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Presented as part of the “Annual Report and Account 2010-2011” to Parliament
pursuant to the Health Act 2009 and supporting regulations, e.g. the National Health
Service (Quality Accounts) Regulations 2010 and Amendments Regulations 2011.
This report has also been prepared in accordance with Monitor’s Annual Report
guidance: NHS Foundation Trust Annual Reporting Manual 2010-11.
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Part 1. Statement on Quality from the
Chief Executive
In writing this Quality Account for 2010/11, staff working in
many areas of the Trust have been able to look at and think
about progress we have made to improve care for patients. The
development of the Quality Account has also provided us with a
chance to decide on, and commit to, further improvements for
patients that we will make this year.
I am very pleased that our Governors and other key stakeholders
from our local community have provided their ideas and
comments. This additional perspective gives me assurance that we
are concentrating on the things that really matter.
I am proud that our King’s “Quality Philosophy” is simple and
uncompromising:
• The safety of our patients is always our number one priority.
The old adage: “do no harm” holds true and we have a zero
tolerance of anything that puts our patients in harm’s way.
Tim Smart, Chief Executive
• Effective clinical outcomes are our prime reason to be here:
we want to see that our patients become better, and stay
well.
• A good and consistent experience of King’s services and care is fundamental; always,
every time. Looking after our patients’ needs, and doing it with respect for individual
dignity, is central to everything we do.

Progress and areas for improvement
We have made our care safer by reducing rates of MRSA bacteraemia infection by 15% last
year. However, we still recorded 16 cases. This is unacceptable to my team at King’s. We are
committed to providing world class patient care, and we will act further to reduce MRSA
rates this year. Our externally set target is ﬁve cases, which is extremely challenging, but we
have an ambition to record zero avoidable healthcare acquired infections. We will not be
tolerant of any behaviour which leads to avoidable infections.
We are making progress on clinical effectiveness too, with improved standardised mortality
rates that are ahead of many similar hospitals. This year, we are going to deliver even
better diabetes and end of life care to our patients. We will develop a way of measuring
clinical effectiveness which is meaningful to patients – focussing on conditions that are most
difﬁcult to manage and live with.
Our patients tell us that their experience of King’s care is generally good. They have also let
us know that there are some areas in which we should do better. We will focus on improving
the things that matter most to our patients: being treated with dignity and respect, being
involved in decisions, and the cleanliness of the hospital room or ward.
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The future
The future will be challenging.
King’s success is the result of a joint effort involving staff, patients and stakeholders, all
offering their views and ideas to shape our services. We also depend on the support of
commissioners and other healthcare partners – including other members of King’s Health
Partners Academic Health Science Centre (AHSC).
Delivering ever better quality requires strong and determined leadership. I am delighted to
welcome Professor Sir George Alberti as the new Chair Designate of King’s. His experience,
clinical leadership and commitment to quality will build on the work led in the last nine
years by Michael Parker. All of us at King’s thank Michael for his consistent advocacy of
quality, and the work he has done to make it the heart of how we try to do things.
Our Medical Director, Mr Michael Marrinan, has also strengthened his team. Three new
Assistant Medical Directors will lead key areas of quality improvement. They are:
•
•
•

Mr Tunji Lasoye - doctor training, appraisal and revalidation;
Dr Polly Edmonds - cancer services and clinical outcomes;
Dr Paul Donohoe - improving medical productivity and liaison with the Infection
Prevention and Control Team.

Finally, real quality is grounded in the core belief and commitment of everyone to the idea
of Team King’s. The values we developed last year as an organisation - ‘King’s Values’ - are
central to what we do. They are:
•
•
•
•
•

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

It is because our team at King’s believes in and tries to live these values that I have
conﬁdence we will do the things we have said we will do, and deliver care of increasing
quality. To reﬂect this, the King’s logo now embraces ‘V’ for the Values that run throughout
the organisation.
To the best of my knowledge, the information contained in the following Quality Account is
accurate.

Tim Smart,
Chief Executive
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A guide to the structure of this report

The following report summarises our performance and improvements against the quality
priorities and objectives we set ourselves for 2010-2011. It also outlines those we have
agreed for the coming year11(2011-2012).
First, we have detailed how we performed in 2010-2011 against the priorities and objectives
we set ourselves under the following categories: patient safety, patient experience
and clinical effectiveness. Where we haven’t met the priorities and objectives we set
ourselves, we have explained why, and outlined the plans we have put in place to ensure
improvements are made in the future.
Second, we have outlined our quality priorities and objectives for 2011-2012 under the same
categories: patient safety, clinical effectiveness and patient experience. We have detailed
how we decided upon the priorities and objectives we have set ourselves, and how we will
achieve and measure our performance against these. The regulated Statements of Assurance
are also included in this part of the report.
Finally, we provide other information to
review our overall quality performance
against key national priorities and
national key standards. We have published
the Statements from Commissioning
Primary Care Trusts, Overview and Scrutiny
Committees, and Local Involvement
Networks that outline their response to
this Quality Account.

1
This structure adheres to guidance for Quality Accounts within the NHS Foundation Trust Annual Reporting
Manual published by Monitor on 31 March 2011. We acknowledge that this differs to that outlined in the Department
of Health’s Quality Accounts 2010/11 Toolkit.
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Part 2. Priorities for Improvement and
Statements of Assurance
Our Quality Priorities and Objectives for 2010/11
Summary
The table below summaries the speciﬁc priorities and objectives we set ourselves for Safety,
Patient Experience and Clinical Effectiveness in 2010/2011.

Patient Safety
Priorities and Objectives

Patient Experience
Priorities and Objectives

Clinical Effectiveness
Priorities and Objectives

1. Reduce hospital acquired
infection

3. Improve patient experience

5. Demonstrate best 20%
mortality performance
amongst peers

To meet/exceed target reductions
set by national bodies:
• MRSA target – 9
• C. Diff target - 162 (national)
• C. Diff target - 88 (locally agreed)

2. Reduce serious incidents

To reduce the number of incidents
with a high degree of harm

• Transformation programme to
improve patient experience
• Achieve target satisfaction scores
for CQUIN patient experience
metrics
• To achieve How Are We Doing
(HRWD) inpatient benchmark
• Implement outpatient survey in
main outpatient Suites and the
Emergency Department

4. Eliminate mixed sex
accommodation
To virtually eliminate mixed sex
accommodation
by April 2011.

9

To achieve top 20% benchmark
performance in all specialties
compared to our peers in South
East London on the risk-adjusted
mortality rate.

6. Ensure at least 90% of all
inpatients are risk assessed for
venous thrombo-embolism
To ensure at least 90% of all adult
inpatients are VTE risk assessed
before discharge.
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2010/11 Performance on our Safety Priorities
Priority 1 - Reduce hospital acquired infections
Summary
The table below summarises the targets we set ourselves for reducing hospital acquired
infections at King’s in 2010/11, and how we performed against them. There follows a
summary of our performance in 2010/11 and the challenges we faced, as well as the
improvements we plan to make in 2011/12.

‘‘
‘‘

Improving infection control at King’s:

We know there are still opportunities to make effective infection
prevention more consistent across the hospital – and we have built a
vibrant team of link practitioners who will champion improvement
initiatives. For example, we are engaging staff in new ways and listening
to the ideas of staff on the frontline about what will enable us to better
prevent and control infections.”
Rachel Ben Salem, Senior Infection Control Nurse

’’

I found the care to be excellent and it was very clean on the wards
and all the nurses wore separate gloves and aprons for each patient and
washed their hands as well.”
Patient feedback, How Are We Doing survey response, April 2010
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’’

Priority 1. Reduce Hospital Acquired Infection
Headline performance
A fully active infection prevention and control programme can prevent many hospital
acquired infections. We recognise this and, over the past year, have worked hard to prevent
and reduce the number of hospital acquired infections at King’s.
In 2010/11, we achieved a 16% reduction in rates of Methicillin-Resistant Staphylococcus
Aureus (MRSA) bloodstream infections compared to the previous year. We also secured a
21% reduction in rates of Clostridium Difﬁcile (C. Diff) infection at the Trust compared to
2009/10.
The table below provides a breakdown of the number of cases of MRSA and C.Diff at King’s
during 2009/10 and 2010/2011:

MRSA
bloodstream
infections

C. Diff
infections

Department
of Health
(DH) target

2009/10

2010/11

32 (all cases)

9

26 (all cases)
King’s
19 (post-48-h) 16 (post-48-h)
performance
DH target
King’s
performance

202

162

135

106

Improvement

16%

21%

MRSA bloodstream infections
We achieved the target set by the
Department of Health in 2009/10 with
19 cases of MRSA infections identiﬁed
post-48-hours of admission2.1We
failed to meet the target in 2010/11
of 9 cases of MRSA bloodstream
infections, recording a total of 16.
The graph to the right shows when
cases of MRSA were recorded at the
Trust during the years 2009/10 and
2010/11.
2
The Department of Health (DH) set a MRSA objective for 2010/11 based on recommendations of the
National Quality Board. The objective is based around the national median of performance for acute Trusts and
PCT organisations and is recalculated annually. It is important to note that the deﬁnitions for reporting of cases
has changed between 2009/10, where all cases were reported nationally, and 2010/11, where only cases identiﬁed
more than 48 hours after the date of admission are reported. The target was then set based on national median rate,
calculated as 2.87 per 100,000 bed days.
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Clostridium Difﬁcile associated infections
In 2010/11, King’s successfully reduced
rates of C. Diff infections. The challenge
in 2011/12 will be to accelerate this
reduction even further. The calculation
for setting the target for 2011/12 will be a
similar methodology to that used for the
MRSA Objective. It will also be based on a
national median rate.
The graph to the right shows when cases
of Clostridium difﬁcile were recorded at
the Trust during the years 2009/10 and
2010/11.

Improvement Initiatives in 2010/11
Key initiatives to achieve this reduction in hospital-acquired infections included:
•

•
•

•
•

Adopting best practice within the sector, and learning from the recommendations of
external reviews. In July 2010, we invited key infection prevention and control leads from
Guy’s and St. Thomas’ NHS Foundation Trust, South London and Maudsley NHS Foundation
Trust, and Lewisham Hospital NHS Trust to conduct an onsite audit on our behalf in line
with the standards set by the Care Quality Commission (CQC). In September 2010, we asked
the Department of Health to visit as part of our bid to improve infection prevention and
control practices at the Trust. The Department of Health’s recommendations conﬁrmed our
improvement plans, but also prompted further reﬁnement of ideas.
A greater focus on the importance of infection prevention and control practices to promote
patient safety. The new appointments of three Assistant Medical Directors also provide a
greater network of clinical leadership to deliver this.
Strengthened ownership and accountability through:
o increasing the intravenous line (IV) team by a further three nurse practitioners, who are
focused on improving line care and management across the organisation. IV lines are a
major source of hospital acquired infections;
o mobilising an active infection control link practitioner programme, with greater
training and support for the team; and
o expanding the group of medical consultant “champions” and providing them all with
clear responsibilities for enhancing infection prevention and control practice within their
teams.
Development of key metrics to more tightly monitor and manage infection prevention and
control performance –a combination of leading indicators and outcome measures.
Design of framework (e.g. scorecard and appropriate performance review forums) to monitor
the continuous improvement effort in infection prevention and control.

Plans for 2011/12
Reducing hospital acquired infection will remain a key quality priority at King’s in 2011/12.
We are committed to ensuring the organisation remains focussed on reducing hospital acquired
infections further, and sustaining implementation of the improvement initiatives we have put in
place. We understand that only a systemic behavioural and cultural change will bring about the
improvements in infection prevention and control that we want to secure.
13
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2010/11 Performance on our Safety Priorities
Priority 2. Reduce the number of incidents with a high degree of harm
Summary
The table below summarises the targets we set ourselves for reducing the number of
serious incidents at King’s in 2010/11, and how we performed against them. There follows
a summary of our performance in 2010/11 and the challenges we faced, as well as the
improvements we plan to make in 2011/12.

‘‘

Improving the safety culture at King’s:

Over the past year, we have worked to promote a stronger safety
culture at King’s, and to enhance the reporting of incidents so that we can
be sure of the underlying root causes that we need to address. We are now
a leading Trust on reporting risks and incidents, and our focus is to continue
our organisational learning from these so that we can proactively prevent
harm to our patients.”

’’

Richard Hinckley, Head of Risk
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Priority 2. Reduce the number of incidents with a
high degree of harm
Headline performance
•

•
•
•

In 2010/11, the Trust reduced the number of incidents with a high degree of harm by
16%, to 71 compared to 85 in the previous year (Source: Returns to the National Patient
Safety Agency). Benchmark data demonstrates our performance is in line with eight
other large acute teaching hospitals in London of a similar size. Organisations recording
a similar number of incidents include Guy’s and St Thomas’ NHS Foundation Trust, and St
George’s Healthcare Trust (Source: National Patient Safety Agency analysis, March 2011)3.1
An increased proportion of incidents at King’s recorded in 2010/11 involved no harm to
patients (up from 77.4% in 2009/10 to 80.4% in 2010/11).
Incidents involving moderate harm to patients remain well below those recorded by
other Trusts of a similar size.
We believe in promoting a safety culture where staff have a constant and active
awareness of the potential for things to go wrong. By actively encouraging reporting
of all incidents as soon as they occur, we are able to acknowledge mistakes, learn from
them, and take action to put things right. As a result, we have a high reporting rate
when compared with other hospitals of a similar size.

Improvement initiatives in 2010/11
All serious incidents were investigated and actions implemented to prevent recurrence. Of
these, a number related to the identiﬁcation and escalation of deteriorating patients. King’s
implemented a range of actions during the year to address this, including:
•
•
•

Development and roll-out of a standardised training programme for medical/nursing staff
to ensure recognition and treatment of deteriorating patients.
Development and testing of an in-house electronic early warning score system which has
been successfully piloted. This will continue to be rolled out across the Trust in 2011/12.
The Trust’s Hospital at Night project has reviewed staff skills and availability of personnel
out-of-hours to assist in prompt escalation when a patient starts to deteriorate.

Regrettably, there were two Never Events which occurred in August 2010, in which swabs
were retained after procedures in the day surgery unit (DSU). We learnt from our thorough
investigations into these cases that, whilst there was high compliance with the use of the
surgical safety checklist (SSC) in Main Theatres, this was less consistent in DSU. As well as
updating the type of swab we use in the unit, and the Surgical Count Policy, we have also
since reinforced use of the Surgical Safety Checklist with:
•
•
•

3

Strengthened clinical leadership to ensure the tool is used in theatres;
Clariﬁcation for staff about the exact processes involved;
Engagement of frontline teams about the importance of patient safety in the operating
theatre.

NPSA analysis, published March 2011, reviewed incidents over April 2010 – September 2010.
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Other key improvements in safety implemented in 2010/11 in response to serious incidents
included:
•
•
•
•
•
•

Purchase of neonatal brain cooling equipment to provide more rapid treatment for
babies with encephelopathic injuries;
Development of a pathway for the management of unexpected admissions to paediatric
intensive care;
Process agreed for the immediate transfer of critical neurosurgical patients from district
hospitals to King’s so as to reduce delays for patients in need of urgent surgery;
Procurement of a trolley in the paediatric intensive care unit containing specialist
equipment for managing difﬁcult airways;
Procurement of a new bedside blood units scanning system to reduce the risk that the
wrong blood is given to the wrong patient;
Procurement of a central monitoring console to allow better monitoring of the fetal
heart rate in women during delivery.

Plans for 2011/12
•
•
•
•

We will continue to learn from incidents in 2011/12.
We will continue to encourage a high reporting culture. We believe that a high reporting
rate, combined with a low incidence of harm, are important marks of excellent safety and
quality.
The Trust will further strengthen its focus on risk management and quality by
implementing a centralised risk management function across the organisation.
The new Board committee framework provides greater focus on patient and
organisational safety. The Serious
Incident Committee, chaired by the
Medical Director, will scrutinise all
events and initiate prompt action
where necessary.

17
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2010/11 Performance on our Patient Experience Priorities
Priority 3. Improve patient experience by using our
How Are We Doing results
Summary
The table below summarises the targets we set ourselves for improving patient experience by using
our How Are We Doing (HRWD)4.1 survey results in 2010/11, and how we performed against them.

‘‘
‘‘

Improving patient experience at King’s:

Everything here is so … pro-patient! Patients here are often not well and
sometimes in dire situations, they don’t want to be here and staff understand that … I
didn’t know King’s before as a hospital, but I am really impressed with this ethos!

Sharon, Patient from Friends Stroke Unit

’’

In a busy teaching hospital, there may be many factors that may make the patient feel
like they are possibly not receiving the best quality of care, and that’s not a fact of anyone’s ill
will, but could be a fact of all the different pressures and system factors. It’s doubly worthwhile,
therefore, for me as a doctor, to ensure that I put my patient’s needs ﬁrst.
Dr Nicholas Parry, Consultant Anaesthetist

’’

4
The HRWD survey is a tool we have developed ourselves to better understand our patients’ experiences of
the care we provide. The survey asks patients about their option of the care they received before they leave hospital.
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Priority 3. Improve patient experience by using
our HRWD results
Headline performance
Transformation programme to improve patient experience
In July 2010, as part of our new First Choice transformation programme, a project to improve
patient experience at King’s was established. The programme reﬂected what patients told us
about the service that they receive, and focussed on four key areas:
•
•
•
•

Creating a culture of care;
Expanding the King’s volunteers programme;
Improving patient food service and nutrition;
Improving patient experience of discharge.

Creating a culture of care:
‘King’s Values’ were ﬁrst launched in November 2009, and we continue to promote these
within the organisation to drive further improvement work. The King’s Values – developed
through consultation with patients, carers and staff – reﬂect why we value King’s as a place
to work. The Values are: Understanding You; Inspiring conﬁdence in our care; Working
together; Always Aiming Higher; and Making a difference in our community.
We acknowledge that, given the current ﬁnancial climate and the challenges associated with
it, it is more important than ever to ensure that quality remains at the forefront of service
delivery. We believe that we can best achieve this when we have a strong values-driven
culture that engages staff.

‘‘

King’s has an extraordinarily good-willed workforce with a true and
heartfelt desire to make things better. They have hope and resilience,
and it’s focused on patients.

’’

Dr Gary Ruiz, Consultant Respiratory Paediatric

For example, discussions about ‘living King’s Values’ have inspired improvements to our
human resource management processes, including:
•
•

Improved recruitment and on-boarding/welcome materials for new staff;
Launched a new staff induction programme in May 2010, with a strong emphasis on the
King’s Values.

Following successful events in 2009/10, we will again be holding more ‘In Your Shoes’
listening events, where staff listen to individual patient stories and reﬂect on their own
caring practice. These events are a powerful way for staff to really understand the patient’s
experience of their care, and to drive forward improvements as a result.
20

Improving King’s patient food service
Delivering nourishment and an enjoyable experience of food is a vital part of patient care in
hospital. We are working hard to improve our patient food service, and to ensure that we
provide our patients with enjoyable and nutritious food.
We developed the “Patient Food Service Quality Rounds” to assess the patient food service.
Each day a team of staff and lay people make unannounced lunch time visits to hospital
wards. The results are fed back to ward staff after the visit, and each month we celebrate
the ward teams that have performed the best, or overseen the greatest improvement.
An exciting part of this work is the involvement of some of our Foundation Trust Governors
and Members. They have become part of the team carrying out the rounds, and also help
conduct the interviews with patients that form part of them. Having an independent person
who is not a member of King’s staff encourages our patients to give us honest feedback.

Examples of patient feedback gathered in Patient Food Service Quality Round
(January 2011):

‘‘
‘‘

Being on chemotherapy, my immunity is very low. Therefore there
are some foods that I would rather not eat, like ﬁsh and meat, just in case
it is not cooked properly … When my appetite came back I wanted a jacket
potato, but it took 2 hours to be served.
Patient, Derek Mitchell Unit

’’
’’

I have noticed a real improvement to the food quality … Well done to the
catering department! The new menu provides a good variety of very nice food –
it has culturally appropriate meals like the West Indian options. It’s good to know
that this is revised according to feedback!
Patient, Oliver Ward

Achieve target satisfaction scores for Commissioning for Quality and
Innovation (CQUIN) patient experience metrics
We have made progress on achieving the national CQUIN (Commissioning for Quality and
Innovation) in the following key areas of patient experience:
•
•
•
•
•

Were you involved as much as you wanted to be in decisions about your care and
treatment?
Did you ﬁnd someone on the hospital staff to talk to about your worries and fears?
Were you given enough privacy when discussing your condition or treatment?
Did a member of staff tell you about medication side effects to watch for when you went
home?
Did hospital staff tell you who to contact if you were worried about your condition or
treatment after you left hospital?
21

We asked three of our less well performing wards to put initiatives in place to improve their
scores for the questions above. Improvement was monitored monthly in the How Are We
Doing (HRWD) inpatient survey. Our wards made an improvement of 5% during the year.
They did this by introducing a range of new processes, including:
•
•

A new information leaﬂet given to patients before they go home, which includes the
phone numbers of the ward, their GP, the district nurse, Medihome and social services;
Discharge checklists which include information on who to contact if a patient is worried,
and information about any medication which the patient will take at home.

With focused effort, we have achieved our CQUIN targets for improving patient experience.
These are detailed in the table below:
Period
Quarter 1
Quarter 2
Quarter 3
Quarter 4

Target
Include the speciﬁc National Inpatient Survey questions into the King’s
HRWD survey and monitor monthly results
Identify 3 worst performing wards and develop actions plans
Achieve 5% improvement for the 3 wards
National Inpatient Survey scores
• Maintain 2009 composite score
• Reach London average score of 67.1
• Reach average score for all acute teaching hospitals of 67.4

Rating
GREEN
GREEN
GREEN
GREEN

Achieve How Are We Doing inpatient survey benchmark
Each year, we set ourselves challenging targets for improving the experience of inpatients at King’s.
The benchmarks we use for our How Are We Doing survey are based on national patient survey
questions set at the level of the highest performing trusts in London, and are reviewed annually.
The new trust benchmark score of 86 from August 2010 has proved harder to achieve with
our overall score remaining on 84, the same as in the previous year.
Within the overall scores, there are areas of improved performance including:
•
•
•
•

Care and treatment of our patients, including ensuring that patients have enough
privacy;
The courtesy of our staff;
The length of time staff take to answer the patient’s bedside call button;
Patient food satisfaction.

In 2010, our results for the National Inpatient Survey carried out by the Care Quality
Commission (CQC) also showed marked improvements in certain areas compared with 2009,
particularly in relation to the care and treatment patients receive, as well as the way in
which we manage their discharge from hospital.
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Implement How Are We Doing outpatient survey in main
outpatient suites and in the Emergency Department
The How Are We Doing outpatient survey is now live in outpatient clinics for Trauma,
Emergency and Acute Medicine, Neuroscience and Cardiac services. Results are gathered
via a variety of different methods, including touch screen kiosks, hand held devices, our
website and email. Results are fed back to the clinics and clinical areas and used to identify
areas for improvement. We are developing child friendly versions of the survey for our
children’s outpatient areas. The survey is providing us with valuable real-time feedback
from outpatients to enable us to improve our service, and is being rolled out to all other
outpatient suites during 2011.

How Are We Doing in the Dental Institute and Day Surgery
Patient satisfaction with outpatient services in the Dental Institute has risen steadily during
2010/11. Our Day Surgery Unit is also performing well, with overall satisfaction scores
reaching or exceeding the benchmark in seven out of the last 12 months, and remaining
within one or two points of the benchmark for four months.

Other key initiatives and developments to support
improvement in the patient experience
Better, quicker resolution to patient concerns:
In 2009/10, we introduced a new system for triaging patient concerns within our Patient
Advice and Liaison Service (PALS). This has proved effective in resolving concerns promptly as
they arise.
In 2009/10, this resulted in an overall reduction of 24% in formal patient complaints, and in
2010/11, there has been a further 23% reduction. We also have an internal target, which is
to respond to at least 80% of patient complaints within 25 days, and in 2010/11, we achieved
a result of 62%. In 2011/12, we aim to improve our timely response to complaints.
The Trust regularly captures, monitors and acts on all feedback from patients, both positive
and negative, and produces a monthly ‘patient experience report’ including information on
complaints, PALS , patient surveys and patient comments. This information is regularly reported
to the Board.

Governor involvement:
King’s Governors continue to represent the interests of our Foundation Trust members and
partner organisations, and have added valuable input to a range of initiatives to improve
patient experience during 2010/11. These include:
•
•
•
•

‘Quality Ward Rounds’;
Interviewing patients about the food service;
Gathering patient stories;
Taking part in Dignity Visits.
23

These innovations have highlighted issues such as:
•
•
•
•

Noise at night;
The need for better information for patients;
Problems with the food service;
The need for additional support for patients whose relatives do not live close by.

Feedback from these visits has enabled staff to make prompt and effective changes. For
example, silent closing bins have been introduced in wards to address the issue of noise
at night; special ‘dishes of the week’ have been piloted in one ward to improve patient
food; health care assistants have been deployed in certain areas to accompany patients for
investigations (e.g. x-rays, blood tests etc).
In 2011, we will be broadening the opportunities for our Governors to become involved
in quality initiatives, including taking part in our safety express campaign which assesses
pressure ulcers, falls, catheter care and venous thromboembolism (VTE) assessments.
Governor input into these initiatives has provided them an opportunity to see quality
improvement ﬁrst hand, and to play a valuable role in the overall improvement process.

Plans for 2011/12
Quality – which encompasses safety, outcomes and patient experience - are the three top
strategic areas of action in our Annual Plan for 2011/12.
We are ﬁrmly committed to continue a wide-range of activities to make improvements
throughout King’s, which like many hospitals is a large and complex organisation.
Within our transformation programme,
we will continue to use the King’s Values
to build a culture of care at King’s where
patients’ needs and wishes are always
front of mind for staff. We believe that
this drive to create a strong, values-based
culture of care will greatly inﬂuence our
delivery of quality initiatives across the
organisation.
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2010/11 Performance on our Patient Experience Priorities
Priority 4. To virtually eliminate mixed sex accommodation
by April 2011
Summary
The table below summarises the targets we set ourselves for virtually eliminating mixed
sex accommodation by April 2011 in 2010/11, and how we performed against them. There
follows a summary of our performance in 2010/11 and the challenges we faced, as well as the
improvements we plan to make in 2011/12.

‘‘
‘‘

Improving privacy and dignity at King’s:

Because I have been in this hospital for over seven weeks I was
put into a side room with shower and toilet. I really appreciated this
privacy.
Patient feedback, How Are We Doing survey results, July 2010

’’
’’

As an old outpatient I found facilities and treatment much improved since
2008 … I am not in favour of mixed sex wards but realise it is necessary in A&E,
intensive care.
Patient feedback, How Are We Doing survey results, 2010
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Priority 4. To virtually eliminate mixed sex accommodation
by April 2011
Headline performance
In March 2010, the Trust declared non-compliance in delivering same sex accommodation
(SSA). Although the majority of our wards had same sex sleeping areas, we did not have the
necessary assurance that toilet and bathroom facilities and access to those facilities were
compliant. Additionally, endoscopy and day surgery were areas that were non compliant.
An action plan was developed and presented to the Board of Directors in April 2010. A
steering group, chaired by Director of Nursing & Midwifery, Dr Geraldine Walters, oversaw
the implementation of the plan. Changes made during the Spring of 2010 are summarised
below:
•
•
•

•

Wards – all wards with open bays have had sliding doors installed at the end of the bay
and, where required, additional bathroom facilities have been added.
Endoscopy – the recovery area has been relocated to another ward to provide separate
male and female beds with en-suite toilet and shower facilities. This is a short term
option prior to the development of a new endoscopy unit in 2011/12.
Day surgery – additional trolley spaces have been created. This gives the Day Surgery Unit
(DSU) three areas suitable for patients having procedures. Changes to the DSU timetable
have also been made to manage the in-ﬂow of male and female patients and to stagger
arrival times. As with endoscopy, the changes are short-term whilst options for the longer
term redevelopment of DSU are identiﬁed.
Emergency Department - The volume of work through the Emergency Department
now exceeds the capacity of the resuscitation area. An acute assessment unit has been
developed in one of the medical assessment units offering a male and a female bay. This
allows patients to move from the Emergency Department sooner, and creates same sex
facilities for patients.

King’s was visited by the Chief Nursing Ofﬁcer (CNO), Christine Beasley, in August 2010
to review our progress. The CNO acknowledged that signiﬁcant progress had been
made in implementing the action plan, and the Trust declared compliance with same sex
accommodation on 13 August 2010.
Representatives of Lambeth, Southwark and Lewisham (LSL) Alliance, Lambeth and
Southwark Primary Care Trusts, NHS London and a Southwark Local Involvement Network
(LINk) patient representative visited us in mid-October 2010. The Trust received very positive
feedback on its level of compliance, and our commitment as an organisation to the delivery
of same sex accommodation.
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Compliance Monitoring
Compliance with same sex facilities is monitored in two ways. A ‘breach’ occurs if, at any time, a
patient shares a clinical area with a member of the opposite sex. Clinical areas report any breaches
daily (which includes all patients affected by the breach) and undertake a root cause analysis on
any reported non-clinically justiﬁed breach. The database is scrutinised daily and action taken
if breaches are occurring. This includes visits to the wards with advice about the placement of
patients. This database is also used to produce a monthly report for commissioners, and progress is
reviewed at the bi-monthly quality meeting between the Trust and the LSL Alliance.
We incorporated the monitoring of these breaches as part of the Trust’s Performance
Scorecard from May 2010, and noted results that ranged from 106 to 298 breaches each
month prior to becoming compliant with the Department of Health guidelines. Subsequent
to the effective implementation of the action plan and declaring compliance, we have
seen a signiﬁcant reduction of breaches (ranging from 5 to 32 each month), and have now
eliminated any breach in the ﬁrst three months of 20115.1
We also ask all patients whether they shared sleeping areas or toilet and bathroom facilities
in the How Are We Doing survey, which is given to all inpatients on discharge. Three key
questions were introduced to the survey related to same sex accommodation, and these have
been monitored since April 2010. They are:
•
•
•

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?

The graph below shows patients’ response to these three questions. By monitoring this
alongside compliance, we are better able to understand patients’ expectations and perceptions.
Results for the DSSA Questions in the How Are We Doing Survey
April 2010 – Feb 2011, whole Trust

5

Trust Performance Scorecards, May 2010 to March 2011
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The results show that, since June 2010, there has been an improvement up to and including
September 2010 where questions have scored consistently better than the benchmark. The
drop in performance since September is cause for concern as the daily breach report does
not show deterioration in performance, but there is clearly a deterioration in the patient’s
perception. Actions to address this include Heads of Nursing undertaking ward observations,
and patient interviews on the wards to understand why the HRWD results don’t reﬂect our
compliance.
We also reviewed the National Inpatient Survey Results. In 2010, we scored within the
intermediate 60% of Trusts for the two questions where patients were asked if they were
sharing a sleeping area with patients of the opposite sex (score: 88) and if they used a
bathroom or shower area as patients of the opposite sex (score: 77). Whilst this was sampled
in July 2010 before we had declared compliance and reﬂects room for further improvement,
this does demonstrate the progress from the 2009 results, when we scored 85 and 76
respectively.

Plans for 2011/12
Peaks in demand, and competing priorities (notably infection prevention and control), will
potentially affect our ability to completely eliminate breaches. Although we are conﬁdent
that we are compliant with the Department of Health guidance, some patients still perceive
that they are being cared for on a “mixed sex ward”, even though they are not sharing a
sleeping area or toilet facilities with members of the opposite sex.
We will therefore continue to
monitor our patients’ views and any
breach reporting, and taken action
as appropriate. In future building
developments, establishing same
sex facilities will be a care design
requirement.
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2010/11 Performance on our Clinical Effectiveness Priorities
Priority 5. Achieve top 20% benchmark performance in all
specialties compared to our peers in South-East London on
the risk-adjusted mortality rate.
Summary
The table below summarises the targets we set ourselves for achieving the top 20%
benchmark performance in all specialties compared to our peers in South-East London
on the risk-adjusted mortality rate in 2010/11 and the challenges we faced, as well as the
improvements we plan to make in 2011/12.

??

*Our objective originally related to similar sized (‘peer’) Trusts in South East London. However, as there is only
one peer organisation in South East London, we have used the CHKS anonymised peer group of 14 trusts for
comparison instead. Our view was that the essence of this priority for quality improvement in 2010/11 was to
drive further reduction in our mortality rate, and demonstrate therefore, continued improvements in clinical
effectiveness for our patients. This has been achieved, and further details are provided in the subsequent
pages.

What does improving mortality rates mean?

As we improve the effectiveness of the treatment we provide for
patients, we will achieve better outcomes for them – and that includes
improving the number of patients who survive life-threatening illnesses
or injuries.

For example:
• 30 days after experiencing a stroke, nationally, an average of 83% of
patients survive. At King’s, this is currently 95% (National Sentinel
Audit of Stroke, 2010)
• For every 1000 seriously injured patients coming to King’s Emergency
Department, (for the past 3 years to 31 December 2010), an extra 21
patients survived when, according to national deﬁnitions, they would
not have expected to survive given the severity of their injuries.
(Trauma Audit Research Network data to December 2010).
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Priority 5. Achieve top 20% benchmark performance in all
specialties compared to our peers in South-East London on
the risk-adjusted mortality rate.
Headline performance
Since 2009, King’s has striven to improve our governance and reduce our overall mortality
rate. King’s uses a mortality measure known as the Risk Adjusted Mortality Index (RAMI) and
a score of 100 means the number of actual deaths equals the number of expected deaths,
allowing for variations in cases treated (casemix).
A score of below 100 indicates that mortality is better than expected. We work with a
healthcare intelligence company called CHKS, which provides analysis of our RAMI score, and
enables benchmarking with a National peer group61of 14 NHS trusts with a similar patient
casemix to our own. Individual scores for other Trusts are anonymised, and therefore we are
unable to monitor our ranking against the one other South-East London Trust.
Overall, the King’s Risk Adjusted Mortality Index (RAMI) for the 12 months to March 2011
was 61 compared to 75 for our peer average, indicating that outcomes are 39% better than
expected. Within the peer group, we have the ﬁfth lowest RAMI for 2010-11. This puts us in
the top 35% benchmark performance against this wider national group.
In Children’s Services, Haematology and Neurosciences, the specialty-speciﬁc RAMI scores
remain above 100. RAMI measures are less effective in areas of very low death rates, but
nevertheless, the clinical teams in each of these areas review all deaths monthly. They have
provided assurances to the KCH Mortality Monitoring Committee that there are no care
issues that contributed to mortality.

6
•
•
•
•
•
•
•
•
•
•
•
•
•
•

National Peer Group of Acute Trusts for RAMI comparison:
Barts and the London NHS Trust
Cambridge University Hospitals NHS Foundation Trust
Guy’s & St. Thomas’ Foundation Trust
Imperial College Hospitals NHS Trust
Leeds Teaching Hospital NHS Trust
Newcastle Upon Tyne Hospitals NHS Foundation Trust
Nottingham University Hospitals NHS Trust
Oxford Radcliffe Hospitals NHS Trust
Royal Free Hampstead NHS Trust
Royal Liverpool & Broad Green University Hospitals NHS Trust
St. George’s Healthcare NHS Trust
United Leeds Teaching Hospitals NHS Trust
University College London Hospitals NHS Foundation Trust
University Hospital Birmingham NHS Trust
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The graph below illustrates Risk Adjusted Mortality Index (RAMI) actual score between April
2009 and March 2011 against the rate we would expect.

This second chart demonstrates our Risk Adjusted Mortality Index (RAMI) score in comparison
with our National Peer Group.
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Improvement initiatives in 2010/11
Routine mortality monitoring is now embedded throughout the organisation, as follows:
•
•
•

•
•
•
•

Monthly review of mortality rate, by Trust and by specialty grouping, in comparison to
the national peer group;
Improvements in identiﬁcation and care of patients requiring end of life care;
Trust-wide implementation of the Physiological Observation Track and Trigger System
(POTTS). Implementation of the system included a trial using this system via electronic
hand-held devices to ensure rapid and appropriate escalation of patients whose condition
is deteriorating;
Establishment of a work group to assess the feasibility and effectiveness of the
development of a sustainable critical care outreach team to ensure early recognition,
assessment and treatment of patients at risk of becoming severely unwell;
More advanced training for nursing and medical staff on advanced life support skills;
A robust approach to investigating Mortality Outlier Alerts generated by the Dr Foster
Unit at Imperial College;
Participation in the National Cardiac Arrest Audit.

Plans for 2011/12
The improvement initiatives are now effectively embedded within the core performance
frameworks, and we have demonstrated solid improvement in mortality performance over
the past two years. We will continue to monitor and continuously improve our mortality
rates within established governance structures.
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2010/11 Performance on our Clinical Effectiveness Priorities
Priority 6. Ensure at least 90% of all adult inpatients are
venous thromboembolism (VTE) risk assessed before discharge
Summary
The table below summarises the targets we set ourselves for ensuring at least 90% of all
adult inpatients are venous thromboembolism (VTE) risk assessed before discharge in 2010/11
and the challenges we faced, as well as the improvements we plan to make in 2011/12.

‘‘

Preventing blood-clots for patients at King’s:

When I went in for my pre-op assessment with the nurse, we went
through some things I was totally unaware of, for example, the risk of blood
clots was not something I’d even considered … surely that happens only to
people who spend a lot of time on aeroplanes?!

I was talked through a booklet which I was also given to take home, and
told of the precautions that would be taken during my stay, as well as what I
should do after my discharge to minimise any risk. It helped me focus on my
full recovery from surgery, knowing that my risk of blood clot complications
was at its minimum possible.
Glyn, Surgical Patient

’’
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Priority 6. Ensure at least 90% of all adult inpatients are venous
thromboembolism (VTE) risk assessed before discharge
Headline performance
Venous thromboembolism (VTE) or blood clots is a serious patient safety issue leading to
many thousands of potentially preventable deaths in the UK. Identifying which patients
are at risk through effective VTE risk assessment enables the early implementation of
preventative methods which can signiﬁcantly help to reduce VTE and subsequent patient
harm. We have been successful in exceeding our objective, and currently assess 93.5% of our
adult inpatients for VTE risk (March 2011). We will continue our efforts to bring this closer
to 100%.
The graph below shows the number of inpatients at King’s who were VTE risk assessed
between June 2010 and March 2011.

King’s is proud to be the ﬁrst NHS hospital named as an Exemplar Centre for VTE prevention,
and we play a key role in inﬂuencing the National VTE Prevention Programme in England.
The National Institute for Clinical Excellence (NICE) VTE Quality Standards were released in
2010, and we were proactive in forming an audit team locally to focus on these.
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Improvement initiatives in 2010/11
The signiﬁcant uptake of VTE risk assessments
across the organisation has been facilitated by a
wide suite of improvement work.
King’s has been a national leader in establishing
one of the ﬁrst Consultant Nurse posts in VTE
prevention, along with a network of midwives and
nurses throughout the hospital with specialist VTE
knowledge who aim to ensure that best practice is
implemented in their area. We also devised a VTE
e-learning module, and training is now mandatory
for our clinical staff. Increasing awareness and
the education of clinical staff is a vital part of our
efforts to prevent VTE.

Secretary of State for Health Andrew Lansley
visited King’s to see our VTE programme

Electronic Patient Status Boards (ePSB) were
introduced across all inpatient wards for
enhanced visual management of key patient
care information. These are now actively used
to provide a prominent visual display of any
patients who have not yet had their VTE risk
assessments, and we can monitor compliance
and hotspot areas for improvement through
this tool.

The VTE clinical audit team at King’s

Apart from timely and accurate risk
assessments, we have made preventative
equipment (such as intermittent pneumatic
compression devices) more widely available in
the Trust. In addition, every case of
hospital-associated thrombosis is subject to
detailed root cause analysis.

We recognise that patients can really help us in our efforts, and King’s actively encourages all
patients to take an active role and to ask our staff: ‘What has been done to reduce my risk of
VTE?’

Plans for 2011/12
Emphasis on this important patient safety issue will be maintained with increased focus on
giving patients VTE information on admission and discharge, as well as administering the
appropriate preventative methods (thromboprophylaxis) for patients at risk.
As an exemplary centre for VTE prevention and management, we will continue to ensure
that compliance with timely and accurate risk assessments is solidly embedded within
everyday practice across the hospital.
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Our Quality Priorities and Objectives for 2011/12
This section of the Quality Report summarises our safety, clinical effectiveness and patient
experience objectives for 2011/12, how these were developed, and how these will be
achieved and measured.

Summary
Our safety, clinical effectiveness and patient experience objectives and priorities are
summarised below:
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Developing our forward looking quality priorities 2011/12
In a busy acute hospital like King’s, there are always many quality improvements going on
at any given time. They are central to what we are trying to achieve as an organisation.
Here, we identify what will be the focus of our efforts throughout 2011/12; they are not just
something we look at twice a year for reporting purposes.
The wider range of improvements to patient care happening across the Trust will not stop
or slow down, but we have honed a clear set of priority objectives. These act like a set of
promises that everyone at King’s commits to meet or exceed this year. From our various
consultations, we know they are clear and meaningful to you as our key stakeholders. We
would like you to support our agenda for continuously improving our high quality patient
care, and to hold us to account.

Learning from the past
In 2010, we reﬂected on the recent history of our quality priorities and objectives, noting key
lessons and assessing how effective they were in driving real quality change for our patients.
The diagram below summarises our quality objectives and priorities over the last three years:
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We also analysed the experience of all Trusts – reﬂected in the Department of Health’s
Quality Account Toolkit 2010/11 and the King’s Fund evaluation: “How do quality accounts
measure up?”. There were two important lessons reﬂected in our refreshed approach:
•
•

Keep the set of quality priorities to a manageable number to ensure focus and clarity;
Engage and involve key stakeholders in the development and prioritisation of the quality
priorities. Effective engagement ensures our quality objectives and priorities reﬂect those
areas which the community we serve says are important to them. It also builds a platform
for ongoing discussion and public accountability.

How did we develop these priorities for quality improvement?
The graphic below outlines the process by which our quality objectives and priorities for
2011/12 were developed and ﬁnalised:
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We started by mapping out the various quality priorities in our Annual Plan, CQUIN
agreements and existing organisational commitments. In early 2011, these were evaluated
and prioritised by key staff working in the following areas:
•
•
•
•

Clinical risk and governance committees and departments;
Safety and clinical effectiveness roles;
Patient, public involvement;
Patient support services.

We used a set of criteria to shortlist 12 potential priorities from all the various ideas and
suggestions and ensure that each selected priority area was:
• An area where the Trust has real desire/need to drive improvement;
• Important to patients and public scrutinisers;
• Achievable – for example, there are known strategies to make improvements;
• Measurable – measures in place (or in development) for monitoring and comparison.
(As adapted from the DH Quality Account Toolkit, 2010/11)
We collated an outline of each of the short-listed quality priority areas – including the
rationale, current performance, initiatives planned and ideas for measures and targets for
improvement. These were then shared with our key external stakeholders for their feedback
on which priorities they thought were the most important. This helped us reﬁne the order of
importance for ﬁnal agreement of the seven priorities for 2011/12.
Throughout this process, we did not disclose which core set of priorities were selected by the staff
leads and executive sponsors, as we intended to compare what we thought would be important
for our patients, and what our patients themselves would identify as most important for them.
The table below illustrates the outcomes for each prioritisation review. 12 key quality
priorities were reviewed by internal and external stakeholders, and their views incorporated
to arrive at the ﬁnal seven (each marked with a tick).

KEY:

Green,1=Number 1 priority identiﬁed as a group from the consultations
Yellow, 2= Second priority in each domain from the consultation discussions
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Overall, everyone agreed to the top priorities in each domain. There were some points where our
stakeholders had different views. We listened and thought carefully, and adjusted our plans accordingly.
Here are two examples:
In patient experience, our stakeholders had selected “improvement of nutritional care
and food service” (where improvement work has been carried out in 2010/11 and is
ongoing), whilst senior leaders within the Trust chose cleanliness as their key priority. Our
approach has been to include cleanliness as a quality priority that is more organisationally
“stretching”, whilst we have invited external stakeholders with an interest to become
involved in the current “Food @ King’s” workstream (see page 21 for more information).
In patient safety, there was a similar dilemma between selecting VTE prevention or medication
safety. The Trust is strongly committed to building on the last year’s success in rolling out
VTE risk assessment, by focusing on improving appropriate prevention of VTE once risk is
identiﬁed. As a top clinical priority, this issue impacts a large cross-section of patients. However,
hearing the comments from the stakeholders on medication safety, it was decided that we
would include both, as a challenge to do all we can to prevent avoidable harm to patients.
By engaging with stakeholders, we were able to jointly identify other key areas of interest and
create a foundation for an ongoing dialogue about the wider spectrum of quality issues across
the Trust. As a result, we have established a series of meetings through the year to share:
•
•
•

Our progress on the quality priorities;
Best practice in improvement initiatives;
Open up further opportunities to listen and respond to our stakeholders’ queries about
key quality issues.

Our seven priorities and 10 objectives for quality improvement in 2011-12
The table below shows our seven priorities for quality improvements in 2011/12, and the 10
related objectives. The objectives balance two things; how we are going to measure progress
against the objectives we have set ourselves, and how we are going to ensure the outcomes
we have set ourselves are being achieved.
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Improve Patient Safety:
1. Reduce hospital acquired infections
Objective:
•

To further reduce Methicillin-Resistant Staphylococcus Aureus (MRSA) bacteraemia and
Clostridium Difﬁcile (C. Diff) infection rates.

Why is this one of our quality improvement priorities?
In 2010/11, one of our objectives was to reduce hospital acquired infections and meet the
national targets for MRSA and C. Diff bloodstream infections. Both MRSA and C.diff rates
are often used as indicative measures for monitoring the effectiveness of preventing hospital
acquired infections as a whole.
In 2011, we successfully reduced MRSA and C. Diff infection rates, but we failed to make the
reduction in MRSA rates required to meet the national target.
In 2011/12, these targets have become even more challenging. King’s is committed to
the fundamental principle that our patients should not experience preventable harm as
a result of their stay with us. This includes hospital acquired infections. This requires still
greater organisational effort to improve, and we see further scope to strengthen the overall
infection prevention and control programme at King’s. Our goal is to signiﬁcantly reduce
MRSA and C. Diff infection rates from current King’s performance towards target reductions
set for 2011/12.

How are we performing now?
The table below provides a breakdown of the number of cases of MRSA and C.Diff at King’s
during 2009/10 and 2010/2011, and the target set for 2011/12:

MRSA
bloodstream
infections
C. Diff
infections

DH Target
King’s
Performance
DH Target
King’s
Performance

2009/10
32 (all cases)
26 (all cases)
19 (post-48-h)

2010/11
9

2011/12
5*

16 (post-48-h)

-

202

162

75

135

106

-

* Whilst the Department of Health’s target is calculated as ﬁve for King’s, we are measured for MRSA bacteraemia
bloodstream infections by Monitor, with the de minimis of six as our expected limit.
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What are our improvement initiatives planned?
We are determined to make King’s even safer for patients, and to reduce the risk of infection
for all of our patients. We have already put in place the following improvement plans:
•

Engage, energise and strengthen ownership and accountability through:
o an expanded intravenous (IV) team and infection control link practitioner
programme;
o medical consultant “champions” and an audit programme led by junior doctors;
o bespoke awareness raising and training interventions (e.g. short video for
inductionto highlight highest impact precautions).

•

Measure, monitor and manage the key infection prevention and control practices:
o Prompt and consistent screening to identify elective and emergency patients who
are MRSA colonised;
o Timely and appropriate prescription and implementation of treatment;
o Prompt and evidence-based isolation and other precautions to reduce the risk to
other patients.

•

Improve the performance management framework to drive improvements in practice:
o Key indicators (including some new measures) are consolidated in a new Infection
Prevention and Control Scorecard tested in March 2011;
o Used to provide an integrated evidence-base for continuous discussion and action planning.

•

Reduce the risk of colonisation transferring to a bloodstream infection by ensuring that
patients with intravenous lines receive exemplary care through:
o Expansion of the intravenous line practitioner team,
o Training of clinical staff;
o Use of the latest technology to reduce the risk to patients e.g. roll-out of “biopatch”
(antimicrobial dressing) for IV line insertion.

•

Raise the standard of cleaning of the environment by:
o Engaging frontline staff to stress the importance of basic cleanliness for patient
safety and infection prevention and control;
o More active and effective contract monitoring arrangements.

•

Respond to staff feedback to enable more consistent infection prevention practice:
o Embed reviews into clinical monitoring by linking existing paper documentation to
electronic patient records (EPR).

•

Further improve antibiotic stewardship in multi-disciplinary teams through ongoing
training and monitoring of:
o Appropriate and timely prescription and cessation of antibiotic treatment;
o Timely change from intravenous to oral administration.
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How will we measure the performance and where do we report it?
•
•

•
•

Introduce a new Infection Prevention and Control Scorecard for use in performance
monitoring and management discussions in wards, divisions and across the Trust.
We will focus on MRSA bloodstream infections and C. Diff infection rates to evaluate
how effective our improvement programme have been, and to align our improvement
objectives to national targets.
Any occurrence of MRSA bacteraemia or C. Diff infection will be subject to root-cause investigation,
and reported promptly to the Health Protection Agency and the Department of Health.
Bi-monthly quality meetings are scheduled throughout the year with our commissioners
(LSL Alliance, NHS Lambeth and NHS Southwark) where we report on performance in key
metrics, as well as our progress against the quality priorities we have set ourselves.

Staff are being re-trained regarding the importance of good IV line
management
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Improve Patient Safety:
2. Reduce avoidable death, disability and chronic ill health
from venous thromboembolism (VTE)
Objectives:
•
•

To ensure 90% of all adult inpatients have had a VTE risk assessment on admission to
hospital;
To achieve the CQUIN target for providing appropriate prophylaxis to patients identiﬁed
at risk by the VTE assessment.

Why is this one of our quality improvement priorities?
The NHS Medical Director has identiﬁed VTE prevention as a top clinical priority. King’s is a
VTE exemplar site, and wishes to build on that excellence by providing a consistently high
level of VTE risk assessment and preventative treatment.
In 2010/2011, we started to risk assess all adult patients for VTE on admission to hospital.
The outcome of the assessment is used to tailor preventative treatments or ‘appropriate
thromboprophylaxis’ to individual patient risks. For example, implementing anticoagulant
medications, using pressure stockings, employing intermittent pneumatic compression
devices; or a combination of these.
We want to build on our strong compliance with risk assessment and timely and effective
prevention strategies, so that we minimise all VTE risk for our patients. Ensuring consistency
and comprehensiveness of assessment across King’s is the focus of our objective in 2011/12.

How are we performing now?
•

Compliance for VTE risk assessment of adult inpatients is displayed in the graph below:
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•
•

Since October 2010, when we began including the measure in the Trust performance
scorecard, we have increased VTE risk assessment for all adult inpatients to 93.5% exceeding the national target of 90%.
Currently, we do not have a Trust-wide measure of the rate of appropriate preventative
treatment.

What are our improvement initiatives planned?
•
•
•
•

We will continue to be an exemplar in sustaining proactive VTE risk assessment for adult
inpatients, and aim to exceed the 90% target.
We will establish a regular audit system in selected areas to collect baseline data about the
current rate of ‘appropriate thromboprophylaxis’. This will enable improvement targets to
be set and agreed with our commissioners as part of the 2011/12 CQUIN framework.
We will develop an electronic method to record audit data on ‘appropriate
thromboprophylaxis’ rates and use this timely analysis to share key lessons across the Trust.
We will improve the quality of the data collected through the use of the VTE link
practitioner network. Leads will receive training and support from the King’s Thrombosis
Team to ensure there is robust clinical knowledge of appropriate preventative VTE
strategies, and then facilitate the sharing of key lessons and best practice across the Trust.

How will we measure the performance and where do we report it?
•
•
•
•

The percentage of patients who are VTE risk-assessed is monitored through our Trust
performance scorecard and the monthly performance review framework.
Appropriate thromboprophylaxis rates will be established as the key quality indicator,
monitored alongside the VTE risk assessment rate and reported to the Department of
Health via the UNIFY2 monthly returns system.
We aim to achieve the targets we agree in our local CQUIN contract for ‘appropriate
thromboprophylaxis’ - details that will be published on our website during the year.
Bi-monthly quality meetings are scheduled throughout the year with our commissioners
(LSL Alliance, NHS Lambeth and NHS
Southwark) where we report on
performance in key metrics, as well as our
progress against the quality priorities we
have set ourselves.

48

Improve Patient Safety:
3. Improve medication safety
Objective:
Implement the Electronic Prescribing and Medicines Administration (EPMA) system in target wards and
eliminate paper prescriptions in order to reduce further avoidable medication prescribing errors.

Why is this one of our quality improvement priorities?
King’s has committed to full implementation of this project in its Annual Plan priorities.
Nationally, there is a drive to minimise medication errors– these are mistakes which occur when
medicines are incorrectly prescribed, dispensed or used. A key recommendation of “Building a
safer NHS for patients “Improving medication safety (2004)” was the introduction of electronic
prescribing systems linked to electronic care records. It said that all health professionals
involved in prescribing, dispensing, and administering medicines for patients would be able
to access essential clinical information, and have robust checks embedded in the system to
signiﬁcantly reduce the risk of human error in drug administration processes.
The expanded framework of “Never Events” from the Department of Health comes into
effect on 1 April 2011. Our goal is to ensure there continues to be no incidence of “Never
Events” relating to avoidable medication prescribing errors.

‘‘

Getting medication right has a signiﬁcant impact on patient recovery
– it’s important to minimise unwanted side effects and can enable shorter
stays in hospital.

Medication safety is also a key aspect of the health of a patient at discharge,
and when this is safely prescribed, safely explained and administered for
patients, readmissions can be prevented.
Lambeth LINk. Comment at the Quality Account review, March 2011

’’

How are we performing now?
•
•
•
•
•

No “Never Events” relating to avoidable medication prescribing errors in 2010/11.
EPMA functionality has been used to promote safe medicines use e.g. mandatory recording
of allergy status. It is also used to generate reports to highlight medication safety issues.
In August 2010, an audit of 804 prescriptions showed that prescribing standards were
met in 89% of electronic prescriptions (EPMA) - a 45% improvement on the result for
handwritten paper prescriptions.
EPMA is currently used in 28 of 44 selected areas within current project scope (64% roll-out
progress), with total of 58 clinical areas in conjunction with the Electronic Patient Record (EPR).
We have a strong reporting culture. King’s currently holds the second highest medication
error reporting rate compared to the London peer group.
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What are our improvement initiatives planned?
•
•

Complete the Trust-wide implementation of EPMA, ensuring that key staff are engaged
and use it effectively. This will be rolled out to all wards/ departments with the exception
(at this stage) of critical care, paediatrics and maternity services.
There are a range of other complementary medication safety initiatives in place,
including:
o Development of an e-learning programme for drug dose calculation and increased
use of dose calculation checking charts e.g. Phenytoin loading doses in the
Emergency Department.
o Standardisation of injectable medicines, particularly in critical care, to reduce risks
with ward based dose preparation.
o A multidisciplinary subcommittee to focus on:
� Organisational learning and improvement in medication safety;
� Proactive risk management;
� Improved engagement of frontline teams to take ownership of medication
safety across the organisation and beyond the Pharmacy Department;
� A revised medication safety scorecard to help drive focused improvement effort.
o Closer working with King’s Health Partners (KHP) on medication safety initiatives, including:
� A newsletter to share best practice and disseminate important information;
� Improving opioid prescribing project.

How will we measure the performance and where do we report it?
•
•
•

EPMA implementation progress will be measured and monitored monthly at the EPMA
Project Board; this reports to the Medical Safety Subcommittee, overseen in turn by the
Quality and Governance Committee of the Trust, and the Patient Safety Committee.
Medication error reporting rates and incident investigations (including “Never Events”)
are monitored by the Medication Safety Subcommittee, which leads audits of compliance
with guidelines.
Bi-monthly quality meetings are scheduled throughout the year with our commissioners
(LSL Alliance, NHS Lambeth and NHS Southwark) where we report on performance in key
metrics, as well as our progress against the quality priorities we have set ourselves.
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Improve Clinical Effectiveness:
4. Improve end of life care
Objective:
•

Improve the coordination of care we give to patients as they approach end of life, and
achieve the locally agreed CQUIN targets.

We want to improve the care we give to patients who are approaching the end of their
lives. This includes patients, for example, with terminal diseases such as cancer.
The quality of the end of life care we provide is not limited solely to the patients under our
care. It also applies to their friends and relatives, who require advice, as well as emotional
and psychological support, during this difﬁcult and challenging period of their lives.
The end of life care we provide must be clinically effective and, crucially, be responsive
to the individual’s needs and wishes. This is one of our key objectives, and is central to
achieving the CQUIN targets for this aspect of patient care.

Why is this one of our quality improvement priorities?
End of life care encompasses holistic support for people who are approaching death and
their family or carers - helping patients to live as well as possible until they die and to die
with dignity.
Although the national focus is on supporting patients to die in the place of their choice
– and for many this will be outside hospital – in practice the majority of people still die in
hospital and there is a need to improve the care these patients and their families receive.
At King’s we are committed to making improvements to the experience of patients – as
well as their friends and family – as they reach the end of their lives.

How are we performing now?
Whilst we are conﬁdent that the importance of end of life care is already valued by clinical
staff working throughout the Trust, we know further improvements can – and will – be
made as we look to the future. We need to get this right now, as the number of people
living into old age – many of whom will require end of life care in hospital - is likely to
increase.
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What are our improvement initiatives planned?
The table below details the improvement initiatives we have planned for 2011/12 to ensure
real and lasting improvements in the end of life care we provide, and how these will be
measured within the CQUIN framework.
Goal
Improved identiﬁcation of
patients towards the end of
their lives: leading to more
proactive care planning,
identiﬁcation of preferences,
improved coordination
of care and better
communication.
This will be facilitated
through implementation of
the AMBER care bundle* in
speciﬁed clinical areas.
Improve the care of those
patients that are expected to
die and who die in hospital
through better use of the
Liverpool Care Pathway
(LCP)**.

Improve staff knowledge,
skills and conﬁdence in
caring for patients near or
at the end of their lives

1.
2.
3.
4.
5.
6.
7.

How we will measure success
Set up an advisory group to oversee AMBER project
Engage key ward staff and develop education and training plan to
support project
Pilot the AMBER care bundle initially on three wards at King’s
Review results of pilot and develop an action plan for introducing
the AMBER care bundle across further wards at King’s, alongside
an evaluation of the impact
Implement the action plan
Use quality sampling to review AMBER use and feedback to clinical areas
Develop and use AMBER tracking tool in order to track patient outcomes

1. Review current local and national audits of the LCP at King’s
2. Develop action plans based on the results of the local and national
audits to support more sustained use in clinical areas
3. Review current processes for capturing data on patient deaths on the
Liverpool Care Pathway (LCP)
4. Develop an education and training plan o support improved use of the
Liverpool Care Pathway
5. Develop a system for quality sampling for data completeness (as a
proxy for quality of care) to review use of the LCP and feedback to
clinical areas
6. Increase use of the LCP across the Trust in line with national averages
1. Identify appropriate e-learning packages from the national
e-learning for health end of life care package for use as part of
mandatory training for ward staff
2. Implement e-learning for end of life care as part of staff induction
and mandatory training
3. Develop training plan for SAGE & THYME*** communication skills training
4. Ensure that King’s has enough SAGE & THYME trainers to sustain staff training
5. Implement training plan for Sage and Thyme, with initial
focus on preceptorship programme and ward staff alongside
implementation of AMBER care bundle
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* AMBER care bundle
AMBER care bundle is a care bundle that has been developed for patients with an uncertain
prognosis to provide standardised high quality anticipatory care, integrated with the
patient’s treatment. It includes:
Assessment
Management
Best practice
Engagement
for Recovery uncertain patients
The role for AMBER within a patient’s care pathway is demonstrated in the table below:

** The Liverpool Care Pathway
The Liverpool Care Pathway aims to help doctors and nurses provide end of life care by
refocusing goals of care and outlining best practice for a patient in the ﬁnal days and hours
of their lives. The Liverpool Care Pathway becomes a structured record of the issues, actions
and outcomes during that patient’s care prior to death.
*** SAGE & THYME
SAGE & THYME is a model to enable health and social care professionals to listen to
concerned or distressed people, and to respond in a way that empowers the distressed
person. The model is taught in a 3 hour level 1 course. In its most basic form, it is described
as follows:
Setting – if you notice concern – create some privacy – sit down
Ask – “Can I ask what you are concerned about?”
Gather - gather all of the concerns – not just the ﬁrst few
Empathy – respond sensitively – “You have a lot on your mind”
-and
Talk – “Who do you have to talk to or to help you?”
Help – “Have they been helpful?”
You – “What do YOU think would help?”
Me – “Is there anything you would like ME to do?”
End – summarise and close – “Can we leave it there?”
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How will we measure the performance and where do we report it?
It is vital that we effectively measure how we are performing against the objectives we have
set ourselves. This will enable us to ensure we are making the improvements in end of life
care we would like to make for patients, their friends and family.
We will measure performance in the following ways:
•
•
•
•

Collect and analyse current baseline performance (i.e. how we are currently performing);
Design and implement an auditing tool and set of key measures, and incorporate into a
Trust end of life performance scorecard;
Report through the Trust’s End of Life Care Strategy Group and Patient Outcomes
Committee to the Board Quality and Governance Committee;
Bi-monthly quality meetings are scheduled throughout the year with our commissioners
(LSL Alliance, NHS Lambeth and NHS Southwark) where we report on performance in key
metrics, as well as our progress against the quality priorities we have set ourselves.
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Improve Clinical Effectiveness:
5. Improve diabetes care
Objectives:
•
•

Improve insulin safety – by reducing the incidence* of insulin prescription and
management error for those currently on insulin therapy.
Develop the key frameworks to enable King’s to meet the relevant NICE Quality Standard
for Diabetes (standards 11 – 13), and thereby deliver better outcomes for our patients.

(*As the baseline performance was only published on 1 April 2011, precise improvement
targets have not yet been established.)

Why is this one of our quality improvement priorities?
Approximately one in ﬁve King’s adult inpatients are diabetic, and the majority are admitted
to King’s for reasons other than their diabetes. Some may be discharged from hospital
without being referred for appropriate specialist input from the diabetes team. If diabetes
is identiﬁed early and treated effectively, clinical outcomes for patients improve and we can
reduce length of stay in hospital by an average of three days.
King’s participated in the 2010 National Diabetes Inpatient Audit and results published
on 1 April 2011 have provided an overview of our baseline performance. The new
Quality Standard for Diabetes published by NICE in March 2011 will be used by King’s as a
benchmark for delivering excellent care for diabetic patients.
The quality statements relating to inpatient care include:
• (11) Inpatient: People with diabetes admitted to hospital are cared for by appropriately
trained staff, provided with access to a specialist diabetes team, and given the choice of
self-monitoring and managing their own insulin.
• (12) Diabetic Ketoacidosis: People admitted to hospital with diabetic ketoacidosis receive
educational and psychological support prior to discharge and are followed up by a
specialist diabetes team.
• (13) Hypoglycaemia: People with diabetes who have experienced hypoglycaemia
requiring medical attention are referred to a specialist diabetes team.

How are we performing now?
•

The 2010 National Diabetes Inpatient Audit shows that King’s performs well in providing
diabetes care compared to the national average. However, there are still areas in which
we and our peers can improve the care we provide. For example, in regards to insulin
safety:, the National Diabetes Inpatient Audit 2010 found that, of the patients on insulin,
53.5% experienced at least one insulin prescription or management error. King’s had
fewer inpatients with a prescription error - 22% compared to 26% for all other Trusts.
King’s had more patients who experienced management error - 25.9% compared to 20%
across all units.
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What are our improvement initiatives planned?
•
•
•
•
•

•

•

•
•

Review the results of the National Diabetes Inpatient Audit and identify speciﬁc
improvement opportunities and develop the appropriate best practice models to achieve
these.
Establish a network of Diabetes Link Practitioners, learning from the successful
development of the Infection Control Link Practitioners programme at King’s, to meet
and exceed the quality standards.
Pilot and implement new educational models across King’s to ensure consistent best
practice in the care of people with diabetes.
Create a new electronic ﬂagging system to proactively identify those patients who have
the highest need for specialist diabetes care, so that we can ensure they are seen by
specialist staff.
Recruit for and pilot the role of a specialist Diabetes Liaison Nurse to work across a
number of clinical areas to identify high-risk patients earlier, and ensure the effective care
and treatment of patients with diabetes. We will evaluate the effectiveness of this role in
improving patient outcomes in 12 months.
Develop a new ‘diabetes care’ screen as part of the EPMA roll-out. This will enable
improvements to the prescription and management of insulin, and for frontline staff
to more readily access information to monitor the patient’s glucose levels, insulin type
and dosage. It will include programming to embed decision-support to improve the
management of hyperglycaemia for all patients with diabetes.
Establish an Insulin Safety Group to ensure that patients with diabetes have their
medication managed according to the highest safely standards, and ensure that we
comply with National Patient Safety Authority recommendations regarding insulin
management.
Initiate a programme of research on improving patient safety in relation to diabetes with
our academic partners and the Patient Safety & Service Quality (PSSQ) Centre.
Implement routine testing of blood glucose levels and standardising the way in which
insulin therapy is given and monitored.

How will we measure the performance and where do we report it?
•
•
•
•

We will use the key measures identiﬁed from the national clinical audits to measure the
effectiveness of our diabetic care.
We will participate in the next National Diabetes Inpatient Audit (NaDIA) to obtain
comparative data to assess the improvements made over the year.
We will routinely monitor patient readmissions due to primary diabetes.
Bi-monthly quality meetings are scheduled throughout the year with our commissioners
(LSL Alliance, NHS Lambeth and NHS Southwark) where we report on performance in key
metrics, as well as our progress against the quality priorities we have set ourselves.
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Improve Patient Experience:
6. Improve the consistency of inpatient experience at King’s
Objective:
•

To achieve the agreed CQUIN target improvement* for the “responsiveness to personal
needs” composite indicator, for the three lowest scoring wards identiﬁed twice during
the year7.1

(*This is yet to be conﬁrmed with our commissioners, currently proposed to be a 5% improvement target.)

Why is this one of our quality improvement priorities?
A key lesson from reﬂecting on patient feedback on their experience at King’s, through
our annual National Inpatient Survey results and in-house “How Are We Doing” survey, is
that whilst some of our patients have a very positive experience and report high levels of
satisfaction, this is not always consistent across all areas.

How are we performing now?
•

In 2010/11, our efforts to improve levels of patient satisfaction in the three lowest scoring
inpatient wards, demonstrated signiﬁcant and rapid improvement could be made and
sustained. We achieved our CQUIN targets for three speciﬁc wards in 2010/11.

•

The ﬁve areas monitored relate to our responsiveness to personal needs of patients. They
are used as a composite CQUIN measure to reﬂect the most important drivers of patient
satisfaction, which are:
1.
2.
3.
4.
5.

Appropriately involved in decisions about treatment/care;
There are hospital staff available to talk to about worries/concerns;
Given privacy when discussing condition/treatment;
Informed about medication side effects;
Informed who to contact if worried about condition after leaving hospital.

What are our improvement initiatives planned?
Learning from our experience in 2010 /11, we are committed to rolling-out our improvement
approach to six more of our inpatient wards in 2011 /12 to ensure consistent care excellence
and patient experience across the Trust. This involves:
•

7

Facilitated and focused ward-based team action planning in response to patient feedback
on the ﬁve patient experience aspects summarised above. In 2010/11, we have set
up mechanisms to capture patient feedback on these ﬁve aspects and facilitate team
improvements, and achieved the 5% improvement on this composite measure in all
three wards. Over the ﬁrst half of 2011/12, we will work with the three currently lowestscoring wards to bring about a 5% improvement again, and then in the second half of
the year, the next three lowest-scoring wards.
Scope of this work could therefore range between three to six wards.
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•

We will continue to evaluate the effectiveness of this type of focused ward-based
improvement, and reﬁne the methodology and tools used as appropriate.

In addition, over the past year, we have designed a Patient Experience project within the
Transformation Programme. We expect that, with the implementation of the deliverables we
have put in place, many of the beneﬁts from the project will be realised over 2011/12.
The project includes the following key elements that are expected to improve patient
experience across King’s:

Building on our culture of care
We have planned a range of initiatives to deepen the engagement of all staff with King’s
core organisational values, and put patients at the centre of everything we do. These
include:
•
•
•

Stories in internal publications of real examples of how “living” King’s Values have made
a real difference for patients;
“In your shoes” events to allow staff to listen to what’s most important for patients
and prompt empathetic reﬂection and inspire personal commitment to continuous
improvement;
A set of drama-based training events on customer care principles to mobilise staff
commitment to a consistently positive experience for patients and their families.

Energising and expanding volunteering at King’s
We are further developing our volunteer programme at King’s in recognition of the unique
and powerful contribution they make to improving patient experience at King’s. The Trust
currently has around 130 active volunteers who contribute 15,500 hours of voluntary service
each year (Analysis, November 2010).
Our aims are to:
• Develop clear and interesting roles for our volunteers and have them integrated as part
of ‘Team King’s’.
• Recruit, train and place a ﬂexible volunteer team who have a strong helpful presence
across the hospital – across most inpatient wards, outpatient clinics, in the Emergency
Department and at all main entrances
to offer help to our patients and their
visitors.
• Develop a vibrant and attractive package
for potential volunteers, including
development opportunities, support
and recognition schemes to retain their
active commitment so as to provide the
best experience for our patients and their
families.
We have been granted funding from the
King’s College Hospital Charity to set up this
expanded programme. We are aiming to
launch the new training programme in May
2011, and will grow the volunteer body over
the next 12 months.

King’s is recruiting 500 new volunteers
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Improving patient discharge
Many of our patients have told us that their experience of discharge (when they leave
hospital) could be improved. The ‘Discharge Planning and Enablers’ workstream has been
established recently to review the current best practice, and areas for development for both
complex and simple discharges.
There are two areas of focus; medical leadership at ward level, and standards along the
patient pathway. They are derived from the Department of Health Principles of Discharge
Planning. The scope of this work is illustrated in the diagram below:

•
•

In March 2011 senior leaders from all divisions identiﬁed three top actions to enable daily
consultant-led reviews of each patient.
Further work is planned to ensure we deliver the enabling standards across all wards e.g.
consistent use of a discharge checklist 24 hours before a patient is due to leave hospital.

How will we measure and report performance?
•
•
•
•

We will continue to monitor the experiences of patients on the ﬁve aspects in the
composite “How Are We Doing” survey indicator, which is included in the monthly Trust
Patient Experience Report.
All divisional teams will be prompted to review their performance against these measures
with their ward teams, and to identify local improvement opportunities.
The lessons learnt by ward teams will be shared at the Trust’s Patient Experience
Committee in order to extend best-practice.
Bi-monthly quality meetings are scheduled throughout the year with our commissioners
(LSL Alliance, NHS Lambeth and NHS Southwark) where we report on performance in key
metrics, as well as our progress against the quality priorities we have set ourselves.
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Improve Patient Experience:
7. Achieve a clean hospital environment
Objectives:
•
•

To improve the patient experience of cleanliness as measured by the HRWD survey.
To improve the standard of cleanliness as measured in the cleaning contract monitoring*.

(*This is yet to be agreed with our contractors, precise improvement targets have not yet
been established.)

Why is this one of our quality improvement priorities?
Ipsos-Mori research “Frontiers of performance in the NHS” (2008) identiﬁed cleanliness as a
key determinant in patient decisions about care.
There is a strong organisational commitment to make a tangible step-change improvement
in cleanliness, working closely with our contracted service providers. We believe this will also
help our efforts to prevent and control infection.

How are we performing now?
•

Our patients have indicated that cleanliness has not improved in the past year. Results from
our How Are We Doing survey results over the past year show downward trends for perceived
cleanliness of the rooms/wards and bathrooms / showers, as evidenced by the graphs below:

•
•
•
•
•
•
•
•
•
•
•
•
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•
What are our improvement initiatives planned?
•
•
•
•
•
•

A focus on assurance for actual standards of cleanliness, with improved contract
monitoring site tours to complement other key environmental audits.
Developing clear roles and accountabilities for cleanliness in all areas e.g. the review and
sign-off of deep cleans.
Implementation of a rigorous staff performance review programme and a new ‘coaching
card’ training system to raise standards of cleaning quality.
Engagement of frontline staff groups to foster understanding of how inﬂuential basic
cleanliness is to the conﬁdence patients have in the care we provide.
Implement the Cleaning Improvement Programme developed with our contracted
hospitality service providers, Medirest.
Ongoing programme to pilot test new innovations and products such as new toilet roll
dispensers and disposable bed-side curtains, to best meet our patient’s expectations for
the cleanliness of ward and bathroom environments.

How will we measure and report performance?
•
•
•

Our Trust-wide environmental audits, quality ward rounds, and other contract-monitoring
site visits will be reviewed, and measures and targets revised as part of the improvement
work.
Once baseline performance on the key measures is obtained, we will establish the
improvement targets.
Bi-monthly quality meetings
are scheduled throughout the
year with our commissioners
(LSL Alliance, NHS Lambeth
and NHS Southwark) where
we report on performance
in key metrics, as well as
our progress against the
quality priorities we have set
ourselves.
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Statements of Assurance from the Board:
2a: Information on the review of services:
During the 2010/11 reporting period, King’s College Hospital provided and/or sub-contracted
seven NHS services. They were:
1.
2.
3.
4.
5.
6.
7.

Acute services
Hospice services
Rehabilitation services
Community healthcare services
Diagnostic & screening services
Long-term conditions services
Blood and transplant services

King’s has reviewed all the data available on the quality of care in all of the above seven
types of services.
The income generated by the NHS services reviewed in 2010/11 represents 100% per cent of
the total income generated from the provision of NHS services by King’s for 2010/11.
Indicators covering the three quality dimensions – safety, patient experience, and clinical
effectiveness – were identiﬁed and built into King’s monthly performance scorecards at
Trust, divisional and team levels in June 2009. These are actively used to drive overall quality
improvement, and the divisional scorecards have adjusted to the new arrangement since July
2010.
A divisional restructure, to organise the eight existing divisions into six, was aimed to
achieve:
1. An improvement in the quality of our services – for example, ensuring appropriate
care for both our emergency and elective patients; developing services for local
patients out of the hospital; and improving our services to patients from across the
country in a number of specialty areas.
2. A closer alignment with the Clinical Academic Group structure within King’s Health
Partners. Over time we will be working ever closer with our partners, and our patients
will experience more joined up services and the beneﬁts of improved integration with
research and teaching.
3. More effective and efﬁcient services for our patients, that yield savings we can invest
for the future.
4. A renewed focus on addressing healthcare inequalities across South East London,
considering all elements of healthcare provision and the pathways our patients
experience.
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2b: Participation in Clinical Audits and National Conﬁdential
Enquiries:
During 2010/11, 50 national clinical audits and two national conﬁdential enquiries covered
NHS services that King’s provides.
During that period, King’s participated in 90% (45/50) of national clinical audits and 100%
(2/2) of national conﬁdential enquiries in which it was eligible to participate. This includes
both those listed by the Department of Health (47), and additional audits and enquiries of
relevance (ﬁve).
The national clinical audits and national conﬁdential enquiries in which King’s was eligible
to participate during 2010/11 and those in which we actually participated (with data
collection completed during 2010/11), are listed below alongside the number or registered
cases required by the terms of that audit or enquiry.
The following list of national audits is based on that produced by the Department of Health:
National Clinical Audit and
Conﬁdential Enquiry
1.
Peri- and Neonatal
Perinatal mortality
(CMACE)
National Neonatal Audit
Programme (NNAP)
2.
Children
Paediatric Pneumonia
(British Thoracic Society)
Paediatric Asthma (British
Thoracic Society)
Paediatric fever (College of
Emergency Medicine)
Childhood Epilepsy (RCPH
National Childhood
Epilepsy Audit)

King’s
participation

Reporting period

Participation rates8

Yes

Continuous

100%

Yes

01/10 – 12/10

100% (554/554 cases)

Yes

11/10 – 01/11

Yes

11/10

Yes

04/09 – 12/10

Yes

Audit not yet
collecting data

N/A

Audit in data
collection phase
2010 report not yet
published
2010 report not yet
published

Paediatric Intensive Care
Audit Network (PICA Net)

Yes

01/07 – 12/09

96.5% data
completeness number of cases not
speciﬁed

Diabetes (RCPH National
Paediatric Diabetes Audit)

No

01/09 – 03/10

N/A

8
Unfortunately, as data collection occurs through different channels (from disperse staff groups, directly
from patients, or returns through our IT system), the participation rates are not always tracked centrally. In
some instances, the rates are conﬁrmed only in the ﬁnal publication of results. In other instances, the report
may not specify King’s participation rate.
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3.
Acute Care
Emergency use of oxygen
(British Thoracic Society)
Adult community acquired
pneumonia (British
Thoracic Society)
Non-invasive ventilation
(British Thoracic Society)
Pleural procedures (British
Thoracic Society)
Cardiac arrest (National
Cardiac Arrest Audit)
Vital signs in majors
(College of Emergency
Medicine)
Adult critical care (Case Mix
Programme)
Potential donor audit (NHS
Blood & Transplant)
4.
Long-term conditions
Diabetes (National Adult
Diabetes Audit)
Heavy menstrual bleeding
(RCOG National Audit of
HMB)
Chronic pain (National Pain
Audit)
Ulcerative colitis & Crohn’s
disease (National IBD
Audit)
Parkinson’s disease
(National Parkinson’s Audit)
Chronic Obstructive
Pulmonary Disease (British
Thoracic Society)
Adult asthma (British
Thoracic Society)
Bronchiectasis (British
Thoracic Society)

No

10/10 – 11/10

N/A

Yes

December 10 to
March 11

Audit in data
collection phase

No

02/10 – 03/10 Also for
2011

N/A

No

06/10 – 07/10

N/A

Yes

09/10 – 02/11

Audit in data
collection phase

Yes

08/10 – 01/11

Audit in data
collection phase

Yes

04/11 -

N/A

Yes

04/10 – 09/10

24 potential donors
- Percentages not
speciﬁed in the
report

No

01/09 – 03/10

N/A9

Yes

05/10 – 09/10

Report not yet
published

Yes

2011 -

Audit in pilot phase

Yes

09/10 – 08/11

Audit in data
collection phase

Yes

07/10 – 10/10

2010 report not yet
published

Yes

10/10 – 12/10

2010 report not yet
published

Yes

09/10 – 12/10

Yes

10/10 – 01/11

2010 report not yet
published
Audit in data
collection phase

9 This relied on data being produced from electronic clinical systems and, along with many other Trusts
nationally, King’s did not have the IT systems to enable this. Following efforts made by the diabetes
team, King’s made a practical data return for 2011 but, as it was not complete, it will be recorded as ‘non
participation’. King’s did, however, participate in the National Diabetes Inpatient Audit (NaDIA), which does
not appear on the Department of Health’s priority national audit list. Results were published outside the
period of this report (April 2011) and will be included in next year’s Quality Account
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5.

Elective Procedures

Hip, knee and ankle
replacements (National
Joint Registry)
Elective surgery (National
PROMs Programme)
Coronary angioplasty:
Adult cardiac interventions
Liver transplantation
(NHSBT UK Transplant
Registry)
Coronary angioplasty
(NICOR Adult cardiac
interventions audit)
Peripheral vascular surgery
(VSGBI Vascular Surgery
Database)
a)
clinical audit
b)
organisational audit
Carotid interventions
(Carotid Intervention
Audit)
CABG and valvular surgery
(Adult cardiac surgery
audit)
6.
Cardiovascular Disease
Familial
Hypercholesterolaemia
(National Clinical Audit of
Management of FH)

Yes

04/09 – 03/10

Number of cases
submitted not
speciﬁed in the audit
report

Yes

04/09 – 03/10

All procedures: 54.7%

Yes

04/09 – 03/10

2010 report not yet
published

Yes

Continuous

100%

Yes

04/09 – 03/10

2010 report not yet
published

Yes

a) 04/09 – 03/10;
b) 12/09 – 02/10

a) 2010 report not yet
published;
b) 100% (1/1)

Yes

01/08 – 09/09

15% (16/110 cases)

Yes

04/08 – 03/10

2010 report not yet
published

Yes

01/10 – 12/10

Acute myocardial infarction
and other ACS (MINAP)

Yes

04/09 - 03/10

Heart failure (Heart Failure
Audit)

Yes

04/09 - 03/10

Acute Stroke (SINAP)

Yes

05/10 – 03/11

Stroke care (National
Sentinel Stroke Audit)

Yes

04/10 – 06/10
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100% (1/1) –
organisational audit;
30% (12/40 adult
cases) – clinical audit
Number of cases
submitted not
speciﬁed in audit
report
30% (95/321 cases)
Audit in data
collection phase
100% (1/1) –
organisational audit;
100% (60/60 cases) –
clinical audit

7.
Renal Disease
Renal replacement therapy
(Renal Registry)
Patient transport (National
Kidney Care Audit)
Renal colic (College of
Emergency Medicine)
8.
Cancer
Lung cancer (National Lung
Cancer Audit)
Bowel cancer (National
Bowel Cancer Project)
9.
Trauma
Hip fracture (National Hip
Fracture Database)
Severe trauma (Trauma and
Audit Research Network)
Falls and non-hip fractures
(National Falls and Bone
Health Audit)
10.
Blood Transfusion
O negative blood use
(National Comparative
Audit of Blood Transfusion)
Platelet Use (National
Comparative Audit of
Blood Transfusion)

2010 report not yet
published
2010 report not yet
published
Audit in data
collection phase

Yes

04/09 - 03/10

Yes

01/10

Yes

08/10 – 01/11

Yes

01/10 – 12/10

Yes

08/08 – 07/09

Yes

04/09 - 03/10

100% (100/100 cases)

Yes

04/09 - 03/10

100%

Yes

04/10 - 03/11

Audit in data
collection phase

Yes

06/10

2010 report not yet
published

Yes

09/10 – 01/11

Audit in data
collection phase

2010 report not yet
published
2010 report not yet
published

In addition, King’s participated in the following national audits and conﬁdential enquiries
that are not included in the Department of Health’s list:
National Clinical Audit and
King’s
Reporting
Participation rates
Conﬁdential Enquiry
participation
period
Acute Care
National Conﬁdential Enquiry
Cardiac arrest study - 100%
into Patient Outcome and
(14/14); Surgery in children – in
Yes
04/10 - 03/11
Death (NCEPOD)
progress; Peri-operative surgery –
organisational questionnaire only
Acute severe asthma (College
Yes
08/09 – 01/10
100% (50/50)
of Emergency Medicine)
Renal Disease
Vascular access audit
Yes
01/10 – 01/11 Audit in data collection phase
Psychological conditions
National Audit of Dementia
a) 100% (1/1);
a)
organisational audit
Yes
03/10 – 07/10
b) 0
b)
clinical audit
Older People
Continence Care Audit
Yes
(Royal College of Physicians)
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The reports of 24 national clinical audits were reviewed by King’s in 2010/11, and the actions
King’s intends to take to improve the quality of healthcare are provided below:
National Audit
Headline results and / or actions taken
1.
Peri- and Neo-natal
National Neonatal
King’s performed better than the national average as follows:
Audit Programme
• 72% babies received surfactant (63.5% nationally)
(NNAP)
• 86% babies had their blood pressure measured within the ﬁrst
hour of birth (56.4% nationally)
• 77% babies had their temperature measured within the ﬁrst
hour of birth (63% nationally)
• 96% received mother’s milk (80.1% nationally).
• Further improvement actions are in place to improve the
number of women given steroids before a pre-term delivery,
as this helps matures the baby’s lungs, and reduces the risk of
breathing difﬁculties.
2.
Children
Paediatric intensive
The Standardised Mortality Ratio is 1.05, which is in line with
care (PICA Net)
peers.
The following steps have been taken to improve data quality:
• 750 notes re-entered
• problems in interface identiﬁed and resolved between the
local audit management system and PICANet
• data re-analysed
• a PICANet lead identiﬁed.
3.
Acute Care
Adult critical care (Case King’s has not previously participated in this audit. The funding
Mix Programme)
has now been secured. King’s is in a position to start submitting
data in April 2011.
Asthma - acute severe
King’s results include:
(College of Emergency • King’s was the third best performing trust in the UK for the
Medicine)
crucial peak ﬂow recording
• King’s was in the top quartile for compliance with treatment
standards and patient discharge standards
• King’s was in the bottom quartile for observations on arrival
due to poor recording of respiratory rate
Actions to improve the asthma service within the ED include:
• the introduction of Rapid Assessment and Treatment
• implementation of an Asthma Decision Tool
• sign-posting of clinical guidance on the Trust’s intranet to
allow a contemporary clinical reference source.
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Potential donor
audit (NHS Blood &
Transplant)

Key results are as follows:
Donors after brain death:
• 90% were tested for neurological death
• There was 100% referral rate
• The approach rate was 89%
• The adjusted consent rate was 52% and observed 63%.
(adjusted for ethnicity)
Donors after cardiac death:
• The referral rate was 88%
• The approach rate was 73%
• The adjusted10 consent rate was 45% and observed 64%.
Detailed discussion of the results of this audit and any actions
required has been scheduled but has not occurred by the time of
this publication.

4.
Long-term conditions
Diabetes (National
Work is ongoing with the Electronic Patient Records Team to set
Adult Diabetes Audit)
up the systems required to extract data for submission. A partial
data set has been submitted to the audit.
Ulcerative colitis
The following organisational processes and structures are in place
at King’s as shown by the results of the second round of the IBD
& Crohn’s disease
organisational audit:
(National IBD Audit)
• timetabled meetings between Gastroenterologists and
Colorectal Surgeons
• IBD Clinical Nurse Specialist in post
• surgeons perform ileo-anal pouch surgery
• psychologists are attached to the Gastroenterology service
• there is access to an IBD specialist via telephone.
The following results are also highlighted by the report:
• 5% (1/20) of ulcerative colitis patients died during admission
• No Crohn’s disease patients died during admission.
5.
Elective Procedures
Hip, knee and ankle
King’s results were not speciﬁed in the report. It is noted that
replacements (National this is not an audit but a national data collection exercise for the
Joint Registry)
registry.
Elective surgery
PROMS currently covers four elective surgery procedures: hip and
(National PROMs
knee replacement, groin hernia and varicose veins. Patients are
Programme)
asked to rate their quality of life both pre- and post-operatively
using well established quality of life tools. King’s performs well
compared to acute trusts nationally, and in London for both hip
and knee replacements. Results for groin hernia surgery are
mixed with one measure showing King’s performing above the
national average and another below. The number of patients
reporting better quality of life after varicose vein surgery is lower
compared to other acute trusts.

10

Adjusted for casemix and ethnicity of the potential donor.
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Peripheral vascular
King’s results are in the top quartile. The results of the
surgery (VSGBI Vascular organisational report highlighted that King’s is amongst the
Surgery Database)
34% of specialist vascular units with the following 4 out of 5 key
characteristics for a specialist vascular unit:
• beds dedicated to vascular surgery patients only or vascular
patients are admitted to a general surgical ward with nursing
staff experienced in looking after vascular surgery patients
• ITU and HDU units for vascular surgery
• a 24/7 vascular on call rota
• the opportunity to obtain training in vascular interventional
radiology.
Carotid interventions
The last audit report identiﬁed poor data submission from King’s.
(Carotid Intervention
This is being addressed and data was submitted to meet the 2011
Audit)
deadline.
6.
Cardiovascular Disease
Familial
Key results from the audit demonstrate that King’s meets best
Hypercholesterolaemia practice by having in place:
(National Clinical
• outpatient services for the clinical management of adults with
FH
Audit of Management
• a lead clinician responsible for FH care
of Familial
Hypercholesterolaemia) • patients formally classiﬁed according to the ‘Simon Broome’
criteria.
Myocardial infarction & King’s has performed above the national average for the
other ACS (MINAP)
indicators shown below:
• 92% of King’s patients are directly admitted to interventional
centre compared to 76% nationally
• 93% received primary angioplasty (44% nationally)
• 90% of nSTEMI patients are seen by a cardiologist or member
of the cardiology team (88% nationally)
• patients are being discharged on secondary prevention
medication including aspirin, beta blocker, statins, ACE
inhibitors and clopidogrel/ thienopyridine inhibitors. Actions
resulting from the 2009 report have increased the percentage
of patients discharged on ACE inhibitor from 80% to 97%.
Heart failure (Heart
Failure Audit)

Stroke care (National
Sentinel Stroke Audit)

King’s has increased the number of cases submitted to the audit
from previous years. A system is now in place to improve on
registration, admission, re-admission, unscheduled event and life
status.
Organisational audit score was 90.27 for King’s, ranking ﬁfth
nationally (national average 67.13).
The staff availability ratios for inter-disciplinary services are
considered inaccurate and have been recalculated. The data is
due to be resubmitted. King’s achieves the nursing and therapy
numbers speciﬁed by Healthcare for London. Results of the
clinical audit are still to be published.
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7.
Cancer
Lung cancer (National
Lung Cancer Audit)
Bowel cancer (National
Bowel Cancer Audit
Programme)

Discrepancy in King’s data published in the 2009 LUCADA report is
currently being followed up with the Information Centre.
Following results published in the 2009 report that did not
accurately reﬂect practice at King’s, a clinical research nurse has
been appointed working prospectively on data entry for the
audit. A system of consultant veriﬁcation of all data prior to
submission has also been established. The bowel cancer team
continue to work to improve data returns.
Breast cancer (National The 2010 report shows that all King’s patients had completed
Mastectomy and Breast operative data with an estimated case ascertainment of 75% to
Reconstruction Audit)
100%. At King’s, 100% of women who had a mastectomy were
offered reconstruction and about 50% of them had undergone
the reconstruction procedure. This is above the national
reconstruction rate of 9%.
Oesophago-gastric
King’s has a small caseload in oesophago-gastric cancer. Results
cancer (National
from the 2010 report include:
Oesophago-gastric
• 100% of patients had planned modality
• King’s patients are transferred to Guy’s and St Thomas’ for
Cancer Audit)
further treatment, therefore no treatments entered for King’s.
8.
Trauma
Hip fracture (National
Hip Fracture Database)

Fractured neck of
femur (College of
Emergency Medicine)

The results from the hip fracture include:
• 42% of patients got to the orthopaedic ward within 4 hrs
from the Emergency Department (ED) (56% nationally).
Detailed discussion of the results of this audit and any actions
required has been scheduled but has not occurred before this
publication.
• 88.8% of patients had surgery within 48 hours and during
normal working hours (79% nationally)
• 2.4% developed pressure ulcers (6% nationally)
• 55% received routine preoperative medical assessment by a
geriatrician (30% nationally)
• 94.2% of patients were assessed for bone health medication
(74% nationally).
This audit reported that:
• King’s is the best performing trust nationally in providing
timely analgesia in the ED for patients with fractured of femur.
• King’s is in the top quartile for providing overall care in
accordance with guidelines for good practice (in addition to
timeliness).
• King’s is in the lower quartile for recording of pain score and
for performing imaging within 60 minutes.
Actions include collaboration with the x-ray department to
develop a patient priority system and the addition of a pain score
box to the mandatory triage ﬁeld.
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Severe trauma (Trauma
and Audit Research
Network)

Pain in children
(College of Emergency
Medicine)

9.
Older People
Continence Care Audit
(Royal College of
Physicians)

King’s is performing above average with 2.1 additional
“survivors” per 100 patients than expected. King’s is working to
improve its time to theatre. This is being addressed by the Trauma
board through theatre scheduling and recruiting a junior medical
post.
The audit reported that:
• King’s is in the top quartile nationally for pain recording and
providing analgesia within 20 minutes.
• King’s scored in the lower quartile for providing analgesia in
accordance with guidance and speciﬁcally in using the pain
scoring system.
Staff training is being provided to ensure consistency in the use
of the pain scoring system, and providing analgesia in accordance
with guidance.

King’s continues to perform well in continence care with an
organisational score of 82, which is in the upper quartile for acute
hospitals.
Key bladder and bowel clinical audit results are below:
• For 65 years and older, all King’s patients were assessed for
cognition compared to 66% nationally
• There is evidence that the impact of symptoms on quality of
life was assessed for 80% of the 65+ age group and 86% of
the <65 compared to 36% and 49% respectively.
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In addition, the reports of nine local clinical audits were reviewed by King’s in 2010/11 and
King’s intends to take the following actions to improve the quality of healthcare provided:
Local Clinical Audit
Hand hygiene and
infection control audit
programme

Risk assessment
model for venous
thromboembolism in
hospitalised medical
patients
Consent

Health record-keeping

Do not attempt
resuscitation (DNAR)
Falls
Discharge

Transfer

Blood transfusion

Actions to improve quality of care
Routine audit has demonstrated that King’s has achieved a
high level of compliance with its infection control standards. A
new hand hygiene tool recommended by the Department of
Health is currently being piloted and a new audit management
system is being developed to facilitate data entry, analysis and
dissemination at all levels of the organisation.
This audit is a CQUIN requirement and reported elsewhere in the
Quality Account.

Routine audit of consent has led to a review of the consent form
and clear messaging throughout the organisation of Trust policy
for consent for speciﬁc procedures.
Audit results demonstrated that health record-keeping has
signiﬁcantly improved following the increased use of the
electronic patient record. The Health Record-Keeping Policy
was reviewed and updated in-year and disseminated to all
stakeholders. A new online training package for health recordkeeping is now mandatory for all clinical staff and the levels of
uptake are now monitored routinely through the King’s Human
Resources scorecard.
The Do Not Attempt Resuscitate (DNAR) policy is being reviewed
with the view of integrating DNAR fully into the End of Life care
pathway.
Actions to improve the routine use of the falls risk assessment and
the bedrail risk assessment forms.
Following the audit, discharge checklists for adult, paediatrics
and maternity were developed to improve compliance with King’s
Discharge Policy.
As a result of the audit, a transfer checklist was developed.
Dissemination of information on the King’s policy requirements
are to be targeted to all Heads of Nursing and improvement
managed within Divisions.
In order to reduce wastage, a bi-monthly Transfusion Newsletter
was launched to provide update on the cost of blood, blood
components usage and wastage. Adverse Incident reports for all
blood wastage are reviewed at Risk Meetings.
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2c: Information on participation in clinical research
The number of patients receiving NHS services provided or sub-contracted by King’s that
were recruited (but may not necessarily have completed the study) to participate in research
approved by a Research Ethics Committee, during the period 1 October 2009 – 31 September
2010 was 4100. They were recruited to 186 National Institute for Health Research (NIHR)
adopted studies.
This is a 60% increase in recruitment from 2008/09 (previous years increase was 37%).
Additionally, King’s was involved in approximately 450 non-NIHR studies, and 150
commercial clinical research studies during 2009/10, to which an estimated 4500 patients
were recruited.

Commitment to research as a driver for improving the quality
of care and patient experience
Participation in clinical research demonstrates King’s commitment to improving the quality
of care we offer, and to making our contribution to wider health improvement. Our clinical
staff stays abreast of the latest possible treatment possibilities and active participation in
research leads to successful patient outcomes.
There were over 200 clinical staff participating in research approved by a research ethics
committee at Kings during 2010/11. These staff participated in research covering 24 different
medical specialties.
In addition, over the last three years, in excess of 1400 publications have resulted from our
involvement in NIHR research, which shows our commitment to transparency and our desire
to improve patient outcomes and experience across the NHS.
Our engagement with clinical research also demonstrates King’s commitment to testing and
offering the latest medical treatments and techniques.
For example, following the success of the 2009/10 Research Initiative grant awards, the Trust
Executive agreed to a second year’s investment (of £750,000) in clinical research. Quality
of the projects put forward was very high, with the 10 successful awards being based on
scientiﬁc merit. These projects have performed well, with outputs so far including an NIHR
Fellowship award, 4 groups being awarded grants from external bodies based on project
data, 10 published manuscripts, over 15 abstracts and presentations at conferences, and
two young Investigator Awards. The Trust also ran a New Researcher competition in order
to encourage junior clinical staff from all disciplines to take on small research projects, by
awarding consumables grants and travel bursaries to support presentations at research
meetings. Over 40 applications were received, with seven consumable grants and ﬁve travel
bursaries being awarded for innovative and novel projects.
We have picked a few examples of the research work being conducted within some of the
established research groups in the Trust, to give a ﬂavour of the breadth of areas of interest.
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RESEARCH HIGHLIGHTS
Neurosciences
EUROPAR is a European research initiative looking at the non-motor symptoms of
Parkinson’s disease, which is led from King’s by Professor Ray Chaudhuri, and has attracted
signiﬁcant funding from charities and industry.
Parkinson’s disease is one of the commonest neurodegenerative disorders, and is associated
with a wide range of distressing non-motor symptoms, such as dribbling of saliva, sleep
problems, depression and sexual difﬁculties, which are often disregarded. The work has
strong patient involvement, and an Expert Patients Group has now been established.

Diabetes
Professor Stephanie Amiel is leading a large scale NIHR diabetes programme grant aimed
at improving control of type 2 diabetes, including through psychological intervention. Type
2 diabetes affects a very large number of people worldwide, and if poorly managed it can
lead to a range of healthcare complications, including blindness and amputation, coronary
complications, renal failure, and muscle wasting.

Liver
Hepatitis C is an infectious disease which causes ﬁbrosis and cirrhosis of the liver, and may ultimately
require transplantation. Worldwide around 170 million people are chronically infected by this virus, which
is very ‘unstable’ and therefore readily develops resistance. This means that many of the drugs which have
been developed are only effective in a proportion of those infected. Dr Kosh Agarwal, of The Institute of
Liver Studies at King’s, is leading a programme to investigate the use of new drugs which may be more
effective and, equally important, more easily tolerated by individuals suffering from this condition.

Critical Care
Dr Phil Hopkins is leading participation in an international trial into a new treatment for traumatic
brain injury. Many brain injuries are caused as a result of pressure on the brain as it tries to swell
within the limited enclosure of the skull. The Eurotherm3235 Trial is investigating whether this
damage can be safely reduced by putting the brain into a temporary state of hypothermia (which
reduces the swelling) in participants who might otherwise suffer severe brain damage or death.

Paediatric Liver
The Paediatric Liver Transplant Centre at King’s is the largest in Europe, and has an active
research programme led by Professor Anil Dhawan. One of the current trials is a dietary
assessment of children with Non-Alcoholic Fatty Liver Disease. This disease is reaching
epidemic proportions worldwide, affecting up to 10% of the paediatric population.
This study uses child-friendly technologies such as mobile phone “apps” and personal
interventions, such as portion control training and home visits, to study whether increased
awareness of nutrient intake and lifestyle changes can lower the incidence of this condition.
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2d: Goals Agreed with Commissioners: The Commissioning
for Quality and Innovation (CQUIN) framework
1.5% of King’s contract income in 2010/11 was conditional upon achieving quality
improvement and innovation goals agreed with NHS Southwark, NHS Lambeth, Lambeth,
Southwark and Lewisham Alliance through the Commissioning for Quality and Innovation
(CQUIN) payment framework. This equates to a total of £5,878,500 in 2010/11.
Please see the table below for the detailed report of performance as measured by our King’s
CQUIN indicators in 2010/11. King’s has delivered signiﬁcant quality improvements under the
CQUIN scheme as shown. King’s is on target to receive 96.6% of the total CQUIN income in
2010/11 (£5,677,325).

CQUIN Indicator
1.
VTE Assessment
2.
Improve
responsiveness of personal
needs of patients
3.
a) Develop a
standardise cardiac audit
access KHP
3.
b) Implement
Enhanced Recovery
Programme:
• Hip
• Knee
• Colorectal
4.
a) Improved quality
of discharge notiﬁcation
4.
b) Recording of
Estimated Date of Discharge
•
Noon Discharge
•
Weekend Discharge
4.
c) Improved quality
of discharge letter for new
outpatients
5.
Implement Dementia
pathway

Target Q3 2010/11
25%

Performance
82.53%

5% improvement

Audit of 50 cases

Average Length of Stay 7 days
Average Length of Stay 7 days
Average Length of Stay 7 days

6.27
6.23
7.00

25% sent electronically

28.1%

60%
21%
22%

60.2%
11%
20%

60% sent electronically

31.9%

Introduce dementia
pathway

Action plan complete and on
track to deliver
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6.
Reduce Readmission
Rates for Long term
conditions, heart failure,
COPD, Diabetes:
•
14 day readmission
•
28 day readmission
7.
A&E attendance
to emergency admission
conversion rate
8.
Consultant to
Consultant referrals
9.
Outpatient follow up
to New ratio
10.
Provide outpatient
sub-speciality data
11.
Improve A&E
discharge information
12.
Increase smoking
cessation referrals

3.88%
6.13%

3.83%
4.97%

20.2%

22.9%

19.9%

21.17%

2.01

2.39

Audit 5 specialities

On tract to deliver

25% of A&E discharge
information sent
electronically

92%

110 referrals

138 referrals
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King’s is currently in discussion with the LSL Alliance to ﬁnalise the CQUIN scheme for
2011/12. The list below outlines some of the proposed indicators to date for 2011/12.
Further details of the targets agreed with commissioners for the following 12 month period
are available on request from our website.

1

2

3

4

5

Goal
VTE
Reduce avoidable death,
disability and chronic
ill health from Venousthromboembolism (VTE).
Patient Experience
Improve responsiveness
to personal needs of
patients
Falls
Reducing the number of
Falls/ Pressure Sores
End of life care (EOLC)
Improving the coordination and
communication of care
for specialist palliative
and end of life care
patients.
Adoption of Enhanced
Recovery Programme
(ERP)

6

HIV testing

7

Maternity Services
To improve the quality
of maternity care by
ensuring that services
regularly meet best
practice standards
and women’s needs
throughout pregnancy,
birth and the days after
birth.
Discharge Planning
(Not agreed as a CQUIN
yet)

8

Proposed targets
Maintain 90% of all patients diagnosed with VTE being
assessed.
Develop a system to manage patients that have received
VTE assessment also receive appropriate prophylaxis and
communication is improved to ensure they are given the
appropriate information.
Focus on improving responsiveness to personal needs,
targeting the low performing areas and developing action
plans to improve them.
Raising awareness of falls and pressure sore management,
increased focused training, developing plans to respond to
patient needs and reducing levels of falls and pressure sores.
Improving the co-ordination and communication of care for
specialist palliative and end of life care patients.
Advanced care planning through implementing the Amber
Care bundle.
Improve quality of care of patients that die in hospital.

Continue development of the Enhanced Recovery
Programme (ERP) in Colorectal and Hip and Knee services.
Evaluate areas of Gynaecology where ERP can be used
overall goal of ERP’s to deliver a patient pathway that
minimises the time required to be spent in hospital.
Expand HIV testing in non GUM Acute Settings
Ensure 100% HIV testing recommendation rate of all new
diagnoses of Hep B, Hep C, TB and Lymphoma.
Focus:
• Continuity of care
• Women’s experience of midwifery care during birth
• Women’s experience of antenatal care
• Women’s experience of postnatal care in hospital

Improvements of information being provided to patients
and GP’s following inpatient/outpatient/A&E visit to
hospital. Focusing on the quality and timeliness of this
information.

78

2e: Statements from the Care Quality Commission (CQC):
King’s is required to register with the Care Quality Commission (CQC) and its current
registration status is ongoing without any conditions as of 31 March 2011.
The Care Quality Commission has not taken enforcement action against King’s during
2010/11.
King’s has not participated in any periodic review by the Care Quality Commission. A
responsive review was undertaken in December 2010 and the CQC found that the Trust was
meeting all of the seven essential standards of quality and safety that were inspected.
They recommended minor improvements in respect of Outcome 8; that people should be
cared for in a clean environment and protected from the risk of infection. An action plan
was submitted and progress is being closely monitored by the Trust Quality and Governance
Committee.
Some of these actions include:
•
•
•

•
•

•

Training to reinforce the use of indicator tape to mark cleaned equipment, with ongoing
weekly monitoring by Heads of Nursing during their “back to the ﬂoor” Fridays.
Revised environmental auditing using the C4C* from end of February 2011, and the
indicator is now incorporated in the new Infection Prevention and Control Scorecard.
Board “Go and See” programme relaunched in February 2011, to share observations of
patient experience to frontline teams including a focus on perceived cleanliness, that
is also reported monthly into the King’s Executive Committee and quarterly reports to
Board of Directors.
“Dump the junk” initiative launched as ongoing method for reducing clutter in clinical
areas and to enable better cleaning.
Change in practice introduced, and reinforced by Matrons, for staff to unzip mattresses
between patients to identify cover stains and ‘strike through’. This is further reviewed in
a continued series of three monthly mattress audits reviewed by the Deputy Director of
Nursing.
Detailed improvement plan developed included retraining of cleaning service staff,
as well as the introduction of a new performance management system, as well as a
monitoring and escalation process.
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2f: Information on the quality of data
King’s submitted records during 2010/11 to the Secondary Users Service (SUS) for inclusion in
the Hospital Episode Statistics (HES) which are included in the latest published data.
The percentage of records in the published data which included the patient’s valid NHS
Number was: 91.3% for admitted patient care; 92.7% for outpatient care; and 72.5% for
accident and emergency care.
The percentage of records in the published data which included the patient’s valid General
Medical Practice Code was: 99.8% for admitted patient care; 100% for outpatient care; and
100% for accident and emergency care.

2g: Information Governance Toolkit attainment levels:
King’s Information Governance Assessment Report overall score for 2010/11 was 72% and
was graded as pink (unsatisfactory) from the Information Governance Toolkit (IGT) grading
scheme.
We scored at least Level 2 for all key elements and this has been conﬁrmed by the SIRO and
published on the IGT. The unsatisfactory rating was as a result of two non-key elements111
being scored as Level 1.
It has been recognised that the change to evidence-based scoring rather than self-assessment
may lower scoring nationally and Trusts will be expected to ensure that a robust action plan
is in place to ensure improvement in the 2011/12 score.
King’s will be taking the following actions to improve data quality:
• Corporate Records Management: Improving the management/monitoring of Corporate
Records Management across the organisation, ensuring staff are aware of the standards
expected and therefore comply with Trust Policy to achieve Level 2.
• Information Security Assurance: Implement the proposed plan for pseudonymisation and
anonymisation processes.
• Ensure continuous improvement in audit and monitoring procedures to achieve Level 3
compliance in all Key Standards.
• Implement recommendations and action plan agreed as an outcome of the Audit
Commission’s Payment by Results Report of 2010/11 (e.g. policy and roadmap to
standardise recording of EPR electronic notes).
• Improve NHS number usage across the organisation through an organisation wide
programme of training and communication linked to the overall Data Quality
Improvement programme.
• Develop an improved programme of audit and review of data quality to monitor the
effectiveness of data collection and validation.
• Push for the Information Governance mandatory training to be completed from the top
down.

11

Standard 8-601 relating to Corporate Records Management, Standard 8-324 Information Security Assurance
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2h: Clinical coding error rate
King’s was subject to the Payment by Results clinical coding audit during the reporting period
by the Audit Commission. This was completed in September 2010 using coded episodes from
April to June 2010, and 1,571 diagnosis codes were audited. The overall error rates reported
in the latest published audit for that period for diagnoses and treatment coding (clinical
coding) were 15.7%.
Of the 286 errors highlighted by the audit, 135 were due to non-coder error and relate to
incomplete clinical documentation. The remaining 151 errors related to incomplete coding
of diagnosis and procedure codes. A robust action plan has been agreed jointly between
King’s and commissioners to improve the standard and coverage of electronic clinical
documentation provided for the coding team. The action plan is being monitored at bimonthly quality meetings with our commissioners, at the Lambeth, Southwark and Lewisham
Alliance.
It is important to note that the results should not be extrapolated further than the actual
sample audited. The audit covered 300 ﬁnished consultant episodes (FCE’s), of which 200
were selected from areas audited as a national theme or specialty in the previous three years
covering Trauma and Orthopaedics and Obstetrics. The remaining 100 were selected as areas
of interest by King’s and NHS Southwark, broken down into Hepatobiliary and Pancreatic
System Disorders (70 FCE’s) and Non-Interventional Acquired Cardiac Conditions (30 FCE’s).
It was noted that King’s was commended for having no episodes classiﬁed as Unﬁt to Code
for the selected audit period.

SUMMARY
From the above statements, assurance can be offered to the public that King’s has in
2010/11:
•
•
•

Performed to essential standards (e.g. meeting CQC registration), as well as excelling
beyond these to provide high quality care;
Measured clinical processes and performance to inform and monitor continuous
quality improvement;
Participated in national cross-cutting project and initiatives for quality improvement
e.g. strong and growing recruitment to clinical trials.

These statements are included in accordance to both Monitor’s NHS Foundation
Trust Annual Reporting Manual (31 March 2011) for the quality report, as well as the
Department of Health’s Quality Accounts Regulations (2011, 2010).
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Part 3. Review of Quality Performance and Other
Information
3a: An overview of the quality of care offered by King’s
based on performance in 2010/11 against selected
national priorities and national key standards
King’s has continued to engage extensively with staff, Governors, Foundation Trust members
and the Board of Directors in reviewing agreed quality indicators in 2010/11. As outlined
in previous Quality Accounts, our performance on safety, patient experience and clinical
effectiveness has been monitored monthly as part of the Trust, divisional and team scorecard
reviews since June 2009. These metrics have been further reﬁned in 2010/11 in light of new
national and local priorities, as well as discussions with stakeholders. Since March 2010, eight
new indicators1 are incorporated into the performance scorecards, and four indicators2
were removed. These changes were spread throughout May to October 2010, representing
our response to iterative evaluation of the indicators’ effectiveness.
Also, in the previous Quality Account for 2009/10, we have included the whole Trustwide scorecard in part three. However, responding to feedback and guidance on making
information more accessible and engaging to the public audience, we have therefore
decided to publish only the core set of key indicators across the three quality domains below.
These are indicators that relate to the issues that were felt to be most important for our
stakeholders, when we have involved them in developing quality priorities. The deﬁnitions
and targets for these indicators are deﬁned in line with national guidance where available,
and through local discussions with clinical teams and managers.

12
ED conversion rate, MRSA Screening – Emergency, Total Hospital Acquired Alert Organisms (YTD), 28
Day Cancelled Operation Rule, Single Sex Accommodation, Voluntary Turnover Rate, Mandatory and Statutory
Training and Induction
13
Time from admission to treatment for fractured neck of femur (#NOF) <48hours, Number of births in
William Gilliatt, Calls answered, and Equality and Diversity Training
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PATIENT SAFETY
Infection control - MRSA bacteraemia
infection rates
2009/10: 19 post-48h incidents (26
overall incidents, YTD March 2010)
2010/11: 16 post-48h incidents (YTD
March 2011)
We have reduced our MRSA bacteraemia
levels by 16%.
(Comparison using the new measure of
post-48h incidents)

Infection control - C. Difﬁcile infection
rates
2009/10: 135 cases (YTD March 2010)
2010/11: 106 cases (YTD March 2011)
We have reduced our C Diff. levels by
21%

VTE risk assessment compliance rates
End 2010/11: 93.5% (March 2011)
Evidently, since our interventions
in 2010, we have steadily increased
our compliance rate for the VTE risk
assessment of adult inpatients. We have
now exceeded the national target of
90% for two months.
*NB. This measure was introduced in
2010, and no historical data is available
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CLINICAL EFFECTIVENESS
Risk Adjusted Mortality

CHKS Risk-Adjusted Mortality Index (RAMI)
April 2009 - March 11 YTD
120

2009/10 King’s RAMI (YTD) = 90
2010/11 King’s RAMI (YTD) = 61
Peer average = 75
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As demonstrated in the chart, our mortality
rate has signiﬁcantly improved. RAMI=61
indicates that mortality rates are 39%
better than expected.
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Non-admitted patients treated within 18
weeks
2010/11 King’s average = 97%
As demonstrated we have consistently
performed above our target of 95%

Emergency Care Performance
2010/11 King’s=97% (March 2011)
We have consistently performed above
the target of 95%.
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PATIENT EXPERIENCE
How are we doing? Overall
Trust score=85 (March 2011)
Overall, there has not been signiﬁcant
improvement in HRWD scores, with results
sustained at a similar level throughout
2010/11. Initiatives to improve patient
experience can be found in our quality
priorities 2011/12.
How are we doing? Care Perceptions
Trust score=86 (March 2011)
Care perception has deteriorated
marginally from 2009/10 results, but largely
sustained at the same level throughout
2010/11.

How are we doing? Patient Engagement
Trust score=86 (March 2011)
Patient engagement improved in the last
quarter of 2009/10, and sustained to the
same levels throughout 2010/11.
How are we doing? Environment
Trust score=75 (March 2011)
Patient feedback indicates the hospital
environment is much less satisfactory
than the other two components. We
have therefore set a priority for quality
improvement in relation to cleanliness of
the environment.
With timely and accurate information provided to divisional teams through the use of
scorecards, quality performance is reviewed on a monthly basis across the Trust. Both the
Medical Director and the Director of Nursing and Midwifery regularly attend monthly
divisional Performance meetings chaired by the Director of Operations to provide
constructive challenge and appropriate support on quality issues.
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Performance against key national priorities
King’s has performed well against the key national priorities from the Department of
Health’s Operating Framework. The below represents our performance again the key
indicators and thresholds set out in Appendix B of the Compliance Framework.
We have been unable to achieve 100% MRSA screening for all elective inpatients and also
our MRSA bloodstream infection rates exceeded the threshold of 9. These represent the
“red” underperforming areas in the scorecard below. Actions to improve these measures are
discussed in more detail within the section of 2011/12 priorities for quality improvement.
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Quality and Governance Frameworks
It is also important to note that during 2010/11, King’s has revised the Board Governance
structure that was in place since 2004, and that was last reviewed in 2007. Although the
distributed governance model and existing structures have served King’s well to drive
improved performance, a number of signiﬁcant changes both within the trust and in the
external regulatory and quality environment made it a timely point to review arrangements.
The aim of the revision was to ensure the Board, its committees and the structures which
report into them remain relevant and effective, and facilitate both effective management of
the organisation, and Board assurance.
Drawing upon the wealth of best practice guidance published in recent years, key changes
were approved by the Board of Directors in May 2010. These included establishing a
combined Finance and Performance Committee, establishing a new Strategy Committee
and creating a new Quality and Governance Committee. The establishment of the Quality
and Governance Committee is supported by new subcommittees that will focus on the
key dimensions of quality: patient safety, patient outcomes and patient experience. It will
also review and provide assurance on: organisational safety, information governance and
compliance with a range of external regulatory bodies.

By building upon the strengths of our governance structures, we are able now to strengthen
the focus on quality and deliver greater Board Assurance.
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Appendix 1: Statements from Commissioning Primary
Care Trusts, Overview and Scrutiny Committees, and Local
Involvement Networks
In accordance with the timeframes stipulated in the Regulations, we shared our draft Quality
Accounts formally with our key external stakeholder groups on 13 April 2011 to seek their
review and comments in response. The key external stakeholder groups included:
•
•
•
•
•

NHS South East London, NHS Southwark, and NHS Lambeth who are our commissioning
Primary Care Trusts
LINk Southwark
LINk Lambeth
Southwark Council’s Health and Adult Services Scrutiny Sub-Committee
Lambeth Council’s Health and Adult Services Scrutiny Sub-Committee

We received three statements in response to their review of the Quality Account, and have
now included these as listed:
•
•
•
•

Statement from NHS South East London (representing NHS Lambeth, NHS Southwark, and
NHS SE London)
Statement from LINk Southwark
Statement from Lambeth LINk
Statement from Lambeth Council’s Health and Adult Services Scrutiny Sub-Committee
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Statement from NHS SE London:
Response to the draft KCH FT 2010/11 Quality Account
The draft King’s College Hospital (KCH) Quality Report 2010/11 was reviewed by a number
of local commissioning stakeholders, including reps from NHS Lambeth, NHS Southwark
and NHS SE London. The coordination of feedback has been undertaken by NHS SE London,
which welcomes the opportunity to respond to this document.
Local commissioning organisations have excellent relationships with KCHFT and are
committed to working closely to ensure the ongoing delivery of high quality services. NHS SE
London has processes for regularly reviewing quality issues with KCH FT, via regular Clinical
Review Meetings (KCH ‘Quality’ meetings), as well as a number of other quality review
mechanisms.
NHS SE London commends KCHFT on a well written draft document that is easy to follow in
plain language and sets out clearly the Trust’s achievements last year and plans for next year
NHS SE London believes the content of this draft document is accurate. The document clearly
sets out how the Trust prioritised its key delivery areas and this includes good stakeholder
engagements.
The analysis of the areas in which the Trust did not achieve its targets last year is helpful and
gives good assurance that there are clear action plans in place.
Trust plans for 11/12 include areas of concern to commissioners including MRSA bacteraemia
and we would strongly support this plan.
Dr Jane Fryer
Medical Director
NHS SE London
11 May 2011
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Statement from LINk Southwark:
Response to the King’s College Hospital Quality Account
1. Introduction
Firstly we would like to thank the Trust for inviting and involving our LINk representatives in
contributing to setting the Quality Priorities for 2011/12.
Before commenting on the content of the QA, we would like to note the visual charts and aids used in
displaying previous/current priorities and the plan of action as very effective to LINk members in grasping
key points, especially for those who may not be accustomed to reading reports. In addition, a QA report
of 73 pages can decrease the accessibility of the QA to local residents. We recommend that in future, a
summary of the QA be circulated to increase the readership accessibility for Southwark residents.
2. Priorities for 2011/12
The LINk believes the information contained within the QA report to be accurate and agrees and
welcomes the incoming priorities for the Trust in 2011/12.
With speciﬁc reference to Priority 5: Improving Diabetes, we note that that you will be developing a
framework in response to meeting the NICE Quality Standards for Adults with Diabetes. However, as
there are no Quality Standards for Diabetes with young children, we would welcome a developing or
similar framework for children with diabetes to be developed alongside the adult framework.
We applaud your pre-emptive initiative to implement routine glucose level testing for all patients’ to try to
detect diabetes earlier. However, there needs to be further clariﬁcation when the routine testing will take
place. i.e. during the initial assessment/or where the VTE assessment will also takes place.
We note the volunteer programme is a positive initiative which can only increase emotional support for
patient experience and welcome the focus on discharge planning which has been a continual disjointed
patient experience. However we would like to highlight that improving the consistency and continuity of
care for individual patients within a ward or department throughout their stay in hospital is also a crucial
aspect for positive inpatient experience. We would welcome the KCH in looking across all wards for inpatient
experience, as well as addressing the varying quality of care over time during different stages of a patients stay.
By this we mean, variations in the quality of nursing care which may be from NHS and agency staff, as well as
lack of continuity of care as a result of inadequate communication between doctors and nursing staff.
3. Previous priorities 2010-2011
Progress of previous targets
We appreciate the continuing efforts of KCH and its staff and senior management in working
together to improve patient care and innovation in research. While we cannot note all KCHs
efforts, we would like to draw attention to a few in particular:
(2010-2011) Priority 3: improving patient experience by using HRWD results.
As the LINk had previously received data from Southwark residents regarding the lack of care
and planning upon discharge that some of their friends & family members had received, we
endorse KCH’s focus and work on this issue.
We acknowledge KCH’s continued drive for improvement in patient experience by setting
internal targets, in addition to national targets.
LINk Southwark
12 May 2011
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Statement from Lambeth LINk:
Response to King’s College Hospital NHS Foundation Trust’s Quality
Report for 2010/2011
We welcome the invitation to response to King’s College Hospital NHS Foundation Trust’s
Quality report for 2010/2011.
The KCH Quality Account (QA) was the ﬁrst we received, in April 2011. We note and
welcome the amount of information contained in the QA but have some difﬁculty in
comprehending the relative effectiveness of KCH in 2010/2011. To explain what we mean we
mentioned maternity at a meeting held on 25th March 2011 (the only one to which we were
invited by KCH).
Maternity was highlighted in 2008/9 (p.7) but was not a priority later. This makes it difﬁcult
to assess a great teaching hospital which includes a maternity service. “Priorities” (they
may mean objectives) seem to have increased from four (2009/10) to six (2010/11) to seven
(2011/12) but the simple question: “how good is KCH’s maternity service?” is difﬁcult to
answer. Just as KCH piloted QAs, some of our members participated in focus groups and
remember the comparisons made with company ﬁnancial accounts. A company which
omitted one or more of its main services from its accounts would arouse suspicion.
We did not, of course, select this example entirely at random. It is well known that the UK’s
services is not the best in Europe or the best US States, but this could not be learnt from
this QA, nor could any other external (to the UK) comparison. Yet a great teaching hospital
cannot rest content with merely meeting a national target or level when that is known to
be relatively low. We expect its QA to regard national averages as minimum standards, to
show the hospital’s objectives for the new year and to show the basic facts of the hospital’s
services in the most recent year for which the facts are available.
Wai Ha Lam
Community Engagement Ofﬁcer
Lambeth LINk
16 May 2011
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Statement from Lambeth Council’s Health and Adult Services
Scrutiny Sub-Committee:
Response to the KCH Quality Account 2010/11
Thank you for inviting Lambeth Council’s Health and Adult Services Scrutiny Sub
Committee to provide a statement on the King’s College Hospital Quality Account 2010/11.
Unfortunately the timeline for submission of comments has meant that the committee has
not been able to formally consider the QA. However the committee was represented at one
of the stakeholder events and welcomed the opportunity to participate in discussions and
appreciates the effort the trust has made to engage on the development of the QA.
As a general point the committee would wish to emphasise the importance of early and on
going public engagement if scrutiny and other stakeholders are to have real inﬂuence about
service priorities and the design and delivery of services.
Elaine Carter
Lead Scrutiny Ofﬁcer, Scrutiny Team
London Borough of Lambeth
16 May 2011
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Appendix 2: Statement of Directors’ Responsibilities in
Respect of the Quality Accounts
The directors are required under the Health Act 2009 and the National Health Service (Quality
Accounts) Regulations 2010 to prepare Quality Accounts for each ﬁnancial year.
Monitor has issued guidance to NHS Foundation trust boards on the form and content of annual quality
reports (which incorporate the above legal requirements) and on the arrangements that Foundation Trust
Boards should put in place to support the data quality for the preparation of the quality report.
In preparing the quality report, Directors are required to take steps to satisfy themselves that:
•
•

•
•
•
•

The content of the quality report meets the requirements set out in the NHS Foundation Trust
Annual Reporting Manual 2010-11;
The content of the Quality Report is not inconsistent with internal and external sources of
information including:
o Board minutes and papers for the period April 2010 to June 2011;
o Papers relating to quality reported to the Board over the period April 2010 to May 2011;
o Feedback from the commissioners dated 11/05/2011;
o Feedback from Governors at their meeting of 10/05/2011;
o Feedback from LINks and Council’s Health and Adult Services Scrutiny Sub-Committees
dated 12/05/2011 and 16/05/2011.
o The Trust’s complaints report published under regulation 18 of the Local Authority
Social Services and NHS Complaints Regulations 2009;
o The 2010 national patient survey published by Care Quality Commission in April 2011;
o The 2010 national staff survey published by Care Quality Commission in March 2011;
o The Head of Internal Audit’s annual opinion over the trust’s control environment
o CQC quality and risk proﬁles published over the period April 2010 to April 2011.
The Quality Report presents a balanced picture of the NHS Foundation Trust’s performance over
the period covered;
The performance information reported in the Quality Report is reliable and accurate;
There are proper internal controls over the collection and reporting of the measures of
performance included in the Quality Report, and these controls are subject to review to conﬁrm
that they are working effectively in practice;
The data underpinning the measures of performance reported in the Quality Report is robust
and reliable, conforms to speciﬁed data quality standards and prescribed deﬁnitions, is subject to
appropriate scrutiny and review; and the Quality Report has been prepared in accordance with
Monitor’s annual reporting guidance (which incorporates the Quality Accounts regulations, published at
www.monitornhsft.gov.uk/annualreportingmanual) as well as the standards to support data quality for
the preparation of the Quality Report (available at www.monitornhsft.gov.uk/annualreportingmanual).

The Directors conﬁrm to the best of their knowledge and belief they have complied with the
above requirements in preparing the Quality Report.
By order of the Board
NB: sign and date in any colour ink except black

2 June 2011
..............................Date.............................................................Chairman

2 June 2011
..............................Date............................................................Chief Executive
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Who to contact to clarify details of this report:
Rita Chakraborty
Assistant Board Secretary
Corporate Affairs
King’s College Hospital NHS Foundation Trust
Ground Floor, Unit 2
KCH Business Park,
Coldharbour Lane, London SE5 9NY
Telephone: 020 3299 4939
Email:
rita.chakraborty@nhs.net
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