
Debit
£'000
2,368

Total
£'000
3,494

Through
AP
£'000
1,016

Direct
Debit
£'000
2,368

Total
£'000
3,384

% of
AP
90%

May

2,534

1,845

4,379

920

1,845

2,765

36%

June

2,943

2,063

5,006

1,855

2,063

3,918

63%

100%

July

3,305

3,955

7,260

1,365

3,955

5,320

41%

100%

August

2,797

2,531

5,328

1,187

2,531

3,718

42%

100%

September

2,189

2,512

4,701

593

2,512

3,105

27%

100%

October

3,267

3,235

6,502

2,335

3,235

5,570

71%

100%

November

3,009

3,009

6,018

2,099

3,009

5,108

70%

100%

December

1,750

2,764

4,514

1,158

2,764

3,922

66%

100%

January

2,363

2,429

4,792

1,531

2,429

3,960

65%

100%

25,283

26,711

51,994

14,059

26,711

40,770

56%

100%

2010/11
April

Paid to Non NHS Organisations

% of
% Paid
DD
on Target
100%
97%
100%
63%

April
May

Direct
Debit
£'000
5,540
3,654

Total
£'000
16,836
13,545

Through
AP
£'000
8,689
6,748

Direct
Debit
£'000
5,540
3,654

Total
£'000
14,229
10,402

% of
AP
77%
68%

June

14,922

4,523

19,445

10,587

4,523

15,110

71%

100%

July

11,749

4,288

16,037

6,498

4,288

10,786

55%

100%

August

11,592

4,289

15,881

7,275

4,289

11,564

63%

100%

September

17,763

5,534

23,297

8,170

5,534

13,704

46%

100%

October

12,397

7,929

20,326

9,396

7,929

17,325

76%

100%

November

16,333

6,711

23,044

11,846

6,711

18,557

73%

100%

December

11,961

7,227

19,188

10,817

7,227

18,044

90%

100%

January

97%
80%
79%
78%
76%
75%
76%
77%
78%
79%

Amount Paid on Time

Through
AP
£'000
11,296
9,891

2010/11

78%
73%
70%
66%
86%
85%
87%
83%
78%

Cum Ave
on Target

% of
% Paid
DD
on Target
100%
85%
100%
77%

15,130

6,972

22,102

12,654

6,972

19,626

84%

100%

133,034

56,667

189,701

92,680

56,667

149,347

70%

100%

78%
67%
73%
59%
85%
81%
94%
89%
79%

Cum Ave
on Target

85%
81%
80%
77%
76%
73%
75%
75%
78%
79%
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Glossary
CIP – Cost Improvement Plan
SLA – Service Level Agreement
PDC – Public Dividend Capital
PSPP – Public Sector Payment Policy
Working Capital Facility - represents a sum of money reserved by the relevant bank for potential use by
the Foundation Trust
Asset - An asset is a resource controlled by the enterprise as a result of past events and from which future
economic benefits are expected to flow to the enterprise
Liability - an entity's present obligation arising from a past event, the settlement of which will result in an
outflow of economic benefits from the entity
Equity - the residual interest in the entity's assets after deducting its liabilities
EBITDA – Earnings before Interest, Taxation, Depreciation and Amortisation
EBITDA Achieved (% of Plan) – measures the achievement of earnings against plan
EBITDA Margin (%) – Measures Earnings as a percentage of total income indicating underlying
performance
Return on Assets excluding Dividends – Net surplus before Dividends as a percentage of average
assets indicating financial efficiency
I & E Surplus margin net of dividends – Net surplus as a percentage of total income indicating financial
efficiency
Liquidity Ratio (days) - The liquidity ratio (days) indicates the number of days that net liquid assets can
cover operating expenses without further cash coming from cash sales of fixed or long-term assets.
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Board of Directors
Month 10 Performance

Roland Sinker
Executive Director of Operations
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Executive Summary (1/2)

Trust Wide Month 10 Performance
• Good Performance: 18 week referral to treatment, risk adjusted mortality, zero MRSA bacteraemias
in month, slips, trips and falls and pressure sores.
• Concerns: Capacity requirements to maintain delivery against all patient access targets. Emergency
Department (ED) performance, MRSA screening and the broader infection control agenda, staff
appraisals and training.
• Actions: Head of Capacity Planning working with Divisions to ensure compliance with new Monitor
targets for 18 weeks in 2011/12 and other patient access targets. Plan reviewed weekly at
Performance Improvement Group, chaired by Director of Operations. Infection Control (IC) action plan
now finalised and included as specific report in this document. Good progress on key elements of the
action plan and new IC scorecard in development. ED action plan continues, with the development of a
Emergency Care Board that will meet monthly.

Divisional Month 9 Performance
• Good performance with a mixture of concerns that will be discussed at the Divisional performance
meetings on 23/02/2011. Finance and Performance Committee (FPC) are asked to flag any additional
concerns/focus areas not detailed in this report that need to be picked up in Divisional performance
meetings.

3

Executive Summary (2/2)
Regulatory
• Monitor – Trust rating provisionally in Q4 is a score of 2, Amber-Red, due to non achievement of
elective MRSA screening and the newly introduced emergency MRSA screening, along with the MRSA
bacteraemia target breach. As stated in previous reports the MRSA bacteraemia breach in Q4, our 3rd
consecutive quarter breach, will escalate our rating to a red at the end of Q4. Monitor have been
informed and the IC action plan will be shared with them. Some risk around patient access targets, but
being managed.

Specific Performance Reports
• 18 weeks and patient access targets: Head of Capacity Planning working with Divisions to ensure
compliance with 18 week and cancer wait targets. Measurement of 18 weeks changes in 2011/12 to
reflect a median wait position rather than average as previously measured. Plans have been
developed to ensure compliance in Q1 of this new Monitor target.

• Infection Control: Action Plan now finalised by Director of Infection Prevention and Control. Good
progress against the required actions and the new IC scorecard is on track to be delivered for March.

Information reports
• We have completed our response to the Monitor consultation with a mixture of “agreements” and
“non-agreements” provided. This will be submitted to Monitor following the FPC.
4
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Trust Month 10 Performance
Summary
Domain*

Key Highlights

Clinical
Effectiveness

6

9

Risk Adjusted Mortality remains low and we continue to achieve the 18 week referral to treatment targets. Small
decrease this month in both Elective and Non-Elective Length of Stay.
Key concerns are:
● ED Wait performance – achieved 96.4% against the national 95% target, despite pressure from increased
Emergency activity.
● Continuing to achieve patient access targets following reduction of elective activity during peaks of emergency
activity during December and January.
● Breaches of 6 week diagnostic milestones in CT(1), MRI (7) and Endoscopy (116).
● Unplanned Admissions to ICU/HDU – increase this month from 35 to 52 against a target of 30.

Safety

9

5

Patient
Experience

6

4

Finance & Operational
Efficiency

7

6

Staff Capability

4

0

Performing well on slips, trips and falls and VRE infections. Good performance in pressure sores with just 4
reported this month. No further MRSA bacteraemias reported this month. Improvement in Red Shifts this
month, decreasing from 81 to 29. VTE Assessments continues to improve and is now only 0.9% off target.
Key concerns:
●C Difficile - 89 cases reported year to date against internal target of 73. C Difficile objective in 2011/2012
requires KCH to achieve a limit of 75 cases.
●MRSA Screening - Elective MRSA screening is just below 100% due to 1 patient in Cardiology. Slight
decrease in Emergency MRSA screening this month. Emergency screening part of Monitor compliance in Q4.
●Red Adverse Incidents – 2 Red AIs reported this month, one in Acute Medicine and one in Orthopaedics
Good performance in cancelled operations. No Single Sex Accommodation breaches reported this month.
Key concerns are:
• HRWD Environment – remains stable this month but continues to be one of the most challenging themes,
especially in Obstetrics, Renal and Haematology.
•Timely Response to Complaints – despite an improvement on last month, remains below target, particularly in
Neurosciences and Ambulatory

Key Actions
• All patient access targets being reviewed
in conjunction with the 18 week capacity
plan (specific report in this paper)
• ED and the rest of the Trust continue to
work daily to manage emergency and
elective pressures.
• Action Plan required from Endoscopy to
respond to breaches of the diagnostic
milestone.

• Finalised infection control action plan as a
specific section of this report, including a
draft of the new infection control scorecard
• Further investigation into the 2 red AI’s
that took place on Oliver ward and Matthew
Whiting.

• HRWD performance to be reviewed with
all divisions at next performance meetings.
• New system of environment inspections
commencing mid-month with MediRest.

At the end of month 9 the Trust is recording a deficit of £1.917 million, an improvement from the previous month
which was £2.0m adverse. Financial detail can be found in the finance report of this committee. Data Quality
and Ethnic Coding continue to show good performances. Coding Depth and Coding Completeness continue to
achieve targets.
Key concerns are:
• New:Follow Up ratio – remains high at 2.6 and has increased again from last month
• Theatre Utilisation Rate – despite a 6% rise from last month, this is still under target at 79%. Neurosciences,
Cardiovascular, Child Health and Liver all show utilisation greater than 80%.

• Finance positions to be reviewed with all
Divisions at next performance meetings.
• Utilisation of theatres being reviewed as
part of 18 week action plan.
• New to Follow Up plans need to be
reviewed with Divisions together with
improvement plans

Mandatory and Statutory Training not achieving internal targets. This was discussed at the month 9
performance reviews with divisions and they will be reporting back at the month 10 reviews.
Key concerns:
● Appraisals Complete – is still very short of the 67.5% target at this point at 37.0% compliance

• Mandatory training and Appraisal action
plans level to be reviewed at month 10
performance meetings with Divisions.

*Number of red/green indicators by domain from Trust scorecard

6

2010-11 M10 Trust
Performance
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Divisional Summary (1/3)
Divisional Month 10 performance reviews on 23/2/2011. Action plans for the key issues will be reviewed,
challenged and agreed in monthly performance reviews with Director of Operations.
Comment

TEAM

Liver, Renal
& Surgery

Finance Position: at the end of month 10 the division has a positive variance of £975k.
Other: Emergency Department (ED) ‘4 hour’ wait performance (type 1) improved to
95.8%, ahead of the national 95% target, despite continued demand on the emergency
department. Elective MRSA Screening remains at 100% this month, but emergency
screening not being achieved. No MRSA cases, but 1 VRE case and 1 C-Difficille. Hand
hygiene audit performance remains low and below target. Patient experience results
have improved following the introduction of the Division’s action plan in December.
There were no single sex breaches this month. Unplanned admissions to ICU/HDU
have increased further this month and are now at 14 against a target of 9.

Finance Position: at the end of month 10 the division has an adverse variance of
£2.6m driven by Liver, due to underperformance on the National Liver Contract and
income on liver drugs.
Liver: 116 endoscopy diagnostic waiting time breaches reported, for which
commissioners will require an action plan. 8 breaches of the cancer 2WW target in
Upper/Lower GI for December. Theatre utilisation now exceeding targets. Emergency
MRSA screening has improved but still below target. Hand hygiene audit has improved
and exceeding target as a result of focus on poorly performing teams. 1 VRE case and 1
C-Difficile case reported this month. Elective average length of stay has increased due
to 3 long stay patients.
Renal: Both Elective and non elective length of stay have reduced this month. Elective
LOS within target. Care perceptions has improved this month, however other HRWD
indicators have dropped again. Emergency MRSA screening has reduced this month.
Surgery: 1 C-Difficille case reported. 1 breach in General Surgery and 2 breaches in
Urology of the 2 week wait cancer target. Timely response to complaints and % VTE
assessments have both improved but still below target. A reduction in red shifts from 11
to just 1 this month. Emergency MRSA screening has improved this month but still not
at 100%. No hand hygiene audits completed in month.

Key Action / Focus
ED action plan in place.
Focus Areas

-Emergency MRSA screening
-HRWD survey
-Red Shifts
-Hand Hygiene
-Unplanned ICU admissions

Focus Areas
- Finance
- Endoscopy Action Plan
- Cancer 2WW
- Emergency MRSA screening
- Surgical Hand Hygiene
Audits
- Renal theatre utilisation
- VTE assessments in Surgery
And Liver wards

9

Divisional Summary (2/3)
Divisional Month 10 performance reviews on 23/2/2011. Action plans for the key issues will be reviewed,
challenged and agreed in monthly performance reviews with Director of Operations.
Comment

Networked
Services

Womens &
Childrens

Finance Position: at the end of month 10 the division has an adverse variance of £1.7m
driven by Haematology income due to a deteriorating BMT tariff that is being renegotiated.
Cardiac: Continued good performance on Risk Adjusted Mortality. Length of stay targets
achieved apart from non-elective Cardiac Surgery. No additional infections reported in month,
but still not achieving 100% for elective MRSA screening, with one Cardiology patient breach.
Emergency MRSA screening improved but still below target. Continued good performance in
the HRWD survey, but some concern about in month drop in environment scores. PCI/MINAP
data completeness YTD 82% v target of 90%.
Neurosciences: Cancer waits access targets being achieved, emergency MRSA screening
improved but still below target. Length of stay decreased in month but targets not being
achieved apart from in elective Neurology. 3 CDT cases in month on 3 Neurosciences wards
including one on HDU. HRWD results improved significantly in month.
Haematology: Risk adjusted mortality index is 148 compared to expected target of 100.
Cancer waits targets being achieved and no MRSA, VRE or CDiff cases reported in month.
Elective MRSA screening continues to achieve 100%, but emergency screening is below
target. HRWD care perceptions and patient engagement dropped below target in month.

Finance Position: at the end of month 10 the division has a positive variance of £1.3m driven by
a good performance in Child Health.
Child Health: Increases in Elective and Non-Elective ALOS by 1.1 and 2.4 days respectively; no
change in MRSA screening scores. In month 10 there were no Red Shifts. Majority of Safety
indicators are above target; 1 new VRE infection on Rays of Sunshine ward this month. Risk
adjusted mortality rates are continuing to improve. HRWD scores have dropped in month.
Gynaecology: Overall, a good performance in Clinical Effectiveness and Patient Experience
indicators. However, there were 4 cancer 2WW breaches. Hand hygiene audits has increased to
83%, but remains below target. MRSA Emergency screening has decreased this month.
Obstetrics: HRWD scores have all increased and VTE Assessed has achieved target. Ante-natal
bookings within 12 weeks +6 days have decreased for the normal and adjusted measures.

Key Action / Focus
Focus Areas
- Finance

- Emergency MRSA screening
- Elective MRSA screening
- Hospital acquired infection
- HRWD survey
- Monthly mortality review
meetings in Haematology
- PCI data completeness

Focus Areas
-Emergency MRSA screening
-Cancer 2WW
-HRWD Survey – Child Health
-Hand Hygiene - Gynae
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Divisional Summary (3/3)
•

Divisional Month 10 performance reviews on 23/2/2011. Action plans for the key issues will be reviewed,
challenged and agreed in monthly performance reviews with Director of Operations.
Comment

Critical Care,
Theatres and
diagnostics

Ambulatory
Services and
Local Networks

Finance Position: at the end of month 10 the division has a positive variance of
£939k
Critical Care (CC): Targets have been achieved in median LOS, MRSA, VRE
and Sickness. Emergency MRSA Screening is at 100%. Bed occupancy and
throughput continues to be a challenge, as do Unplanned Admissions to
ICU/HDU. Delayed discharges continue to improve – reducing by a further 167
hours this month.
Diagnostics: 1 CT and 7 MRI 6-week waiting time breaches reported. Good
performance across the safety indicators. Coding and Data Quality indicators also
show good performance. However performance remains poor across the clinical
effectiveness indicators, particularly waiting times and turnaround times.
Theatres: Time from Admission to Treatment for Fracture Neck of Femur
patients is at 100% achievement this month. Theatre utilisation rate has
improved this month to 80.5% and the Division continue to develop their plans to
support the 18 week and cancer wait capacity plans.

Finance Position: at the end of month 10 the division has a positive variance of
£706k
Ambulatory: Generally a good performance in the clinical effectiveness and
safety indicators. Mortality rates show further improvement this month and remain
below target. 11 breaches of the cancer 2WW target in Breast Surgery. Good
performance in HRWD, meeting target overall despite a drop in the “Before Your
Surgery” category. No Single Sex Accommodation breaches in DSU.
Dental: Maintains a good performance across the clinical effectiveness and
patient experience indicators. A&E waiting times and Elective MRSA Screening
remain at 100%. % Outpatient Coded Activity has improved this month and
remains above target.

Key Action / Focus

Focus Areas
-MRI capacity
-CC bed occupancy
-Diagnostic turnaround
-Theatre utilisation and capacity

Focus Areas
-Cancer 2WW
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2010-11 M10 Trust Heatmap
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Regulatory/Contractual
Performance
Monitor
•

Governance Rating

•

The Trust would score 2 in the Monitor risk rating system for performance in Q4, a rating of amber-red.

•

This is built up of:
•

Elective MRSA screening achieved 99.9% in January, with one patient breach in Cardiology – score 0.5

•

Emergency MRSA screening achieved 93.5% in January against the 100% requirement – score 0.5

•

MRSA bacteraemia annual target breached in Q2 – score 1

•
•

As noted in previous papers of this committee, in Q4 the MRSA bacteraemia target breach will be escalated
resulting in an overall governance rating of Red.

•

As noted previously in this report, there is some risk on cancer wait targets due to the emergency demand in
December and January, but this is being dealt with as part of the capacity planning for Q4.

•

Action

•

Infection Control action plan finalised and progress being made on requirements. The plan is a specific
report of this paper and will be shared with Monitor/Department of Health following this committee.

•

Cancer waits are part of the overall capacity plans for Q4 being pulled together by the Head of Capacity
Planning. Weekly updates on progress are being discussed with all DMs at the Performance Improvement
Group. This is a specific report in this paper.

14

2010-11 Q4 Monitor position
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The new 18 week Referral
to Treatment Times targets
 The 2011/12 Operating Framework includes new Referral to Treatment Times (RTT) targets
which are to replace current targets from 1 April 2011.

New ReferralCurrent
to Treatment
(RTT) targetsCurrent
for Performance
2011/12against new target
New 2011/12

Indicator

target

target

Admitted RTT

90% of
patients to be
treated within
18 weeks

95% of patients to be
treated within 23
weeks

Based on January’s RTT data the 23 week target was not
achieved in 6 specialties (cardiology, cardiothoracic surgery,
general surgery, gynaecology, neurosurgery and pain)

Non-admitted
RTT

95% of
patients to be
treated within
18 weeks

95% of patients to be
treated within 18.3
weeks

No change in target – performance being met

Incompletes
(patients still on
an RTT pathway
waiting to be
treated)

No target

95% of patients
waiting to have waited
< 28 weeks

Currently being assessed

 Monitor’s 2011/12 Compliance Framework only includes Admitted and Non-admitted RTT
targets. The new National Contract is likely to include all 3 targets.
 For both the Monitor and the new National Contract targets it is currently unclear
whether they will be monitored at a specialty or trust level.
 Local GP commissioners have indicated they wish to introduce minimum median waits for
2011/12. The initial proposal is to set specialty level minimum median waits - 9 weeks for
admitted patients and 5.5 weeks for non-admitted patients. Based on January’s RTT data median
waits were 9 weeks for admitted and 5 weeks non-admitted. The Trust is likely to object to
these additional targets

Managing Patient Access
Targets
 In a number of specialties (general surgery, gynaeceology, neurosurgery, orthopaedics) the

New of
Referral
to Treatment
(RTT)
targets
number
long waiters
has been increasing
over
the last for
few 2011/12
months primarily due to a high
level
of cancellations
resulting
fromthe
increased
of emergency admissions either within the
- Action
taken to
deliver
new levels
targets
specialty or as a result of medical patients outlying in surgical beds. In some areas the
increase in long waiters is also due to an increase in demand.

 In these 4 specialties each consultant’s current waiting list has been reviewed to identify where
the current level of long waiters cannot be undertaken within planned lists before April.

 Additional theatre capacity has been assigned to specific consultants to enable them to reduce
their level of long waiters. This has been achieved by a redistribution of some existing lists both
within and across specialties, extending lists to create 3 session days, weekend lists and moving
some benign HPB operating to London Bridge.

 Whilst the level of long waiters will reduce during February and March it is not possible to treat
all long waiters before April, due to the number of patients needing to be treated within a short
period and additional theatre capacity also being required to meet the growth in HPB cancer
activity to ensure that cancer targets are delivered in Q4.
 Where specialties are left with long waiters careful waiting list management will be required to
ensure that the number of long waiters treated each month doesn’t exceed 5% of the
overall number of patients treated in the month. With this limitation it will take a number of
months to clear the back log in long waiters for a few consultants.
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HCAI Action Plan – update (1/2)
•

Divisional Action plans:
The sign-off of the divisional plans to be completed by 25th February 2011.

•

Revised infection control scorecard:
Good progress in developing the revised scorecard based on the agreed Key
performance indicators

•

Recruitment of 3 IV practitioners
Interviews to take place week commencing 21st February with the aim of having
them in place soon thereafter.

•

Biopatches:
The protocol for using these dressings has been agreed and will be used with
immediate effect.
Procurement and ward managers has been informed to ensure stock availability.
Use will be monitored by the IV team.

HCAI Action Plan - update (2/2)

•

IV point prevalence audit –
First monthly review of all in-patients with IV lines to take place on 18th February.
Results will be included in the new infection control scorecard.

•

Implementation of communications strategy
The Content of the new Infection Control notice boards has been agreed and
these will be installed from mid-March 2011.
A screensaver with data on MRSA bacteraemia is in place
In conjunction with the implementation of the local communications strategy,
working with KHP partners to develop develop a joint communications strategy.

Infection Control Scorecard –
awaiting data in some areas

HCAI Action Plan (1/8)
Issue

Actions

Target/Outcome

Timescales

Ownership
and Chief Executive to meet All consultants to meet with CEO Process in place
consultants
whose
accountability
patients
have
a
bacteraemia

Board Assurance

Operational
Board
Level
Responsibility/ responsibility
Reporting
responsibility

Report
to
Board Deputy DIPC to CEO
Quarterly (DIPC report) liaise with CEO
office

Divisional action plans in All divisions to develop and To be signed off Report
at
HCAI Quarterly
place
HCAI action plan
Operations
Committee (8th
April 2011)

to

Board Divisional
Director
Managers/Depu Operations
ty DIPC

of

Active
link
nurse All wards to have an IC link In place since Report on link nurse Deputy DIPC
October
2010. activities twice yearly
programme established
nurse.
Report activities within DIPC report
in April 2011
DIPC report.

Director of Nursing

Appropriately
hold Where careless or unprofessional Immediately
professionals to account practice is identified, disciplinary
action will be considered

Report to Board quarterly Medical
Director/Nurse
Director

Medical
Director/Nurse
Director

Appropriately
hold Where appropriate standards are Immediately
not being established and
Managers to account
maintained to meet the standards
set out in the Hygiene code of the
Health Act disciplinary action
will be considered.

Report to Board quarterly Director
Operations

of Director
Operations
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HCAI Action Plan (2/8)
Issue

Actions

Performance
Management

Develop infection control Update measures monthly
scorecard

Establish
risk
rating
system for divisions
based on incidence of
infections and scorecard
performance

Target/Outcome

Divisions will be ranked in one of
3
categories.
Acceptable
performance,
Average
performance and Unacceptable
performance

Operational
Responsibility/
Reporting
responsibility
To be issued in Review and divisional
Head of
performance meetings
Infection
April 2011
and report to Board
Surveillance/R
Monthly as part of the
and D
Assistant
performance report
Director of
Performance
and contracts
Head of
End
February Divisions with
Infection
unacceptable
2011
performance will undergo Surveillance/R
and D
a period of weekly
performance management Assistant
Director of
until performance
Performance
improves with
incorporation of support and contracts
or disciplinary
actions/other sanctions
where the required
standards are repeatedly
unacceptable.
Timescales

Board Assurance

Board
Level
responsibility

Director
Operations

of

Director
Operations

of

24

HCAI Action Plan (3/8)
Issue

Control
MRSA

Actions

Target/Outcome

Timescales

Board Assurance

of Screening of Elective 100% screening achieved
patients

Immediately

Infection control scorecard
to be reported to the Board
monthly as part of the
Performance report

Screening of Emergency 100% screening achieved
patients

Immediately

Infection control scorecard
to be reported to the Board
monthly as part of the
Performance report

Rapid
isolation
of Isolation
patients on identification hours**
of MRSA

within

12 Data to be added to IC
scorecard by March
2011, to be included in
performance report in
April 2011.

Infection control scorecard
to be reported to the Board
monthly as part of the
Performance report

Rapid decolonisation of Decolonisation protocol Data to be added to the
MRSA positive patients begins within 12 hours** IC scorecard by March
2011, to be included in
the performance report
in April 2011.

Infection control scorecard
to be reported to the Board
monthly as part of the
Performance report

Operational
Responsibility/Repo
rting responsibility
Head of Infection
Surveillance/R and
D
Assistant Director
of Performance and
contracts
Head of Infection
Surveillance/R and
D
Assistant Director
of Performance and
contracts
Data collection by
IC team
Report populated by
Head of Infection
Surveillance/R and
D
Data collection by
IC team
Report populated by
Head of Infection
Surveillance/R and
D

Board
Level
responsibility
Director
Operations

of

Director
Operations

of

Director
Operations

of

Medical
Director
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HCAI Action Plan (4/8)
Issue

Actions

Target/Outcome

Timescales

Intravenous
line care

Appoint and additional 3
IV line practitioners to be
ward based in areas at
high risk of line related
bacteraemia
Medical staff to receive
training in line insertion

Line care practitioners will
review and re-site lines as
necessary, and train staff in
infection control and line
care.
Establish on going training
programme, division by
division, develop a system to
capture training numbers

To be in post by 1st March 2011.

Nursing staff to receive Establish on going training
programme by division,
training in line care
develop a system to capture
training numbers

Some training has already taken place
(700 medical staff since August
2010), the programme to be fully
operational by March 2011. The
system to capture training numbers is
in place and is done through OLM.
Programme to be established,
building on training programme
already in place, by February 2011.
OLM system is currently used to
capture training numbers.
Progress to be included in April 2011
DIPC report.
Completed at meeting of IV catheter
group (18 January 2011).

Board Assurance

Operational
Board
Responsibility/Repo Level
rting responsibility responsibili
ty
Deputy DIPC/Senior DIPC
nurse IV team

Report
training Medical
numbers
twice Director/Senior
yearly within DIPC Nurse IV team
report

Medical
Director

Report
training Director
numbers
twice Nursing/Senior
yearly within DIPC nurse IV team
report

of Director of
Nursing

Roll out the use of Identify situations where
“biopatches” or similar in biopatches/similar should be
selected areas
used
Roll
out
training
in Programme to be agreed by 7th
February 2011 and to commence in
biopatch/similar use
1st March 2011.
Ensure optimum routine Monthly prevalence audit
To commence on 21st February 2011. Infection control
scorecard to be
care of IV lines
reported to the
Board monthly as
part
of
the
Performance report

Infection
Doctor
IV line team

Control Medical
Director
Medical
Director

Data collection co- Director of
ordinated by IV line Nursing
team
Report populated by
Head of Infection
Surveillance/R and
D
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HCAI Action Plan (5/8)
Issue

Control
clostridium
difficile

Actions

Target/Outcome

of Time to isolation of all Isolation within 4 hours**
patients with Diarrhoea

Timescales

Data to be added to IC scorecard Infection
control
by March 2011, to be included scorecard to be
reported to the
in April 2011.
Board monthly as
part
of
the
Performance report

Identification of All clusters of cases our Review
of
all Data to be added to IC scorecard
outbreaks of infection clusters/outbreaks to seek root by March 2011, to be included
HCAI
in performance report in April
should be explored
causes
2011.

Antibiotic
Stewardship

Up to date, agreed and
audited
policies
for
antibiotic prophylaxis in
all specialities
Up to date, agreed and
audited
policies
for
antibiotic treatment in all
specialities

Board Assurance

To be agreed Antibiotic usage May 2011
steering group, publicised and
disseminated,
audited
quarterly
To be agreed Antibiotic usage To complete July 2011
steering group, publicised and
disseminated,
audited
quarterly

Operational
Responsibility/Rep
orting
responsibility
Data collection by
IC team
Report populated
by Head of
Infection
Surveillance/R and
D
Infection control
doctor
Report populated
by Head of
Infection
Surveillance/R and
D

All clusters and
outbreaks to be
reported on the
Infection
control
scorecard reported
to
the
Board
monthly as part of
the
Performance
report
Report audit results Infection Control
to Board Quarterly Doctor
Antibiotic
(DIPC report)
pharmacist
Report audit results Infection Control
to Board Quarterly Doctor
Antibiotic
(DIPC report)
pharmacist

Board
Level
responsibility

Director
Operations

of

DIPC

Medical Director

Medical Director
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HCAI Action Plan (6/8)
Issue

Actions

Cleanliness

High
standards
of Weekly audits of cleaning Immediately
environmental cleanliness contract*

High
standards
cleanliness
of
patient equipment

Target/Outcome

Timescales

of Weekly audits of cleanliness To commence 21st February
near of near patient equipment*
2011.

Ongoing
deep
cleaning/dump the junk
programme

Improvement programme to be
completed by end of April
2011. A regular quarterly dump
the junk programme in place,
next occasion in March 2011

Operational
Responsibility/Re
porting
responsibility
Composite
Director of Estates
indicator to be and Facilities
included
in
Infection control
scorecard to be
reported to the
Board monthly as
part
of
the
Performance report
Composite
Deputy DIPC
indicator to be
included
in
Infection control
scorecard to be
reported to the
Board monthly as
part
of
the
Performance report
Report
twice Director of Estates
yearly within DIPC and Facilities
report
Board Assurance

Board
Level
responsibility

Director
Estates
Facilities

Director
Nursing

Director
Estates
Facilities
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HCAI Action Plan (7/8)
Issue

Actions

Cleanliness

High
standards
of Weekly audits of cleaning Immediately
environmental cleanliness contract*

High
standards
cleanliness
of
patient equipment

Target/Outcome

Timescales

of Weekly audits of cleanliness To commence 21st February
near of near patient equipment*
2011.

Ongoing
deep
cleaning/dump the junk
programme

Improvement programme to be
completed by end of April
2011. A regular quarterly dump
the junk programme in place,
next occasion in March 2011

Operational
Responsibility/Re
porting
responsibility
Composite
Director of Estates
indicator to be and Facilities
included
in
Infection control
scorecard to be
reported to the
Board monthly as
part
of
the
Performance report
Composite
Deputy DIPC
indicator to be
included
in
Infection control
scorecard to be
reported to the
Board monthly as
part
of
the
Performance report
Report
twice Director of Estates
yearly within DIPC and Facilities
report
Board Assurance

Board
Level
responsibility

Director
Estates
Facilities

Director
Nursing

Director
Estates
Facilities
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HCAI Action Plan (8/8)
Issue

Actions

Target/Outcome

Patient outcome

All deaths within the
Trust are investigated, in
addition,
any deaths
resulting from hospital
acquired C diff or MRSA
will be subject to a formal
Serious
Untoward
Incident investigation
Infection
control
parameters
to
be
discussed
at
each
Mortality and Morbidity
Meeting
Ongoing
Communications strategy
to be implemented

Outcomes
of Immediately
investigations will be
reported to the Trust
Mortality monitoring
group

Communications

Timescales

Key actions to be April 2011.
reported
at
Trust
mortality meeting

End March 2011.

Board
Assurance

Operational
Responsibility/Repor
ting responsibility
Summarise twice Head of Risk
yearly
within Infection control
doctor
DIPC report

Board
Level
responsibility
Director
Corporate
Affairs

of

Divisional
Clinical Medical
Mortality leads
Director

Present annually Head of Corporate Director
affairs/Head
of Corporate
to Trust Board
Communications
Affairs
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Monitor Compliance
Framework Consultation

• Trust response to consultation to be reviewed by Kings Executive on
21/02/11 and submitted by 25/02/11.
• Response is a mixture of agreements and non-agreements on
changes to the compliance framework. For example:
• Agree with the majority of governance indicators
compliance, as long as data sources are reliable

on

• Not agree – with aspects of the self certification process and
incorporating PFI liabilities into financial risk rating
• Risk assessment of new governance targets to be presented to FPC
in March 2011

32

Operating Framework /
National Contract 2011/12

• The income implications of the operating framework are

being picked up in the Finance report to the FPC
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Enc. 2.5

King’s Patient
Experience Report
Jane Walters, Director of Corporate Affairs
Board of Directors, February 2011

Patient Experience Report
•
•

Integrated monthly patient experience data to inform service
improvement launched in December 2008
Includes a scorecard format monthly overview of:
–
–
–
–

Complaints
PALS
How are we doing
Commissioning for Quality and Innovation (CQUIN) patient experience scores

– Delivering Single Sex Accommodation patient experience

•
•
•

Reports data at Trust, Division, ward and specialty level for
inpatients and outpatients
Near real-time reporting ten working days after the end of the month
Supports King’s Quality Strategy, CQUIN and DSSA monitoring

Key results for January 2011
• Complaints and PALS
– The lower trend in complaints continues , and the Trust remains on track to achieve the target 10% reduction for
the year.
– PALS contacts were up significantly in month, notably in communication re admission and discharge issues.
• How are we Doing (HRWD)
– For the seventh month running, the overall trust score is 84, two points below the new higher benchmark set in
August 2010.
– This month, scores within 1 mark of the benchmark are shown as amber in the report, as requested by the Board,
to better reflect actual performance
– For the fifth month in a row, the HRWD response rate has been below the benchmark of 50%.
– Scores for Patient Engagement and Care Perceptions remain at 86 against a target of 87 with Environment
remaining at 73 against a target of 79
– In January, only 1 Division – Cardiac - achieved the benchmark, although 3 Divisions – Liver, TEAM and
Women’s were within only 1 point of the benchmark. Performance improved considerably in Neurosciences ( 76 –
83), and in TEAM and Women’s, which had their highest scores since March and February 2010 respectively.
• CQUIN
– Performance improved, and the benchmark achieved in 3 of the 5 CQUIN questions reached the benchmark .
• Single Sex Accommodation (DSSA)
–

Scores improved in January, after 3 months of lower scores, with the benchmark achieved in 2 out of 3 questions

Focus on cleaning

– The Trust HRWD scores for cleaning have not been achieved since the benchmark
was raised in August 2010.
– The Trust remains concerned at the cleaning performance of the contractor, and a
number of detailed actions are underway. These include:
 Retraining of all cleaning staff
 Deep cleaning of all inpatient areas and near patient equipment
 Introduction of a robust performance management system to deal with any member of staff who
continuously fails to deliver the required standard
 Step in rights enforced within the contract, which includes additional cleaning provided by another
provider

Patient Experience Report - Trust January 2011
Metric

Units

Last Mnth

This Mnth

Target

Status

Trust

R

Trust Inpatients
CQUIN
DSSA

Graph No.

Better

1.6

Complaints received

Count

46

39

53

Complaints received total for year to date

Count

469

508

530

PALS activity

Count

159

257

Inpatient How are we doing? overall score

Score

84

84

86

No Change

1.1

%

40

41

50

Better

1.5

Number of How are we doing? surveys completed

Count

1238

1229

Inpatient Complaints

Count

27

24

Inpatient PALS activity

Count

64

90

How are we doing? Patient Engagement

Score

86

86

87

No Change

1.2

How are we doing? Care Perceptions

Score

86

86

87

No Change

1.3

HRWD? Environment

Score

73

73

79

No Change

1.4

Were you involved as much as you wanted to be in decisions about your care?

Score

82

83

84

Better

1.8

Did you find someone on the hospital staff to talk to about your worries or fears?

Score

75

77

77

Better

1.9

Were you given enough privacy when discussing your treatment?

Score

93

92

90

Worse

1.1

Did a member of staff tell you about medication side effects to watch for when you went home?

Score

69

71

72

Better

1.11

Did hospital staff tell you who to contact if you were worried about your condition or treatment after you left hospital?

Score

86

86

85

No Change

1.12

Did not share a sleeping area with patients of the opposite sex when first admitted to a bed on a ward

% of total respondents

87.6

87.3

90

Worse

1.13

Did not share a sleeping area with patients of the opposite sex if moved to another ward (or wards)

% of total respondents

88.8

90.1

90

Better

1.14

While staying in hospital, did not use the same bathroom or shower as patients of the opposite sex

% of total respondents

86.8

87.5

85

Better

1.15

Outpatient Complaints

Count

19

15

Outpatient PALS activity

Count

95

167

How are we doing? Response Rate

Trust
Outpatient
s

Trend

G

1.7

Better

Better

2009 King’s College Hospital NHS Foundation Trust. All rights reserved. An application for permission to use this copyright material should be addressed to Rachel Sugarman, Patient Experience Manager, King’s College Hospital NHS
Foundation Trust, Denmark Hill, London, SE5 9RS, United Kingdom.

HRWD? Postive Comments

HRWD? Negative Comments

Patient Experience Report TRUST LEVEL January 2011
PALS
Trust HRWD? Inpatient Positive Vs Negative Comments

Trust Inpatient Data

Staff attitude

Complaints

Division breakdown - Inpatients
Facilities

Staff attitude

Haemotology
Hotel services (inc food)

Private patients

Hotel services (inc food)

"I couldn’t be more pleased with the
treatment I got from doctors and nurses,
cleaning staff, kitchen staff and
everybody else. Very good standard.
Thank you"

Patient transport

Equipment, environment and
facilities

Critical Care Theatres and Diagnositics
Patient transport

Surgery
Renal

Equipment, environment and
facilities

Liver

Communication
Children's

Communication

Women's

Clinical care
Clinical care
Admissions, discharges and
waiting times

TEAM
Cardiovascular

0

50

100

150

200

250

300
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400

Admissions, discharges and
waiting times

Neuro
0
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40

50
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70

80

90

100

Trust Outpatient Data

0
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80

Division breakdown - Outpatients
Facilities

Focus on cleaning
The Trust HRWD scores for cleaning have not been achieved since the
benchmark was raised in August 2010.
"The hospital needs to be better cleaned. The toilets should be cleaned more
often."
"The hospital is good but they need to improve on the cleaning of the room."

Staff attitude

Ambulatory Care & Local Networks

"I've been trying to contact the
deparment for a week, but no one has
answered my calls. I need a new
appointment with the doctor as I am
running out of medication"

Hotel services (inc food)

Patient transport

Haematology
Private patients
Critical Care, Theatres and Diagnostics
Surgery

Equipment, environment and
facilities

Renal

Communication

Children's

Liver

The Trust remains concerned at the cleaning performance of the contractor, and a
number of detailed actions are underway. These include:

Women's

- Retraining of all cleaning staff
- Deep cleaning of all inpatient areas and near patient equipment
- Introduction of a robust performance management system to deal with any
member of staff who continuously fails to deliver the required standard
- Step in rights enforced within the contract, which includes additional cleaning
provided by another provider

Clinical care

TEAM
Cardiovascular

Outpatient Appointments

Neuro
0

10

20

30

40

50

60

70

80

0

5

10

15

20

25

30

35

1.1

1.2

How are we doing? Trust Overall

How are we doing? Patient Engagement
90
89

90
89
88
87
86
85
84
83
82
81
80

88
87
86
85
84
83
82

HRWD? Score

1.3

Benchmark

HRWD? Score

1.4

How are we doing? Care Perceptions
90
89
88
87
86
85
84
83
82
81
80

Jan-11

Dec-10

Nov-10

Oct-10

Sep-10

Aug-10

Jul-10

Jun-10

May-10

Apr-10

Mar-10

Feb-10

Jan-11

Dec-10

Nov-10

Oct-10

Sep-10

Aug-10

Jul-10

Jun-10

May-10

Apr-10

Mar-10

Feb-10

81
80

Benchmark

How are we doing? Environment

HRWD? Score

1.5

Benchmark

How are we doing? Response Rates

55
50
45
40
35

Jan-11

Dec-10

Nov-10

Oct-10

Sep-10

Aug-10

Jul-10

Jun-10

May-10

Apr-10

Mar-10

Feb-10

30

Benchmark

Benchmark

Jan-11

Dec-10

Nov-10

Oct-10

Sep-10

Aug-10

Jul-10

Jun-10

May-10

Apr-10

Mar-10

HRWD? Score

60

Response Rate

Feb-10

Jan-11

Dec-10

Nov-10

Oct-10

Sep-10

Aug-10

Jul-10

Jun-10

May-10

Apr-10

Mar-10

Feb-10

80
79
78
77
76
75
74
73
72
71
70

1.6

1.7

Complaints

60

450

65

63

PALS contacts
500

75

400

418
368

384

350
50

49

51

316
341

300

46

44

43

46

284
257

244

250
39

222

175

200

201
159

150

No. of Complaints

1.8

No. of PALS Contacts

Complaints Trend

1.9

CQUIN - Involvement in Care
85

Jan-11

Dec-10

Nov-10

Oct-10

Sep-10

Aug-10

Jul-10

Jun-10

May-10

Apr-10

Mar-10

Feb-10

Jan-11

Dec-10

Nov-10

Oct-10

Sep-10

Aug-10

Jul-10

Jun-10

May-10

Apr-10

Mar-10

100
Feb-10

PALS Trend

CQUIN - Worries and fears

HRWD? Score

1.10

HRWD? Score

Benchmark

1.1

CQUIN - Privacy discussing treatemnt

Jan-11

Dec-10

Nov-10

Oct-10

Sep-10

Feb-10

Jan-11

Dec-10

Nov-10

Oct-10

Sep-10

Aug-10

Jul-10

Jun-10

May-10

Apr-10

Mar-10

Feb-10

76
75

Aug-10

78
77

Jul-10

80
79

Jun-10

82
81

Apr-10

84
83

May-10

80
79
78
77
76
75
74
73
72
71
70
Mar-10

80
75
70
65
60
55
50
45
40
35
30
25
20

Benchmark

CQUIN - Medication side effects

95
92

94
93

88

92
91

84
80

90
89
88
87

76
72
68
64

86
85

HRWD? Score

Benchmark

HRWD? Score

Benchmark

Jan-11

Dec-10

Nov-10

Oct-10

Sep-10

Aug-10

Jul-10

Jun-10

May-10

Apr-10

Jan-11

Dec-10

Nov-10

Oct-10

Sep-10

Aug-10

Jul-10

Jun-10

May-10

Apr-10

Mar-10

Feb-10

60

1.12

CQUIN - Contact details after discharge

100
95
90
85
80
75

HRWD? Score

1.13

Jan-11

Dec-10

Nov-10

Oct-10

Sep-10

Aug-10

Jul-10

Jun-10

Apr-10

May-10

70

Benchmark

1.14

Delivering Single Sex Accommodation - When first admitted

100

99

98

97

96

95

94

Delivering Single Sex Accommodation- If moved

93

92

% of respondents that stated 'No'

1.15

Benchmark

Jan-11

Dec-10

Nov-10

Oct-10

Sep-10

Aug-10

Jul-10

Jun-10

May-10

Apr-10

100
98
96
94
92
90
88
86
84
82
80

Benchmark

Benchmark

Jan-11

Dec-10

Nov-10

Oct-10

Sep-10

Aug-10

Jul-10

Jun-10

% of respondents that stated 'No'

Delivering Single Sex Accommodation - Toilets and bathrooms

% of respondents that stated 'No'

May-10

Jan-11

Dec-10

Nov-10

Oct-10

Sep-10

Aug-10

Jul-10

85
Jun-10

87

84
May-10

89

86
Apr-10

88

Apr-10

91

90

% of respondents that stated 'No'

Benchmark

Division

Feb-10

Mar-10

Apr-10

May-10

Jun-10

Jul-10

Aug-10

Sep-10

Oct-10

Nov-10

Dec-10

Jan-11

Average

Average
Response
rate

Cardiac

89

87

87

85

89

86

89

87

88

84

86

86

87

49

Children's

84

86

84

87

87

87

86

88

87

87

87

84

86

51

Haematology

89

84

80

85

89

80

81

80

84

87

85

82

84

48

Liver

83

84

83

84

84

83

82

86

86

86

87

85

84

58

Neurosciences

86

84

81

81

84

82

87

83

82

81

76

83

83

37

Private

92

92

91

91

92

91

91

91

91

94

85

90

91

36

Renal

88

87

81

84

85

84

89

81

81

88

82

81

84

46

Surgery

84

85

82

81

84

84

82

85

85

83

85

84

84

39

TEAM

85

86

84

84

83

82

83

82

83

82

82

85

83

48

Women's

85

83

83

84

84

84

82

84

82

83

82

85

83

42

Benchmark

85

85

85

85

85

85

85

86

86

86

86

86

85

Reached or above benchmark
1 point below the benchmark
2 points or more below the benchmark

Reached or above benchmark

1 point below the benchmark
2 points or more below the benchmark

Enc. 2.6

Quality account 2010/11
Priorities for 2011/12

Quality Accounts
• An annual review of organisational quality
• National Quality Priorities
– National Clinical Audits
– CQUIN priorities, local and national

• Organisational Priorities

Organisational Priorities
• For 2010/11
• Performance
• Suggested priorities for 2011/12

Priorities for 2010/11
• Safety
– Reduce infection rate
– Reduce the number of serious incidents

• Patient experience
– Improve patient experience by using HRWD survey
– Eliminate mixed sex accommodation

• Clinical Effectiveness
– Enhance mortality performance
– Ensure patients are Venous-thromboembolism (VTE)
risk assessed

Safety

Reduce infection rate
Reduce the number of serious incidents

MRSA Bacteraemia

Infection Control

Clostridium Difficile

Summary
• We have reduced the infection rate in
MRSA bacteraemia and C Diff
• We have met our external target for C Diff
• We have not met our target for MRSA
bacteraemia

Serious Incidents
• One of the safety quality priorities for 2010-11 was a
reduction in incidents with a high degree of harm
• This objective has been partially met:
– Incidents involving “major harm” incidents have reduced from 90
in 2009-10 to 76 to date in 2010/11

• The vast majority of reported incidents involve no harm
Adverse Incidents by Degree of Harm, 2009-10 to 2010-11
10201
2000

7431
1768

1750
1500
1146

1250
1000
750
500

354

376

250

90

76

0
No Harm

Low harm

2009-10

Moderate harm

2010-11

Major harm / death

Serious Incidents
•
•

The KCH degree of harm profile in 2009-10 was similar to that of the
other large acute teaching hospitals in the cluster
King’s priority is to reduce further incidents involving patient harm

Patient experience
• Improve patient experience by using HRWD
survey
• Eliminate mixed sex accommodation

Patient Experience
• CQUIN patient experience
– Q1–Q3 targets achieved

• Implement How are we doing? outpatient
survey
– Survey live in TEAM including the ED, Ambulatory
Care, Cardiac and Neurosciences
– Next phase, Women’s and Children’s

Patient Experience
• Transformation programme well under way
– Patient nutrition and patient food service – daily
Patient Food Service Quality Rounds implemented
including recruitment of Governors and Members
– Discharge planning - to reduce discharge delays
and improve information and communication with
patients
– Volunteering – Charitable funding secured to
develop training programme for volunteers and new
volunteering roles to support improving the patient
experience
– King’s values – range of projects to embed King’s
values, for example, through induction and training

Patient Experience
• Patient satisfaction: achieve HRWD?
inpatient survey benchmark score
– Benchmark achieved in month 2
– Scores generally within 1 or 2 points of the
benchmark
How are we doing? Trust Overall score April - December 10

Series2

Series3

Dec-10

Nov-10

Oct-10

Sep-10

Aug-10

Jul-10

Jun-10

May-10

Apr-10

90
89
88
87
86
85
84
83
82
81
80

Mixed Sex Accommodation
•

March 2010 declared non compliance with “DSSA”(endoscopy, day
surgery and a number of the wards)

•

August 2010 declaration of compliance following full programme of
estates work, reassignment of endoscopy recovery and reallocation
of theatre lists

•

October 2010 LSL Alliance visit incorporating lay members
commended the Trust for the work undertaken and
acknowledgement of compliance

•

Compliance monitored daily via Trust database facilitating monthly
reporting to the Alliance and monthly HRWD survey canvassing
patients views on compliance.

Mixed Sex Accommodation
•
•
•
•

One method of monitoring compliance is via the HRWD survey. Three key questions were introduced to the survey related to DSSA and these have
been monitored since April 2010.
Q1 - Did you share a sleeping area with patients of the opposite sex when you were first admitted to a bed on a ward?
Q2 - Did you share a sleeping area with patients of the opposite sex if you were moved to another ward (or wards)?
Q3 - While staying in hospital, did you ever use the same bathroom or shower as patients of the opposite sex?

100

98
97
96

95

96

96

96

96

96

95
93

93
92

92
90

91

90
90

89
88

89
87

87

87

88
87

86
86

85
84

80

75
Apr-10

May-10

Jun-10

Jul-10
Q1

Q2

Aug-10
Q3

Q1 & Q2 Benchmark

Sep-10
Q3 Benchmark

Oct-10

Nov-10

Dec-10

2011/2012: Changing criteria
•

March 2011 further visit from Alliance to be scheduled to check
compliance against changes in breach criteria – “admitted patient is
anyone that occupies a bed”

•

Trust to create a protocol to highlight management of children
based on protocol created by GOSH

•

April 2011 – Breach criteria to be applied to ITU/ HDU where
patients to be discharged within 6 hours of decision to discharge

•

April 2011 – To declare compliance again based on new criteria

•

April 2011 – Fixed penalties to be applied at rate of £250 per patient
per day for all patients that breach.

Clinical Effectiveness
• Enhance mortality performance
• Ensure patients are Venousthromboembolism (VTE) risk assessed

Mortality (1/2)
•

•
•
•

•

•

Mortality performance based on the CHKS risk-adjusted mortality index (RAMI)
continues to be reported at the monthly Mortality Monitoring Committee (MMC), and
chaired by the Trust’s Medical Director
There is a rotating programme requiring clinical divisions to report to the MMC at
least twice within a year to provide assurance on clinical outcomes
Mortality rates have been incorporated within the Trust’s performance management
framework and scorecard reports, and is integral to monthly review
The charts below show the monthly RAMI for the last 12-months based on the last
report to the January MMC meeting,

Trust RAMI for the 12-months to
November 2010 is 73 - suggesting
outcomes are 27% better than
expected based our on casemix of
patients.
This compares favourably to the
same position at Nov-09 where the
Trust RAMI was 103.

CHKS ‐ risk adjusted mortality index for KCH
120
100
80
60
40
20
0

Mortality (2/2)
•

•

The histogram below is extracted from CHKS and shows the Trust RAMI for Kings
(highlighted in red) compared to each of the peer Trusts, for the 12-month period to
November 2010
Kings is now ranked 5th compared to its peers whereas it was ranked in the bottom
quartile for the same time period to November 2009

VTE Risk Assessment
•
•
•
•
•

VTE risk assessment is one of the national CQUIN schemes that the Trust
is required to report and be measured on.
By March 2011, 90% of patients admitted into the hospital are required to
have a VTE risk assessment performed before their discharge.
At the end of month 9 we are achieving 84%.
Risk assessment details are recorded on the Trust’s electronic Patient
Status Board system, with some additional areas collating data manually
There are a number of patient cohort groups who are deemed low risk, and
do not require VTE assessment, and require sign-off by the Medical Director
VTE Compliance (%)

Day case cohort exclusions include:
•
Haemadialysis
•
Endoscopy
•
Chemotherapy
•
Minor procedures lasting les than 90 minute
requiring local anaesthetic only

100%
80%
60%
40%
20%
0%
Jul‐10 Aug‐10 Sep‐10 Oct‐10 Nov‐10 Dec‐10

2011/12 Priorities
• Safety
– Infection control?
– Falls?
– Pressure ulcers?

• Experience
– Hotel services? Food? Cleaning?
– Communication?

• Effectiveness
– Mortality?
– VTE?
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Quality Report and Account 2010‐11
Timetable of key milestones
February

Early March

March - May

May – early June

Report against
Quality Priorities
and Objectives for
2010-11

Establish Quality
Priorities and
Objectives for
2011-12

Consulting
stakeholders

Refining and
publishing

-Results
-Stories of structure/
processes in place to
address
-Next steps/ plan forward

-Prioirities that are
pertinent and
understandable to patients
and public
-Alignment to annual plan
priorities
- Objectives that include
process and outcome
measures

- Key internal and external
stakeholders will input to
the quality report and
development of priorities
for 2011-12.

-Ensure easily understood
to public audience
-Include feedback from
patients and staff in report
on progress and impact

Key Milestones/ Actions
1

Timetable and proposed leads agreed

Dates
Dec 2010

2

Draft structure of Quality Report sent to named leads

21/12/10

3

QA Performance 2010/11 and draft priorities 2011/12 to Governors’ PESC

01/02/2011

4

QA Performance 2010/11 and draft priorities 2011/12 to Board of Governors

10/02

5

Named leads to submit first draft

18/02

6

QA Performance 2010/11 and draft priorities 2011/12 to Board of Directors

22/02

7

Draft Quality Report to be sent to DMs, CDs and HONs for comments

04/03

8

First draft Quality Report to KE for discussion scheduled:

07/03

10

Event to present first draft Quality Report to PCT, LINks and OSCs for
comment

w/c 14/3

11

First draft Quality Report to Board of Directors meeting:

29/03/19/04

12

First draft Quality Report to PESC meeting:

28/04

13

First draft Quality Report to Governors for meeting:

10/05

14

Draft Quality Report to be presented at Community events

31/03, 24/05

15

Quality Report to be sent to auditors for checking (as part of annual report)

17/05

16

Final version of Quality Report submitted for approval by Audit Committee
and Board of Directors

02/06

17

Submission to Monitor

08/06

18

Quality Account for uploading onto NHS Choices to be approved at KE

11/06

19

KCH Quality Account 2010‐11 to be published on NHS Choices

TBC

20

KCH Quality Account 2010‐11 to be published on Kwiki and circulated to
staff, governors and members

TBC
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HCAI HIGH LEVEL ACTION PLAN
Issue

Actions

Target/Outcome

Timescales

Board Assurance

Ownership and
accountability

Chief Executive to
meet consultants
whose patients have
a bacteraemia
Divisional action
plans in place

All consultants to
meet with CEO

Process in place

Report to Board
Quarterly (DIPC
report)

All divisions to
develop and HCAI
action plan

Active link nurse
programme
established

All wards to have an
IC link nurse.

Appropriately hold
professionals to
account

To be signed off
at HCAI
Operations
Committee (8th
April 2011)
In place since
October 2010.
Report activities
in April 2011
DIPC report.
Immediately

Where careless or
unprofessional
practice is identified,
disciplinary action
will be considered
Where appropriate
Immediately
standards are not
being established and
maintained to meet the

Appropriately hold
Managers to account

Operational
Responsibility/
Reporting
responsibility
Deputy DIPC to
liaise with CEO
office

Board Level
responsibility

Report to Board
Quarterly

Divisional
Managers/Deput
y DIPC

Director of
Operations

Report on link
nurse activities
twice yearly within
DIPC report

Deputy DIPC

Director of
Nursing

Report to Board
quarterly

Medical
Director/Nurse
Director

Medical
Director/Nurse
Director

Report to Board
quarterly

Director of
Operations

Director of
Operations

CEO

Performance
Management

Develop infection
control scorecard

Establish risk rating
system for divisions
based on incidence
of infections and
scorecard
performance

standards set out in
the Hygiene code of
the Health Act
disciplinary action
will be considered.
Update measures
monthly

To be issued in
April 2011

Divisions will be
End February
ranked in one of 3
2011
categories. Acceptable
performance, Average
performance and
Unacceptable
performance

Review and
divisional
performance
meetings and report
to Board Monthly
as part of the
performance report
Divisions with
unacceptable
performance will
undergo a period of
weekly
performance
management until
performance
improves with
incorporation of
support or
disciplinary
actions/other
sanctions where the
required standards
are repeatedly

Head of
Infection
Surveillance/R
and D
Assistant
Director of
Performance
and contracts
Head of
Infection
Surveillance/R
and D
Assistant
Director of
Performance
and contracts

Director of
Operations

Director of
Operations

Control of MRSA

unacceptable.
Infection control
scorecard to be
reported to the
Board monthly as
part of the
Performance report

Screening of
Elective patients

100% screening
achieved

Immediately

Screening of
Emergency patients

100% screening
achieved

Immediately

Infection control
scorecard to be
reported to the
Board monthly as
part of the
Performance report

Rapid isolation of
patients on
identification of
MRSA

Isolation within 12
hours**

Data to be
added to IC
scorecard by
March 2011, to
be included in
performance
report in April
2011.

Infection control
scorecard to be
reported to the
Board monthly as
part of the
Performance report

Data to be
added to the IC

Infection control
scorecard to be

Rapid decolonisation Decolonisation
of MRSA positive
protocol begins within

Head of
Infection
Surveillance/R
and D
Assistant
Director of
Performance
and contracts
Head of
Infection
Surveillance/R
and D
Assistant
Director of
Performance
and contracts
Data collection
by IC team

Director of
Operations

Director of
Operations

Director of
Operations

Report
populated by
Head of
Infection
Surveillance/R
and D
Data collection
by IC team

Medical
Director

Intravenous line
care

patients

12 hours**

Appoint and
additional 3 IV line
practitioners to be
ward based in areas
at high risk of line
related bacteraemia
Medical staff to
receive training in
line insertion

Line care practitioners
will review and re-site
lines as necessary, and
train staff in infection
control and line care.

Nursing staff to

Establish on going

Establish on going
training programme,
division by division,
develop a system to
capture training
numbers

scorecard by
March 2011, to
be included in
the performance
report in April
2011.
To be in post by
1st March 2011.

reported to the
Board monthly as
part of the
Performance report

Some training
has already
taken place (700
medical staff
since August
2010), the
programme to
be fully
operational by
March 2011.
The system to
capture training
numbers is in
place and is
done through
OLM.
Programme to

Report training
numbers twice
yearly within DIPC
report

Medical
Director/Senior
Nurse IV team

Medical
Director

Report training

Director of

Director of

Report
populated by
Head of
Infection
Surveillance/R
and D
Deputy
DIPC/Senior
nurse IV team

DIPC

receive training in
line care

training programme
by division, develop a
system to capture
training numbers

Roll out the use of
“biopatches” or
similar in selected
areas

Identify situations
where
biopatches/similar
should be used
Roll out training in
biopatch/similar use

Ensure optimum
routine care of IV

Monthly prevalence
audit

be established,
building on
training
programme
already in place,
by February
2011.
OLM system is
currently used
to capture
training
numbers.
Progress to be
included in
April 2011
DIPC report.
Completed at
meeting of IV
catheter group
(18 January
2011).
Programme to
be agreed by 7th
February 2011
and to
commence in 1st
March 2011.
To commence
on 21st February

numbers twice
yearly within DIPC
report

Nursing/Senior
nurse IV team

Nursing

Infection Control Medical
Doctor
Director

Infection control
scorecard to be

IV line team

Medical
Director

Data collection
co-ordinated by

Director of
Nursing

lines

Control of
clostridium difficile

Identification of
HCAI

Antibiotic
Stewardship

Time to isolation of
all patients with
Diarrhoea

Isolation within 4
hours**

All clusters of cases
our outbreaks of
infection should be
explored

Review of all
clusters/outbreaks to
seek root causes

Up to date, agreed
and audited policies

To be agreed
Antibiotic usage

2011.

reported to the
Board monthly as
part of the
Performance report

IV line team
Report
populated by
Head of
Infection
Surveillance/R
and D
Data collection
by IC team

Data to be
added to IC
scorecard by
March 2011, to
be included in
April 2011.

Infection control
scorecard to be
reported to the
Board monthly as
part of the
Performance report

Data to be
added to IC
scorecard by
March 2011, to
be included in
performance
report in April
2011.

All clusters and
outbreaks to be
reported on the
Infection control
scorecard reported
to the Board
monthly as part of
the Performance
report

Infection control
doctor

May 2011

Report audit results
to Board Quarterly

Infection Control Medical
Doctor
Director

Director of
Operations

Report
populated by
Head of
Infection
Surveillance/R
and D
DIPC

Report
populated by
Head of
Infection
Surveillance/R
and D

for antibiotic
prophylaxis in all
specialities
Up to date, agreed
and audited policies
for antibiotic
treatment in all
specialities
Cleanliness

High standards of
environmental
cleanliness

High standards of
cleanliness of near
patient equipment

steering group,
publicised and
disseminated, audited
quarterly
To be agreed
Antibiotic usage
steering group,
publicised and
disseminated, audited
quarterly
Weekly audits of
cleaning contract*

Weekly audits of
cleanliness of near
patient equipment*

(DIPC report)

Antibiotic
pharmacist

To complete
July 2011

Report audit results
to Board Quarterly
(DIPC report)

Infection Control Medical
Doctor
Director
Antibiotic
pharmacist

Immediately

Composite
indicator to be
included in
Infection control
scorecard to be
reported to the
Board monthly as
part of the
Performance report

Director of
Estates and
Facilities

Director of
Estates and
Facilities

Composite
indicator to be
included in
Infection control
scorecard to be
reported to the
Board monthly as
part of the
Performance report

Deputy DIPC

Director of
Nursing

To commence
21st February
2011.

Ongoing deep
cleaning/dump the
junk programme

Patient outcome

Communications

All deaths within the
Trust are
investigated, in
addition, any deaths
resulting from
hospital acquired C
diff or MRSA will
be subject to a
formal Serious
Untoward Incident
investigation
Infection control
parameters to be
discussed at each
Mortality and
Morbidity Meeting
Ongoing
Communications

Outcomes of
investigations will be
reported to the Trust
Mortality monitoring
group

Key actions to be
reported at Trust
mortality meeting

Improvement
Report twice yearly
programme to
within DIPC report
be completed by
end of April
2011. A regular
quarterly dump
the junk
programme in
place, next
occasion in
March 2011
Immediately
Summarise twice
yearly within DIPC
report

Director of
Estates and
Facilities

Director of
Estates and
Facilities

Head of Risk

Director of
Corporate
Affairs

April 2011.

Divisional
Clinical
Mortality leads

Medical
Director

Head of
Corporate

Director of
Corporate

End March
2011.

Present annually to
Trust Board

Infection control
doctor

strategy to be
implemented

affairs/Head of
Communications

Affairs
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King’s Transformation
Programme:
Update to Board of
Directors
February 2011

Transformation Programme: overview
Programme areas

How it works

Sponsor: Roland Sinker

• New Programme launched
in June 2010

2. Quality of Care

• Overseen by monthly
steering group – chaired
by CEO

1. Productivity and Savings

Sponsor: Jane Walters, Geraldine Walters

• Projects linked to Trust
strategic objectives – not
‘business as usual’

3. Workforce Transformation

• Executive sponsors for
each project

Sponsor: Angela Huxham, Mike Marrinan

4. Performance, data & IT systems
Sponsor: Simon Taylor, Roland Sinker

• Mixed teams from across
the Trust - project
managed by change
leaders team

1. Productivity and Savings
PROJECT

Length of stay &
Margin
Lead: Peter Fry

Inpatient flow
Lead: Sue Field

Outpatient
redesign
Lead: Sue Field

OBJECTIVES

• Improve performance management of
Length of Stay
• Improve understanding of financial
margin for key services

• Improve discharge planning

CURRENT STATUS

• New LoS performance management
tool implemented
• Reviews of BMT and vascular complete

• Admissions and Discharge Lounge to
be built in early 2011

• Improve bed management

• Trust‐wide discharge planning
standards agreed

• Improve administrative processes e.g.
appointments

• Staffing, costs and processes of
outpatients services reviewed

• Develop new outpatient service
models

• Priority areas agreed for review with
GP commissioners

2. Quality of care – patient experience
PROJECT

Culture of care

Food

Volunteering

OBJECTIVES

• Embed King’s values into key processes
(e.g. induction)
• Raise awareness of patient experience
issues (e.g. refreshed “Go & See”)

CURRENT STATUS

• Reviewed best practice in other Trusts
• Developed project plan

• Ensure that all inpatients receive
appropriate help and support with
eating their meals

• Improved “How Are We Doing ?”
scores

• Improve patient experience

• £100K funding received from KCH
charity to support new programme

• Strengthen links with local community

• Recruiting project manager

3. Workforce transformation
PROJECT

OBJECTIVES

CURRENT STATUS

• > 50% of consultant job plans collated
Medical
Productivity
Lead: Hugh
Cairns

Workforce
reprofiling
Lead: Mary
Currie

• Improve consultant output

• Procurement of electronic job planning
tool
• New electronic rostering system
introduced

• Review staffing roles and mix in key
areas
• Develop workforce planning skills
across the Trust

Areas for focus:
• Wards x 3 (tbd)
• Clinical scientists
• Allied Health Professionals

4. Performance, data and IT systems
PROJECT

Business
Intelligence
Lead: Peter Fry

Information
systems
Lead: Colin
Sweeney

OBJECTIVES

• Improve timeliness and accuracy of
business intelligence reporting

• Improve electronic communications
with GPs
• Move to a paperless outpatient service

CURRENT STATUS

• New structure for business intelligence
function agreed

• All local GPs now receive clinic and ED
letters via email
• 50% of surgery/urology clinic is
paperless
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Report to:

Board of Directors

Date of meeting:

22 February 2011 (Carried forward from BoD 25 January 2011)

Subject:

Proposed Annual Planning Process 2011/12

Author(s):

Jacob West

Presented by:

Jacob West

History:

KE, Monday 17 January

Status:

Report

Background/Purpose
To inform the Board of Directors of the proposed process for annual planning for 2011/12

Action required
The Board is asked to note the proposed process for completing the 11/12 Annual Plan and
associated documents
Key implications

Legal:

The Trust has a requirement to produce an Annual Plan for Monitor

Financial:

The Annual Plan will be supported by a financial model setting out
the financial projections for the Trust

Assurance:

The Annual Plan will set out activity, financial projections and
strategic milestones, against which performance will be monitored

Clinical:

The Annual Plan will be an important document for setting clinical
priorities for the Trust

Equality & Diversity:

The Annual Plan confirms the Trust’s commitment to ensuring
equality for its diverse patient and staff groups.

Performance:

The Annual Plan sets the high level targets and milestones against
which performance will be managed over the next 3 years

Strategy:

The Annual Plan will set out the Trust’s refreshed vision, strategic
objectives and milestones

Estates:

The Annual Plan includes a specific section on the Capital
Programme
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Reputation:

The final version of the Annual Plan becomes a public document
once submitted to Monitor

Other:(please specify)

1.

Context and 2010/11 Annual Planning

The Trust produced a 2010/11 Annual Plan for Monitor in a new format, which provided
more detailed information on strategic objectives and proposed milestones, over a 3 year
period, than had been previously included.
It is not yet know what the requirement will be for the Monitor Annual Plan for 2011/12, but it
seems unlikely that the format would change again radically.

2.

Outputs of the Annual Planning Process





Annual Plan for submission to Monitor (end May)
Short form annual plan for communication to staff and key stakeholders
Divisional business plans
(input into) KHP business plan

3.

Proposed Annual Plan Process

3.1

Trust Strategic objectives

There were extensive discussions at the beginning of last year to debate and revise the
vision for King’s and to agree the 9 strategic objectives which were included within the
2010/11 Annual Plan, with associated milestones over 3 years.
It is proposed that the strategic objectives for 11/12 and beyond are informed by:
 A review of the external environment (Strategy Committee 27 Jan)
 A review of 2010/11 successes and challenges (with SLT 2 March)
 A debate with senior leaders regarding key priorities for the Trust (SLT 2 March)
Ongoing discussions with KE, BoD, divisions and senior leaders will iterate the draft Trust
strategic objectives.
3.2

Commissioning and financial planning

Based on the 11/12 tariff and Operating Framework, contract proposals are now being
generated which will be shared with the PCTs by the end of January. This will allow draft
budgets to be set and savings targets to be identified. The Finance and Performance
Committee will review the Operating Framework and emerging savings plans. Ongoing
discussions will occur at KE, and with the Divisional Managers at the Performance
Improvement Group.
Guidance indicates that contracts should be signed off by the end of February, but this will
be very challenging.
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3.3

Compliance and performance targets

The performance framework for the Trust will be informed by CQUINs, the Operating
Framework, and the Monitor Compliance Framework (currently out for consultation).
The April Finance and Performance Committee will review 10/11 full year performance and
sign off targets for 11/12.
3.4

Divisional planning

It is proposed that Divisional Managers, Clinical Directors and Heads of Nursing are involved
early on in the process, participating in the review of 10/11 and shaping the Trust’s strategic
objectives going forward. Divisional Managers will also be responsible for the production of
local plans for their divisions, which will include specific strategic objectives, key
performance targets and activity and financial plans. It is proposed that the strategy team
works with each division to arrange workshops / planning sessions in February or March with
key staff. Divisional plans will need to be closely aligned with relevant CAG plans.
3.5

Engagement

We will need to ensure that staff and other key stakeholders are appropriately engaged in
the annual planning process. Trust senior leaders will be responsible for engaging staff
within their areas. Discussions with the governors and members will be via the governors’
strategy group, the BoG and community / members events.
3.6

KHP Business Planning

Alignment with GST and SLAM annual plans will be co-ordinated via the KHP Strategy
Group, as previously, which also influences the production of the KHP Business Plan.

4.

Outline timetable

A detailed timetable of activities and meetings supporting the annual planning process will
need to be worked up in more detail. Some of the key activities and dates are shown below.

Activity / Milestone
Draft timetable and process agreed at KE / Board
Overview of Operating Framework – Finance and Performance
committee
Review of external environment – Board Strategy Committee
Process discussed with Board of Governors
Divisional planning sessions
Review of 10/11 and key priorities for 11/12 – Senior Leaders Team
Community events
11/12 Performance targets signed off – Finance & Performance C’ttee
Draft Annual Plan to Board of Governors
Final version of Annual Plan approved by Board of Directors
Submission to Monitor

Date
17 / 25 Jan
25 Jan
27 Jan
10 Feb
Feb/March
2 March
31 March/24 May
19 April
10 May
24 May
27 May

Page 3

Enc. 2.10

Equality & Diversity Committee
Annual Report
April 2009 – March 2010

1.

Introduction

The leadership of Kings College Hospital is committed to equality and inclusion in all we
do, as this is an integral part of our values agenda. Kings is also a hospital serving a
richly diverse population, all of our services and our policies need to be fair and provide
equality of access. We endeavour to ensure that our workforce is as representative as
possible of the population we serve, which means being open to the value of differences
in age, disability, gender reassignment, marriage and civil partnership, pregnancy and
maternity, race, religion or belief, sex and sexual orientation.
We try to ensure that our recruitment, promotion and discipline procedures and policies
are sensitive to these differences, and we try to root out bullying and harassment in all
corners of the organisation. We think we have an obligation to do this as a public sector
organisation, and we think that doing so makes us a hospital better able to treat our
patients, and a better place to work.
The Equality & Diversity Committee (EDC) is a Committee of the Board that monitors
equality and diversity issues relating to the provision of services to patients,
employment, academia and procurement practice.
This report covers the meetings of the EDC from April 2009 to March 2010 to coincide
with the Trust’s financial reporting period.
2.

Scope and Membership of the Equality and Diversity Committee

The EDC is responsible for ensuring that the Trust’s strategic vision as a provider of
health care services and employer is turned into reality for all patients and staff,
irrespective of background.
The EDC is chaired by Maxine James, Non-Executive Director, and includes the Trust
Chair, other Non-executive Directors, Executive Directors including the Chief Executive
and a range of staff representatives (for a full list of members see the Terms of
Reference, attached as appendix 1). Other persons may attend at the invitation of the
Chair but they are not members of the Committee.
The EDC meets quarterly. There is a standing item at every Board meeting to receive
reports and minutes of meetings from Board Committees including the EDC. The Trust
Board is responsible for compliance with equalities legislation and NHS policy.
3.0

Progress Report

The Trust’s equality goals are outlined in its Single Equality Scheme and six Director-led
Equality Action Plans. Responsibility for the delivery of the action plans rests with the
identified Executive Director lead. Each Executive Director reports annually to the EDC
on progress and performance against their action plan. In 2009/10 the EDC received
progress reports on each of the action plans (a full list included in appendix 2).
This section summarises some of the key issues considered, under the following
headings drawn from EDC’s terms of reference:
 To ensure that diversity management is mainstreamed within the Trust’s
performance management framework

2






To ensure fair access and equity of service provision to the Trust’s diverse patient
population
To evaluate the provision of services and allocation of Trust resources to patients
To review Trust policies and practices and to ensure conformity with the legal and
national policy framework
To ensure that the analysis of performance data is influencing the development of
Trust action plans

3.1

Mainstreaming Diversity Issues

Facilities and Access
Progress has been made during the year by the Capital Estates and Facilities
Department (CEF) to address disability issues within the Trust, including:






Work with a wheelchair bound renal patient to better understand the difficulties
he faced.
Staff use of Hearing Loop tester to gain an understanding of what it is like to
have a hearing aid.
CEF Working in partnership with Human Resources to update the Car Parking
application form to include a detailed assessment of Disability Discrimination Act
(DDA) needs.
Work to include lift in Camberwell building
Review of signage and Braille in the lifts

Leadership & Corporate commitment
The level of executive commitment has increased over the year: progress had been
made in developing a clear vision and goals, and the CEO Brief now features an item
each quarter on equality and diversity. In addition, the Chief Executive attends network
meetings once a quarter.
A number of measures to promote equality and diversity have also been developed
including the establishment of a target for Equality and Diversity training, and there has
been an increase in senior-level support for the Trust’s staff-led diversity groups.
In February 2010, the Chief Executive reported to the Committee that KCH had been
selected as one of six participants in an NHSI Board development pilot programme. The
majority of this work would take place during 2010/11.
Staff-led diversity networks.
The Trust has three staff-led diversity networks, the Cultural Diversity Group, the
Disability and Deaf Staff Group and the Lesbian, Gay, Bisexual and Transgender Forum.
Work has been undertaken to raise the awareness and attendance at these groups.
Additional notice boards, for example in the Mezz, have been placed around the Trust in
order to inform more staff about the network meetings and contact details. This is
particularly important for staff who do not have internet access to be able to get in touch
using alternative forms of internal communications and information.
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The Trust was also participated in the National benchmarking survey for Disability
Standard 2009 and achieved the silver award.
In 2008, the Trust developed the Disability Charter, which outlines our ethos regarding
employing disabled people. During 2009/10 the Trust continued it awareness-raising
campaign and posters of Charter were placed in prominent positions across Trust.
3.2

Fair access and equity of service provision

Religion / spirituality in healthcare
The Committee explored culture and diversity in the provision of palliative care and its
implications for clinical care. Quality of care, choice/involvement, patient tiredness and
implications for practice were discussed.
The Chaplaincy also update the Committee on the issues improvements and challenges
currently faced by the department.
One example is the new leaflet for patients,
relatives, carers explaining the chaplaincy service.
The Chaplaincy team have continued to develop new initiatives as well as continuing
existing ones such as the:
 ‘time to remember’ ceremonies for those who have lost babies
 completion of the refurbishment of the multi faith prayer room
 introduction of a multi faith calendar to ensure staff awareness of important dates
in the religious calendar
Research and Development:
There are numerous research and development initiatives that are being undertaken
within the Trust. Research suggests that some groups tend to experience a higher
burden for certain diseases and premature mortality. For example, Type 2 diabetes is up
to six times more common in people of South Asian descent and up to three times more
common amongst those of African and African-Caribbean origin. The prevalence of
stroke among African Caribbean and South Asian men is 70 per cent higher than the
average. South Asian people are 50 per cent more likely to die prematurely from
coronary heart disease than the general population (Health Survey for England, 1999).
Projects specifically related to diseases more commonly found in black and minority
ethnic (BME) communities, such as those represented in the local area include
internationally recognised research in the areas of diabetic care and sickle cell disease.
These projects continue to deliver improvements in the understanding and care of these
conditions.
Other examples include studies in ischaemic heart disease which has a high prevalence
locally. Explorations of the biological basis and management of liver hepatocellular
cancer. This is especially relevant to our population which has a high incidence of viral
hepatitis.

4




Ischaemic heart disease is highly prevalent locally and a number of projects are
underway exploring the use of stents during cardiac surgery. These potentially
will identify the best way to manage patients with extensive disease.
Liver hepatocellular cancer. Again this is a disease with a high prevalence in the
local population, related to the incidence of viral Hepatitis. Initiatives in
understanding the processes that take place in hepatocellular cancer and
transplantation of hepatocytes are important given the paucity of liver donors.

In dentistry a project is currently underway exploring the needs of individuals with a wide
range of disabilities, concerning their dental care. A recent survey of patients with
diabetes, liver disease and HIV identified that all groups experienced difficulty in gaining
access to dental services outside those offered by the Trust, in part related to
perceptions of stigma.
In addition, there is an ongoing project exploring the dental care of individuals with
learning disabilities.
The committee learnt that following the successful establishment of the Academic Health
Sciences Centre, the R&D team are developing joint approaches across the partners. It
is envisaged that this will lead to novel partnerships, directed toward deriving benefit for
the KCH community. The impact of KHP on the strategy was noted, particularly its
significance in shaping academic partnership. The PSSQ Centre has also been
significant in strengthening research capacity by arranging research secondments from
amongst Trust staff over the last year.
Involving different equality groups
The Trust continues, through its Public and Patient Involvement team to involve the different
equality groups within the local community.
The Engagement Guide, Emergency
Department consultation and Membership Development Strategy were examples of how the
Trust was involving different groups.
The under-representation of younger members has been a recent focus. There was a large
young BME population in the local area but the Trust’s only relationship seemed to be with
Lambeth College, therefore plans have been put in place for reaching out to more young
people.
Membership is only open to those over 16 making schools a limited opportunity for
recruitment. The 16-18 age group was a highly transient population with many students
moving elsewhere to study or work. It appeared that members, when signed up in their ‘20s,
remained longer and, therefore, were a better target group.
In terms of classifying younger people, the age range commonly used by foundation trusts
was 16-35. Monitor’s age bandings were less meaningful with members classified as 16-21,
or over 21. The Trust had a target to recruit 1,000 younger people (16-35) over 3 years and,
although on track last year, the cost implications of recruitment through direct mailing, and
the lack of resources to go out to colleges, meant that it was unlikely this target would be
achieved within the planned time.
The Trust’s partnerships with other educational institutions – London South Bank University
and King’s College London offer further opportunities for reaching local students, some of
which are already being pursued.
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3.3

Evaluating the provision of services and allocation of resources

Procurement
The Committee received a report from Procurement which focuses on three main areas:




Opportunities for local suppliers to supply the Trust.
Making staff aware of their roles as procurement specialists.
Ensuring that supplier procedures recognise equality and diversity issues.

A new automated system for the supply of low cost items has been put in place which
should increase the opportunities for the use of local suppliers.
The committee noted the increasing value of business awarded locally and that the Trust
appeared to be making greater increases in the value of business awarded locally than
its peers in the London Procurement Group.
3.4

Trust’s compliance with legislation and national policy

Staff Experiences – review of disciplinary & capability procedures;
In September 2008, the Equality and Diversity Committee (EDC) requested an
independent review into the application of formal employment procedures at King’s in
respect of: discipline, capability and grievance. The request was in response to local
data indicating that disproportionately higher numbers of BME staff were involved in
disciplinary procedures than other ethnic groups. Medical staff were not included in the
Review.
Professor David Guest from PSSQ led this study, guided by a Steering Group chaired by
Dr Angela Grainger and comprising senior managers and staff representatives. The
agreed Terms of Reference which set out its purpose were:
–
–
–

To help identify opportunities and priorities for improving the effectiveness and
fairness of KCH disciplinary, capability and grievance policies and procedures
To input appropriately on the emerging themes from the review
To consider recommendations and contribute to the development of an action
plan

NHS Employers has simultaneously identified that BME staff across the NHS may be
over represented in disciplinary processes. In collaboration with the NHS Institute of
Innovation and Improvement and the Centre for Inclusion and Diversity at the University
of Bradford, a research project has been initiated to collect and analyse statistical data
on the ethnicity of those subject to the disciplinary processes and to identify good
practice. King’s is one of a small group of NHS organisations represented on the
working group to shape this project.
David Guest presented the findings of a review of King’s disciplinary procedure which he
had undertaken to the Committee during the second half of 2009. Their conclusions
were that:
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1. Few serious problems with the disciplinary process at KCH were found.
2. There was little objective evidence to suggest that cases were not treated
consistently.
3. Overall, the cases entering formal procedure were appropriate.
4. The same person can initiate and investigate a case.
5. There is a general perception that the disciplinary process would be improved if
managers and others were trained and supported.
6. Data quality was not good and case files were difficult to access.
7. That the Trust follows the ACAS Code of Practice.
It was also noted by the committee that those disciplined were less likely to adhere to King’s
behaviour code and this manifested itself mainly in poor timekeeping and in their
interpersonal relationships with colleagues.
Generally, the findings suggest that management delayed or avoided taking the formal
disciplinary approach. This was possibly due to lack of experience with the formal process.
Feedback from the focus groups indicated that, on the whole, it was a fair process. There
was no evidence of systematic discrimination in terms of staff’s ethnicity or age.
The Committee also noted that:
 There was a general lack of awareness of the process
 A large number of non-unionised staff who do not have access to experienced
support from stewards
 The immense pressure on a staff member due to the grievance process that can
cause, for instance, hospitalisation
 Possible impact on future career of taking a grievance out against a manager, e.g.
references
 The process currently allows the same individual to gather information and judge the
same case, therefore bias was possible
The research did not find evidence of discrimination in application of the disciplinary process.
However, the recommendations did address improved managers’ training to ensure a
consistent process and advice on dealing with union representatives. The phenomenon of
why certain groups were more likely to be the subject of formal discipline action remained
unanswered.

The recommendations relate to the dissemination of information, the clarity of the
disciplinary process and training in the disciplinary process.
The Committee noted that the primary concern of over representation of BME staff with
respect to disciplinary capability and grievance has yet to be explained or managed to a
more representative level.
Staff Experiences – Bullying & Harassment
Over a number of years the Trust has made tackling ‘staff on staff’ bullying and
harassment a key workforce priority. King’s was one of the first NHS organisations to
adopt a policy on managing bullying and harassment and to provide a bullying helpline.
The King’s model has been replicated by other NHS organisations.
In 2006, King’s drew up an action plan which was planned to reduce the reported rates
of bullying at King’s. The plan was discussed at the Equality and Diversity Committee
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(EDC) and agreed with staff side at the Joint Consultative Committee (JCC). The Trust
embarked upon a high profile anti-bullying campaign which involved ‘Ban Bullying’
events, a poster campaign and a cascade team brief.
The Trust has put in place clear processes for dealing with reported cases of bullying. In
the national staff survey King’s scores well on staff confidence in Trust processes to deal
with bullying, harassment and violence. In the 2008 staff survey, KCH was rated as
above average in this area compared with other English acute trusts and had the second
best London result.
Nonetheless, in common with other London Trusts, the number of staff reporting bullying
is rising. In the 2008 staff survey, 28% of KCH respondents reported that they had been
bullied by a colleague and/ or manager, compared to 19% in 2006.
If the Trust is to effectively promote dignity and respect in the workplace its actions will
need to go beyond consideration of policy and procedure. The Trust needs to
systematically work towards creating a positive work culture which has at its heart a
commitment to working together and supporting and collaborating with colleagues. The
current initiative to develop organisational values is expected to underpin new
approaches to addressing these difficult issues.
Trained independent assessors sit on stage 1 grievance panels whenever an allegation
of bullying, harassment or discrimination is considered. The role has recently been
extended to include attendance at other types of formal meetings (e.g. disciplinary,
capability or appeals against formal sanctions) when the member of staff has made a
counter allegation of bullying, harassment or discrimination. A new cohort of
independent assessors was trained in May 2009.
PMETB Survey - undermining
The survey is a national survey run annually by the Postgraduate Medical Education and
Training Board and all recognised medical trainees are required to complete it. The
questions are based on the PMETB generic standards. The most recent survey took
place between January to March 2009 and the results were published in June.
There are two questions in the survey designed to illustrate trainees' experiences. The
generic standard requirement is:
‘Trainees must not be subject to, or subject others to behaviour that undermines
their professional confidence or self-esteem’
The Committee considered the results of the national Postgraduate Medical Education
Training Board (PMETB) Survey of Trainees 2009. The results provided information on
areas where trainees had reported bullying within Kings by speciality.
In 2007/8 the Committee had been concerned about the results, and as a result had
developed and implemented a Trust-wide action plan. Working collaboratively between
the Post-Graduate Medical Education Centre, HR and the divisional managers the
Committee was encouraged to learn that there had been overall improvements on the
previous survey and specific actions are being taken to address specialities which
reported high levels of undermining behaviour.
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However, there were two specialities where the results were of concern. A specific
action plan was put in place to address the issues in these two specialities, as well as a
cross-cutting action plan across the junior medical staffing body within the Trust.
Diversity awareness training
Since 2005, the Trust has provided diversity awareness training through Garnett
Foundation theatre workshops to over 3,500 staff. In addition all new starters since
September 2007 have received diversity awareness training via the Trust’s corporate
induction programme. All staff will have received some form of Diversity Awareness
training by 2012.
Disability Network Advisors
The Trust has recently developed the role of Disability Network Advisors. Staff with an
interest in disability issues, most of whom have a disability themselves, have received
training on advising on disability issues and supporting staff with disabilities.
Stress Assessment
The Trust successfully piloted a management workshop on stress management which
included training on carrying out group and individual stress assessments. A number of
workshops took place during autumn 2009.
Organisational Values
In 2009, King’s initiated a project to identify and define a set of organisational values.
The first phase is all but complete and will launch a longer term programme as values
are absorbed into the fabric and psyche and become the catalyst for cultural change.
Management Training
Interpersonal issues between staff need to be resolved at the local level as close to
source as possible. Managers need to develop confidence and skill in dealing with
workplace conflict quickly and sensitively to minimise the risk of problems developing
into long standing issues. Formal processes can be appropriate but they tend to
polarise positions and/ or become adversarial making local resolution harder to secure
and a return to normal working much less likely. King’s is developing a workshop for
managers on basic conflict resolution skills with a focus on managing working
relationships, early intervention and mediation skills. The Trust piloted the workshop in
November 2009.
Learning from other Trusts
As part of the Trust’s on-going commitment to eliminate bullying and harassment,
Stephen Morris from BSUH NHS Trust was invited to talk to the Committee. BSUH have
established a Race and Equality Commission as a result of the need to shift the in
organisational culture following numerous employment tribunal cases regarding
discrimination and harassment within the Trust.
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He noted that fundamental change was required across the entire organisation with a
need to transform the behaviours, mindset and attitudes of staff across the Trust.
3.5

Analysis of performance data to influence the development of action plans.

Access to employment
The Trust examined its access to employment by commissioning Pearn Kandola to
undertake review of recruitment and selection processes. The findings from their review
suggested that the Trust’s assessment centres improve the fairness and effectiveness of
recruitment practices. As a result, the Trust increased it’s usage of assessment centres
The recruitment and selection course was revised and all King’s staff who sat on
recruitment panels were expected to attend. In addition, changes were made to nonmedical recruitment panels for positions that were band 7 or above to ensure that there
was appropriate ethnic and gender representation.
4.

Future Development

We recognise that in order to make any measurable progress on the delivery of our
objectives, we must target our activity. To this end, we have continued with our actionplanning approach to equality with the 2009-12 action plans identifying specific actions
under each outcome area. The current action plans have been informed by the
Standards for Better Health framework, reviews of progress against the 2006-09 action
plans and good practice in other parts of the NHS.
5.

Recommendation

The Committee is asked to note this report and offer any comments.
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Appendix 1: Equality & Diversity Committee Terms of Reference

NAME OF COMMITTEE/
POLICY GROUP

Equality & Diversity Committee

CHAIR

Maxine James, Non-Executive Director

SECRETARY

Assistant Board Secretary

MEMBERSHIP















Trust Chair
Non-Executive Directors
Chief Executive
Executive Director of Workforce Development
Executive Director of Nursing and Midwifery
Chair of the Cultural Diversity Group
Associate Director of Communications and Marketing
Assistant Director of Employee Relations
Director of Procurement
Consultants’ Committee Member
Chair of Staff Disability Interest Group
Staff Side representative
Chair of Lesbian, Gay, Bisexual & Transgender Forum

By Invitation



Chaplaincy representative
External representative

FREQUENCY OF MEETINGS

Quarterly, with Annual Report to the Board to accompany the
Trust Annual Report

QUORUM

One Non-Executive Director and Two Executive Directors

MAIN PURPOSE OF COMMITTEE

In the context of the Trust’s Single Equality Scheme, to
monitor the access to and equity of the provision of the
services to patients; to monitor employment and procurement
practice and policies; and to ensure the effective
communication of the Trust’s Equality and Diversity
programmes to Trust stakeholders.
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TERMS OF REFERENCE

1. To ensure that diversity management is mainstreamed
within the Trust’s performance management framework, to
obviate the need for this Board Committee.
2. To ensure fair access and equity of service provision to the
Trust’s diverse patient population.
3. To evaluate the provision of services and allocation of
Trust resources to patients against the criteria of:
 geography
 socio-economic status
 demography (e.g. gender, ethnicity, age, disability)
4. To review Trust policies and practices and to ensure
conformity with the legal and national policy framework
5. To ensure that the analysis of performance data is
influencing the development of Trust action plans.
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Appendix 2 Reports to the Equality and Diversity Committee in 2008/9
1. Progress Reports on Single Equality Scheme Action Plans.

Subject

Presenter

Meeting

Health, Strategy and Services
Workforce
Leadership
Research & Development
PPI/Partnership

Roland Sinker
Angela Huxham
Tim Smart
Tim Newton
Jane Walters
Jessica Bush
Simon Taylor
Ahmed Toumadj

23 February 2010
4 June 2009
15 December 2009
29 September 2009
15 December 2009

Procurement
Facilities & Access

2.

23 February 2010
4 June 2009

In addition the EDC received reports on the following:

Subject

Presenter

Meeting

Religion/Spirituality and
Healthcare
Harassment and Bullying

Dr Jonathan Koffman

4 June 2009

Keith Loveridge

Race equality change programme
Disciplinary Project Progress
Report

Stephen Morris
Angela Huxham
Professor David Guest

PMETB Report

Mr Tj Lasoye

Recruitment Action Plan

Angela Huxham

4 June 2009
29 September 2009
29 September 2009
29 September 2009
15 December 2009
23 February 2010
29 September 2009
23 February 2010
29 September 2009

3. Diversity theme updates:

Diversity theme

Presenter

Meeting

Religion & Belief
Sexual Orientation

Phyllis Manners
Mark Graver

4 June 2009
23 February 2010
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Appendix 3: Committee Self-Assessment 2009/10

Issue

1

2

3

A: Establishment
Does the Committee have written terms of
reference that adequately and realistically
define the Committee’s role in accordance
with the NHS regulatory framework and the
Trust’s own Constitution and Standing
Orders. (To include details of membership,
frequency of meetings, authority, duties and
reporting procedures.)

Priority

Yes

No

N/A

Comments/Action

Will need to review to check in line with recent
legislation and Kings Values policy

1

Y

Are the terms of reference reviewed annually
to take into account governance
developments and the remit of other
committees within the organisation?

1

Y

Are the terms of reference regularly approved
by the board?

1

N
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Only if substantial changes are proposed.

Issue

4

B: Composition
Has the Committee been provided with
sufficient membership and authority to perform
its role effectively?

Priority

Yes

No

Appropriate size



Suitable skills of members



Quorum arrangements defined

Comments/Action

1
Numbers are adequate but some thought needs to be given to
representation from other groups in the Trust.

Y



N
/
A

N

Training required for members

Y

5.
Does the Committee include members who are
independent of the management team?
6

7

Does the Board ensure that independent
members have sufficient knowledge of the
organisation to identify key risk areas and to
challenge line management on critical and
sensitive matters?

Access to Board papers and all
necessary information

Meeting with relevant managers
Are members, particularly those new to the
Committee, provided with the necessary
induction and training.

1

Y

Chair of JCC and Staff Network chairs.

Yes there is information provided but members do need reassurance
to feel confident to speak out on issues of concern.
2
SMART objectives and targets needed that would fit within a
performance management system. This would help with independent
verification.

Y
Y

N

2

15

Nothing formally provided. Propose new members have a briefing
with the Chair and a N.E.D. and training in EQD issues

Issue

Priority

Yes

No

N
/
A

Comments/Action

C: Reporting Structure
8

Does the Committee report regularly to the
Board?

9

10

11

12

1

Y

Minutes circulated with BoD agenda. Chairman of BoD also ask
Committee Chairs if they wish to draw the Board's attention to any
specific issues.

Has the Committee formally considered how it
integrates and cross-refers with other
Committees?

2

Y

Needs to be reviewed if integration is to be delivered.

D: Work Plan
Does the committee have a plan of matters to
be dealt with over the coming year?
 Timetable produced showing topics to be
discussed at each meeting
 Flexibility to cover new/emerging issues

2

Y

Does the committee monitor progress against
the work plan at regular intervals?
Are changes to the Committee’s current and
future workload discussed and approved at
Board level?
 Annual review of Terms of Reference and
its relevance
 Board approval of Terms of Reference

Y

2

Y

2

Y

Equality schemes are approved by the Board and include action
plans.
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13

14

15

Issue
Priority
Does the Committee have a mechanism to keep
3
it aware of topical, legal and regulatory issues?

Standing agenda item

Member assigned with portfolio role
for legality/regulatory issues

E: Resources
Has the Committee formally assessed whether
there is a need for the support of a “Company
Secretary” role or equivalent? (This may be a
relevant professional lead in this area.)
Has the Committee considered the costs that it
incurs: and are the costs appropriate to the
perceived risks and the benefits?

Yes

No

Y

N/A

Comments/Action

Relevant leads ensure committee is kept up to date. Standing
agenda item being introduced to keep Committee up to date with
national and regional equality issues.

Some work is necessary to ensure continuity of support to the
Committee.
3

N

3
N

The Committee’s activities focus on ensuring that the Trust meets its
statutory duties. A small number of commissioned pieces of work
has taken place.

 Attempt to quantify the ‘cost’ of each
annual cycle of the committee programme and
assess relative to its performance

16

F: Meetings of the Committee
Does the Committee meet the appropriate
number of times to deal with planned matters?

Frequency of meetings

Additional (exceptional) meetings
arranged if significant issues arise / decisions
required

1

Y
4 times a year. Sometimes feels rushed. Need to ensure 2 hours for
the meetings.

17

Issue

Y

2

Y

2

Y

2

Y

H: Annual Review
Does the committee assess its effectiveness
periodically?
Does the committee prepare an annual report to
be presented to the Board?

2

Y

2

Y

Does the Trust’s Annual Report include a
description of the committee’s establishment
and activities?

3

Y

Are the timings of committee meetings
discussed with all the parties involved?

18

Are committee meetings scheduled prior to
important decisions being made?
 In line with Board reporting timetable
To reflect committee reporting timetable

20

21
22

23

Yes

2

17

19

Priority

G: Papers and Minutes
Are Committee papers distributed in sufficient
time for members to give them due
consideration?
Are minutes received as soon as possible after
the meetings?

No

N/A

Comments/Action

Chair comments on draft minutes. Minutes are then circulated with
agenda for following meetings. Action points are circulated to all
relevant staff in between meetings.

Equality & Diversity Annual Report usually scheduled to be
presented to September Board after committee approval.
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Enc. 2.12
KCH Board of Directors Meeting
King’s Health Partners Update
A paper prepared by Prof Robert Lechler, Executive Director, King’s Health Partners
Presented by Prof Anne Greenough, Director of Education and Training, King’s Health Partners

1.0

Introduction and Context

This short report provides a brief update on the ongoing developments within King’s Health
Partners and seeks the support of the Trust Board across the range of these developments. It
builds on the regular monthly updates that have been provided over the last year and seeks to
open a discussion regarding what information the Board would like to receive, particularly
regarding the development of the Clinical Academic Groups.

2.0

CAGs & CAG Accreditation

The process of appointing the CAG leaders across all 21 CAGs were completed on 17th
December 2010, and all CAGs now have leaders/leadership teams in place. The CAG leaders
continue to meet regularly focussing on CAG accreditation and other topics of shared interest.

3.0

Performance Council

The Performance Council is now meeting monthly and beginning to oversee CAGs as they
move through the modular process of accreditation. Six CAGs have now completed Modules 1
& 2 and are starting work on Module 3. The success of the Performance Council is dependent
on the full engagement and input of the Partners and includes Medical Directors, Nursing
Directors, Operations Directors and Finance Directors. The Performance Council recently
recognised the importance of the recent publication of the NHS Outcomes Framework and the
KHP Executive will be working closely with Executive colleagues and the Partners in order to
ensure that the Performance framework for the CAGs remains meaningful, relevant and fully
grounded in the performance framework of the Partners as the foundation for creating “value
added” metrics.
The Board will recall that there were originally six KHP metrics. These have now been extended
to eight with the addition of Public Health and the integration of an approach to the mental and
physical health needs of patients. Work is underway to fully define what such metrics should
mean and how they can be applied to the CAGs. Professor Charles Wolfe is leading the
development of a Public Health Strategy for King’s Health Partners.
As noted in previous discussions, extensive work is required to ensure that Module 3 is fully
understood by the Partners and the CAGs to ensure appropriate corporate support is aligned to
support them. The development of service line reporting, alignment of performance
arrangements and tools where possible and feasible and integrated approaches to human
resource management are all likely to form key components of this, building on the work which
is underway.
A Joint Executive meeting will take place on 14th February 2011 and the agenda will be
developed around the four domains of Information Technology, Human Resources, Finance
and Estates and Facilities, each of which is being overseen by one of the Partner CEOs.
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4.0

Progress to date and pre-accreditation ambitions

The attached paper was presented to the Partners Board on 19th January 2011, in order to
develop the Partners understanding of what is required to be achieved in any re-accreditation
process. This document is intended to be an ambitious and thought provoking paper and
therefore to be regarded with a degree of poetic license and is not for wider circulation.
However, the Board welcomed the content as an important foundation for further consideration
of the aims to be achieved over the next two years.

5.0

Integrated Care Pilot

Jim Lusby took up his post as Director of the Integrated Care Pilot on 1st January 2011 and is
beginning the design phase. This work will focus on the frail elderly and urgent care in the first
instance: it is apparent that the relationship with the Medicine CAG, the Mental Health of Older
Adults CAG and the development of the community services within GSTFT will all be crucial
elements of this pilot. A consistent approach will need to be taken to performance management
and the development of financial models.

6.0

Fundraising

Building on the agreement to establish a KHP fundraising team funded by all the partners,
interviews will be held this week for the Director of KHP fundraising and for a Support post to
work on more local activities. This is a unique opportunity in UK health fundraising and we are
recognised to be leaders in this field.

7.0

Site Strategy

The CAGs have completed their responses to the development of the site strategy and these
data are currently being analysed and assimilated and will be discussed at an event for the
CAGs on 15 February. It is expected that various scenarios will need to be debated,
recognising key external drivers such as commissioning changes and the outputs from the
Healthcare for London programmes of work as well as the internal ambition stated within the
King’s Health Partners strategic framework. Preliminary considerations are likely to be given to
the development of cardiovascular, paediatrics, transplantation and cancer services.

8.0

Other KHP Developments


Guy’s and St Thomas’ and King’s College Hospital NHS Foundation Trusts announced
a new surgical procedure, Transcatheter Aortic Valve Implantation (TAVI) which is
less invasive than traditional treatment. King’s Health Partners now hosts one of the
largest TAVI programmes in the world.



The Times reported the news that a team of childhood allergy experts based at Guy’s
and St Thomas’ NHS Foundation Trust and King’s College London have launched the
EAT Study ('Enquiring About Tolerance') - a pioneering experiment which will test
whether feeding babies specific foods as part of an early weaning process can prevent
allergy later on in life.



King's College London scientists have shown, for the first time, how our brain 'wiring'
develops in the first few months of life using a new imaging technique that researchers
hope will shed light on the biological roots of a host of neurological and psychiatric
disorders.
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The Daily Telegraph reported that the youngest patient in the world underwent deep
brain stimulation surgery in an operation carried out by neurosurgeons at King’s
College Hospital NHS Foundation Trust.

Robert Lechler
Executive Director, King’s Health Partners

9th February 2011
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ENC 3.1

Report to:

Board of Directors

Date of meeting:

22 February 2011

By:

Jane Walters, Director of Corporate Affairs

History:

Board of Governors, 10 February 2011

Subject:

Governor Elections 2011 – timetable and process

1. Summary
The current term of office for most elected Governors will end in November 2011. In
accordance with the constitution, the Trust is preparing to hold elections for the
constituencies listed below. Governors who will be eligible to stand for re-election for a
further 3-year term are indicated in the right hand column below. Governors who are eligible
for re-election will need to satisfy the eligibility criteria for members, i.e. a) reside in the
boroughs of Lambeth or Southwark or b) have been a patient of KCH in the last 6 years.

Constituency Title

Name of Governor

Public
Lambeth North
Lambeth North
Lambeth Central
Lambeth Central
Lambeth South
Lambeth South
Southwark North
Southwark North
Southwark Central
Southwark Central
Southwark South
Southwark South

Ann Mullins
Christiana Okoli
Rashmi Agrawal
Cherry Forster
Saleha Jaffer
Timothy Mason
Tom Hoffman
vacant
Hedi Argent
Andy Alatise
Michelle Pearce
Michael Mitchell

Patient

Paul Corben
Tom Duffy
Andy Glyn
Lisa Hayles
Pida Ripley
Jan Thomas

Eligible for Re-election

Yes

Yes
Yes

Yes
Yes
Yes
Yes

Page 1

Constituency Title
Staff
Nurses and Midwives
Nurses and Midwives
Medical and Dentistry
Allied Health Professionals
Admin and Clerical
Support Staff

Name of Governor
Anthony Agosu
Nicky Hayes
Bruce Hendry
Mark Monaghan
Brady Pohle
Rowenna Hughes

Eligible for Re-election

Yes

Yes

2. Election Process
The process to be followed is set out in the election scheme which forms part of the
Trust’s Constitution. The formal stages of the mandatory process include a notice of election,
submission of nomination papers, publication of statements by candidates, a deadline for
withdrawal and the opening and closing of the period for casting ballots followed by the
declaration of the result.
There will be further information on the procedure for nomination and casting ballots in the
spring and summer editions of Members’ News.
Formal nominations will be sent to the election organiser who will mail ballot papers directly
to members of the Trust. As with the previous election, each candidate will have the
opportunity to provide a short written statement accompanied by a photograph.

3. Publicising Elections
In addition to publicising the elections in Members’ News, the Trust will need to use a range
of opportunities to encourage members to stand for election and to vote. Serving Governors
can help by coming to events to talk with members, and by identifying and encouraging
potential candidates from among their own range of contacts.
There are currently 3 events timetabled, which will provide an opportunity for promoting
candidature:
Community Event – 31 March (information stand)
Members’ Seminar – 10 May (presentations from serving Governors on the Governor’s role
and Q&A)
Community Event – 24 May (information stand)
Consideration is being given other ways of encouraging candidates to stand, and ideas are
welcomed from Governors.
4. Election Timetable
The proposed timetable for the 2011 election process is as follows:
Notice of election
Deadline for receipt of nominations
Final date for candidate withdrawal
Voting packs dispatched
Closing date for election

5 May
3 June
8 June
27 June
20 July
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Election results published
Shadow period for new Governors
New Governors begin term of office

22 July
September
November
1 December

–

5. Induction Programme for New Governors
There has been much interest in ensuring a smooth transition to the new Board of
Governors, and this is a key topic for the Governor Development Day on 8 February.
Planning for the induction of new Governors is a core element of this, as is the shadow
period for new Governors built in to the election timetable.
It is hoped that, by holding elections in the summer, newly elected Governors will have
sufficient time to familiarise themselves with their role, and the work of the Trust, before their
term of office officially begins on 1 December. Support and advice from serving Governors
will be a vital aspect of this familiarisation programme.
This will hopefully be explored in more detail at the Governor Development Day on 8
February.

6. Recommendation
The Board of Directors is asked to note this report.
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Enc. 3.2

King’s College Hospital Board of Directors
FINANCE & PERFORMANCE COMMITTEE
Minutes of a meeting held at 10.00am on Tuesday, 30 November 2010 in the Dulwich
Room, King’s College Hospital
Present:

In attendance:

Michael Parker (MP)

Trust Chair / Chair of Committee

Robert Foster (RF)

Non-Executive Director/ Committee Vice Chair

Martin West (MW)

Non-Executive Director

Alan McGregor (AM)

Non-Executive Director

Tim Smart (TS)

Chief Executive

Simon Taylor (ST)

Chief Financial Officer

Roland Sinker (RS)

Executive Director of Operations

Angela Huxham (AH)

Executive Director of Workforce Development

Geraldine Walters (GW)

Executive Director of Nursing & Midwifery

Mike Marrinan (MM)

Executive Medical Director

Ahmad Toumadj (AT)

Director of Capital, Estates & Facilities

Jane Walters (JW)

Director of Corporate Affairs

Jacob West (JW1)

Director of Strategy

Simon Dixon (SD)

Deputy Director of Finance

Peter Fry (PF)

Assistant Director of Performance & Contracts

Sue Field (SF)

Head of Capacity Planning & Service Development

Tooba Ahmadi (TA)

Committee Assistant (Minutes)

Item
No.

Subject

10/14

Apologies
None
Declarations of Interest
None.

10/15

10/16

Action by
whom &
when

FOR Approval
Minutes of the Finance and Performance Committee 26th October 2010
P4, Para 3 - 10/10: Replace J with G to read ‘A subset of KE (GW, MM,RS)’
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Item
No.

Subject

Action by
whom &
when

P4, Para 4 - 10/08: to read ‘...the potential cost to KCH and the risk that this
situation created to our reputation in front of funders, such as those associated
with the PFI’
P5 Para3 - 10/10: To replace Time with True to read ‘...the issue of True-up
and...’
Subject to these amendments, the minutes were approved.
10/17

Finance & Performance Committee: Action Tracking
09/54 Renal Performance Review
09/61 Liver Performance Review
10/46 Dental Performance Review
All moved forward to January 2011 meeting as there is no December meeting
2.1 On Call Managers Policy
RS commented that Action should be amended to “Review of the structure of
Back up” and the review will be reported in the spring.

RS

10/46 Dental Performance Review
TS raised concern that Dental CAG submission for the site strategy was
submitted without the agreement of the KCH members of the CAG. TS has
expressed his views to Robert Lechler on a number of issues. TS to present
this as an agenda item to the KHP Chief Executive meeting in January.

TS /MP
Jan 2011

010/161 Performance Report month 6- Radiotherapy Measure
RS clarified that the Trust does not provide radiotherapy services, as it is
outsourced to external providers, primarily to GSTT. The details of how the
pathway is delivered by other providers is available, but is primarily through
the cancer network of south east London.
10/05 F & I Cttee Tracker – Review Process in setting up contract
JW informed the committee she had checked as requested with GSTT and
SLAM regarding their process for declaring interests in contracts. They both
follow the same process as KCH, which is disclosure as part of the
procurement process. As KCH and GSTT procurement functions have been
combined, ST pointed out that it would be problematic to have different
processes operating within a combined department.

TS- next 5
Way Exec
meeting

TS suggested bringing alignment of KHP policies as agenda item in the
next 5 Way Executive meeting.
10/03 Committee ToR
RS informed the committee that the sub committee structure to Finance and
Performance Committee was in the process of being finalised, and would be
confirmed by the date of the next meeting.
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Item
No.

Subject

Action by
whom &
when

FOR REPORT
10/18

Finance Report Month 7
Simon Taylor presented the Month 7 report:
Deficit
The trust is in deficit Month 7. However, due to the funding of project Diamond
there was an improvement on the month of £0.5M. The funding was made
available in two parts – MFF on R&D funding and a one off transitional
amount.
Income
There have been significant movements. The changes in the contracting
arrangement of BMT activity is now recognised in the accounts. Haematology
has now included in the tariff an amount for condition management for
procedures 100 days after. This used to be billed separately; therefore there
is an adverse effect on income. The overall income has been improved due to
the payments received from a number of PCTs regarding last year’s over
performance allowing part of the bad debt provision to be released.
The Chair queried the reallocation of Breast, Vascular and Gastro services
between Divisions. RS informed the Committee that Vascular was moved to
Cardiac under the recent divisional restructuring.
ST explained the Forecast Outturn Position showing a break down by division.
The forecast showed the position both before and after impairment. There are
two main areas of concern, mainly the activity through winter and the ability of
PCTs to payi for any over performance.
TS said that it if the outturn forecast were achieved it would be a great
achievement in terms of delivering the CIPs. TS added that the Stage 2 CIPs
had been discussed in various Board meetings and recommended that if there
was any need for HR consultation in the next CIP stage, it will commence from
the second week of January. The reason for a delay is the fluctuation in
planned establishment reductions, as initially the numbers were higher and
have now decreased. TS informed the committee that it is anticipated that the
numbers will be even lower in January.
JW1 noted on the 30% point that PCTs are penalised for over performance
against the 08/09 baseline and queried whether any joint work is being done
with PCTs to exploit how community services can help manage increasing
pressures. RS assured the committee that there is joint work underway with
GSTT and meetings are being held with PCTs.
Capital:
Capital commitment against cash flow was discussed. There had been some
changes to the flow of schemes to accommodate the new outpatients
department being created in Unit 6.
The emergency department scheme has been split into 2 phases: phase 1 changes to the entrance and majors/mental health, and phase 2 -which
incorporates other changes within the overall scheme.
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Item
No.

Subject

Action by
whom &
when

RS added that Critical Care capacity is being expanded and as the area of
critical risk of the organisation, this scheme is being given increased priority
over other schemes.
MW queried whether there is back up in place for the Olympics and whether
the revised plan would affect any delivery plans and continuity of back up.
RS confirmed there is a systematic network and development plan for the
Olympics in place and the trust’s revised capital plan would not prejudice this
in any way.
MM queried how well changes are being communicated to the divisions that
have interest in the capital programme.
ST commented that draft plans would be looked into again with the divisions,
particularly in terms of outpatient activity modelling to inform decisions around
the planned new outpatient facility.
RF queried the cost of transferring services from Dulwich and how sure we are
that the plans are firm and will not change next year.
TS reassured that it was agreed with NHS Southwark that plans will be
consistent and reliable in terms of transfer of services and the trust’s position.
RS informed the committee that the issue of Renal services capacity was
being planned with GST for the future.
10/19

Performance Report – month 7
RS presented the report, and informed that a Month 8 report will still be
produced even though there is no meeting in December.
The Performance Report is still developing in two main areas: the Divisional
Summary and the Scorecard.
Trust Performance Summary
Performing well in the area of clinical effectiveness such as delivery of 18
weeks, delivery of care to patients within cancer target waiting times and
certain areas of Quality, notably, mortality.
Areas of Concern are:
1 - Emergency pathway to Hospital treating 95% within 4 hours.
Actions taken:
- Number of beds has increased in the trust by 24 for the duration of
winter, postponing the conversion of ward to discharge lounge.
- An intense day to day performance management of the organisation is
being carried out at senior level to ensure throughputs are maintained
and resolving any issues.
- There is also a trust wide weekly performance meeting looking at
previous 7 day performance and special topics for improvement such
as discharge planning or escalations.
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Item
No.

Subject

Action by
whom &
when

RS informed the Committee that two choices were being explored with regards
to providing support and IV antibiotics services at home :
- Community services
- Extending the current contract
A longer term solution involving the district nurses will be discussed with GSTT
as part of the transfer of community services.
2 - MRSA bacteraemia
Second area of risk as annual target breached at Quarter 2: Actions taken:
- A revised MRSA action plan has been put in place. Monitor visited the
trust recently to review progress against CIPs and MRSA action
planning.
HRWD Survey
Two main areas of concern: Trauma Emergency & Acute Medicine and Renal.
TEAM had improved in Month 6 and there is a comprehensive action plan in
place for both TEAM and Renal.
GW added that a wider internal emphasis on patient experience needed to be
maintained at a time of cost reduction for the trust.
Discussion was raised on how sensitively the results are captured by a score
card. TS pointed out that the score card does trigger areas of concern and
issues that F&P committee should explore on behalf of the Board further.
RS reassured the Committee that the Performance report is highly quality
focussed, and emphasis is being put in all areas, not only on finance and
operational efficiency. There is as much emphasis on MRSA and Infection
Control as there is on operational flows.
JW pointed out that although the trust is not achieving the new higher HRWD
bench mark of 86 % we are achieving 84%, which is quite high compared with
other trusts and there a range of areas where achievement is above the
benchmark, notwithstanding the need to improve in some areas.
Chair suggested, due to perception of the heat maps, the Executive Summary
should be expanded to give an indication of weighting measures.
RF commented that the report highlights the issues and that action plans are
drawn up but the report should also show a step change of what has been
done and show ownership to give the board assurance and adequacy of the
action plan.
RS highlighted that the report focuses in greater detail areas of concerns such
as MRSA and the Emergency department targets. Similarly if there was any
other area of concern where we are significantly off target a detailed report will
be provided to the committee on those issues. The report tries to balance
finance, efficiency and quality. Any area of concern should be flagged to the
executives to report to the committee in detail.
Enc. 3.2 Finance and Performance Cttee Mins 30 Nov 10- Confirmed
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Item
No.

Subject

Action by
whom &
when

RF flagged Environment to be an area of concern and would like to see the
step change in action planning. RS to provide further detail on Environment
and assurance of the action plan in the next meeting.

RS/AT
Jan 2011

TS commented that the heat map as a reporting style highlights instantly
where focus is required and we should continuously try to improve those areas
and push forward.
Chair queried how the Staff Capability could be explained as an issue scoring
4 Red and no Greens.
AH reported that score is an incorrect indicator of staff capability and informed
that the trust scorecard needs reviewing along the lines of the staff
management scorecard which is now significantly updated.
RS Dec
2011

RS suggested that the work plan for next year should include review of
the metrics.
Division Performance Summary Reports
Regulatory
Monitor:
RS reported that the trust has scored 1.5 in the Monitor governance risk rating
for Quarter 2, 1 for MRSA and 0.5 for MRSA screening (due to one single
unscreened case in cardiology). Controls are being re-introduced in
cardiology to improve to 100%. As reported earlier by TS the Trust will be Red
in the final quarter.
CQC:
The new benchmarking tool checks against multiple indicators and the trust
did well across all indicators expect for the national patient survey, which is an
area of concern.
TS added that the national patient survey was categorised as Red, Amber and
Green, and the trust’s performance scored Amber. However, now the CQC
publishes a more detailed analysis based on a number of specific questions.
The specific questions chosen by CQC are those that the trust performed
poorly in. Therefore, the report that will be published by CQC may raise
questions with Governors. TS assured the committee that actions are being
taken to improve performance in those areas.

TS
10/02/011

Chair suggested bringing the published CQC report as an agenda item to
the next Board of Governors’ meeting.
JW1 queried whether there are any sensible smaller external bench marks,
which we could use to compare against peer organisations.
TS informed the committee that it was decided not to participate in Dr. Foster’s
internal bench marking programme and instead proposed to encourage joining
a global bench mark of medical centres around the world.
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Item
No.

Subject

10/20

Treasury Management report
The Chair suggested moving the Treasury Report to Quarterly Reporting.
However, ST pointed out that this report is highly regarded by Monitor.
MW requested that Daily Cash Balances were moved from the Treasury
Report (pg7) to the Finance Report.

Action by
whom &
when

It was agreed to move essential sections from the Treasury Report and
produce the report for information in future.
10/21

ST
25/01/11

CIP update
RS reported on the Phase II CIP which is the cash releasing saving
(establishment reductions) for next year. KE has approved £15-26M cash
releasing savings against a £26M target.
A sub-set of the executive reviewed schemes that would deliver up to £26M
and of that £16M has been agreed by the executives. A detailed process was
followed to identify areas that would not affect patient safety and outcomes, to
release cash for next year. There was a detailed audit trail.
RS presented tabled CIPs in terms of High, Medium and Low risk. The
committee was also informed that in the CIP planning for next year, there are
certain areas that related to joint savings with GSTT ranking. RS assured that
High risk CIPs, which may have an impact on safety or outcomes, will not be
considered at the moment.
TS agreed with the proposal that RS presented to the committee and advised
to classify agreed high risk as an “acceptable risk” instead.
Chair suggested that NEDs should have another meeting with an executive to
discuss the Low, Medium and High risks in detail.
It was agreed to arrange an Executive & NED meeting to discuss the CIP
Phase II in a private session in further detail after the Board of Directors
meeting in December (Sam to arrange meeting).

RS/SD
14/12/10

Chair also suggested that the CIP packs should be marked
“Confidential”.
10/22

RS

2011 Committee Work Plan
The draft Work plan was discussed and it was agreed to bring this as an
agenda item back in January meeting.

10/23

TA

AOB
None
Date of Next meeting: Tuesday 25th January 2011
Time: 10.00

Venue: Dulwich Committee Room
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Enc. 3.3

Finance and Investment Committee
Closing Report
April – September 2010

1

Introduction
This report covers the period from April 2010 to September 2010. This coincides with
the point at which the Committee was replaced by the new Finance and Performance
Committee.
1. Committee Role
The main purpose of the Finance and Investment Committee was to monitor the
financial performance of the Trust and treasury function and to provide
recommendations to the Trust Board on a range of areas including budget setting,
treasury and cash management, capital investment and financial reporting. The
Committee oversaw the Trust’s commercial activities and all the Directors of KCH
Commercial Services Limited were members of the Committee. The Committee also
conducted ‘added value’ activities on behalf of the Trust in order to promote new
projects to improve the overall finance function and related processes.
2. Committee Framework
The membership and terms reference of the Committee were revised on a number of
occasions to reflect both the greater emphasis on cash management since becoming
a Foundation Trust and to include oversight of the Trust’s commercial activities. It
was chaired by Michael Parker, the Trust Chair and membership includes both
Executive and Non-Executive Directors. Meetings were open for all Directors to
attend.
The Committee met monthly from April 2010 to September 2010, excluding August
2010.
As part of the Trust’s review of Board Committees, it was decided to combine the
Finance and Performance Committees with effect from October 2010, and to move
the remit for oversight of Commercial activities to the new Strategy Committee
3. Work of the Committee Undertaken To Provide Financial Oversight
Finance Report
The Committee received a monthly finance report which covered:
a)
b)
c)
d)
e)
f)
g)
h)
i)
j)
k)
l)
m)
n)

Overall financial position with key headlines;
Financial risk rating ratios;
Income and expenditure performance by division;
Expenditure by type;
Cash flow projection;
CIP delivery;
Debtors analysis;
Creditors analysis;
Capital funding;
Capital expenditure;
Monitor risk rating.
Monthly I&E for financial year (actual and projected)
Monthly cashflow for financial year (actual and projected)
Monthly balance sheet for financial year (actual and projected)
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Treasury Management Report
The Committee received a monthly treasury management report which covered:
a)
b)
c)
d)
e)
f)
g)

Detailed cash flows;
Interest paid and receivable;
Use of working capital facility (actual and projected);
Liquidity and security of funding;
Bank relationships and ratings;
Gearing and interest cover;
Adherence to prudential borrowing limits.

The Committee also received the minutes of the Capital Project Progress and
Financial Review Group which provided detailed progress on the Trust’s capital
schemes and the Business, Resource and Strategy Committee.
Budget Setting
At the start of the year, the Committee received and discussed a number of papers
regarding the Trust’s budget setting process and financial components of the Annual
Plan. These covered:
a)
b)
c)
d)
e)
f)

Budget parameters and methodology;
Forward look of financial environments;
Proposed budget;
Proposed CIP allocations;
Projected income and expenditure accounts, cash flow and balance
sheet;
Projected Monitor risk ratings.

As a result of these discussions, the Committee recommended a budget for adoption
by the Trust Board and submission as part of the Annual Plan to Monitor.
4. Work of the Committee Undertaken to Improve Financial Processes
The Committee received reports covering various projects during the year aimed at
improving financial and related processes and the quality of information provided to
managers. These included
a)
b)
c)

Divisional budgeting;
Further development of the patient costing project;
Development of electronic patient status boards.

5. Additional Work Undertaken
During the period:
a)

The Committee considered progress reports and periodic
management accounts from the Trust’s commercial subsidiaries: KCH
Commercial Services Limited and Agnentis Limited;
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b)

The Committee kept under review the future development of the
Trust’s private patients’ service;

c)

The Committee considered the entry into a joint venture in respect of
pathology services with GSTS;

d)

The Committee considered entry into key overseas commercial
ventures to increase Trust income.

e)

The Committee reviewed the progress on the project to construct a
new Energy Centre

f)

The Committee reviewed the plans for expanding Critical Care
capacity

g)

The Committee received ain in depth demonstration of the Trust’s
Patient Costing and Service Line Management system.

h)

Considered the report by Price Waterhouse on the Trust’s financial
planning and reporting process.

6. Future Developments
Following an overhaul of the Trust’s governance structure, from October 2010 the
functions of the Finance Committee were merged with the Performance Committee
to form a single Finance and Performance Committee.
This will enable both operational and financial performance to be considered in the
round. It will also enable the regular monthly monitoring of performance against core
quality indicators alongside performance on national targets and compliance with
Monitor’s financial risk rating.
A separate Investment Committee will be established as a subcommittee of the new
Strategy Committee.
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