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King’s College Hospital NHS Foundation Trust Board of Directors
Minutes of the meeting of the Board of Directors held at 14:30 on Tuesday, 31 January 2012 in the
Dulwich Committee Room, King’s College Hospital
Members:
Prof. Sir George Alberti (GA)
Robert Foster (RF)
Maxine James (MJ)
Prof. Alan McGregor (AM)
Graham Meek (GM)
Marc Meryon (MM1)
Chris Stooke (CS)
Tim Smart (TS)
Angela Huxham (AH)
Dr. Michael Marrinan (MM)
Roland Sinker (RS)
Simon Taylor (ST)
Dr. Geraldine Walters (GW)
Jane Walters (JW) - Non-voting Director
Jacob West (JW1) - Non-voting Director

Chair
Non-Executive Director and Vice Chair
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director (Agenda item 3.1)
Chief Executive
Director of Workforce Development
Medical Director
Director of Operations
Chief Financial Officer
Director of Nursing & Midwifery
Director of Corporate Affairs
Director of Strategy

In attendance:
Anthony Merifield (AM)
Sally Lingard (SL)
Tamara Cowan

Chair, KCH Charity
Associate Director of Communications
Assistant Board Secretary (minutes)

Apologies:
Item

Subject
Apologies

Action

There were no apologies for absence.

012/1

Declarations of Interest
There were no declarations of interests raised.

012/2

Chair’s Action
As signalled at the previous Board meeting, due to the submission date for Monitor
Q3 report being the same day as the Board meeting, GA took Chair’s action to
approve the Q3 submission, following discussion by the full Board at the Strategy
Committee on 27 January. The Board endorsed the Chair’s action taken. The
submission was included on the agenda at item 3.1.
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Item

012/3

Subject
Minutes from the meeting held on 20 December 2011

Action

The minutes of the meeting held on 20 December 2012 were approved as a
correct record.

012/4

Matters Arising/Action Tracker
The action tracker was noted.
It was reported that 3 London Academic Health Sciences Centre were working in
conjunction with the Mayor’s Office and the Wellcome Trust to develop the Life
Sciences Strategy for London. Robert Lechler has been elected to lead the
initiative with support from McKinsey. This represents a very significant
development for KHP.

012/5

Chairman and Non-Executive Directors’ (NEDs) Report
The report of Chairman and NED activity for the period was noted.

012/6

Update of Council of Governors Activities
It was reported that the first meetings of the Council of Governors’
sub-committees, Strategy (SC), Patient Safety and Experience (PESC) and
Membership and Community Engagement (MEC) were held in January, and
outlined the issues discussed. There had not been sufficient interest in
membership of the Transport and Environment Committee to hold a meeting. The
Council will be asked how best to take forward the proposed remit for this group at
the Council meeting in February.

012/7

Chief Executive’s Report
The Board noted the Chief Executive Report.
TS advised that the:
• Trust was working hard to secure the mid-point financial scenario;
•

Trust was meeting its access targets but needed to improve its healthcare
acquired infection targets;

•

Trust was likely to receive a visit from the Care Quality Commission in the near
future;

•

Unit 6 in the KCH Business Park is nearing completion and the Assisted
Conception unit will be placed on the top floor of the Unit. The ground floor will
be used as office and training facilities.

•

Following a statement by Joan Ruddock MP in Parliament querying priority
waiting times for cancer patients at King’s, a response had been sent to Joan
Ruddock’s office clarifying the Trust’s processes, and emphasising that all
patients were prioritised according to clinical need.
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Item

012/8

Subject
Finance Report – Month 9

Action

The Board noted and discussed the financial performance for the period.
The Chair advised that the Finance and Performance Committee had conducted
an extensive review and discussion around the finance report earlier.
It was reported that:
• The year-to-date figures show a £1.2m deficit position. Although the Trust
obtained a financial risk rating of 3 in its Quarter 3 Monitor Submission, the
financial position was extremely challenging. Extensive forecasting and
planning continues with divisions and corporate departments to attain the mid
case scenario of breakeven at the end of the financial year;
•

The Department of Health Reference Cost Index published its 2010/11 data
and the Trust’s is 108. This indicates that the Trust overall costs are 8% higher
than the expected cost derived from the weighted national averages.
Outpatient Services had the highest index score of 129 which is 29% higher
than the weighted national average. This information will feed into the Trust
pathway reviews and work will continue to explore different cost effective and
ways for delivering outpatients services; and

•

Work has begun on developing the CIP plans for 2012/2013. Draft plans will be
presented to the Finance & Performance Committee at its next meeting for
comment.

The Board also noted the high level summary of initial planning for 2012/2013.

012/9

Performance Report – Month 9
The Board noted and discussed the Trust’s performance for the period.
The Chair advised that the Finance and Performance Committee conducted an
extensive review and discussion around the performance report earlier.
It was also reported that the:
• Trust was seeing year on year improvement in health care acquired infection
(HCAI) and should remain vigilant; and
•

012/10

The new resuscitation facility in the Emergency Department is now open
following completion of the re-development. The planned re-development
works were running slightly behind schedule, but this reflective of the current
economic and financial climate.

Proposed Annual Planning Process 2012/13
The Board noted the report on the Annual Planning Process for 2012/2013.
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Item

012/11

Subject
Transformation Programme

Action

The Board noted the report on the Transformation Programme and received an
extensive verbal update from JW1:
It was noted that the programme:
• has been operational for over 12 months and is part of the Trust wider strategy
in alignment with King’s Health Partners activities, the local community and
beyond;
•

Links with delivery of the Trust’s CIP and KPIs;

•

Involves 3 phases with the remit of ensuring consistent quality, controlling
finances and leading innovation internally and externally;

•

Had achieved many successes, notably:
- the new volunteering programme which is welcomed throughout the Trust
by patients and clinicians. There is a correlation between the improvement
in the ‘How are we doing?’ (‘HRWD’) scores with the start of the
programme.
- discharge planning efforts have been increased, helped by the single
appointments and booking centre and initiatives to move to a paperless
office; and
- electronic job planning and rostering which was rolled out across 48
specialities.

•

Projects will need to be tweaked for the year ahead to create closer links with
CIPs, increase the skills of leaders and create greater integration of internal
systems.

The Board commented that:
• Although a paperless outpatients department is desirable the Trust needed a
100% reliable IT system;
•

Delivering seamless pathways and high quality care should embody three
principles, ‘right care’, ‘right time’ and right place’; and

•

Consistency of internal communications is a key vehicle to stimulate
innovation.

It was agreed that:
1. TS would speak to SL about ways of stimulating innovation throughout
the Trust communication vehicles; and
2. A paper on Innovation would be presented at a future meeting of the
Board.

TS/SL
TS/ZL
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Item

012/12

Subject
Quality and Safety Focus - Patient Experience Report

Action

The Board noted the Patient Experience Report for month 9.
It was noted that:
•

The overall HRWD score for December was 85, continuing the improved
performance in November;

•

Although environmental scores continued on an upward trajectory, there had
been a slight dip in results for December;

•

The Trust had been rated ‘very clean’ by patients for a second quarter on the
NHS Choices website.

•

The satisfaction scores for Day Surgery remained very high at 91, although
response rates were low, and needed to improve;

•

Satisfaction levels for outpatients remained the lowest overall at 80. Patient
feedback would form an integral part of the redesign and transformation of
outpatients;

•

The CQC national inpatient survey results would be published soon; and

•

February was ‘Dignity month’, with a wide range of initiatives aimed at
improving the dignity of patients. This included a series of visits to wards by
Governors and Directors as well as a series of dignity ‘master classes’ for staff.

RF commented that it would also be useful to ask the views of patients about their
experience some time after they had left hospital. The National Patient Survey
programme, and ‘In your Shoes events’ were some examples of this, but
consideration would be given to other initiatives in this area.
Following discussion with GA, it was proposed that going forward, under the Board
‘Quality and Safety Focus’ agenda item, there should be increased focus on
patient safety and outcomes, as well as patient experience.

012/13

It was agreed that with effect from the February Board meeting reports would
alternate on a monthly cycle between Patient Safety, Outcomes and
Experience.

JW/
MM/GW

The monthly Patient Experience reports would be circulated electronically to
the Board for information.

JW

Quarter 3 – Monitor Submission
The Board noted the Trust’s Quarter 3 Monitor Submission.
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Item

012/14

Subject
Equality Act 2010 – Public Duties

Action

The Board noted the publication of King’s EDS Assessment on the Equality
webpage to meet the Equality Act (2010) public duties, by 31 January 2012.
TS, MJ, AH would be meeting to discuss the governance of EDS and the structure
of the Equality & Diversity Committee.

012/15

Any Other Business
Cancer
It was reported that there have been changes to the configuration of the Cancer
Clinical Academic Groups (CAGs).
Mid Staffordshire Inquiry
It was reported that the results from the Mid Staffordshire Inquiry would be
published soon, as a result of which there may be changes to governance and
regulatory frameworks. Nationally, many lessons have already been learnt and this
Trust had already implemented a wide range of measures to improve quality,
including increased clinical presence on wards, greater clinical leadership on the
Board, a proper informed system of governance and good interaction with
stakeholders.

012/16

Date of Next Meeting
Tuesday, 28 February 2012 14:30 – Dulwich Committee Room.
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Board of Directors – Public Meeting Action Tracker
Meeting
Date

Item

Action

Who

Enc 1.5

Due Date

Notes

Completed/Active
31/01/2012

12/12

It was agreed that with effect from the February Board
meeting reports would alternate on a monthly cycle
between Patient Safety, Outcomes and Experience.

31/01/2012

12/12

The monthly Patient Experience reports would be
circulated electronically to the Board for information.

JW/
MM/GW

See Agenda Item 2.7.1. This
cycle will continue on an
ogoing basis.

JW

Reports would be circulated
monthly for information to
the Board.

Not Due
31/01/2012

12/11

TS would speak to SL about ways of stimulating
innovation throughout the Trust communication vehicles.

TS/SL

27/03/2012

31/01/2012

12/11

A paper on Innovation would be presented at a future
meeting of the Board.

ZL/SL

27/03/2012

20 February 2012

Board of Directors - Private Meeting – 28 February 2012
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Enc 2.1

Report to:

King’s College Hospital Board of Directors

Date of meeting:

28 February 2012

By:

Professor Sir George Alberti, Chairman

Subject:

Chairman and Non-Executive Directors’ Report

Professor Sir George Alberti - Chairman
16th January 2012

Attended meeting with Monitor: Merav Dover, Adam Cayley and
Stephanie Coffey
Attended meeting with Rachel Burman, Staff Governor
Chaired Nominations Committee meeting

17th

Attended meeting with Professor Leinonen, Vice-Principal, KCL
re: KHP
Attended meeting with Professor Matthew Hotopf, KCL re: Mental
Health
Attended meeting with Dr Howard Stoate, Chair, Bexley Care
Trust re: Healthcare
Attended meeting with the Rt. Hon Stephen Dorrell, MP

18th

Attended Seminar for Professor David Nathan, Professor of
Medicine, Harvard Medical School

19th

Attended Governor Strategy Committee meeting

23rd

Attended meeting with Lord Crisp re: Global Health at Kings

24th

Attended Council of Governors Meeting: Patient Experience and
Safety Committee

25th

Attended KCL Academic Executive Meeting

26th

Met with the Lady Mayor of Southwark, during her visit to the
Trust
Attended Strategy Committee meeting
Chaired Board of Directors Seminar

31st

Attended Finance & Performance Committee meeting
Chaired Board of Directors meeting (Private)
Chaired Remuneration & Appointments Committee meeting
Chaired NED meeting

Enc 2.1
Chaired Board of Directors meeting (Public)
Attended Board Dinner for Michael Parker
1st February 2012
nd

2

Chaired Nominations Committee - NED interviews
Attended meeting with Mr Klaus-Martin Schulte
Attended meeting with Professor Anne Greenough re: Education
& Training
Attended Health Foundation meeting
Attended Quality & Governance Committee meeting

9th

Attended Dignity Month Event

10th
th

13

Attended Clinical Excellence Awards Committee meeting (EBAC)
Attended meeting with Robert Foster and Tim Smart re:
Cooperation Commission competition issues
Attended meeting with Sir William Wells, Chairman, GSTT
Charity
Attended meeting with Councillor Peter John, Leader, Southwark
Council

14th

Attended meeting with Jane Stopher, Director MI Diabetes, GSTT
Chaired Council of Governors meeting

15th

Attended KHP Board Away Day

16th

Attended meeting with Sigurd Reinton, Non- Executive Director,
Monitor
Attended Kings Fund Event

Robert Foster
26th January 2012

Chaired Strategy Committee meeting
Attended Board Seminar
Go-See: Emergency Department

31st

Attended Finance & Performance Committee meeting
Attended Board of Directors meeting (Private)
Attended Remuneration & Appointments Committee meeting
Attended NEDs meeting
Attended Board of Directors meeting (Public)
Attended Board Dinner for Michael Parker

2nd February 2012

Attended Quality & Governance Committee meeting

13th

Attended meeting with George Alberti and Tim Smart re:

Enc 2.1
Cooperation Commission competition issues
th

15

Night time Go-See

Professor Alan McGregor
20th January 2012

Attended Medical Manpower Committee meeting

23rd

Attended meeting with Polly Edmonds re: Cancer Services at
Denmark Hill

26th

Attended Strategy Committee meeting
Attended Board Seminar

31st

Attended Finance & Performance Committee meeting
Attended Board of Directors meeting (Private)
Attended Remuneration & Appointments Committee meeting
Attended NED meeting
Attended Board of Directors meeting (Public)
Attended Board Dinner for Michael Parker

2nd February 2012

Chaired Quality & Governance Committee

6th

Attended meeting with Roland Sinker and Simon Taylor re: CRF
Night time Go-See

10th

Attended KCH Medical Manpower Committee meeting

13th

Attended meeting with David Hopkins re: Future of Endocrinology
in KHP

Maxine James
5th January 2012

Attended meeting with Sue Slipman, Chief Executive, Foundation
Trust Network
Attended meeting with Jo Webber, Ambulance Service Network

11th

Attended meeting with Steve Shrubb, Mental Health Network
Attended meeting with Mike Farrar, Chief Executive, NHS
Confederation

25th

Attended meeting with Dean Royles
Attended meeting of NHS Employers EDS Assurance for Local
Interest Task Group

26th

Attended meeting with Tim Smart, Karen Wise, Mark Preston re:
EDS Implementation report

Enc 2.1
Attended Strategy Committee meeting
Attended Board Seminar (part)
31st

Attended Board of Directors meeting (Private)
Attended Remuneration & Appointments Committee meeting
Attended NED meeting
Attended Board of Directors meeting (Public)
Attended Board Dinner for Michael Parker

Marc Meryon
26th January 2012

Attended Strategy Committee meeting
Attended Board Seminar

st

31

Attended Finance & Performance Committee meeting
Attended Board of Directors meeting (Private)
Attended Remuneration & Appointments Committee meeting
Attended NED meeting
Attended Board of Directors meeting (Public)
Go-See: Endoscopy

10th February 2012

Attended Clinical Excellence Awards Committee meeting (EBAC)

Christopher Stooke
23rd January 2012

Reviewed and rated Clinical Excellence Award submissions

24th

Go-See training, introduction to programme and allocated wards

26th

Attended Strategy Committee meeting
Attended Board Seminar

31st

Attended Finance & Performance Committee meeting
Attended Board of Directors meeting (Private)
Attended Remuneration & Appointments Committee meeting
Attended NED meeting
Attended Board of Directors meeting (Public)

7th January 2012

Attended meeting with Tim Smart and Angela Huxham
Attended meeting with Simon Taylor and Roland Sinker

9th

Go-See: Byron and CFU

Enc 2.1
10th
th

16

Attended Clinical Excellence Awards Committee meeting (EBAC)
Night time Go-See

Graham Meek

19th January 2012
st

31

Go-See: Neonatal Ward and Acute Surgical
Chaired Finance & Performance Committee meeting
Attended Board of Directors meeting (Private)
Attended Remuneration & Appointments Committee meeting
Attended NEDs meeting
Attended Board of Directors meeting (Public)
Attended meeting with Roland Sinker and Simon Taylor re:
2012/13 plans
Attended Board Dinner for Michael Parker

2nd February 2012

Attended Quality & Governance Committee

9th

Chaired Consultant Interviews: Histopathologist

13th

Attended meeting with Tim Smart and Professor Sir George
Alberti

Enc 2.3

Report to:

Board of Directors

Date of meeting:

28 February 2012

By:

Tim Smart, Chief Executive

Subject:

Chief Executive’s Board Report

1.

Executive Summary

We are exceptionally busy at the moment, with more and more patients coming into
the Emergency Department and many of them being admitted to other areas of the
hospital for further treatment. This is a situation mirrored in hospitals across London.
As always, our priority is to provide a safe and effective service for all patients.
Action plans are in place for managing this demand and all clinical staff are being
asked to help with prioritising patients for diagnostic tests and discharge where
appropriate. We are also focusing on achieving the 4 hour wait target and referral to
treatment targets as we approach year end, all of which are challenging across
Southeast London.
Our financial position has improved slightly in the month, although liquidity remains
an on-going fragility.
Planning for next year is in full swing, in collaboration with partners and stakeholders
across the system.
We still await complete clarity about legislative changes, but we plan with that
degree of uncertainty. One positive note has been the fact that the routine CQC visit
in February identified no serious concerns.
2.

Finance – month 10

An update will be given at the Board of Directors meeting.
3.

Performance – month 10

Despite continued pressure from emergency admissions to the hospital in January,
we continued to achieve against the Emergency Department ‘4 hour’ target, cancer
wait and referral to treatment access targets. With the winter weather hitting in early
February, these targets are under considerable pressure for the remainder of the
year and the Trust continues to manage these with safety at the forefront of our
mind.
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In January we recorded a further post 48 hour MRSA bacteraemia, the first case we
have had since September 2011, taking our year to date total to 4 against our quota
of 6 for the year. We also recorded 7 C-difficile cases, taking our year to date total to
85, which despite being off trajectory is a better position than the same period last
year.
4.

CQC Unannounced Inspection

On 09 February six inspectors from the Care Quality Commission made an
unannounced visit to King’s. Feedback from the annual ‘spot check’ was very
positive; no serious concerns were raised. Areas visited included the Emergency
Department, a number of wards and Outpatient clinics. The inspectors remarked
particularly that our hygiene standards were good and that infection control practice
had improved since their visit in December 2010.
A full written report will be delivered shortly, but in the meantime we can be sure that
this is an excellent result for King's. We never know when inspectors will visit or
which areas they will ask to see, so I would like to thank the staff in those areas that
were selected on this occasion for their professional attitude and high quality of work.
And I would like to extend this thanks to staff across all areas of the Trust for their
hard work and dedication.
5.

National Outpatient Survey 2011

The results of the Care Quality Commission’s national outpatient survey have been
published this month. Between June and October 2011 questionnaires were sent to
all those who had recently attended an outpatient appointment to ask them about
their experience. The survey included questions on waiting times, hospital facilities,
seeing a doctor or other members of staff, tests and treatments and prescribed
medications.
The results for King’s are mixed. Of those who responded, opinion indicates that we
have improved in some areas and stayed the same for some, but deteriorated in
others. In comparison with other Trusts, King’s is ranked 3rd amongst London acute
hospitals, which is a little disappointing as last year we achieved the highest score in
London. However, on an encouraging note, with GSTT, King’s Health Partners is the
best performing London AHSC.
Outpatients is one of the key areas of focus for the Trust’s Transformation
Programme, with work ongoing to centralise the appointments system, introduce a
patient referral service, and make clinics paperless. We will also be rolling out a
How are we doing survey for outpatients to help us drive improvements in the
experience of our outpatients.
6.

King’s Health Partners

On 14 and 15 February the NHS Partners’ Board met to discuss the future
development of King’s Health Partners. This followed the recommendation
unanimously endorsed by all four partner organisations to explore the option of
creating a new, fully integrated academic healthcare organisation.
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The KHP Board view this as an opportunity to create innovative models of care,
integrate mental and physical healthcare, work more closely with our primary and
social care partners and to attract even more of the best clinical and academic staff,
and to enhance not only healthcare but also employment opportunities for the local
population
There is a considerable amount of work to be done to determine how this will be
achieved which is why the next step is to develop a Strategic Outline Case (SOC)
which assesses the benefits, costs, risks and phasing of the transition path. The
SOC will involve wide stakeholder consultation and exploration of the best ways in
which we can combine the strengths of all four existing organisations. The boards of
the four partners will be presented with decisions to be made through the summer.
Over the next weeks we will publish our plans for developing the SOC and for the
broader staff and stakeholder (including regulators) engagement.
7.

KCH Strategy

Preparation for the 2012/13 Annual Plan has commenced. The Strategy team will be
engaging with staff across the Trust to get views about what lessons we can learn
from the last year, and what our priorities might be for the year ahead.
Two bids made to The Health Foundation charity by the Strategy team have
successfully been shortlisted to the second round. If successful these could secure
funds of approximately £500k each. The themes of the two bids are ‘Creating the
24/7 Hospital’ and ‘Value based reporting & Management at KCH’.
The KHP Integrated Care Pilot will be launched in April. The first phase of the pilot
will focus on providing better care for frail older people across Lambeth and
Southwark.
The Strategy and Operations teams continue to work together to develop an
overarching capacity plan for the Trust. Other continuing work includes support to
children’s services across a number of commissioner-led paediatric service reviews,
and work with Liver services to develop a business case for the early screening for
Hepatitis B & C in the community, for discussion with commissioners.
8.

Capital, Estates & Facilities

Capital and Estates Projects:
Emergency Department – Phase 1 of the project to improve patient pathways and
clinical services in the ED is now complete. Phases 2 & 3 are under review whilst we
assess outpatient restructuring plans and the associated impacts.
Endoscopy Department - Enabling work has begun on the new facility designed to
meet rising demand and to provide the best possible experience for patients,
including the provision of single sex accommodation. This project is due to be
completed at the end of August 2012.
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Corridor Improvement Team - A team has been established to improve the physical
environment of the hospital by addressing cluttered and untidy corridors. The initial
focus of this project will be the Cheyne Wing.
King’s Energy Centre wins CHP Commendation Award:
The Combined Heat and Power Association recently held their Annual Awards
ceremony to showcase achievements, innovation and best practice. King’s were
runners up in the Public Sector Group and we were highly commended for our work
to integrate the production of usable heat and power in one single and highly efficient
process.
9.

Media & Events (19 January – 19 February 2012)

Press and broadcast coverage:
28 January – The BBC website published a feature article about jaw surgery carried
out at King’s by maxillofacial surgeon Mr Shaun Matthews. The article looked at the
issues of jaw problems and associated pain, and the surgical options available at
specialist centres like King’s.
28 January – The Guardian published a feature article about organ donation that
showcased people donating to other members of their family. The article featured a
case study about a father who gave 40% of his liver to his daughter – this ‘living
related’ liver operation was performed at King’s.
1 February – The London Evening Standard published an article about London being
world renowned for medical research and innovation, with examples from hospitals
across the Capital. The article featured a treatment developed at King’s which makes
brain tumours fluorescent during surgery, enabling surgeons to differentiate more
easily between healthy and cancerous tissue.
1 February – There was extensive international media coverage of research carried
out at King’s by stroke medical consultant Dr. Dulka Manawadu. The research
suggests that using thrombolysis (clot busting drugs) for ‘wake up’ stroke victims can
be effective in minimizing long-term damage. Currently, many patients who suffer a
stroke during their sleep and access treatment later the same day are not offered
this treatment, because thrombolysis has previously been believed to only benefit
patients if given within 4-5 hours of the stroke occurring.
8 February – Executive Medical Director Mr Mike Marrinan was one of 50 signatories
to a letter sent to The Times newspaper in support of future Government plans that
would enable Foundation Trusts to get up to 49 per cent of their income from nonNHS sources.
13 February – King’s Professor of Transplant Surgery Nigel Heaton provided expert
comment in The Guardian – and in a live interview with Sky News – about potential
plans to allow ‘elective ventilation’, a technique where patients diagnosed as ‘dead’
are kept alive to enable retrieval of their organs for transplantation.
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19 February - BBC4 broadcast a documentary about King’s patient, saxophonist and
composer Barbara Thompson, who was diagnosed with Parkinson’s disease in 1997.
The documentary - ‘Playing against Time’ - showed how Barbara’s life changed after
she was diagnosed with the condition. Barbara is a long-term King’s patient under
the care of Professor Ray Chaudhuri, who featured in the documentary, as did
members of the movement disorders team at King’s.
Events & Visits:
26 January – The Mayor of Southwark Lorraine Lauder MBE visited King’s to see our
new volunteering programme in action. During her visit she met patients and staff in
our rheumatology service.
31 January – Followers of the King’s twitter account reached 1000, having been set
up in summer 2011. Twitter is a social networking tool which we are using to help us
get messages out about the Trust and the services we provide.
Future events:
13 & 26 March - We will be holding our annual Community Events in March. These
events are an opportunity for members to feed back and discuss with Governors and
Directors the aims and future strategy of the hospital.
12 -16 March – Our Research and Development team will be hosting a series of
events throughout the hospital between 12 and 16 March to raise awareness among
staff and patients about the importance of research and developing new treatments.

10.

Chief Executive’s Brief The CEO’s Brief for February is attached.
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CHIEF EXECUTIVE’S
BRIEF
February 2012 Issue 67
An update from the Chief Executive to all staff at King’s College Hospital
We are heading towards the end of a very tough year, and we still have hard work to do to meet our objectives.
Our financial position is the most challenging issue for King's, as it has been for many years. Our problem now is
that we have more patients than our commissioners budgeted for, so it is really important that we keep Length
of Stay down, and at the same time stay absolutely on top of discretionary spend. We can still achieve our
budget but it will be very tight and it will require everyone to contribute. However, money is only one item in
our balanced scorecard of objectives. We must always put the safety of our patients first, and the quality of
experience for our NHS patients will make a difference in our on-going success, as patients who have a good
experience will recommend us, and the value of the King's brand will continue to increase. Patients can never
enjoy being in hospital, but there are parts of our service that I know well where staff are proud of the fact that
patients and their carers are really positive about the quality of their experience.
We also need to be a good place to work, and I hope that all our staff feel safe and valued at King's. Work is an
important part of most of our lives, and it is so much more rewarding if we enjoy being with our colleagues and
seeing the value of what we do. I have had the privilege of meeting many of our volunteers recently. For them,
volunteering at King's gives them something, but more importantly enables them to say 'thank you' in some way
for an experience they may have had of KCH at some point in their lives. And our patients value them because
they have more time and fewer pressures. One of our nurses came to see me the other day with a thought she
had about improving care of the dying. This was a brilliant idea and will improve patient experience and will
enrich working lives, and won't cost anything! It is a fantastic example of innovation coming from the front line
- and a great example of our value 'Inspiring Confidence in Our Care'. Such initiatives will make a real difference
to our performance, and I encourage anyone with ideas for innovative care to come forward.
Now to finish this month, I want to talk about two very big items on the horizon: the Health and Social Care Bill,
and King's Health Partners. We hope that the Bill will soon become law. We may have many issues about it, but
above all we need some certainty. Commissioning needs to be strengthened, and stabilised. We need to be
confident about where our patients are coming from and who is budgeting for them, so we can have innovative
discussions about care pathways. You will have heard of the Integrated Care Pilot, which will try to improve the
flow of patients between primary and secondary care, social services and public health. This is another example
of innovation, this time across KHP, involving primary care, GPs, social services, as well as all four King's Health
Partners, and our charities.
King's Health Partners is fast becoming a positive influence on all our lives, absolutely in keeping with our value
'Always Aiming Higher'. The Clinical Academic Groups are enabling clinicians to work together. Bone Marrow
Transplant, Vascular Surgery, care of the ageing, psychologists in cardiac clinics—all very good examples of what
can be done in improving clinical services by collaborating. The Biomedical Research Centre renewals and the
collaboration over the Clinical Research Facility on Denmark Hill illustrate great improvements in academic
performance in pursuit of clinical excellence. And now we have the potential to go further. We could be moving
towards a much more integrated way of working, with a far greater academic ethos. If you look at the best
healthcare organisations in the world, you will see examples of where such integration delivers better
healthcare. I believe passionately in this. I think that we should be able to provide better overall care for
patients by reducing bureaucracy and increasing our resource for patient care and academic endeavour, both in
research and in education and training. These are the discussions we are having with our KHP partners. We will
soon be at a stage where we can engage in the process with all our stakeholders, including staff and patients
and consider their views.

Tim Smart
Chief Executive
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An update from the Chief Executive to all staff at King’s College Hospital
Improving Outpatients
King’s receives approximately 17,000 new outpatient
referrals and books approximately 60,000 new and
follow up appointments each month. Emphasis is rightly
placed on the patient experience of an outpatient
consultation but we must also focus on the customer
facing booking process as this can form the basis of
opinion for the rest of the patient journey.
Over the last few months a project to improve
outpatient booking processes has been developing. We
know that patients sometimes find it difficult to contact
us on the telephone. We also know that the ways in
which they are able contact us can be limited. This
project seeks to improve access for patients by merging
booking teams to provide enhanced telephone cover
and a providing dedicated resource for dealing with
patient appointments in a number of different ways.
Work is also in place to ensure that we have a consistent
approach to communicating with patients. We have
recently standardised our appointment reminder system
and are currently working on standardising the way in
which we manage outpatient referrals. Standardising
administrative processes does not mean that we have to
treat all patients in the same way but it does help to
ensure that patients and staff are clear about what is
being asked of them.
Managing referrals electronically will support this
process and will also supply an audit trail of referral
management through the Trust. We are currently
implementing a document management system
(DOCMAN) to assist with this and to support the Trust
vision of becoming paperless. More information is
a v a il a b le
on
Kwiki
h t tp: / / k w e b/ k w i k i /
Outpatient_Transformation_Project or from Maurizio
Privatelli on 1333 or via maurizioprivitelli@nhs.net.

Changes to Discharges
All of the Trust Discharge Co-ordinators (DISCOs) have
now been bought together in one centralised team
under Selina Trueman in TEAM. This is the first step in a
planned programme to improve the quality of service
provided to the whole Trust and also improve the
interface with our Health and Social Services partners.
Rose O’Keefe has been appointed as the new manager,
and Michelle Stanfield as a senior Social Worker.
Michelle’s primary role is to work in the Acute Medical
Unit but she will also be supporting the ongoing
developments and education within the Discharge team.
The centralised team has also now taken over
responsibility for the Trust Discharge Suite . The area
has been redeveloped to provide a separate space to
promote privacy and dignity and allow for patients to
feel comfortable and supported as part of their planned
discharge pathway.

Discharge processes have also changed significantly.
Patients can now go to the Discharge Suite and wait for
their TTA’s there. Discharge Suite staff are happy to
come to the ward and help pack the patients up and take
them to the Discharge Suite in order to help the ward
teams meet the 11 am discharge target. The suite
manager is Tracy Jackson and she is currently carrying
out one to one visits to all areas and is more than happy
to come and meet any teams. Tracy’s contact details are
ext 2874 or via tjackson7@nhs.net.

Physiological Observation Track and Trigger
System (POTTS)
The POTTS system for recording vital signs is used across
the Trust as an early warning indicator for deteriorating
patients. The simple scoring system is a straightforward
method of early detection of patients with deteriorating
conditions. However, the system is not a replacement
for individual clinical judgement, and the rule should be :
when in doubt escalate with senior colleagues. All staff
should be aware when to escalate, how to escalate and
what to do if they are not happy with the response they
are getting. The POTTS Kwiki page http://kweb/kwiki/
POTTS has full details, and the POTTS reports will soon
be part of the BIU library of performance information
which can be accessed via the BIU link of the Kingsweb
home page.

Important reminder about King’s faxing policy
Faxing should only be used when all other
communication tools are unavailable. In the event that
staff are required to send a fax, please take extra time
and care to guarantee the confidentiality of our patients
is never compromised.
When sending a fax, you should telephone the recipient
and let them know that you are sending a confidential
fax. You should also double check the fax number and
ask them for an acknowledgment of receipt. Before
sending the fax, make sure it has a cover sheet, which
clearly states “Private and Confidential”. Faxes
containing patient identifiable data should only be sent
to locations designated as “Safe Havens”. This ensures
that the receiving end is secure enough to protect the
confidentiality of the information received. It is
important that fax machines are located in a secure area
and that staff take time and care to make sure the fax
number is correct. For more information about how staff
can protect the confidentiality of our patients, visit the
Confidentiality Matters page on Kwiki.
Date of last MRSA bacteraemia: 10 September 2011
Clinical area: Davidson ward
Cause: Poor management of Hickman line insertion/
ongoing management.
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King’s Health Partners
Annual Report of Education and Training
2011

Introduction
2011 has been a busy and very productive year for education and training as you will see from the
various reports of the Education Academy Board and the CAG education and training leads and the
list of King’s Health Partners education and training successes in 2010 – 2011. Particularly fruitful
have been the away days which have led to even further interaction between the cross cutting
theme leads and CAG E&T leads.
This year will see some changes to the Board and I wish to express my thanks to Roger Morris and
Diana Hamilton-Fairley in their roles as theme leads. Diana will continue as a theme member which
allows us to tap into her expertise, but not cause any conflict of interest with her role at the
Deanery. Andy Cope will now lead the research and teaching theme, which will mesh well with his
role as head of the translational and experimental medicine cluster in the BRC. We will be a
appointing a lead for widening participation and grateful to Pamela Garlick for her work, we now
need to build on our progress regarding Apprenticeship Schemes and accrediting volunteer
programmes. We will also be moving forward with ‘improving health and wellbeing’ and
‘marketing’.
The King’s Health Partners Education Council chaired by Stuart Bell harnesses the expertise and
wisdom of senior King’s Health Partners colleagues in education and training. We are delighted that
Judith Ellis, Executive Dean, Faculty of Health & Social Care, has agreed to join the Council as
Southbank University provide a proportion of the nurse training at King’s Health Partners and will
further our ambition to provide further opportunities for bands 1-4 and new roles across patient
facing care pathways. The Education Council focuses on education and training strategy and in
particular external influences. We are therefore currently concentrating on the development of a
South London Local Education and Training Board (LETB) with our partners at St Georges and
colleagues across south London. Anne Greenough, Stuart bell and Miles Scott are members of the
NHS London Transition Executive. Anne is the design lead for the South London LETB. Miles chairs
(Stuart deputy chair) the Project Board which will take forward an application to be a pathfinder
LETB.
The South London HIEC which is jointly led by King’s Health Partners and the South West London
Academic Health and Social Care System has had a very successful year (Appendix 1). NHS London
has agreed that funds to continue the HIEC’s work will be carried over into year three. The HIEC
networks will be used to maximise stakeholder engagement in the development of a South London
LETB.

Professor Anne Greenough
Director of Education and Training
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Education Academy Board 2011
Director – Anne Greenough
Board Members
Careers Management – Camilla Kingdon
Global health education & training – Andy Leather
Improving health & well-being – Hilary McCallion
Innovative technology & teaching – Pat Reynolds
Interprofessional education and training – Elaine Gill
Leadership – Margaret Murphy
Marketing – Anne Marie Rafferty
Pedagogic research – Paul Blackmore
Postgraduate clinical education – Diana Hamilton Fairley
Quality assurance – Sheila Kitchen
Research & teaching – Roger Morris
Simulation – Peter Jaye
Widening participation – vacant at the moment
Administration Manager – Rachael Jarvis
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Clinical Academic Group education and training leads 2011
1. Liver, Renal, Urology, Transplant, Gastro/GI Surgery
2.
3.
4.
5.

Orthopaedics, Trauma, Emergency ENT & Plastics
Cardiovascular
Clinical Neurosciences
Cancer, Haematology, Therapies, Palliative Care,
Rehab Medicine & Cellular Pathology
6. Dental
7. Medicine
8. Diabetes, Endocrinology, Nutrition, Obesity,
Vision & Related Surgeries
9. Genetics, Rheumatology, Infection,
Immunology & Dermatology
10. Imaging & Biomedical Engineering
11. Women's Health

12. Child Health
13. Pharmaceutical Sciences
14. Allergy, Respiratory, Critical Care & Anaesthetics
15. Mental Health of Older Adults & Dementia
16. Child & Adolescent Mental Health
17. Addictions
18. Psychosis
19. Behavioural & Developmental Psychiatry
20. Mood, Anxiety & Personality
21. Psychological Medicine

Dr David Game
Dr Philippe Grange
Diane Back
Dr Michael Curtis
Prof Ammar Al-Chalabi
Prof Tony Ng
Dr Mark Woolford
Dr Catherine Bryant
Paul Carroll
Dr Steve Thompson
Dr Clive Archer
Prof Phil Blower
Dr Slavik Tabakov
Dr Deborah Bruce
Dr Sonji Clarke
Dr Diana HamiltonFairley
Dr Simon Broughton
Dr Tim Watts
Kai-Loke Chan
Prof Graham Davies
Dr Chris Holland
Dr George Santis
Neil Robertson
Prof Derek Bolton
Dr Emily Finch
Suzanne Jolley
Dr Susannah Whitwell
Dr Amanda Wildgoose
Dr Amy Iversen
Ranga Rao
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King’s Health Partners Education Council 2011
Stuart Bell – SLaM Chief Executive
Mary Currie – KCH Associate Director Workforce Planning
Judith Ellis – Southbank University Executive Dean
Peter Emery – KCL Professor of Nutrition and Metabolism
Angela Grainger – KCH R&D Lead for Nursing and Midwifery
Carolyn Green – SLaM Deputy Director of Education and Training
Anne Greenough – Director of Education and Training
Angela Huxham – KCH Executive Director Workforce Development
Sarah James – KCH Associate Director - Education & Development
Sheila Kitchen – KCL Head of Physiotherapy Department
Tj Lasoye – KCH Director of Medical Education
Anne Macintyre – GSTT Director of Workforce
Claire Mallinson – GSTT Director of Medical Education
Hilary McCallion – SLaM Director of Nursing and Education
Helen McCutchen – KCL Head of School of Nursing and Midwifery
John Moriarty – SLaM Director of Postgraduate Psychiatric Training
Margaret Murphy – GSTT Associate Director of Education
Anne Marie Rafferty – KCL Head of School of Nursing and Midwifery
Simon Wessely – KCL Head, Department of Psychological Medicine
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Highlights of education and training in 2011 - 2012
King’s Health Partners Education and Training progress to date in conjunction with the South London
HIEC
•

•
•
•
•
•

The Education Academy is a matrix structure of enabling cross cutting themes page 3 and
the appointed CAG education and training leads (E and T) leads page 4, who are responsible
for overseeing the delivery of education and training in their CAG. The Education Council
page 5 gives an overview on strategic education and training issues
Certain CAGs have already developed an infrastructure to support the E and T leads and
education and training and identified their key objectives for the coming year
Two successful events delivered by the Leadership Foundation have taken place to address
the leadership training needs of the CAG E and T leads
Quality assurance metrics for King’s Health Partners branded learning materials have been
developed and three courses have now been accredited
Audit of all e-mandatory training for all the Partners and details of all the courses available
on the King’s Health Partners Education Academy website
KCL employed a business analyst to determine if it will be more cost effective to create a
virtual learning environment (VLE) on Moodle for education and training or instead develop
federated access to all the Partners’ e-learning materials. The latter is difficult as it involves
NHS firewalls, but the former would require regular husbanding of the VLE. The report
demonstrates there needs to be discussion on the Partners’ strategies regarding e-learning

Education and training initiatives
•

•
•

Provision of generic integrated academic training (IAT) programme (which is now accredited)
and successful bidding for further posts. King’s Health Partners and UCP each had the
largest number of IATs in the UK (75): King’s Health Partners has subsequently been
awarded another 4 in the “Cinderella” round. King’s Health Partners now has 87 posts
The King’s Health Partners simulation group coordinates activities on all campuses to ensure
the best use of resources and a coordinated approach to bidding for funding (a successful
PhD studentship application, in addition to Deanery funds)
Medical and Dental Education Commissioning System (MDECS)
• Successful bids to become lead providers for all four postgraduate core bundles in
medicine, surgery psychiatry and FY2 dentistry for SE London (2011)
• Preferred bidder status (2012)
o Cardiology – SE London
o Respiratory Medicine – South London
o Diabetes and Endocrinology - South London
o Geriatric Medicine - SE London
o Gastroenterology - South London (joint bid with St Georges)
o Neurology and Neurophysiology - South London
o Renal Medicine - South London
o Clinical Radiology - SE London
o Higher Psychiatry – General Adult/Old Age - SE London
o Higher Psychiatry – Forensic - South London
o Higher Psychiatry – Learning Disabilities - South London
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•

•

•

o Higher Psychiatry – Child and Adolescent - South London
o Obstetrics and Gynaecology - South London
o Trauma and Orthopaedics - SE London
o Ophthalmology - South London
Two successful bids for Modernising Scientific careers
o Clinical Science – Clinical Engineering
o Clinical Science – Medical Physics
Clinical Engineering scored the highest of all bids and is now the only accredited course
Liberating the healthcare workforce: a response was submitted on behalf of King’s Health
Partners. Stuart Bell and Anne Greenough are members of NHS London’s Healthcare
Workforce Transition Executive. A proposal is being worked up to be a South London
pathfinder LETB. AG is the design lead and Miles Scott (CE St George’s) the chair of the
project board. The South London LETB will hold the budget for education and training in
South London
A number of new MScs (see CAG reports)

Educational opportunities across the care pathway – reaching into the community via the HIEC
•
•

•
•

Dementia training centre – in particular targeting GPs (improved awareness) and GPs/care
home staff (appropriate prescribing for patients with dementia and prevention of
unnecessary admissions) (Regional Innovation Funding).
Blended learning packages created to support staff working in new settings of care and
providing new models of care. Polysystem staff have been trained in acute scenarios in the
SaIL centre at St Thomas’ and the simulation centre at St Georges and then further training
locally in their polysystems/GP practices. A complimentary e-learning package is being
developed and evaluation undertaken by a PhD student working with King’s Learning
Institute
An e-learning package has been developed and is now on the HIEC website to ensure health
care professionals across the care pathway can recognise depression in diabetic patients
Development by local GPs and youth workers of a Youth Health one stop shop (Well centre)
for adolescents and young people who rarely access care in traditional venues. RIF funding
with KCL SOM has been obtained to facilitate the training and educational opportunities for
acute sector staff and students.

Internationalisation
•
•
•
•

Establishment of a Global Health Education programme and formalisation of partnerships
with the Tropical Health Education Trust (THET), Medsin and Alma Mater.
BSc in Global Health started in September 2010, 54 applications 2011.
A multi-professional MSc in Global Health is being developed.
Collaboration with UCSF regarding educational opportunities in research training

Funding applications
•

Successful Regional Innovation Fund applications via the HIEC:
o 3DfD – Three dimensions of care for people with diabetes
o Dementia Training Centre
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•

o Well Centre – Youth Health One Stop Shop
Award of funding (£2 million) from the HTA - a multi-centre randomised controlled trial
comparing the effectiveness of enhanced motivational interviewing with usual care for
reducing cardiovascular risk. This builds on the SL HIEC networks. Principal Investigator Dr
Khalida Ismail.
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Education Academy cross cutting themes
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Careers Management
Dr Camilla Kingdon
The Careers Management workstream has had a productive year. Key members of the group meet
regularly and work hard and we have been joined by a psychiatrist representing MedNet (a
confidential service supporting doctors with psychological problems funded by the London Deanery)
and a senior midwife who will help take matters forwards for nurses/midwives and allied health
professionals.
Key achievements
1. Year 4 Careers Day
This was run for the first time on 29 March. A full day’s programme was delivered for the Phase 4
students with a variety of lectures, debates and small group activities. Key areas such as transition
to Foundation, academic training, working and training less than full time, careers in General
Practice, amongst others, were included. The feedback was excellent but also included interesting
ideas for the future. It is planned for this to now become an annual event in the Phase 4 curriculum.
2. Careers SSC
This was launched for the first time for Phase 4 students, in rotation 1. The SSC is run by Laura
Mackenzie and Camille Kingdon and the aim is to help students develop careers self awareness and
decision making skills, as well as opportunities and contacts in some of the specialties the students
are interested in. In addition they attended the BMJ Careers Fair, had a session exploring General
Practice as a careers option and also had a session on mentoring.
3. Careers Handbook
A King’s Health Partners Handbook for Careers was launched this year. There are 2 versions – one
for Clinical Advisors/Educational Supervisors and one for students/junior Doctors. This is an
important resource which does not aim to duplicate any of the excellent resources already available,
but rather acts as a signposting tool to people and resources within King’s Health Partners. It is
available in the Education Academy part of the King’s Health Partners website.
4. Specialty Careers Champions Database
In tandem with the Careers Handbook, the Champions Database was also launched (also available on
website). This database is a list of consultants across the whole of King’s Health Partners who are
passionate about their specialty and thus willing to talk to students and junior doctors about training
and working in the field. This is an important tool to help students/trainees and also a mechanism
for Foundation Doctors to organise career “tasters”.
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Global Health Education and Training
Dr Andy Leather
King’s Centre for Global Health
The King’s Centre for Global Health was formed in June 2011 as a joint KHP-KCL Centre.
• The Centre helps to coordinate and communicate global health activities across KCL
and partner Trusts, particularly around education and capacity building partnerships
• A Global Health Advisory Board was formed and Lord Crisp, a cross-bench Peer and
former Chief Executive of the NHS, agreed to act as Chair. The first meeting was in
October 2011
• Andy Leather was confirmed as Director of the Centre, which has a small team of
core staff and affiliates drawn from across the Schools and Trusts
Key achievements
Global Health Teaching
• The Global Health iBSc had a very successful first year. The course had 18 students
from 8 different universities, taught by a faculty from across the Schools and Trusts
• We are supporting a portfolio of SoM optional global health courses, core days of
teaching for year 4 and are contributing to the electives
• Our first PhD student started in September 2011, jointly supervised by SSPP and
SoM
Other Engagement with Students
International Citizens Service Youth Volunteering Programme
• 20 KCL students undertook development projects in Africa in Summer 2011 as part
of the £10m pilot of the new DFID programme. THET was one of the six agencies to
run the pilot and organised their placements through King’s. The independent
evaluation showed that the THET-KHP programme had the greatest impact and was
the best value for money
Information Communication Technology for Global Health (ICT4GH) Summer Research
Internship
• The Centre is leading a Gates-funded research project on ICT4GH. 12 students from
across KCL participated in a one month internship in Aug 2011 to initiate the project
Planned Activities
• We will be launching a Global Health Summer School in June 2012
• We continue to plan for a range of MSc programmes and a Certificate/Diploma in
Global Health run as an evening course, and four other PhDs are under development
• We will be bringing together all staff involved in global health education from across
King’s Health Partners in Feb 2012 to discuss how we can better collaborate and
share resources
Global Health Education Research
• A research project reviewing the benefits of student volunteers through institutional
partnerships is being conducted by Paula Baraitser
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•

The Centre led a collaborative UK initiative to develop a set of compulsory global
health learning outcomes for medical students. This was published in The Lancet in
October 2011

Medsin Student Network
• We continue to work with and support the Medsin Student Global Health Network
at a national and college level. The 2012 National Conference will be hosted by KCL.
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Innovative technology and teaching
Prof Pat Reynolds
The innovative activities in the past year have been aimed at creative solutions for King’s Health
Partners to ensure best practice in TEL whilst supporting healthcare teachers as new adopters of TEL.
An investigation into the feasibility of Sharing Electronic Learning provisions across the King’s Health
Partners was carried out. This snapshot looked at the current state of e-learning provisioning across
the King’s Health Partners, and provided a set of technology and strategy recommendations to be
used, to enable access to e-learning content.
Representatives from across King’s Health Partners have been working together to find suitable
ways to enable access to e-learning.
Planned activity
Investigation of Formative Assessment of Learning (INFORMAL)
As part of the TEL Forum’s benchmarking exercise, on May 13th 2011, Schools were asked to suggest
benchmarking projects. For King’s Health Partners, Medicine and Dentistry requested that they lead
the ‘Formative Assessment’ benchmark. The aims of the proposed study were to pilot online
formative assessment in undergraduate medical education and compare it to paper assessment and
to current end of term assessment. The setting chosen was reproductive and sexual health in year 4
of undergraduate Medicine as an exemplar for King’s Health Partners. The bid was supported by six
senior staff from King’s Health Partners (Medicine, & Dentistry) and the School of Education and
Professional Studies. The TEL forum of KCL on which there is King’s Health Partners representation,
approved the desirability of the bid on 29th June 2011 and it has now been submitted as a TEL Fund
application on 16th December 2011.
Promoting the Online Section of the Support Initiative in Blended Learning (POSSIBLE)
To enable King’s Health Partners staff/students to develop their understanding of TEL practices, an
online support course has been proposed covering effective use of virtual learning environments
(VLE), computer mediated communication (CMC), e-assessment, copyright and Intellectual property
rights (IPR). The initial approval of this development was by the Dental Circle and King’s Health
Partners Education Academy. The TEL Forum also approved this on April 15th 2011. It has also been
the subject of a healthcare led TEL Fund bid submitted on 16th December 2011 and has been
supported by eight senior staff members from King’s Health Partners (Medicine, Dentistry, IOP, Basic
Medical Science and the Commercial Directorate of GSTT) and the Arts and Humanities. The work
has already begun thanks to seed funding by the Dental Circle and support of King’s Health Partners.
A pilot course is expected in the first quarter of 2012, being made fully available to King’s Health
Partners staff in the next academic year.
Needs Analysis for a King’s Health Partners and College-wide Learning Content Management
System (LCMS)
This initiative aimed to identify and recommend the requirements for a King’s Health Partners and
College-wide Learning Content Management System (LCMS) drawing on the experience and
comparators with the use of an enterprise level LCMS (Equella™) in the Dental Institute.
An LCMS is a digital library security that enables: cataloguing of online learning resources,
copyright assignment, risk mitigation of content migration to a VLE (such as Moodle),quality
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assurance of e-content, pedagogical value of the re-use of learning objects across King’s Health
Partners, staff progression opportunities for teaching contributions, archiving of staff teaching
resources and important digital databases and artefacts, updating of e-content, opportunities for
King’s Health Partners/College to act as a publisher of its own e-content; open access as
designated eg for patient information or for marketing analysis of usage statistics.
Supported by 11 senior staff from across King’s Health Partners and the College, including the library
services and ITS and initially discussed at the TEL Forum on 10th June 2011, this was also submitted
as a TEL Fund application on 16th December 2011. The Health Schools already support the
maintenance of the LCMS, Equella, but there is no long term strategy or software integration in to a
VLE in King’s Health Partners or the College.
Collaborative learning in Virtual Worlds: pedagogical feasibility study by the Virtual Worlds Special
Interest Group
The SIG group including King’s Health Partners members from IoP, Dentistry and Medicine (Virtual
Campus) has been meeting for about 18 months to plan a strategy and projects within King’s to
evaluate 3D virtual worlds such as Open Wonderland or Second Life. A specific study was ratified by
the TEL Forum following a demonstration of the SIG work on 15 April 2011. The proposed study
would investigate appropriate pedagogical practices in a virtual world for collaborative learning and
peer feedback that will complement face to face learning and the use of more traditional VLE-tools.
In IoP the ability to use a statistical package collaboratively is being trialled. Seed funding has been
obtained for a technical feasibility study and a further bid submitted to the TEL Fund on 16
December 2011 supported by the King’s Health Partners and College-wide SIG (eight senior
members of staff from five schools).
GRAPHIC (Games Research Applied to Public Health Incorporating Collaboration)
Serious gaming is another innovative activity, already demonstrated in King’s Health Partners
through a cross School Prescription Game. The GRPAHIC project is a successful 2010 College
Teaching Fund supported by King’s Health Partners members that aims to provide an educational
evaluation of a serious game developed in Dental Public Health to enable groups of dental students
to compete in a health based population game. Its prototype is currently being trialled with dental
students in collaboration with KLI (King’s Learning Institute). The derived template will be available
to all of King’s Health Partners to use.
KinSHIP (King’s Social Harmonisation Project)
This 2011 CTF project is a collaboration between King’s Health Partners (Medicine, Dentistry),
Modern Languages and the Theatre Department to complete a needs analysis and educational
evaluation for a secure social networking site. The chosen software is open source ‘Elgg’
www.elgg.com and the prototype Kinship site was completed in November 2011. A branding skin
allows customisation for the groups using this site. The educational evaluation is about to be
commenced with house groups in Medicine.
Introductory Online Catastrophe Preparedness Module for King’s Health Partners
A focus for terrorist activity has been recognised by the UK government with the advent of the
Olympics in London, July 2012. Major Incident plans will already be in place or NHS staff. However,
with such a large body of students in healthcare, who would not be part of an NHS major alert
procedure, access to a basic level of preparedness for such catastrophic events has been considered
a sensible precaution. The Health Protection Agency (HPA) has already prepared planning for
extreme events with details published on their website. Especial expertise comes from Public Health
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and War Studies Departments and close links to New York University (NYU) through the Dean of the
Dental Institute, Dianne Rekow. A short online course supported by the Director of King’s Health
Partners Education Academy, has been designed with HPA and is currently under development for
completion by the beginning of the second quarter of 2012. Furthermore, a strategic response is
being prepared for non-major NHS plan dental staff and students by the Dental Institute, which will
be presented to King’s Health Partners.
Future innovative TEL work for King’s Health Partners
EC applications for Framework 7 Call 5.2 the Virtual Physiological Human is being prepared for
submission in April 2012. This has direct relevance to King’s Health Partners innovative activities as it
will use virtual worlds, UDENTE (Universal Dental E-learning) and haptics (sense of touch). An
application to THET (Tropical Health and Education Trust) is being considered for creating a new
blended learning dental training capability for Malawi that will compliment other Sub-Saharan THET
activities from the Global Health Strand of King’s Health Partners.
Awards for HapTEL (Haptics in TEL))
The HapTEL project developing robotic arms for training dental students won both the Medical
Futures Award for 2010 and the BETT award (British Education Teachers Training) in 2012.
http://www.haptel.kcl.ac.uk
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Interprofessional Education and Training
Dr Elaine Gill
Key achievements
•

A number of new educational activities have been designed or delivered:
o Care of the Elderly IPE/T and Clinical Simulation – focus on communication
o Front line workers in Psychosis services – communicating with acutely ill mental
health service users and senior colleagues.
o Final year and newly qualified medics, nurses and pharmacists in KCH Liver unit –
reading blood results and managing medication in immunosuppressed transplant
patients.
o Undergraduate SSC for medical and nursing students – Pain management.

Undergraduate year 1 IPE involving medicine, nursing, midwifery, physiotherapy and pharmacy in
ethically informed patient-centred care in teams, plus final year integrated clinical simulation in care
of critically ill adult continues to run with good student feedback. Learning in practice is well
established in gynaecology, stroke and end stage respiratory disease. The SSC for phase 2 medical
students on team-working remains a small, but interesting addition. IPE/T as a vertical strand from
year 1 students to novice practitioners is beginning to show some structure. Working in partnership
with clinical simulation adds significant strength to both themes.
Immediate plans and needs
• The Head of Academic Physiotherapy, Sheila Kitchen and Theme Lead Elaine Gill are working
closely to further physiotherapy involvement in IPE especially with regard to generic skills
based learning by merging clinical skills teaching resources
• Representation across CAGS remains an issue
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Leadership
Margaret Murphy
The King’s Health Partners Education Academy Leadership Workstream has had a very productive
year supporting candidates through leadership development programmes and sharing best practice
across member organisations. The programme group has worked across professional groups, both
clinical and managerial, in order to enhance the leadership and management capabilities of each of
the partners.
Key areas of activity
1) Sharing, reviewing and utilising leadership competency models
• Each member organisation has devised, over time, their own leadership competency
tool. The collective membership of the workstream has considered the content of
each of these frameworks. The group has agreed that although the language of the
tools mirrors that of the host organisation, there is consensus that the primary goal
of organisations is developing the leadership capability of King’s Health Partners
going forward. Over time, modifications could be made to the tools in order to
develop consistency of language as the wider organisation matures.
2) Considerable work has been undertaken in order to start to develop future leaders and
managers across King’s Health Partners through the use of consistent approaches and
development programmes. Four Leadership and Management programmes have been
collectively sponsored:
• Masters in Business Administration (MBA) / Diploma in Management Studies (DMS):
i. the partnership has jointly commissioned and supported candidates through
the MBA and DMS programmes in 2011 with our first coherent of MBA
students graduating this autumn. Both programmes develop the strategic
and operational management skills of middle and senior managers and
clinicians, in order to prepare them for the forthcoming challenges in the
NHS.
• Frontline Leaders Programme:
i. this programme has been jointly supported for the second year in order to
develop the leadership potential of service managers from all disciplines.
This innovative programme is facilitated by highly motivated Olympic
winning athletes who inspire and challenge participants to take the goals for
service innovation and delivery to a higher level.
ii. the programme has been extensively internally evaluated and nominated for
a number of national training awards. The aim is to build a cadre of leaders
who, through collective experience and knowledge, operationally lead, steer
and manage the delivery of the organisations’ strategic plans.
• Senior Leadership Development Programme,
i. the workstream has engaged in the learning of each partner organisation in
the rollout of local programmes. One example of this has been, the sharing
of learning in the creation of the senior leadership development programme
at GSTT, (in partnership with CASS Business School).
ii. in order to observe the benefits of this programme at Clinical Academic
Group level, King’s Health Partners has supported a non GSTT CAG leader to
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attend the programme in order to begin to explore the benefits of joint
senior clinical leader participation.
iii. Leadership Development programmes with Mental Health CAGs completed
Future work
• Understanding new strategic priorities of each organisation within the King’s Health
Partnership and the application of these to leadership development
•

Compiling activity in order to identify further areas for joint working

•

Devising a King’s Health Partners strategy for leadership development for 2012-2015
with the primary aim of building internal capacity across the organisations

•

Jointly commissioning high quality and high value programmes.

•

Stimulating research in leadership and to explore the opportunities to utilise the
resources of King’s Health Partners

•

Sharing best practice of locally owned leadership development activities in order to
facilitate further organisational learning

•

SpR progamme funded by the London Deans supported by the three Medical
Directors
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Pedagogic Research
Prof Paul Blackmore
King’s Learning Institute has a cross-College role in supporting the enhancement of the quality of
teaching and learning. KLI works closely with the Education Academy, through membership of the
Education Academy Board and frequent meetings with CAG Education leads, to make sure its
provision meets needs within King’s Health Partners. In particular, KLI has continued to develop its
support for evidence-informed practice in learning and teaching.
Key achievements
Accredited programmes
KLI has a full range of programmes from Certificate level through to a PhD in higher education. A
number of programmes have been revised to ensure that they can easily be accessed and that they
are fully relevant to staff needs. Specifically we have modularised the Postgraduate Certificate in
Higher Education, to facilitate access and to make it more straightforward for participants to gain
credit for prior learning. We have also started a review of the MA in Clinical Pedagogy, which will
become an MA in Clinical Education. It will become more flexible so that staff across King’s Health
Partners can readily access provision on a single module basis and so that they can gain credit by
building shorter activities into an award.
Continuing Professional Development
KLI is developing its capacity to support more structured professional development for all those who
are engaged in learning and teaching and its support.
CPD framework
An open and facilitative CPD framework has been developed to provide a coherent means of
supporting professional development in all areas associated with learning and teaching across King’s
Health Partners. The website is at:
http://www.kcl.ac.uk/study/learningteaching/kli/prodev/index.aspx. A section on Research and
Scholarship gives details of a forthcoming pedagogic research seminar series.
Excellence in Teaching conference
The 5th Annual Excellence in Teaching Conference was held on the 21st June 2011, providing a
forum for pedagogic research undertaken within the College. Details can be found at
http://www.kcl.ac.uk/study/learningteaching/kli/conferences/eitc.aspx . There were a number of
presentations from colleagues in the School of Medicine and other schools who are involved in the
teaching of medical students, some of whom have papers accepted for publication in the
forthcoming Proceedings. These papers demonstrate a commitment to innovative and studentfocused education across the Medical Education Academy.
Research
KLI undertakes high quality, internationally respected research into aspects of learning in higher
education. KLI also acts as a focal point for the development of pedagogic research expertise at all
levels, focusing in particular on the development of a capacity for evidence-informed practice.
PhD studentships
The School of Medicine has sponsored two PhD studentships, and the Dental institute one
studentship, with joint KLI supervision, on
• Interprofessional Clinical Simulation.
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Using formative peer-assessment to improve self-assessment and summative assessment
results
• Threshold concepts and troublesome knowledge in the dental curriculum.
Higher Education Research Network (HERN)
HERN, the Higher Education Network at King's College is our programme for the development of
research capacity in Higher Education. We provide research training and a series of facilitative
research clusters designed to engender inquiry in the disciplines and at interdersciplinary contact
points in order to foster inquiry and to promote the engagement of researcher/teachers from their
subject settings. HERN-J (the journal of the Higher Education Research Network) is our means of
helping newer higher education researchers to publish their work and disseminate their findings.
•
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Postgraduate clinical education
Dr Diana Hamilton-Fairley
Key achievements
•
•
•

•

Medical and Dental Education Commissioning System
o Lead Provider status for Core Medicine, Core Surgery, Core Psychiatry, Dental
Foundation 2
The above successful applications and the collaboration across King’s Health Partners were
the building blocks of the successful stage 2 applications
Preferred bidder status (2012)
o Cardiology – SE London
o Respiratory Medicine – South London
o Diabetes and Endocrinology - South London
o Geriatric Medicine - SE London
o Gastroenterology - South London (joint bid with St Georges)
o Neurology and Neurophysiology - South London
o Renal Medicine - South London
o Clinical Radiology - SE London
o Higher Psychiatry – General Adult/Old Age - SE London
o Higher Psychiatry – Forensic - South London
o Higher Psychiatry – Learning Disabilities - South London
o Higher Psychiatry – Child and Adolescent - South London
o Obstetrics and Gynaecology - South London
o Trauma and Orthopaedics - SE London
o Ophthalmology - South London
Submissions to the Better Training Better Care – MEE funded NHS Local Implementation and
Pilot scheme
o Guy’s and St Thomas’
 Improved surgical simulation training to make every moment count
 Improved ICU and obstetrics training
 Incorporating clinical training into service provision
o King’s College Hospital
 Improving training and service continuity by improving the ward round
 Providing community attachments for Foundation Trainees to work in
Community hospital and hospice settings
 Rapid Assessment and Treatment+ of the Emergency department patient
o South London and Maudsley
 Randomised trial which implements and assesses an expanded consultantpresent SLaM mental health liaison service in two acute trusts
o King’s Health Partners
 Improve patient care and trainee learning by focusing on improving clinical
handover
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Quality Assurance
Prof Sheila Kitchen
The Quality Assurance work stream has had a very productive year. Key members of the group meet
regularly and we now have in place documentation to approve of non-credit bearing educational
opportunities across King’s Health Partners and enable them to be advertise under the ‘King’s Health
Partners’ banner. We have had strong support from Karen Langridge from the IOP who has worked
with the committee to develop a robust system for quality review process.
The committee has been expanded to include representatives from a wide variety of King’s Health
Partners areas, and during the year were joined by a number of Education Leads from CAGs.
Particular thanks go to them for their support in ensuring the system is suited to their needs.
Key achievements
•

In recognising the need to quality assure non-credit bearing educational activities that meet
the aims of the King’s Health Partners Executive gave formal approval for the QA committee
to grant approval to allow courses to be ‘kite marked’ with the King’s Health Partners name

•

A document entitled ‘King’s Health Partners – quality assurance of educational provision’
describing the procedure for quality approving short courses, study days and summer
schools has been developed. It has been reviewed by the education leads from the CAGs,
and we have received very useful feedback to inform the final structure. Documentation can
be found at: https://www.kcl.ac.uk/prospectus/shortcourses/home

•

Three short courses were given King’s Health Partners quality assurance approval by the QA
committee through a pilot process. These courses were reviewed by independent specialists
and also by members of the QA committee. The courses are:
• Introduction to Bioinformatics and Epidemiology, Professor Tony Ng, Haematology,
Cancer, Therapies, Palliative Care, Rehab Medicine & Cellular Pathology
• Thoracic Ultrasound, Dr Charles Twort, Allergy, Respiratory, Critical Care & Anaesthetics
• International Masterclass on Paediatric Pharmaceutical Care, Dr Graham Davies,
Pharmaceutical Science

•

We have worked with the King’s Professional and Executive Department as they develop an
on-line Short Course Approval Form (SCAF) for use across the College and throughout the
King’s Health Partners to facilitate submission for approval, advertising and monitoring of
opportunities. Information for the above courses has been entered and tested on the SCAF

•

A range of materials are being developed to support CAGs such as ‘how to’ guides
addressing Quality Assurance and providing support for new CAG QA short course approval
committees. These can be found on the web
(http://www.kcl.ac.uk/innovation/business/academics/how/index.aspx)

•

We have attended a number of CAG Education Lead meetings to introduce the processes
and look forward to the necessary structures being put in place at the local level to take the
QA process forward as they develop their education priorities, aims and structures
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Next steps will involve the establishment of CAG QA approval panels to facilitate the approval of
education within each CAG, supported by the Education Academy QA committee.

Research and Teaching
Prof Andrew Cope
•
•
•
•
•

Prioritising research training programmes including PhD and clinical fellows
MRes – encourage people to sign up, developing a very tailored programme
Mentoring
Personalised medicine agenda – have applied for funding from Marie Curie to fund 13 PhDs
over 36 months
University of California San Francisco collaboration

23

Simulation
Dr Peter Jaye
Key achievements
St Thomas’ House has become the busiest and most active centre in London since opening less than
two years ago, but is at full capacity. The Sherman centre will be receiving an upgrade to support its
increasing use in 2012 to expand capacity. The refurbished Chantler will have the capacity for human
patient simulation in cospital and community settings. The new educational building on the SLaM
site has simulation within its top floor. We are developing a working party to explore how and what
this will look like when it opens in 2014. Although there has been to a significant rise in the amount
of simulation activity on the KCH site, it still suffers from a lack of a simulation centre. This is a very
clear aspiration for the future, in order to allow this site to develop its enormous potential.
We have purchased an additional two manikins and have secured funding for another three, these
include the largest number of non –caucasian manikins in the UK.
We now have one of the widest ranges of simulation activity in the UK with one of highest rates
inter-professional delivery in the UK. This range includes staff groups, specialities and modes of
delivery. We have an embedded IPE undergraduate simulation program which will now include an
innovative self-directed simulation program.
Our research output has grown with currently two accepted, four submitted and six papers in
preparation. We will have a significantly larger presence at the International Medical Simulation in
Healthcare conference in 2012 with two podium presentations and one workshop. We won the best
short oral presentation 2011 at ASPiH, the largest UK simulation conference.
Awards
Finalist HSJ awards 2011 – Patient Safety category – Elderly care program
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Clinical Academic Groups
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Liver, Renal, Urology, Transplant, Gastro/GI Surgery
Dr David Game & Dr Philippe Grange
We are the biggest CAG with disparate training needs on different sites. We are committed to
building on our current strengths and achieving the highest teaching standards in all disciplines.
The Education and Training agenda in our CAG was born in 2011. Dr David Game and Mr Philippe
Grange were appointed as the Education and Training Leads in January and Anna Pietka was
appointed as the Training manager in February (as part of her role in the MRC Centre for
Transplantation).
The CAG’s first submission to the Performance Council was in May 2011, when the first draft of the
Education and Training strategy was articulated. The CAG was not accredited at this Council but
after improved management structure of the CAG, improved documentation (including an updated
Education and Training Strategy) and progress in key clinical areas, the CAG was accredited for
Module 2 in November 2011.
With this landmark behind us, and a real sense of purpose and ambition within the CAG we believe
the Education and Training agenda can now move forward at speed.
Meanwhile, we have a number of notable achievements in Education and Training:
(1) King’s Health Partners website for Education and Training updated October 2011
(2) Supported Renal MDECS stage 2 submission (April-Nov 2011)
(3) Supported Frontiers in Transplantation Short Course (Sept 2011)
(4) Developed modular accreditation in educational competencies with KLI
(5) Established Education and Training Cluster to manage diverse training needs across the CAG.
(6) Cluster Launch meeting 7th December
Anne Greenough gave an overview of King’s Health Partners’ strategy re education and
training
Representatives from all departments, academics, nursing
Implement mapping and networking
Disseminate key performance indicators
Further evolution of strategy
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Orthopaedics, Trauma, Emergency ENT & Plastics
Diane Back
Philosophy
To provide all students, academics, medical and allied health professionals, clerical staff and patients
with a supervised stimulating, progressive 21st century educational environment. Within which, they
can obtain quality assured and nationally accredited knowledge, communication and technical skills
to provide holistic, safe, gold standard care and services for our patients and local communities.
Aims
To promote excellence in the teaching of Plastics, ENT, Head and Neck, Audiology, trauma and
Orthopaedics through the development and implementation of collaborative interdepartmental and
university activities. This includes the development of a common framework for higher education,
encompassing individual professional development modules and Masters and PhD programmes.
Close collaboration with the research and development departments will ensure a continuous
programme of high quality progressive research with improving patient outcomes at the centre of
this programme. For example, an MSc in Orthopaedics will be developed with research projects fully
integrated into the programme that will run over the six years of the current Higher Surgical Training
programmme.
To function as a central co-coordinator in the dissemination of clinical information between local,
national and international Higher Education institutions, allowing exchange of teachers, students
and knowledge without the current red tape that hinders progress. This will filter down to the local
communities, primary care givers and patients, allowing rapid access to high quality accurate
medical information and informed decisions.
To increase awareness of the pedagogic considerations of curricula development. To deliver this we
are in the process of developing e learning modules, utilising virtual reality classrooms, simulation
training and individually timely delivered education programmes tailored to the current needs of the
individual not a generic one size fits all programme.
Progress
The ENT surgical training package is well developed and delivered within the framework of the Royal
College of Surgeons, changes are occurring with regard to the inclusion of more Maxillo-facial
Surgery and discussion has been had with Professor Tim Briggs of the Royal National Orthopaedic
Hospital, Stanmore about training direction and progress and integration of already well established
excellent training modules within London. Thus enabling our own trainees to access the full range
of training opportunities within London and opening up, areas of excellence that King’s Health
Partners have developed to other regional trainees.
With regard to the development of educational modules for nursing, physiotherapy and community
services, we are beginning to develop our framework and assess what areas we already have in
place and what requires further development. We have our senior Plastics and Orthopaedics nursing
leads in place, Audiology are identifying their lead and ENT is about to be included. Our strategy is to
develop standalone modules applicable to all levels of staff, from Care Assistant to Managers that
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can be taken as part of a continuing professional development programme. Gradual progression
through these stages would lead to a Diploma in Orthopaedic/Plastics and ENT nursing. This could
then be taken further to an MSC with a relevant thesis at the end of the programme. We are
identifying areas that would link in with the community based health care teams and will develop
modules that are relevant across the programme for them as well.
We have been successful in gaining preferred bidder status for Trauma and Orthopaedics for South
East London through the MDECS process.
MSc in Trauma and Orthopaedics being developed is now well on course with the aim for 80% to emodule and digitally delivered.
Postgraduate Training in Plastics and ENT is part of a Pan-London training programme. In
Orthopaedics, the present training is part of the South-East Thames Programme (both London and
KSS Deaneries).
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Cardiovascular
Dr Michael Curtis
Delivery of education programmes
Cardiovascular CAG Education and Training (CCET) has an evolving strategy informed by content and
stakeholders. Education and training are distinct activities that differ in management, organisation,
delivery and assessment. Education comprises of courses that are part of degree programmes. CCET
is involved in education at the level of a complete course unit (such as 6BBM0325; Experimental
Cardiovascular Pharmacology for KCL science BSc and intercalating medical students) or a
lecture/tutorial/laboratory practical (such as Treatment of Heart Failure in 6BBM0213 for biomedical
science BSc students). Training comprises of any other activity, for example, clinical rotations for
physicians, junior doctor induction, MBBS firm-based lectures, clinical rounds, etc.
Development of new programmes/consolidation of programmes
The CCET committee comprises of more than 20 stakeholders. These are course organisers across
the CAG. Course development is initiated and managed at the local level. One initiative has been
generated by the CCET in order to reduce duplication of effort by merging a biomedical science class
with a clinical pharmacology class, unfortunately it was not possible to timetable this exercise.
Quality of education programmes e.g. feedback on courses etc.
The National Student Survey (NSS) provided poor scores in 2011 for feedback in Medicine. In order
to contribute to correction of this, in my CAG, I have initiated a programme of change. First I have
contacted all teachers and course organisers in phases 3-5 with a request that they provide me with
full details of what they teach, to whom, how, and by what methods assessment is made and
feedback provided.
Identify education and training needs across the CAG
Strategy development requires data. The first step in interrogating CCET activities initiated in 2010
involved the formation of an active group of stakeholders. To ensure this was representative, the
CCET Lead contacted education organisers throughout the College by mining the KCL web pages
(ideal for preclinical education), and by obtaining the names of relevant persons involved in training
via the Cardiovascular CAG management committee (clinical Training is not catalogued formally on
KCL or Trust web pages).
The greatest education and training need is to engage the involvement of those who manage and
deliver phase 3-5 ‘firm’ training to enable compliance with the objectives recently set to ensure that
the NSS survey outcome is corrected.
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Clinical Neurosciences
Prof Ammar Al-Chalabi
Background
The Clinical Neurosciences CAG hosts many staff of different disciplines and backgrounds, with
varying training needs and abilities. On the clinical side there are more than 80 neuroconsultants
covering neurology, neurosurgery, neuroradiology, neurorehabilitation, neurophysiology,
neuropaediatrics, stroke, neuropathology and neuropsychiatry. There are trainees at F2, ST1 and 2,
and SpR level. There are 4 clinical nurse specialists in the specialities motor neuron disease, multiple
sclerosis, epilepsy, and Parkinson's disease. There are ward and clinic nursing staff, and
neurotherapy staff in the disciplines of dietetics, speech and language therapy, occupational therapy
and physiotherapy. On the academic side there are clinician scientists specialising in amyotrophic
lateral sclerosis (x2), epilepsy, paediatric epilepsy, neuronal physiology, and pathology, and pure
scientists ranging from molecular biologists studying genetics, RNA, epigenetics, proteomics and
neuronal signalling, to cell biologists, specialists in animal models, epidemiologists, statisticians and
psychologists. Research teams typically include any or all of research assistants, MD(Res) students,
PhD students, post-doctoral researchers, and lecturers. There are also students on several taught
courses at under and postgraduate level, including MB BS, certificated training courses, Calman
training, diplomas, and Masters level courses in Clinical Neuroscience, Epilepsy, Neuroimaging,
Neurology, Psychiatry Research and Advanced Dementia Care.
Training
Taught courses:
MBBS
There are 450 students enrolled per year through the School of Medicine. Lecturers usually have a
strong research background, an intercalated BSc or MSc is possible.
Masters
The following are delivered by the Clinical Neurosciences CAG and run through the Institute of
Psychiatry: the MSc in Clinical Neuroscience (30 to 40 students per year), the MSc in Epilepsy (about
8 students per year), the MSc in Psychiatry Research, the MSc in Advanced Dementia Care and the
MSc in Neuroimaging.
An MSc in Neuroscience is delivered by the Department of Neurosciences which is distinct from the
Clinical Neurosciences CAG but the CAG contributes in the form of lectures and dissertation project
supervision.
An MSc in Neurology is delivered by the Deanery and administered through the Institute of
Neurology. The Clinical Neurosciences CAG contributes strongly in the form of lectures and project
supervision.
Postgraduate taught courses
Clinical CAG partners deliver postgraduate taught courses in medicine, neurophysiology,
neurosurgery, neuroradiology, neuropathology, and stroke. There is also an MRCP PACES course in
neurology delivered through King's College Hospital and an MRCPsych course delivered through
SLaM.
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Research courses:
The MBBS course includes Student Selected Components (SSC) that allow research. Currently there
are several SSCs on offer in the Clinical Neuroscience CAG and a working group is examining ways to
develop a high profile large scale SSC.
There are studentships available through the Medical Research Council Centre for
Neurodegeneration Research, jointly with the Medical Research Council Social Genetic and
Developmental Psychiatry Centre, and through the NIHR Biomedical Research Centre in Mental
Health/Biomedical Research Unit in Dementia.
Clinical training:
The Clinical Neurosciences CAG offers full training in neurology and from F2 through to ST, as well as
subspeciality training in the full range of neurological disorders including stroke. Through SLaM, the
full range of psychiatry training is available, and subspeciality training including liaison psychiatry,
general adult psychiatry, psychiatry of older adults, child and forensic psychiatry, all specialities that
allow specialisation in neuropsychiatry. There are specific training posts in in-patient
neuropsychiatry (including acquired brain injury), liaison neuropsychiatry, child neuropsychiatry and
memory disorders.
Integrated Academic Trainees:
The following Integrated Academic Training programmes are available through the Clinical
Neurosciences CAG. The only F2A in neurology in the country, an F2A in neuropsychiatry (starting
2012), and ACF in dementia (starting 2012), an ACF in neurophysiology, an ACF in neurology (2013),
an ACL in dementia (starting 2012), an ACL in neurology (starting 2013), and an ACL in
neurophysiology.
Clinical Fellowships through BRC, MRC CNR and related grants:
A preparatory fellowship is available through the NIHR Biomedical Research Centre in Mental
Health/Biomedical Research Unit in Dementia, and through the MRC Centre for Neurodegeneration
Research. The Institute of Psychiatry offers an Excellence Fellowship.
Professions Allied to Medicine:
Training courses for neurophysiology technicians and an Erasmus exchange programme with the
University of Porto are available. There are also full training courses for Speech and Language
Therapy, Physiotherapy and Occupational Therapy, as well as specific courses in management skills
for therapists. Nursing speciality training is completed on the wards.
Public and patient information
Study Days:
Various study days take place, with meetings aimed at professionals with a specific interest. These
include e-learning and simulation training (for example in stroke).
Open Days:
Engagement with the lay-public, patients and A-level students takes place through various open
days, mainly in the research partners of the Clinical Neurosciences CAG.
Outreach and patient teaching:
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Strong outreach programmes with charitable organisations such as the Motor Neurone Disease
Association, and patient teaching through clinic volunteers for example in epilepsy, maintain
communication of clinical research to the public and patients. Information leaflets are also available
for many specialities and websites for researchers and clinical teams. Many clinicians and scientists
also communicate ideas through media including newspaper interviews, podcasts, radio interviews,
television interviews and lobby parliament by speaking to Special Interest Groups.
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Haematology, Cancer, Therapies, Palliative Care, Rehab Medicine & Cellular Pathology
Prof Tony Ng
Academic training for all clinicians e.g. MRes, 4th year medical through to SpR
In line with our vision of developing international training programmes, two clinically qualified
doctors/surgeons from the Tata Memorial Hospital will be admitted to our MRes in Translational
Cancer Medicine in 2012.
We are actively exploring an exchange student programme (MRes/PhD) with Singapore, following a
high level strategic meeting, followed by an one-day scientific symposium, between the Duke-NUS
Graduate Medical School (which has started a brand new MB-PhD programme), National Cancer
Centre Singapore and KCL representatives representing Cancer, Randall, Imaging Sciences (including
Tony Ng (Cancer and Randall), Michael O’Doherty (Imaging Sciences), Tobias Schaeffter (Imaging
Sciences), Vicky Goh (Imaging Sciences), Ton Coolen (Mathematics), Paul Ellis (Cancer), Arnie
Purushotham (Cancer) and Peter Parker (Cancer)) (see Symposium_Flyer2011[1])
Multiprofessional/multidisciplinary/MScs
The programme content has been tacitly agreed and it appears that we can take a 'mix and match'
approach from established modules at KCH to create a bespoke flexible approach that will allow
therapy staff to work towards credits at diploma or MSc level. This should certainly be attractive
nationally as often course participants undertake further study in their own time.
Full range of training needs
A GP speed dating pilot has taken place over the course of this year providing three events for
Lambeth, Southwark and Lewisham GPs to participate. The intention of these events was to provide
an opportunity for GPs to meet cancer experts in specific tumour specialities (9 in total), to discuss
issues in relation to signs and symptoms and provide general advice on initial diagnostic tests and
when to watch and wait. South East London has a particular challenging population in terms of its
demographics and social deprivation both of which are known to lead to late cancer presentations
and the pilot was seen as an opportunity to understand also the barriers that the GPs face during
their consultations with patients.
The events were restricted to 30 participants allowing 3 tables of 10. Three tumour groups were
represented at each event. This allowed a more intimate discussion to take place that was highly
evaluated by both GPs and clinicians. The clinicians rotated through the tables at 30 minute
intervals.
Overall the programme was highly evaluated for content, learning and the ability to network with
colleagues. It certainly allowed people to appreciate each other's perspectives in trying to provide a
timely, responsive and quality service for patients who may have a diagnosis of cancer or are newly
diagnosed.
Development of new programmes/consolidation of programmes
We have developed one of the first King’s Health Partners - accredited short course:
Master Class in “Translational Research using Bioinformatics and Epidemiology”
See Appendix 2 - 5 for more details
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Dental
Dr Mark Woolford
The Dental Clinical Academic Group is unique in being the only CAG which has responsibility for all
education matters affecting one very large group of healthcare workers.
At the undergraduate level, almost 850 students have a clinical curriculum supported by the two
Trusts. The Trusts have provided greater support this year and have worked with KCL to ensure a
high quality clinical experience for the students. Care has been taken to minimise the effect of cost
improvement packages on all education within the CAG. A strong collaboration with Brunei has
evolved this year and links to Kuwait are also being developed.
Postgraduate programmes continue to be popular both for specialist training and overseas dentists.
New Distance Learning Programmes are soon to come online in the areas of endodontics, and
periodontology, the latter in collaboration with Madrid University and to be provided in Spanish as
well as English, a first for King’s Health Partners! Core modules, the same for all subjects, are an
important area under current development. New staff have been funded and recruited to help with
project monitoring and supervision.
Postgraduate research students have significantly increased in number and more coordinated
learning within the various topics has lead to a more cohesive group and cooperative learning.
Overseas students continue to make up the majority of these opportunities.
Dental Nurse Education has moved forward this year through the Dental Nurse Education and
Training Centre at KCH. Modules for learning are now available on line and the centre continues to
run the National Examination, usually at St Thomas’ Dental Centre. A collaboration With Oman
Dental School will mean that the Centre coordinates all dental nurse training and education in that
country.
The School of Hygiene and Therapy has developed a programme for upgrading Dental Hygienists to
Dental Therapists and this was validated by the General Dental Council this year. The Dental
Hygiene and Therapy programme continues to be popular with applicants and is funded by the NHS.
Plans are to be put in place with the agreement of funding bodies to move this programme from
diploma to degree level, in line with most other programmes in the UK and to allow greater
potential for a skills escalator.
The CAG continues to offer DF2 training for a small number of trainees and the programme is
popular and well supported. Many of these will go on to Specialist training in one of the dental
specialities. The Dental CAG is the biggest provider of specialist training programmes in the UK,
working in conjunction with the London Deanery and Faculties of Royal Colleges.
Revision of the Undergraduate Curriculum is advancing and it is intended that a new curriculum will
commence for the BDS programme in September 2013.
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Medicine
Dr Catherine Bryant
The Medicine CAG is the lead group for the development of hospital urgent care and the integrated
linkage of acute adult care with long term management particularly of older persons. Many patients
treated by medicine are at high risk and the future skills needed range from those linked to patient
safety and prevention of harm to patients, new work across the interface between primary and
secondary care (integrated care) and skills in improvement science so that new developments can be
implemented and sustained rapidly and effectively .Many important developments involve joint
working with other CAGs.
The multiprofessional simulation programme in geriatric medicine was shortlisted for a Health
Service Journal Safety Award. The Patient Safety App was shortlisted for a Guy’s and St Thomas
innovation award.
The Medicine CAG is involved in internal and external activities across King’s Health Partners
including
• Better Training for Better Care
• MDECS
• Patient Safety Improvement
• Simulation
• Team-based training
• E-learning packages
• Apps to support patient safety
Nursing
• Higher level skill training, post-graduate, beyond qualification
• Band 1-4 development
• Conversion of experience to credits
• Embed lifelong learning
• Review consistency/equity of access across staff groups
Community
• Training for staff working across the interface between acute services and community
services
Emergency Medicine/Acute Medicine/GIM/Respiratory
• Integration of MDT/nursing/medical training
• H@N multi-professional simulation
• Team training across pathway
Toxicology
• Joint work with the Emergency Department
• MSc programme with SLaM
• Oversees links – UCLA
Clinical Pharmacology (with pharmaceutical sciences)
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•
•

Teaching and assessment linked to patient safety
On-line assessment of knowledge

Geriatrics
• Multi-professional simulation learning linked to patient safety of older persons
• Medicines management
• Inpatient falls
• Dementia/ delirium (with mental health of older adults)
• Shared learning across the two acute hospital sites
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Diabetes, Endocrinology, Nutrition, Obesity, Vision and Related Surgeries (DENOVaRs)
Paul Carroll
•

•
•

•
•
•
•
•
•
•
•
•

DENOVaRs contains both a large KCL Division and several substantial clinical services spread
across the King’s Health Partners campuses. A CAG-wide Education Committee has been
established with multi-professional membership, including both KCL academics and clinical
staff playing a significant teaching role
The major contributions from CAG members to Phases 2, 3, 4 and 5 and exam boards for
MBBS degree are being reviewed and reorganised
In preparation of bidding to be a lead provider for Endocrinology and Diabetes and
Ophthalmology for South London a stock take of teaching qualifications and activities of
senior staff has been performed. All those with responsibility for clinical education or
supervision have had adequate training or have signed up for relevant courses
Continuation of successful BSc in Clinical and Molecular Endocrinology with its move into the
DENOVaRs CAG (from chemical pathology, Professor Swaminathan)
On-going development of MSc courses in Nutrition
Diabetes identified as a key theme for the HIEC, led by Professor Angus Forbes, mental
health and eye screening being the identified areas of focus
Key academic appointments during the year, Professor Kennedy Cruickshank (Diabetes and
Nutrition KCL), Professor Chris Hammond (Frost Chair in Ophthalmology), Further academic
posts supporting research and higher degrees scheduled for 2012
Plans to reinvigorate and recommence MSc in Diabetes and Endocrinology with multiprofessional modular based structure
MDECS bid for postgraduate E&D and ophthalmology training provider has been submitted,
with the LPs announced on 31/01/2012
Development of patient/ carer based education activities in diabetes, Co-creating health
programme, SOUL-D, and DOLFIN (for adolescents and the families of young people with
diabetes)
Development of Simulation in partnership with Peter Jaye. We have been applied for
research funding to develop simulation based educational packages in diabetes
Development of T&T skills of non-medical staff, with many specialist nurses now advanced
practitioners with nurse prescribing qualifications, and MSc degrees, mentoring and training
more junior staff

37

Genetics, Rheumatology, Infection, Immunity and Dermatology
Dr Clive Archer and Dr Stephen Thompson
The GRIID CAG comprises Genetics, Rheumatology, Infection, Immunity and Dermatology. Dr Clive
Archer is Lead for Education (Clinical) for the clinical staff and trainees, including doctors and other
healthcare professionals. Dr Stephen Thompson is Lead for Education (Non-Clinical / Basic Sciences)
for the career academics / basic scientists.
The educational activities are co-ordinated through the formation of the GRIID CAG Teaching and
Learning Committee (TLC) which meets 4-monthly and has representation from across the CAG.
•

Delivery of education programmes

In terms of teaching and learning, as well as providing a modern, forward-looking course for
undergraduates and graduate-entry medical students at KCL, the GRIID CAG provides a wide variety
of training and courses for postgraduate doctors, nurses and other health care professionals.
School of Medicine
There are currently 4 taught MSc courses, including:
MSc in Clinical Dermatology (one-year FT) at the St John’s Institute of Dermatology (St Thomas’ and
Guy’s campuses),
MSc in Immunology (one-year FT) (Guy’s campus)
MSc in Medical Immunology (two-year PT) (Guy’s campus),
MSc / PG Dip in Rheumatology (two-year PT) (Guy’s campus).
In addition, there are opportunities to carry out research based M Phil / PhD degrees in Genetics and
Molecular Medicine, and Immunology, Infection and Inflammatory Disease (DIIID). Some clinical
trainees are supervised for MD degrees, although PhDs are encouraged. Divisions cross traditional
departmental boundaries and the GRIID CAG supports King’s in its aim to actively develop joint PhD
programmes with partner institutions.
School of Nursing and Midwifery
Advanced Practice (Dermatology) MSc / PG Dip / PG Cert
•

Development of new programmes/consolidation of programmes

MSc courses
a) An integrated MSc course in Molecular Medicine is being developed across the CAG, with
common core modules and focused modules, depending on the specialty aspirations of the
individual students. This could be run P/T alongside clinical training, and would be designed as a
prequel to a PhD.
b) An MSc course in Dermatopathology is being developed by the dermatopathologists at the St
John’s Institute of Dermatology (GSTT). They are liaising with Neil MacDonald (GRIID CAG manager)
and Stephen Thompson with a view to developing the course as an in-house one year F/T course,
starting in September 2012.
Community and distance-learning courses
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The CAG provides a wide range of outward facing education in the community activities for GPs,
allied health professionals, general public and school children aimed at updating, informing or
inspiring these groups (see report submitted to King’s Health Partners Education academy August
2011 for full details).
One area for development that has been identified is that of distance-learning courses. Initially it is
envisaged to supplement our MSc portfolio by developing modules and an MSc distance - learning
programme in Clinical Immunology to enable students to either undertake the whole programme or
individual modules away from KCL. The provision of short courses is also on the development
agenda.
Short 1-2 day courses
There is scope to develop a series of recurring short courses for allied health professionals, trainee
doctors, specialists requiring CPD and/or accreditation and GPs. Examples might include nurse
prescribing in a particular specialist field, preparation for the Specialist Certificate Examinations in
medical specialties, clinical network courses (e.g. in the delivery of phototherapy for patients with
psoriasis), and courses for GPs in Southwark, Lambeth and elsewhere in the UK and Europe.
Academic Clinical Fellowships
It is desirable to use the strength of the CAG specialties to form Academic Clinical Fellowships in
Medicine for experience in research leading on to a PhD and Clinical Lecturer programme.
Proposed database of courses:
Sylvia Botiba-Peter, Education Administrator at St John’s, is developing a database of courses in the
CAG, to be compiled in the following categories:
a) MSc, Diploma or Certificate courses
b) Distance learning courses (E-Learning)
c) Short courses (e.g. 1-2 days)
This information will subsequently be put on various websites within King’s Health Partners,
including the St John’s website that is to be developed.
•

Quality of education programmes e.g. feedback on courses etc.

The MSc programmes receive student feedback/review which is monitored by the KCL Postgraduate
taught Committee chaired by Dr J Koffman. All 4 of our current programmes received satisfactory
feedback for the last academic year.
For new non-KCL QA courses, the GRIID CAG has set up a Quality Assurance Committee, chaired by
Stephen Thompson with 2-3 representatives of the CAG and one finance manager from the CAG.
•

Identify education and training needs across the CAG

GRIID CAG Teaching and Learning On-line Survey
The education and training needs across the CAG are discussed at the Teaching and Learning
Committee (TLC), and were supplemented initially by the Teaching and Learning On-line
questionnaire survey.
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Imaging & Biomedical Engineering
Prof Phil Blower and Dr Slavik Tabakov
•
•
•
•
•

•
•
•
•
•
•
•

A CAG-wide Imaging Education Committee has been established including both KCL academics
and clinical staff playing a significant teaching role. Minutes and group members available on
request). First convened November 2011 and now meets 4 times a year
Steps have been initiated to add a Neuroimaging module to the MRes in Medical Imaging
Sciences by sharing modules with the new Neuroimaging MSc offered by IoP. Reciprocal sharing
of a module from the MRes with the Neuroimaging MSc will follow in due course
A proposal to develop a MRI module for the same MRes will be implemented ready for 2012-13
academic year
BEng progressing well for Sept 2012 start. Over 100 applications. The department of Biomedical
Engineering has established a fortnightly education committee to discuss, module development,
timetabling, programme roles and UG administrative processes
MSc in Chemistry with Biomedicine on course for Sep 2012 start. Over 90 applications. The
Imaging Sciences Division will play a major role in setting up and delivering this course which will
be based in a new Chemistry Dept in the School of Natural and Mathematical Sciences. Six new
academics have been offered lectureships/senior lectureships to staff this new Dept. Graduates
will in the future be able to enter postgraduate medical training or take one of the SoM masters
programmes
MDECS bid for postgraduate radiology training provider has been submitted
Te MRes in Clinical Imaging Research has been suspended for academic year 2012 and will be
reconfigured to attract a more appropriate student cross section. A working group led by Prof
Vicky Goh has been established to produce a plan
A bid to MRC in response to the call for masters studentships has been submitted and selected
by the College for submission to MRC. Decision expected Feb 2012
A programme of accreditation by the Royal Society of Chemistry of the MSc in
Radiopharmaceutics and PET Radiochemistry and the MRes in Medical Imaging Research has
been commenced. This should see accreditation in place by the end of 2012.
Teaching facilities within the Division of Imaging Sciences and Biomedical Engineering at STH
Lambeth Wing are being installed (3rd floor teaching rooms planned to be ready in March 2012)
The MSc in Medical Engineering and Physics has been extensively remodelled to accommodate
changes in professional clinical scientist training (details below)
Short courses (PET course, “Easter” radiopharmacy course) have been run again this year. The
Easter course is now moved to December
See Appendix 6 for more details
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Women’s Health
Dr Deborah Bruce, Dr Sonji Clarke and Dr Diana Hamilton-Fairley
•
•
•
•
•

•
•
•
•
•
•
•
•

The Education Performance Group is now running well with subgroups forming which has
enhanced the progression of many projects
The review of undergraduate year 2 and year 4 medical has been performed, in addition to new
exam questions submitted for review in each year. The OSCE stations are also under review
The intercalated BSc module on Women’s Health is well established and there is now another
module offered which allows a whole BSc to be obtained in maternal and fetal physiology
The intercalated BSc module on Women’s Global Health is due to commence January 2012 in
collaboration with the global health team
Postgraduate training now includes a simulation training course in laparoscopy which is now
recruiting for a second time. A mama Natalie has been purchased for use within women’s
department at GSTT in addition to providing one for Somaliland centre with THET. We have also
completed a year of multiprofessional training using simulation to address Non Technical skills
(human factors) training. Future developments in simulation will include working with the new
Noelle and little Hal Manikins for birthing scenarios and developing programmes for distributed
simulation in conjunction with the Trust simulation team under Peter Jaye and Professor
Kneebone
Over the next 12 months an MSc in Women’s Health which will incorporate improved
interprofessional learning with students (medical, nursing, midwifery) and trainees will be
developed
The CAG is currently reviewing all such programmes across King’s Health Partners with the aim
of developing generic material with e-learning
An ultrasound course for postgraduate trainees is in development
The education and training metrics are being gathered in the medical/nursing and midwifery
departments
A community based aspect to encourage improving education in the field of women’s health is
currently being established
We have begun a programme of peer teaching observations and aim to complete the first of a
three year cycle over the coming year
We are looking to develop closer links in education of postgraduate trainees, together with our
other surgical specialties, we already work collaboratively with some of our medical colleagues
for training in maternal medicine and high risk obstetrics
Women’s health in King’s Health Partners has put in a bid to become Lead educational provider
across south London for Postgraduate training for all medical Postgraduate Trainees across
south London, which may amount to up to 252 doctors
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Child Health
Dr Simon Broughton and Dr Tim Watts
Faculty
A multi-disciplinary Faculty Group has been constituted, with representation from medical, nursing
and therapies staff, this group meets quarterly. Part time administrative support has been made
available to help with meetings and minutes. A focus this year has been to forge links across the
partner organisations, particularly within disciplines, but also between staff from hospital-based and
community services. We have begun to signpost the teaching and training opportunities available to
all staff caring for children across King’s Health Partners.
MSc in Advanced Paediatrics
London’s first multi-professional MSc started with a cohort of 15 students, both doctors and nurses
in September this year. The Doctors are from across London, nine are in a training programme, one
is a Consultant, two are clinical fellows and three are nurses. It has a generic first year, with modules
on research methods and statistics, service delivery and management, leadership, ethics and
international child health. In the second year candidates focus on their subspecialty interests, such
as Paediatric Cardiology, Neonatology, Critical Care, Paediatric Nephrology, Respiratory, Allergy,
Gastroenterology and Hepatology. Feedback so far is extremely positive. Enquiries are already
being received for next year’s course. Following discussions in Faculty meetings, therapy leads have
begun to develop a specific module to further widen the appeal of the MSc to other disciplines.
Web pages
The CAG Education & Training web pages have been developed, and now contain information for
CAG staff and others on teaching opportunities, career guidance and the Faculty.
Multi-professional working
The multi-disciplinary nature of Paediatrics is reflected in the Faculty Group. The Education &
Training Leads have met with education leaders from nursing and therapies to better understand
their teaching and training structure and look at ways to enhance cross-site educational
opportunities. The CAG has a strong simulation programme emphasising multiprofessional and
interprofessional working running at both KCH and GSTT.
Undergraduate work
Links have been made with the extremely active KCL Paediatric Society, with Faculty leaders
speaking at an event which also featured the RCPCH President, Professor Terence Stephenson. In
addition, a Summer School was organised to allow medical students to have clinical exposure in
teams across the CAG during their summer holidays, which had very positive feedback. These
summer school clinics were again multiprofessional, aiding insight into multiprofessional working
within the undergraduate curriculum.
MDECS
Paediatrics is expected to be in the third wave of specialties through the MDECS commissioning
process. We have been leading on the development of a South London medical education network
with St George’s and district general hospitals in the South Thames region to put together a bid for
Paediatric training with King’s Health Partners as Lead Provider. This has led to the formation of a
South London Paediatric Education Group and we now plan for the Faculty leads to visit these DGHs
before March 2012 to further advertise this impending change.
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Education programme development
We have already started to host Child Health education sessions for local GPs, and have plans to
develop these further. There are also plans to link with community staff (medical, therapies, nurses
and health visitors) to develop teaching programmes appropriate for their needs. Further work is
required to look at the scope for development of further courses to run in cooperation with KCL.
Innovative teaching & learning
Learning within the MSc is being enhanced with the use of the Moodle Virtual Learning Environment
within the current KCL pilot. We intend to explore widening access to this within the CAG to ensure
all our clinical staff can benefit from this technology.
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Pharmaceutical Sciences
Kai-Loke Chan and Prof Graham Davies
Background
The PSCAG is solely responsible for providing formal (academic, mandatory & staff development)
education and training to meet the requirements, as specified by academia, the regulator (General
Pharmaceutical Council) and the employer for:
• Undergraduate pharmacy students (MPharm a 4 year programme at - KCL based)
• Pre-registration pharmacists (a one year programme GPhC approved – Trust based)
• Pre-registration trainee pharmacy technicians (a two year QCF/NVQ level 3 programme GPhC
approved – Trust based )
• The work based training of pharmacy assistants to comply with GPhC requirements ( a QCF/NVQ
level 2 programme – Trust based)
• A programme for Independent Prescribers (Pharmacists) leading to registration with GPhC ( a 6
month PG Certificate for non-medical prescribing – KCL based)
• MSc programmes (Pharmaceutical Analysis and Quality Control, Pharmaceutical Technology and
Biopharmaceuticals – KCL based)
Delivery of education programmes
Activity is captured for both pharmacists and pharmacy support staff for the year September 2010 to
September 2011.
Pharmacists (includes undergraduates, pre-registration and qualified groups)
• Approximately 450 pharmacy undergraduates were enrolled across the 4 years of the
programme during the last academic year with final degree awards showing an improvement on
the previous year with 21% first class (13%) and 54% upper second class (47%) degrees being
awarded from a final year class of 90 (last year’s % in brackets). Completion rates remain high
(98%). Employability rates remain complete at 100% mainly to a range of community and
hospital employers with a much smaller number joining the pharmaceutical industry
• 38 pre-registration pharmacists entered the 1 year programme across the 3 Trusts and
University Hospital Lewisham. 37 (97%) successfully completed the programme and were
registered with the GPhC
• A total of 36 pharmacists successfully completed a postgraduate academic course during the
year in support of their trust-based role. Twenty six secured a PG clinical qualification, 6
registered as Independent Prescribers and a further 4 secured qualifications in management or
teaching and learning
Pharmacy Support Staff (includes pharmacy assistants, pre-registration pharmacy technicians and
qualified pharmacy technicians)
• 37 pharmacy assistants enrolled on the NVQ Level 2 programme, 5 of whom completed during
2011
• 30 pre-registration trainee pharmacy technicians were enrolled on the 2 year programme, 9 of
whom completed and registered as a pharmacy technician with the GPhC
• 30 pharmacy technicians were enrolled on accredited programmes to extend their trust-based
roles, 8 of whom completed their training during 2011
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Development of new programmes/consolidation of programmes
A number of new programmes have been established during the last year to meet both academic
and clinical based need:
Academic Programmes
• A new Masters in Pharmacy Practice has recently been added to the portfolio of courses aimed
at furnishing local community pharmacists with the knowledge and skills essential to deliver the
new patient-centred services
• The IPS contributes to the design and delivery of new courses in Pharmaceutical Medicine, some
of which have been approved by the Royal College of Physicians, Faculty of Pharmaceutical
Medicine, have recently been introduced. These can be taken as standalone short courses, as
part of the Faculty of Pharmaceutical Medicine’s ‘Pharmaceutical Medicine Speciality Training’
or ‘Certificate/Diploma in Human Pharmacology’, or as part of a King’s College London
postgraduate award in Drug Development Science, Clinical Pharmacology or Translational
Medicine
Clinical Programmes (non credit-bearing programmes)
• An International Masterclass on Paediatric Pharmaceutical Care was held in September 2011 and
drew delegates from across Europe, Asia and Africa. The delegates were exposed to leadingedge practitioners from both GSTT and KCH to learn about the use of medicines to manage a
number of common paediatric diseases. This initiative also supported the King’s Health Partners
Global Health agenda and linked closely with international agencies involved in improving the
use of medicines in children. This course was approved by the King’s Health Partners Education
Academy
Quality of education programmes e.g. feedback on courses etc.
Academic programmes continue to draw good feedback from students. For example the NSS results
(Pharmacology and Pharmacy) indicated a high level of overall satisfaction (96% compared to 93%
for 2009-10) with the MPharm degree. This placed the department in the top three for the subject
in the UK.
Whilst there are no national feedback mechanisms for Trust-based programmes, internal review
indicates that trainees (both pharmacists and pharmacy support staff) report high levels of
satisfaction with the training and support provided. This claim is substantiated by the continued high
application level for trust based positions. For example, in September 2011 over 350 applications
were received for the 34 pre-registration pharmacist positions available.
Identify education and training needs across the CAG
The PSCAG Education and Training Subgroup is currently undertaking a training activity and needs
analysis for all staff within the PSCAG (including University Hospital Lewisham as an associate
member). The results of this review will inform the discussion on the next sub-group meeting in
January 2012. Early indication suggests that the following will be key issues to address:• Supporting a work-based learning culture
• Assessment and feedback within the workplace
• Facilitation and mentoring skills
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•

Research supervision and mentoring for clinical staff

Addressing these key issues will be essential to support future activity, such as:• Up-skilling the King’s Health Partners workforce to deliver existing and new services to a high
standard,
• Designing bespoke programmes for pharmacy support staff to meet local need,
• Accelerate the integration of undergraduate pharmacy students across the King’s Health
Partners geography in line with the ambition of the regulator (GPhC). This will place King’s
Health Partners at the vanguard of clinical education within pharmacy
• Supporting wider engagement such as the delivery of a range of accredited clinical internships
for overseas pharmacists within one of the King’s Health Partners (including Lewisham) trusts
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Allergy, Respiratory, Critical Care & Anaesthetics
Dr Chris Holland and Dr George Santis
There is an imperative to establish, as a matter of priority, a CAG-wide training-needs-analysis and
ensure mechanisms are in place to disseminate and cascade information and development plans to
all staff members
Progress:
i)
We have created lines of communication and dialogue and have fostered regular meetings
across the whole King’s Health Partners campus
ii)
We are building links with Clinical Directors and in tandem with other sources of
information, including the medical school, to establish a picture of what teaching and
training activity occurs across the CAG
Develop new educational programs with particular emphasis on interprofessional training.
Progress:
i)
MSc in Clinical Practice is being developed. We are identifying potential faculty to lead
possible modules for a putative MSc in Professional Practice and are collaborating with other
MSc courses already in existence such as Child Health, Clinical Education and Ethics and Law.
Given sufficient resource we hope to have a proposal for this course ready for the College by
the end of the 2011-2012 academic year
ii)
Annual Pleural ultrasound course approved and first course took place September 2011
iii)
Annual multidisciplinary Thoracic Oncology Course is being finalised
iv)
A new course for novice doctors and Band 5 nurses in ITU incorporating simulation and
reported to the KLI Excellence in Teaching Conference 2011
v)
Continued collaboration and assistance with the development of the King’s Health Partners
ITLS course, which is about to be recognised by the London Trauma Office as an approved
Trauma Team Members Course
vi)
ITU Simulation Crisis management day has been piloted in the SaIL centre and is one of the
few that uses the technical capabilities of the centre to their full
vii)
Continuing the King's Difficult Airway Day developing new teaching and training
opportunities for novice Anaesthetists and continuing to be a major partner in the South
East School of Anaesthesia Novice Anaesthetists Course. We also have an awake fibreoptic
intubation course and have piloted a novel course incorporating simulation training on
airway management for trauma patients. We are hoping to formally appoint a lead clinician
for Simulation in the near future
viii)
Dr Joan Hester, Dr Sue Peat and Dr Adam Woo (KCL) have been improving the vertical
integration of Pain Medicine throughout the MBBS course. Particularly a new Student Choice
Component for Phase 3 with Heidi Lempp, Senior Psychologist at KCL, on Art and Chronic
Pain and a new pain module for year 2 students due to start in January 2012
Exploit unique clinical training opportunities available within the CAG to develop new clinical and
education fellowships at a senior level
Progress:
i)
NIHR ACL in Respiratory Medicine & Allergy posts being advertised in 2011/2012
ii)
The Department of Anaesthetics and Critical Care at KCH has two consultants with a special
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iii)

interest in pedagogic research and we will shortly have all four of our Fellow in Medical
Education (FME) posts filled. The current three FMEs are collaborating across the AHSC with
other FMEs and have individually and as a group produced peer reviewed publications,
poster presentations and submitted grant applications to support pedagogic research
The Departments of Anaesthesia and Intensive Care at GSTT are in the process of appointing
simulation fellows to support the further development and delivery of simulation and
interprofessional training and education opportunities

Form close relationships with King’s Learning Institute
Progress:
These discussions are ongoing and through the King's Learning Institute we are in the process of
obtaining accreditation for two modules from the Masters in Clinical Education course that will
satisfy requirements for individual membership of the Academy of Medical Educators. We are
working with the research lead at KLI, Dr David Hay to develop a pedagogic research base for the
CAG in the near future.
Ensure that our CAG is well positioned to exploit new developments in the funding of postgraduate
education and develop opportunities for clinical educators to formally develop and enhance their
professional development
Progress:
MDECS application for Respiratory Medicine
Take a leading role in offering apprentice schemes not only in Medicine but also nursing and AHP to
target not only local school population but also local new graduates
Progress:
This is a medium to long-term aspiration; we have made no progress on this front at this stage.
Develop blended learning initiatives across hospital specialties and with GPs and community
practitioners
Progress:
i)
New ITU course is interprofessional and utilises blended learning. We welcome candidates
from medicine and nursing. We have delivered simulation-training days for interprofessional
crisis management in Day Surgery
ii)
We are keen participants in the creation in a community of Fellows in Medical Education
across the AHSC
iii)
Simulation is extensively used to teach standard and interventional bronchoscopy to
respiratory medicine SpR in annual training regional course
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Mental Health of Older Adults and Dementia
Neil Robertson
Introduction
The Mental Health of Older Adult & Dementia Clinical Academic Group (MHOA&D CAG) provides
high quality safe and effective mental health and dementia care to older people who live across the
south east of London. The overarching mission of the MHOA&D CAG is to bring together and
achieve excellence in clinical care, research and education. To achieve this mission, education and
training cannot be seen in isolation and it is imperative that future activity improves clinical care
provided by all of the CAG’s services and we enable a research active workforce.
CAG Education and Training Objectives
For 2011 the CAG has set a number of objectives in relation to CAG development, core and NHSLA
training targets and continued professional development. The following objectives based on a
training needs analysis and implementation are supported by a robust action plan.
CAG Developments
• Continue leading the dementia element of the HIEC in conjunction with stakeholders at
King’s Health Partners
• Continue to develop a virtual Dementia Care Centre that will support the CAG’s mission of
delivering high quality education and training at a local and national level
• Provide professional groups with long course opportunities that will enhance their academic
profile
• Enable all our professional groups to develop research skills and profiles that will positively
impact on the delivery of mental health services for older people
• Contribute to the future development of the King’s Health Partner Education Academy
Core and NHSLA Training Targets
• CAG’s workforce to acquire the key competencies expected of them in line with our
continuing professional development guidance
• CAG’s workforce will undertake the relevant core and NHSLA training for their individual
service area and disciplines
• Clinical services will maintain the training and education database and develop action plans
as required to ensure the accurate capture, recording, reporting and validity of training
information held by the CAG.
Continued Professional Development
• Continue to prioritise educational programmes that are integral to the development of
clinical and non-clinical staff
• Develop internal programmes for professional groups that enhance safe and effective care
delivery
• CAG’s workforce will have regular high quality supervision and will receive an annual
appraisal
Development of new programmes/consolidation of programmes
In line with the CAG’s education strategy we have reviewed existing programmes and developed a
number of new initiatives to support the development of the workforce. In addition we believe that
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a number of our programmes can be marketed. With regard to consolidating exiting programme,
we have:
• Dementia Care Course for Healthcare Assistants – This programme was originally 12 days. A
review of the programme was undertaking, which reflected feedback from course
participants and trainers. The learning outcomes were also reviewed to fit national drivers
that advocated safe and effective service delivery for people with dementia. It was agreed
that programme be reduced to six days to support the sustainable release of staff. A
competency framework was also developed to support the embedding of knowledge, skills
and attitude into practice. The revised programme has now run on three occasions and
evaluated very well.
•

Preceptorship for Newly Qualified Nurses – This programme was first delivered in 2008.
The programme was developed for newly qualified nurses in line with NMC guidelines. The
programme was reviewed and a decision was made to consolidate the programme by
reducing it to five days and held over one week to increase the impact to participants.
Methodologies for assessment of learning remained unchanged and the programme
complimented the Trust’s corporate induction. The programme evaluated well and is due to
be repeated in early 2012.

•

Managing Complex Behaviour – This programme was initially developed in response to a
serious untoward incident, which occurred in a specialist care area for people with
dementia. The programme provides knowledge and skills in relation to the psychology of
challenging behaviour and empowering staff to champion effective management in their
respective clinical areas. This programme although evaluating well is replaced by a new
programme, which is discussed below.

•

Social Inclusion and Recovery Focused Practice (SIR) – This is a very successful programme
and underpins part of the CAG’s strategy. The delivery of this programme is a three year
project, which is being evaluated as part of the programme lead PhD thesis. A conceptual
framework has been developed to explore what recovery means to older people, which to
date has been under researched. The programme was developed as team based training.
Knowledge, skills and attitude in relation to the approach is delivered over three days and
the fourth day is about team action planning for implementation of the approach. The CAG
has nearly delivered the programme to all teams. It has evaluated well and valuable data
has been collected, which is being analysed using qualitative methods. As the project is
coming to an end we are exploring ways of keeping the approach on our team’s agenda. We
are exploring developing a critical mass of senior clinical staff that will undergo a newly
developed train the trainers’ module. These trainers will receive ongoing supervision and
will be expected to use a practice development framework to maintain the momentum of
the approach.

In addition to consolidating existing programmes, we have, or are developing, new education and
training initiatives, which include:
• MSc Advanced Care in Dementia – This is an exciting innovation that the CAG has jointly
developed with the old age section of the IOP. This programme is an excellent example of
the AHSC mission. The MSc is different to other dementia courses, in that a bio-psychosocial framework underpins the learning outcomes. There is a balanced emphasis between
the clinical sciences of dementia and evidenced based dementia care. The MSc has been
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designed for nurses; social workers; and allied healthcare professionals to develop clinical
expertise in the field of dementia care and prepare the participants to be research active.
The course is also enhanced by offering a leadership and change module to equip the
participant to effect change in the field of dementia. This academic year the CAG has
supported nine members of our staff who are nurses or occupational therapists. In addition
three places have been commissioned by another mental health Trust.
•

Managing Violence and Aggression of Older People with Complex Needs – This
programme has been developed in response to the complex needs that require safe and
effective management in the context of the CAG’s specialist care units. The NHSLA require
mental health Trust’s to ensure that staff are trained in the safe and effective management
of violence and aggression, which is also advocated by NICE. The current programme
provided by the Trust is deemed as unsuitable to the needs of older people as it is designed
for patients using working age and forensic services. Our programme will be delivered over
five days with a greater emphasis on person centred care, communication difficulties and
psychological strategies for managing violence and aggression. The course emphasises
alternative strategies to holding people and where these intervention have failed
appropriate holding techniques have been agreed. The course will be piloted at two
specialist care units and we are currently developing evaluation methodologies. The pilot of
the programme will take place early in the New Year.

•

E-Learning Module for the Assessment & Management of Behavioural & Psychological
Symptoms (BPSD) of Dementia – The CAG successfully won a bid form NHS London to
develop an e-Learning module for BPSD. The programme is aimed at professionally trained
staff including GP’s who will benefit from increasing the knowledge, skills and attitudes
when working with distressed patient who have dementia. The module will cover four
themes of BPSD, which include: assessment; alternatives to psychotropic medication;
person centred care; psychological strategies. A project team is being formed and we are
currently consulting with a web design company. The programme will seek validation from
the Royal College of Psychiatrists. The CAG AIM to pilot the module in April 2012.

National Dementia Centre
The Dementia Training Centre (DTC) will provide high quality dementia training and specialist service
development skills to organisations (within both public and private sectors) that provide care
services to people with dementia initially within the area of the South London HIEC, but later to the
whole of the UK and beyond. Training will include didactic and experiential learning and blended
learning packages, which will be developed and delivered by experience and skilled staff. The
principal areas covered by the DTC will include:
•
•
•
•

Implementation of the National Dementia Strategy; in particular implementation of a
generic working model and implementation of a memory service
Best practice regarding assessments for people with a possible dementia; sharing a diagnosis
to a person with dementia; management of people with dementia and assessing and
working with carers
Awareness training for GPs and other professionals, including training for care staff who
have direct care responsibilities
Effective treatment of dementia; particularly use of anti-dementia drugs, drug and non-drug
treatments for non-cognitive symptoms.
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•

Leadership for staff working in dementia care homes.

Integral to achieving the centres mission is the development of web platforms that markets our
programmes and supports learning technologies.
Overall objectives for 2011 – 2012
Develop and launch the CAG education and training website to market our programmes to other
organisations
• Offer the following programmes to local/and or national organisations:
Dementia care for nursing and care homes
Delirium and dementia awareness for acute care Trust’s
Management of behavioural and psychological symptoms of dementia
Social inclusion and recovery focused practice for people using old age mental health
services
Six day dementia care course for NHS healthcare assistants
Managing violence and aggression in the complex care setting
Use other mediums for marketing the dementia care centre
The courses that we are offering will be tailor made to needs of a specific organisation and we are in
process of publishing flyer with broad course outlines. We have appointed a locum training coordinator who is helping in the development of course material, marketing and setting up
programmes. Finally, in the future we will be exploring offering the Leadership and Change module
developed as part of the MSc Advanced Care in Dementia as a bespoke module for managers and
leaders working in the field of dementia.
Education and Training for Nurses
Nursing account for the largest professional group employed by the CAG. This professional group
provide the majority of the direct care to patients. However, historically frontline nursing staff has
had limited opportunities to develop their academic and research skills. In addition the CAG need to
assertively address the age demographic of our nursing workforce to effectively succession plan for
our most experienced nurses nearing retirement age in the next ten years. As outlined in the CAG’s
education and training objectives, the nursing workforce is being provided every opportunity to
access graduate and post graduate programmes. This is not only important for our CAG mission but
will support preparing for the proposed transfer to a graduate nursing profession. Current plans
include: supporting diploma trained nurses to become graduates; securing nurse places on the MSc
Advanced Care in Dementia; fast tracking band 7 nurses to obtained a top-up bachelors programme;
workshops to support writing for publications; providing audit, evaluation and research
opportunities for nursing; presenting at conferences; ensuring that adequate places are available on
professional mentorship qualification for nurses.
The CAG is also committed to the Trust acquiring MAGNET accreditation. The current Trust’s nursing
strategy is already underpinned by MAGENT values, which are: transformational leadership;
structured empowerment; exemplary professional practice; new knowledge, innovations and
improvements. The CAG has MAGNET ambassadors and a network of champions to assist
implementation of the strategy, who are supported our head of nursing and the Trust’s nursing and
education directorate. The CAG are very proud to have led the way in developing an old age mental
health and dementia nursing council. The council is underpinned by the principles of organisationalshared governance. The nurse council members are from across all bands and are playing an
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important role in shaping and developing the future of our nurses. We believe that we are creating
an environment that facilitates frontline nursing contribution to our strategic mission and
operationalising this.
Doctors in Training
The CAG are committed to ensuring an effective learning environment for doctors in training. This is
now a standing item on the CAG education and training committee and member include research
and academic staff.
We worked in partnership with general psychiatry to develop the bid for the higher trainees MDECS
tender. This has been an excellent opportunity to reflect and develop the best possible learning
environment for higher trainees. We are exploring placing all higher trainees within community
services as their core base and providing opportunities to train in the following sub-specialist areas:
leadership and managerial skills; psychological therapies; and clinical training in inpatients, memory
and liaison services.
Core trainees have been supported throughout their allocations with a new induction and academic
programme in old age psychiatry and the feedback about their learning experience has been good.
Integral to this is work of Dr Ruth Cairns, community consultant psychiatrist.
Quality of education programmes
Overall the CAG internal programmes have evaluated well. Feedback about our programmes is
taken very seriously and this report demonstrates our reflexivity to this. As discussed in section 6,
we have demonstrated our responsiveness to the evaluation feedback and reviewed our
programmes in the context of national drivers, technology associated with learning and the needs of
our services. As part of the development of future programmes we are committed to utilising
Kirkpatrick’s training evaluation framework and the recent report about technological development
and learning. Finally, we are exploring methodologies to help the CAG evaluate the impact of our
programmes on direct clinical practice. As part of the development of our five day violence and
aggression course, we are preparing to evaluate the course using a pre and post training knowledge
assessment, confidence scale and dementia care mapping.
See Appendix 7 - 10 for more details
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Child and Adolescent Mental Health
Prof Derek Bolton
The King’s Health Partners CAMHS CAG comprises the Department of Child and Adolescent
Psychiatry and part of the Department of Psychology in the Institute of Psychiatry, King’s College
London, and the CAMHS Directorate of the South London and Maudsley NHS Foundation Trust.
The CAMHS CAG has continued to host and contribute to a range of professional training, in Child &
Adolescent Psychiatry, Mental Health Nursing, and Clinical Psychology. It has continued to provide
HEI postgraduate programmes: MSc in Family Therapy, MSc in Child and Adolescent Mental Health,
and Introduction to CAMHS: Perspectives, Assessment and Treatments. In addition it has continued
to provide a range of education and training opportunities for its staff, including: mandatory training
and CPD, elective CPD including access to external training, supervision and workshops for clinical
practice including psychotherapy, and regular clinical academic lectures. Quality is monitored using
e.g. HEI procedures and/or sessionXsession student ratings (on a five point Likert scale with 5
indicating high quality, average ratings typically 4-4.5).
New developments in 2011 and training plans for 2012 include:
•

•
•

•

The Government recently announced plans to extend its large Increasing Access to
Psychological Therapies (IAPT) programme to CAMHS – and the College in consortium with
UCL has been successful in gaining one of the contracts to provide training. A significant
strength of the College in this context is the close and well-established clinical-academic link
in the CAMHS CAG, as well as well-established close collaboration with colleagues in Adult
Mental Health in various SL&M CAGS, including in this case Adult IAPT training and services.
In 2012 the Institute of Psychiatry will provide a new Postgraduate Diploma in Child and
Young Persons IAPT Evidence-based Therapies, with associated courses for Managers and
for Supervisors. SLaM CAMHS (Lambeth & Southwark) will be a training site
SLaM, in conjunction with King’s Health Partners has bid to provide specialist training in child
and adolescent psychiatry at a pan-London level
Continuing knowledge and skills development for our workforce is a major task for the CAG.
The field is rapidly developing and otherwise changing in term of local patient needs, science
and treatment evidence base, and CAMHS draws staff from a range of basic qualification
trainings. Our current development of Clinical Care Pathways that aim to provide indicated
treatment as promptly and efficiently as possible is helping us to identify workforce training
needs which we will need to address in the coming year. We will strengthen and integrate
supervision structures and provision of short courses
In addition to enhancing clinical care, the CAG seeks to improve its education and training
provision of research-related skills. An impetus to this has been our contribution to the BRC
successful re-application for funding for experimental medicine translational research that
includes a substantial training and capacity building component. In accord with the BRC and
King’s Health Partners strategy, we aim to increase workforce research skills and
engagement in our workforce, by individually tailored provisions and general courses and
workshops. A specific emphasis will be on enhancing understanding of and engagement in
research across the CAG
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Addictions
Dr Emily Finch
The CAG education and training committee meets on a bimonthly basis, chaired by the clinical
director Dr Emily Finch. The committee is writing the E and T strategy for the CAG and monitors the
delivery of E and T activity according to that strategy.
Delivery of education programmes
The MSc in Clinical and Public Health Aspects of Addiction finished its final cohort of students prior
to its redevelopment. The international programme for addiction studies (IPAS) continued to enrol
students from Virginia USA and the University of Adelaide.
In the last academic year short courses, designed for CPD, on various psychological methods for
improving keyworking were run internally for SLaM CAG. These were on “mapping for recovery” and
motivational interviewing.
Mandatory training is now monitored as part of the CAG performance framework.
Development of new programmes/consolidation of programmes
Dr Kyle Dyer has been appointed to the role of senior lecturer in education at KCL and he is director
of addictions taught postgraduate courses (both the Addictions MSc and IPAS). He has had an
outline proposal for a new MSc approved and is preparing the full business case and marketing plan.
The course has a modular structure with exit points at PGCert, PGDip and MSc level and will be
offered 1 year FT/ 2-year PT. The first students should be joining the new course in September 2012.
IPAS has continued to be successful and is running this year with two full time and 18 part time
students.
There are 12 PhD students in the addictions department of the IOP.
In early 2012 the SLaM CAG staff are running one day CPD courses for SLaM staff on working with
emotions, relapse prevention, mapping and motivational interviewing.
SLaM CAG staff are running dual diagnosis training in 2012 for the whole of SLaM.
In 2011 medical training posts (CT 1-3 and ST 4 – 6) were restructured following the consolidation of
two inpatients into one which was needed as a result of PCT disinvestment. This resulted in the loss
of two CT 1-2 posts but an improvement in the training experience of the other posts. The CAG
continues to provide placements for nursing students from the Nightingale School and from LSBU
and for trainee psychologists
Quality of education programmes e.g. feedback on courses etc.
As part of the restructuring of the MSc extensive student feedback has resulted in major changes to
the course.
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The CPD courses have received good feedback.
The 2011 GMC medical trainees’ survey involved the addictions medical trainee’s posts but the small
numbers make interpretation of the results difficult. The results will be used to improve training
experience despite this.
Identify education and training needs across the CAG
In 2012 the SLaM CAG will carry out a training needs analysis across all staff to allow us to plan
training needs in the future and inform future training strategies.
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Psychosis
Suzanne Jolley
Vision
To develop an Education & Training structure which is inclusive of all stakeholders including:
-

all professions, both clinical and non-clinical, covering primary and secondary care
students and trainees across professions
service users
carers
the public and especially the local community

and which provides role and pathway specific, cutting edge, knowledge and skills in relation to
understanding, living with and treating psychosis.
The workforce development goal is to retrain a generic adult mental health workforce into a
psychosis specific workforce, capable of delivering the King’s Health Partners tripartite agenda:
world class clinical care; research and training.
Current provision
•
•
•
•
•
•

Trustwide provision for medical training; research and academic training (close links with the
Institute of Psychiatry and SLaM Biomedical Research Centre); mandatory training; and
further CPD opportunities (leadership, management)
KCL wide researcher development opportunities
CAG specific Graduate and Postgraduate training in evidence-based NICE recommended
psychological interventions for people with psychosis through KCL
CAG and pathway-specific interprofessional educational research projects (family work,
recovery training)
Short courses in medication management and inpatient care
Systems for monitoring training delivery and uptake are in place

Strengths
•
•
•

Interprofessional
Strong KCL/SLaM links
Innovation

New Projects
Working with Psychosis Training - profession specific training for administrators and Bands 1-4 staff
focusing on understanding psychosis, and effective clinical communication with people with
psychosis – with Elaine Gill – King’s Health Partners IPE cross cutting theme lead
Workforce development – graduate certificate training in engagement skills and brief manualised
interventions for frontline mental health staff
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Linked in with technology enhanced learning cross cutting theme – training healthcare professionals
to deliver effective e-learning – with Patricia Reynolds
Global Health – piloting ‘low intensity’ interventions for people with psychosis in Uganda
Areas to develop
Systems are needed here to ensure the impact of training is assessed, disseminated through the
service management structure to feed back into future training decisions, and that the outcome
information is used to inform commissioning.
The E and T structure is in its infancy and more effective governance structures need to be built up
over time to oversee:
1) coordination of training initiatives
2) commissioning new training
3) effective evaluation of training outcomes
4) commissioning places on training – and ensuring both equality of opportunity for training and ‘fit’
between training and role
5) Support for and retention of staff completing training
Priorities and metrics
Education and Training priorities have been set as follows:
•
•

•
•
•
•
•
•
•
•
•

Creation of a new education and training leadership team within the CAG
Enhancement of the skill base of existing staff by developing psychosis specific training for
frontline staff e.g. communication skills and assessment, with the CAG having worked with
the King’s Health Partners Interprofessional Education Lead to develop a curriculum for
Psychosis Specific Communications Skills workshops
Better evaluation of training and close links with research innovations to ensure rapid
dissemination into practice
Enhancement of the skill base of new staff by recruiting more staff with degrees and
specialised training
Improvement of student satisfaction with undergraduate medical education
Increase in the quality of SSCs in psychosis delivered and offered
Improvement of Core Trainees’ and Specialist Registrars’ specific knowledge of psychosis
Increase in the number of post graduate trainees, expansion of the MSc programme, CBT
and specialised clinical teaching programmes in psychosis
Development of training for non-clinical staff, carers and service users
Continued implementation of MAGNET to develop nursing excellence
Income generation through Education and Training
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Behavioral and Developmental Psychiatry
Dr Susannah Whitwell
As a priority, with the inception of the CAG structure, the Behavioural and Developmental Psychiatry
CAG invested in an education and training governance structure, pooling clinical and academic talent
from across the disciplines and between South London and Maudsley NHS Foundation Trust (SLaM)
and the Institute of Psychiatry (IOP). The E and T committee facilitated collaboration with service
lines, portfolio leads, King’s Health Partners’ cross-cutting themes, Forensic and Neurodevelopmental
Science (FANS) teaching unit and the Estia Centre and involvement of staff from all levels of the CAG.
Behavioural and Developmental Psychiatry CAG E andT Priorities
1. To deliver excellent evidence based education and training programmes using innovative
approaches to education and training opportunities.
2. Support a competent and modernised workforce in delivering high quality mental health care that
promotes recovery and social inclusion.
3. Ensure that the effectiveness of the training is measured, and the results of novel training programs
are published in peer-reviewed publications.
4. Ensure that all education and training activities support the translation of evidence and research
findings into practice
5. Embed a culture of life long learning and professional/career development
6. Disseminate E and T activity and generate income
Delivery of education programmes
The academic departments with the B and D CAG- the Department of Forensic and
Neurodevelopmental Sciences, and the Estia Centre have a strong record of education provision. An
initial priory for the CAG was to capitalise on this performance and foster an environment supportive
of collaboration and teaching excellence. In order to deliver high quality programmes, we have
established a robust education management and governance structure:
Committee structure
The B and D CAG E and T Committee met for the first time on 20 Oct 2010 and terms of reference
were ratified on 10 Nov 2010. Since then it has met quarterly. The committee is made up of service
line leaders, heads of professions, ‘work stream’ leads, representation from the Trust E and T
Department, CAG R&D and CAG clinical governance and quality assurance. It is chaired by the clinical
director and the committee reports to the CAG Executive. We have appointed to a 0.4 wte Head of E
and T (Dr Susannah Whitwell), 0.2 wte E and T lead with a nursing background(Steven Hardy) and a
0.2 wte portfolio lead for undergraduate and postgraduate medical education (Dr Tim McInerny)
E and T Committee work streams
1. Training development
2. Interdisciplinary education and training and continuing professional
3. Undergraduate and postgraduate medical training
4. Education research and quality assurance
5. Income generation and blended learning opportunities
6. Inter CAG and King’s Health Partners
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Blended learning
In addition to establishing a strong foundation to deliver education across the CAG, a focus has been
to review how education is delivered, in particular to review the use of innovative education such as
simulation, e-learning and blended learning.
An E-learning working group was set up to coordinate this in October 2011 with representation from
across the CAG service lines, disciplines and banding with the aim to identify education and training
activities that can utilise e-learning and blended learning.
Academic Update, a regular research update podcast which CAG staff will be encouraged to subscribe
to from the CAG sharepoint has been established and recording of all MCs has been undertaken
responding to requests from MSc students but also to provide online lectures to disseminate to
clinician staff.
We are currently developing an e-learning supervision package for clinicians working with ADHD and
Autism.
Cross CAG collaboration
An innovation in CAG delivery of education is the collaboration of academic departments- specifically
the Estia Centre and the Department of Forensic and Neurodevelopmental Sciences Teachings Unit.
This has led to joint working, for example:
• Mentally Disordered Offenders with Learning Disabilities conference
• 2-day autism conference
• Forensic mental health MSc and Mental health in learning disability MSc joint research module
and development of joint introductory course,
• Plans to develop a MSc in Neurodevelopmental Disorders to include Autism, ADHD and MHiLD for
2012/13.
Identify education and training needs across the CAG
Annual training needs analysis
The TNA informs E and T business planning. It is developed in consultation with service line leads,
recommendations from serious incident reports and CAG audits, professional and NICE guidelines and
CAG priorities. The governance structure means that there are transparent and consistent means of
feeding this information to the E&T committee which then reports up to the CAG executive. The
interim 2011/12 E&T plan is in place. The 2012 TNA is currently being finalised. A key partner is SLaM
E and T committee with whom we are working to meet NHSLA mandatory training targets.
Annual staff education survey
With the CAG E and T structure and key staff in place by early 2011, it was important to find out the
current status of E&T in the CAG in order to provide a baseline from which to measure progress, to
identify the areas where there are problems, more support for staff is needed but also to highlight
excellence within the CAG and specifically to identify the CAG teachers who provide important E&T
and who are a resource the CAG should nurture. The survey was developed following consultation
with professional heads and team leaders. It was agreed by the E&T committee and ratified by the
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CAG executive. A Surveymonkey survey was sent to all B&D CAG staff between 29 June 2011 and 22
July 2011.
There were 171 respondents out of CAG population of 520 with respondents from across disciplines,
bands 1-12 and from all 5 service lines. A minority of CAG staff responded but it was representative
with respect to disciplines, service lines and banding. The results showed that the majority of
respondents teach (70%) although this is not always reflected in job plans, PDPs or supported in
supervision. Only a minority of teachers have had formal training in teaching, respondents requested
training and skills to develop as well as dedicated time and admin support. Improving access to
information about teaching opportunities and training would help staff develop as teachers,
especially nurses. The majority of respondents supervise and most have had training. The majority of
respondents receive supervision although some less than in theory. Respondents suggested
dedicated time for supervision, more time to discuss teaching and a collaborative approach would
improve supervision
Development of new programmes/consolidation of programmes
In 2011/12, there have been a number of new education programmes, designed to reflect service and
staff development needs which were identified in the training needs analysis.
CAG induction
Development and implementation of a CAG wide induction programme to take into account the
specific demands and skill needs for staff starting the CAG, to include social inclusion, relational
security, innovative technology (Buddi), service user engagement and recovery and the specific needs
of the main service user groups within our CAG. This was started in July 2011 with a developing focus
on evaluating the effect of this training on staff performance, knowledge and attitudes.
Other programmes commissioned included using a Forensic Intensive Psychological Treatment Service
(FIPTS) trainer and a service user to deliver 4 cycles of training/year, supplemented with online
earning, to skill up staff supporting people with personality disorders (estimated costs identified and
programme being established)
Widening participation
We are currently investigating possibility of apprenticeships in the CAG with SLaM HR, SLaM E and T
and CAG occupational therapy. Other innovatives include a Discovery and development programme
for band 6 & 7, bidding for south London Postgraduate medical education provision in forensics and
LD psychiatry and prioritising CPD for bands 5&6 and MAGNET programme
Income generation
The B and D CAG runs two masters programmes, the Forensic mental health MSc which has separate
psychology, research and clinical strands, and the Mental Health in Learning Disabilities MSc which we
are hoping to transform to a Neurodevelopmental Sciences MSc to reflect current thinking about
intellectual disabilities and CAG strengths. We have started joint working between the 2 masters and
plan to develop joint modules further.
The Estia Centre and the FANS TU both run regular conferences and workshops which attract
international audience. While they have difference portfolios, there is scope to collaborate between
the 2 teams for example on the forensic aspects of intellectual disability.
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Quality of education programmes e.g. feedback on courses etc.
Development of E and T metrics to track progress
Currently the attendance of mandatory training is the main metric captured in E and T however we
are developing metrics to better capture the range of education consumed and delivered in the CAG.
Metrics will include: staff undertaking regular teaching activity, range of courses provided by the CAG,
number of masters and PhD students in the CAG and feedback of CAG courses.
Evaluation
In order to obtain comparable feedback data on the CAG courses and teaching delivered, CAGwide
feedback forms are being developed in consultation with professional heads, they can be completed
online or on paper and allow qualitative and quantitative evaluation of teaching offered. These are
available on the CAG sharepoint and staff are encouraged to use them. In addition we are trying to
capture information on the student experience in the CAG and have developed a student feedback
form to be used across the CAG.
The development of the CAG E and T SharePoint is central in communicating with staff about E and T
in the CAG about opportunities to improve teaching skills, teaching resources, such as the feedback
forms available and dissemination of information about teaching in the CAG
From the E and T survey, we have been able to identify CAG teachers (staff in the CAG who deliver
teaching and training) and set up CAG training database to pull together E and T excellence in CAG.
We are currently consulting with CAG teachers identified in survey as to what support is required.
Medical Education research is a focus of service line 4 (Mental Health in Learning Disabilities) which
already has a background in training and evaluation (Estia Centre) with projects evaluating MDT
simulation, induction and e-learning in development.
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Mood Anxiety and Personality
Dr Amanda Wildgoose
Meeting Essential Standards and building strong foundations
SLaM NHS Foundation Trust reorganised its services in 2010 into Clinical and Academic Groups, and
as a result the Mood Anxiety and Personality CAG has been going through a period of significant
reorganisation, during which we have been working to ensure that we meet the requirements to
achieve NHSLA Level 3. This has necessitated a focus on prioritising mandatory training within the
CAG, which has led to substantial improvements within our care pathways. This will continue to be a
main focus within our services to maintain these essential standards.
Our CAG has formed its Education and Training Committee and we have defined our Terms of
Reference and are building our structures to ensure we have the internal architecture to form a
growth in our Educational planning and innovations.
Quality Assurance
Our CAG continues to work with Trust Quality Assurance framework for Education, to ensure that
the content and quality of our Education is fit for purpose.
Nursing Strategy
Within the MAP CAG, we are committed to the MAGNET programme for nursing excellence, which
focuses on structural empowerment, exemplary professional practice, transformational leadership,
new knowledge, innovations and improvements. One of the requirements for MAGNET
accreditation is that all band 7 nursing staff will have a degree by 2014. In addition we are
supporting band 8a nursing staff to complete master’s degrees.
Care Pathways
New innovations and success
A substantial successful bid was submitted to NHS London to provide integrated training in clinical
consultation. GPs and the broader primary healthcare teams expressed a need to develop a greater
consultation-liaison relationship with their local mental health teams. This will require clinicians in
mental health teams to participate in training to equip them with the knowledge and skills to work
using a consultancy-liaison approach within primary healthcare. This will encourage more effective
working relationships with primary and secondary healthcare and improve clinical care for people
with mental health problems. The programme’s outcomes are to ensure that multidisciplinary
mental health teams will: improve their knowledge of the needs of GPs and primary healthcare
staff; understand the different models of consultation and know which ones to apply in their work;
identify current good practices and skills required for working in consultation-liaison role;
understand how their personal work style impacts on their consultation-liaison role, and will
practised (using scenarios based on real life examples) their consultation skills. In addition, they will
develop an action plan for implementing their consultation-liaison approach with their local primary
healthcare teams, agree with primary healthcare teams measures for success and conduct six month
and annual reviews to evaluate the work.
A second successful bid was submitted to NHS London to intensively train staff from the MAP CAG
community treatment teams and inpatient staff to deliver comprehensive Dialectical Behaviour
Therapy (DBT) to clients with Borderline Personality Disorder, as recommended in the NICE
Guidelines for BPD and SLaM care pathways/map of medicine for Cluster 8 clients. Multidisciplinary
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staffs from the boroughs of Lambeth and Southwark have received DBT training and Professor
Thomas Lynch will be delivering training to all staff in the newly merged inpatient service for clients
with both Treatment Resistant Depression and Borderline Personality Disorder. This transdiagnostic
inpatient DBT service will be the first of its kind in the UK and will provide opportunities for research,
training and further service development. In addition, the training will be cascaded down, so that all
multidisciplinary staff in all the MAP CAG community teams further develop their knowledge and
skills in working effectively with clients with BPD.
Reviewing existing courses to meet workforce needs
The PG Certificate in CBT has been re-developed based upon our workforce needs and has restarted
at the Institute of Psychiatry. We have four nominated people on it from the MAP CAG. This training
is critical to ensuring we have the correct skills to deliver our care pathways, and was highlighted in a
recent NHS London review of CBT to continue to receive salary support.
The CAG has rolled out training on ‘Anger Management’ and on ‘Working with Comorbid Substance
Misuse’ for IAPT staff working in parallel with psychological treatment for anxiety disorders and
depression, as identified in our training plan.
Medical Trainees
We will be reviewing our representation in our Education committee for medical training, to ensure
we are representing all CAG workforce needs.
Future developments
We will be appointing a permanent Education and Training Lead for the CAG, and will be completing
a scoping exercise and training needs analysis to identify the training needs for the CAG for the
forthcoming year to ensure full expenditure of CAG allowance. We will also be considering
Educational satisfaction and evaluation in 2012/13, to see whether our Education programme
developments have made a difference to practice.
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Psychological Medicine
Dr Amy Iversen and Dr Ranga Rao
Delivery of education programmes
MRCPsych training programme is delivered on a SLaM wide basis and takes place on Wednesdays for
CT1- 3 trainees. The programme includes, lectures, seminar format teaching apart from structured
psychotherapy supervision and “mock examinations” for the MRCPsych CASC examination. The
format of training is 3 weeks of centralised teaching at Institute of Psychiatry and one week on local
sites every month during the term time.
Development of new programmes/consolidation of programmes
•

•

•

•

In 2011, we have developed two new programmes to improve the clinical
induction of junior doctors.
o The first is the Emergency Psychiatry Immersion Course is a two day high-fidelity
simulation training course delivered as part of the clinical skills induction for junior
doctors starting work in SLaM. The course has been very well received and trainees
report significant improvements in their confidence in managing clinical work
o The second is the OSKeR initiative - a scheme whereby new doctors starting their on
call duties are joined for the first three on call shifts by a consultant mentor who
guides them, role models key clinical skills, and gives them feedback on their
interview skills
Both interventions are currently being evaluated by means of a
randomised controlled trial
We are now expanding our work more widely in simulation in partnership
with the King’s Health Partners lead for simulation, Peter Jaye. We have been successful in
securing a large grant from the STELI team at the London Deanery to host
inter-professional simulation courses building on our experience of developing the EPIC
course. The grant will fund both equipment purchase and faculty time. We have also bid for
and been successful in developing and delivering Advanced Simulation debriefing training
across London (in partnership with Peter Jaye and the St Thomas Simulation Centre)
We have also launched a project to investigate the use of a novel
educational intervention at post-graduate level, Team-based Learning. We
will be trialling TBL in one module of the post-graduate taught course
for trainees in psychiatry. Team-based learning is Team-based learning is a way of making
large group lectures more interactive by getting the large
group to work in small teams to solve complex clinical scenarios.
Developed in business schools and now used widely in the USA at medical schools and
residency programmes
As part of Undergraduate teaching one of the strategic ambitions for the CAG was to
increase the number of firms in Liaison Psychiatry and other front end Crisis services. This
has been achieved with creation of 3 new firms (2 new and one converting an existing firm
to Psychological Medicine CAG). Evidence from undergraduate feedback indicates that
Medical students are more likely to take up a career in psychiatry if they have a good
exposure to Liaison Psychiatry
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•

•

A couple of very successful Student Selected Components have been completed and a third
is about to get underway.
o The first, Psychiatry Research runs for 60 students a year and gives students a taste
of being involved in their own research project. Students work with supervisor
mentors at the IOP to develop a project and write it up. The SSC has been popular
(oversubscribed) and has resulted in more than 15 medical student publications as
well as student presentations at national and international conferences
o The second, a Student Selected Component called the Student Psychotherapist
Scheme in which students in their 3rd and 4th year take on a patient for long term
psychotherapy (6-8 months) with support from a supervisor on a weekly basis
o The third, which will begin in 2012 is a scheme designed to foster and practice
reflective practice amongst medical students using visual art as a catalyst to
stimulate discussion and debate. This scheme is modelled on a successful scheme
developed at Harvard Medical School.
Nursing Strategy
o As a CAG there is a commitment to the MAGNET programme for nursing excellence
which sits alongside the trust nursing strategy. The areas of focus within the nursing
strategy are transformational leadership, structural empowerment, exemplary
professional practice and new knowledge, innovations and improvements
o One of the requirements for MAGNET accreditation is that all band 7 nursing staff
will have a degree by 2014. Funding has been secured to release 8 members of staff
over this last year to work towards achieving this by completing a top up degree.
This includes 6 band 6 nurses and contributes to our succession planning and overall
workforce development plan
o We also are working towards the MAGNET/nursing strategy objectives for band 8a
nursing staff to complete a master’s degree. Three staff were supported this year to
do this.

Quality of education programmes e.g. feedback on courses etc.
Detailed feedback data on the two new post-graduate
interventions (attached). Both courses are popular with trainees
and result in increases in confidence which is significant (when pre
and post intervention scores are compared). A RCT design assessing both the interventions is
underway.
Identify education and training needs across the CAG
This is due and is planned for the current academic year and is being done using the NHSLA tool for
mapping.
Mandatory Training Requirements
Since the creation of Clinical Academic Groups in October 2010 a significant period of consolidation
was spent as a CAG focusing on the Trust requirements to achieve NHSLA level 3. This has involved a
drive to prioritise mandatory training which in some areas we were under achieving on. This training
is key for patient safety and good quality care. This has resulted in improvements with this within
the CAG care pathways. The focus has helped the Trust’s success in recently achieving NHSLA level 3
(Dec 2011). SLaM is the only mental health trusts to have achieved this.
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Care Pathways
Nurses are required to deliver a range of interventions identified within care pathways. We have
focused on the continuing professional development of our nursing /staff to support our care
pathways in achieving this.
In our crisis care pathway this has included training staff in dual diagnosis work, particularly focusing
on our new Triage ward in Lambeth and also Home treatment teams. We have also set up training
for 36 staff in brief solution focused therapy in which some staff are all ready trained. The training is
to start in February 2012 and over time we aim for all staff to have received the training.
One of our Liaison team psychiatrists’ put forward a bid for funding for training for the SHIELD
project. This was unfortunately, not successful for strategic health authority funding but we have
secured funding internally within the Trust towards enabling professional development for
emergency medicine.
Within the complex care pathway in eating disorders, enteral feeding has been identified as a
possible option for treatment and we are in the process of discussing whether this is a viable option
within the Trust clinical risk committee.
Three - four Staff from the eating disorders service have started training in naso gastric feeding in
preparation for this.
The Eating Disorders Service provides training and research dissemination to its staff in a number of
workshops. Some of these are opened up to external participants as well as our staff working in
eating disorders services. This year topics have included: feeding protocols for people with severe
eating disorders, an outline of our new Step-up to recovery service and a workshop focusing on
carers.
The CAG is committed to the recovery approach and will be funding/releasing staff from all care
pathways to attend the trust wide recovery (harp) training next year.
Leadership training
A number of the CAG’s senior leaders, including 3 Consultant Psychiatrists and 4 Clinical Service
Leads have participated in the Trust Leadership programme which has been highly valued. In
addition we have supported individual managers to undertake specific leadership development such
as a postgraduate diploma in management for one of our team leaders. We are hoping that at least
two of our team leaders will be successful in securing a place that they have applied for on the
national band 7 development course. One of our exec members has successfully gained a place on
the King’s Health Partners sponsored MBA course.
Other funded courses
There are specific courses in addition to those listed above that we have also released staff to attend
and obtained funding for which include:
Bsc in psychosocial interventions (3 staff)
Bsc in CBT (one member of staff)
Nurse prescribing course (one member of staff)
DPsychology clinical top up (2 members of staff)
Nurse training (one member of staff)
See Appendix 11 - 12 for more details
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APPENDIX 1

South London HIEC workstreams progress 2011
MENTAL HEALTH
Aim: Improve early diagnosis of dementia and reduce inappropriate prescribing of antipsychotic
medication for people with dementia; six workstreams have taken this forward
1. Aim: To establish what formal training is available for staff in the HIEC partners and the
accreditation level of this training.
(Sharon Ravenscroft) Information was collected from South London education providers
about the dementia training they offered. Terence Harrison, HIEC Knowledge Specialist has
been tasked with sharing south London dementia training courses via HIEC website. This is
due for completion February 2012.
2. Aim: To establish a checklist for GPs to use regarding starting, reviewing and stopping
prescriptions of antipsychotic medication to people with dementia.
(Robert Howard) The workstream developed a one page checklist that can be used by GPs
when initiating or reviewing antipsychotic medication. Changes have been made to the
checklist as a result of feedback from GPs. The antipsychotic medication prescribing sheet is
now available via the HIEC website and the HIEC is in the process of making laminated copies
available to GPs. Croydon PCT pharmacy and SLaM pharmacy have carried our audits of
antipsychotropic medications.
3. Aim: To share the existing good practice for people with dementia requiring care in an acute
hospital setting and to establish and share training opportunities for staff working in the
acute hospitals .
Sharon Ravenscroft, Project Manager at SLaM has developed a template dementia care
pathway, which can be populated by locality dementia leads across south London. The
demand for this was recently identified by discussion with South London GPs. The template
is available via the HIEC website and the workstream are looking at ways of ensuring that it’s
maintained.
Justine Compton, Liaison nurse at Epsom and St Helier University Hospitals NHS Trust has
compiled a report of the various liaison services within the HIEC, including details of the
team’s composition and existing good practice and training offered to promote good
dementia care in acute hospital settings. The final report is now available via the HIEC
website in the mental health resources section.
4. Aim: To improve the quality of care delivery by staff to service users with a diagnosis of
dementia in care home settings by ensuring that targeted, high quality, practice based
training and education is undertaken.
(Robert Crockford) Dementia training for care home staff has been developed by
Wandsworth social services, SLaM have adopted parts of the Wandsworth training in their in
house training. Oxleas have not adopted this and the workstream have identified many NHS
trusts have developed individual solutions to developing care home staff and do not feel the
need to adopt the Wandsworth training model. The various aspects of training need to be
further discussed.

5. Aim: To produce a social marketing campaign focused on encouraging early diagnosis of
dementia.
Working with local partners, four short dementia films called dementia stories have been
produced. Each film portrays an older person from a different ethnic background with
symptoms of dementia telling a short story.
The DVD snippets are now available via YouTube and on DVD via the HIEC. Work to raise
awareness of the films is ongoing.
6. Aim: To support the commissioning and contracting of care services by ensuring
commissioners (PCTs and LAs) have access to information to keep them abreast of latest
developments in the commissioning and contracting of dementia services and service
delivery.
(Jen Watt) Work has been undertaken in collaboration with NHS London and the Alzheimers’
Society to diffuse the Department of Health’s Dementia Commissioning Pack (DCP) across
south London. Two events were hosted in September 2011 and a follow up event will be
held on January 17th. The September events focused on introducing commissioners and
clinicians to the DCP and developing commissioner’s confidence in using the modelling tools
to commission mental health services. The January event will focus on demonstrating the
improvements to services and cost savings that the DCP can help make.
DIABETES
DEPRESSION
Aim: Develop a depression in diabetes module for health care professionals delivering diabetes
care.
(Khalida Ismail) The module was piloted and amendments were made as a result; a new video
(shorter) demonstrating the assessment process to support the e-leaning has been created.
The module is now available via the HIEC website; access is restricted to the module until the final
design work has been completed. Once completed, all HIEC members will be able to access the
course by registering for the course on the HIEC website (March 2012).
ULCC have agreed to do the design work for the e-learning module to make it more user friendly.
ULCC are liaising with Terence Harrison and Angus Forbes about design options.
The workstream plans to have a formal launch event in early spring to promote the use of the
resource.
EYE SCREENING
Aim: Increase the uptake of retinal screening for people with diabetes through patient and
professional education.
(Angus Forbes) The workstream have developed an e-learning module and are collecting data on
the current uptake of retinal screening as a benchmark, this will be repeated after the HIEC
intervention has been introduced to monitor the impact the HIEC intervention has had.

The workstream will also make uptake of retinal screening data available to screening programmes
and GPs via that HIEC website so that they can view their performance. This is likely to be every six
months as the workstream have identified that it would be most beneficial to publish uptake
performance shortly before GPs submit QOF data and before screening programmes submit annual
reports to the SHA.
The DECS query is now live and data extraction is underway in most of the South London boroughs.
We have commissioned Prof. Martin Gulliford to undertake the analysis of the extracted data. Hiten
Dodhia, Assistant Director of Public Health, NHS Lambeth is transferring the patient sensitive data
from the DECS query into a format that can be shared and comply with data protection legislation.
DOB is being transferred into age and postcode into an IMD value.
The e-learning will be piloted shortly with GPs and practice nurses. We have written a specification
for an eye screening website and will commission a web designer to help us construct it. This
website will allow information sharing, sharing of patient resources and practices to look at their
performance. We are working toward a formal launch of the website and the e-learning in June this
year. In some boroughs we have had difficulties with information governance and query
development where the DECS team use different software. The workstream will also produce a heat
map illustrating areas with good and bad uptake of retinal screening.
STRUCTURED EDUCATION/ SELF MANAGEMENT
Aim: To develop a self-management model and an e-learning package providing the skills to train
people with diabetes to self-manage their condition.
(Angus Forbes) The self-management model is near completion and the content for the e-learning
package will be finalised. The workstream has completed an initial baseline data collection of how
many people with diabetes were completing patient structured education in south London and plans
to conduct a more in-depth baseline data analysis in early 2012. Results from this will be made
available via the HIEC website once complete.
Diabetes UK has been commissioned to run patient events, specifically targeting people who are
potentially difficult to reach in terms of education. These will take place in February and March
2012. The HIEC team will attend those meetings. We have started work on scripting training videos
to support the e-learning and implementation of the education pathway. We will adopt a similar
web model as that used in the eye project to enable information and resource sharing.
STROKE
STROKE PATHWAY EVALUATION
Aim: To evaluate the effectiveness of the new stroke pathway by looking at patient experience on
a ‘before and after’ basis.
(Barry Moynihan) The collection of patient experience data is complete and the data are now being
analysed. Some early findings from the data analysis were presented at the December HIEC event.
The complete evaluation is due in March. More than 200 relative and carer and 200 patient
questionnaires have been analysed. Amongst the early indications are: 52-58% of patients
repatriated to local stroke unit, patient and carer satisfaction levels are high, low mortality rate
(3.8%), 14% decline in risk adjusted mortality for stroke in past year.
Further questionnaires will be sent to those who come in to the HSAU and move back to their local
unit

EDUCATION DAYS
Aim: To provide education events to spread innovative and best practice from our partners to a
wider audience.
(Hugh Markus) Education days have been on-going throughout 2011 and a further four are planned
for 2012, these are: Stroke & Neurology in the Emergency Department (new event), Nurses
Thrombolysis Training Day, Stroke Forum (new event) and Bridges/ Life After Stroke Symposium.
The aim of the event in October was to update stroke professionals in key topics relating to
multidisciplinary professional high quality stroke care as detailed below:
 Secondary Prevention
 Vascular Cognitive Impairment
 Visual Assessment Post stroke
 Psychological Impact of Stroke
 Decision Making with Aphasia
 Spasticity Management
 Orthotics
 Apraxia Management
 Driving After Stroke
 Self-Management in Stroke
 Life After Stroke
Audience breakdown of stroke multidisciplinary training day
Occupation
Nurse
Occupational Therapist
Physiotherapist
Stroke Professional Band 5
Speech & Language Therapist
Healthcare Assistant
Rehab Support Worker
SpR
Consultant
Clinical Psychologist
Dietician
Therapy Technician
Other
Total

Numbers
19
17
15
5
5
2
1
1
1
1
1
1
14
93

INFECTION PREVENTION AND CONTROL
Aim 1: To increase the number of children entered into vaccine trials
(Mike Sharland) Unfortunately, there have been problems engaging PCTs into recruitment to vaccine
trials; it has not been at the top of their recent agenda.
Aim 2: Create a database which will collect data on which serious infections are appearing, where
and when across South London and carry out a long term surveillance project into invasive

bacterial infections in children, with a view to creating guidance on recommended
immunisation or treatment.
Shamez Ladhani has focused on the hospital acquired infections (HAI) part of the project. All the HAI
data for the last ten years from the NICU, PICU and paediatric wards at SGH have been analysed
showing a marked reduction in rates (this has been submitted for publication). More importantly it
has now led onto to start of the neoHIEC study, which will look at the rates of HAI across all the
neonatal units in South London. The initial set up meetings have gone well and we have engagement
across SE and SW neonatal networks. Shamez is currently writing the protocols and the study outline
and we hope to start recruiting in early 2012. This is a sensitive area and will require careful work to
reach a successful outcome.
NURSING NETWORKS
Aim: Develop professional networks for nurses in south London.
(Innovation Unit) The HIEC launched two new professional networks for nurses in south London as a
result of the demand for these expressed during the initial scoping exercise. These are a network for
Community matrons and a network for practice nurses. The November event for practice nurses was
attended by more than 40 delegates and Jane Salvage, editor of the Nurse and Midwifery Council
Review gave a key note speech on the future of practice nursing. Both networks have appointed a
network facilitator who commit half a day a week to develop their network. The facilitators have
each received a half day training on how to use the Mahara tool on the HIEC website. Mahara is a
network tool that has extensive social networking features which allows users to create blogs,
organise groups and provide feedback. Both facilitators will meet with the HIEC Knowledge Specialist
to set up networking space using the HIEC Mahara.
The Innovation Unit are currently conducting a mapping exercise of the existing networks for nurses
in south London; this will identify networks that need development /support and help link the two
new networks. They have started this by contact key nursing figures in south London.
SIMULATION
Aims:
• To develop and deliver a training program that will up-skill the multi-disciplinary primary
care teams working within poly-systems to manage the higher acuity patients attending
these facilities.
• To focus training on patient safety by introducing technical and non-technical skills training.
• To improve patient flows across primary care and secondary care organisations and reduce
the flow of patients into secondary care.
• To develop a training package that can be used nationally
(Peter Jaye and Nicholas Gosling) The workstream developed a high fidelity training program which
has been piloted in nine GP practices in south London. The pilot had good feedback from the pilot
sites and many of which reported they had made changes to equipment and/or processes in house
as a result.
The workstream will make some changes for the next study, including that learners will be expected
to complete a pre and post training questionnaire regarding learning outcomes.
Improving patient safety in polysystems 2010 – 2011, a simulation-based approach
Phase 1:
Develop e-learning module (in progress). This gives an understanding of the
technical aspects of the simulation manikin. It will explain the structure of the
debrief and then go on to give an outline of Non-technical skills (NTS).

Development of course content and delivery mechanisms (for phases 2 and 3) (completed).
Research (completed). Employed to integrate a robust research evaluation into the program.
Phase 2:

Delivery of a simulation centre-based training module. Members from a number of
practices attended for a one day session within the simulation centre. The training
day focused on the technical skills of recognising and managing higher acuity
patients within primary care, and introduces non-technical skills (NTS) (completed).

Four full day sessions delivered with mixed attendees at GSTT
 18 GPs / GP trainees trained
 8 nurses / other clinical staff trained
 17 non-clinical staff trained
 43 users in total from 20 practices across South London
Four full day sessions delivered with mixed attendees at St Georges
 18 GPs / GP trainees trained
 9 nurses / other clinical staff trained
 8 non-clinical staff trained
 35 users trained in total from 5 practices across South London
Comments / Quotes:
“Scenarios very helpful both from a clinical and teamwork point of view”
“Please could you advise us on our equipment in the surgery”
“That I can get involved in clinical situation and be of assistance”
“We will immediately order an AED after this course”
“Mix of practical hands-on training/feedback/theory…… Good Balance”
“I learnt more watching other colleagues”
Phase 3:

Delivery of a mobile simulation module within practices, a half day session. This
focused on the technical skills of recognising and managing higher acuity patients
within the general practice setting, and introduces non-technical skills (NTS) to
provide a framework for reviewing the working environment of primary care
(completed).

Delivered by the SaIL Centre staff:
Four half-day sessions delivered to four practices with mixed attendees
 17 GPs / GP trainees trained
 10 nurses / other clinical staff trained
 18 non-clinical staff trained
 45 users in total (8 of these had also attended one centre-based simulation day)
Delivered by St George's Advanced Patient Simulator
Four half-day sessions delivered to four practices with mixed attendees
 12 GPs / GP trainees trained
 8 nurses / other clinical staff trained
 15 non-clinical staff trained
 35 users in total
PHARMACY
Aim: To develop an e-learning package to train community pharmacists to better support patients
with diabetes’ self-management of medicines and associated devices.

This project is led by Prof Graham Davies, Clinical Practice and Medicines Use Group, Institute of
Pharmaceutical Science, King’s College London and Dr. Nilesh Patel, Department of Pharmacy,
Kingston University. The Project Steering Group consists of academic and healthcare professional
members across the cluster organisations. The Project Manager is Dr Natasha Khan.
The workstream has completed the scoping exercise to identify how community pharmacists can
further contribute to the care of patients with diabetes by supporting them to self-manage their
medicines. All supported that it would be valuable if community pharmacists, through better training
were able to better support self-management of medicines of patients with chronic conditions.
The scoping exercise invited a wide range of key stakeholders from across South London, including
patient representatives, academics and healthcare professionals, to consider how community
pharmacists can better support Type 2 diabetes self-management.
1. The consultations have highlighted a perceived need for community pharmacists to be more
specifically involved in patients’ diabetes self-care and education.
2. Key areas identified by stakeholders:
• supporting patients’ use of diabetes medicines and associated devices, for example
identifying medication concerns and facilitating goal setting
• a potential new role screening for diabetes, followed by healthy lifestyle advice if
appropriate.
These findings will inform the development of an e-learning package (Phase 2) to train community
pharmacists in supporting diabetes self-management, using a blended learning approach. The
workstream are working on the content of the education package and have conducted an online
questionnaire via the HIEC website to identify themes for the its content. The next meeting this
month will focus on identifying the preferred learning styles of pharmacists to inform the design of
the educational package.
1. Meeting of key stakeholders representing Local Pharmaceutical Committees across south
London has been established.
2. Key issues relate to:
• Integration of Community Pharmacists into care pathways to provide both context and
focus for the training.
• Utilisation of existing (and new) funding streams to support any significant service
developments to ensure sustainability. Locally this might include utilizing existing funds
directed at the New Medicines Services and Targeted Medicines Use Review to support
the delivery of local priorities.
• E-learning platform will be an important vehicle to support the learning of community
pharmacists but need to consider access issues.
• Need to develop the skills of pharmacy support staff to deliver on health living
pharmacies agenda and to free up the time of pharmacists to discharge new
services/activities.
• Exploring inter-professional learning between community pharmacists and GPs in the
locality. This will be a joint initiative with the London Deanery.
3. Established a new Masters programme (at KCL) for community pharmacists (commenced in
September 2010), which aims to up-skill participants along the clinical agenda. Aspects of this

programme will be offered as CPD events for community pharmacists to support service
delivery.
4. Pilot CPD events being introduced in March to support the delivery of the New Medicines
Services.
5. Established a new Masters programme (at KCL) for community pharmacists (commenced in
September 2010), which aims to up-skill participants along the clinical agenda. Aspects of this
programme will be offered as CPD events for community pharmacists to support service
delivery.
6. Pilot CPD events being introduced in March to support the delivery of the New Medicines
Services.
WEBSITE DEVELOPMENT
During this quarter work has been done to improve and maintain both the appearance and
usefulness of HIEC SGUL website by adding presentations and redesigning the overall look of the
site, all future events and developments for the stroke workstream are now on the South London
HIEC website.
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Master Class in
“Translational Research
using Bioinformatics and Epidemiology”
COURSE DESCRIPTION

WHO IS IT FOR?

The course is conceived as a road
map to guide the students from the
genomic analysis of cancer towards
the identification of predictive
"molecular signatures" and
epidemiological risk factors. Related
aspects will include the
epidemiological design of a study
and the validation and translation of
results in the clinical setting.

The course is designed for a wide range of
public health professionals (cancer care
providers) and scientists with various
backgrounds (quantitative,
computational, biomedical) in academic
and industrial settings, as well as BSc, MSc
and PhD students with an interest in
cancer studies.

APPLY NOW:
www.kcl.ac.uk/shortcourses

KEY FACTS
Course Dates: 28-11/02-12-2011 (5 days)
Academic Lead: Professor Lars Holmberg,
Dr Emanuele de Rinaldis, and Dr Mieke Van
Hemelrijck
Visiting Faculty: Professor Lorelei Mucci
(Harvard School of Public Health) and
Professor Marc van de Vijver (University of
Amsterdam)
Awarding Institution: King’s Health Partners
Course Fee: £550 with discounts for students
and KCL staff
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APPENDIX 4
Feedback from students
Sharma, Ronim
[1] It was a good course. I enjoyed it and it fulfilled my expectations to a great deal!
[2] When carrying out experimental protocols, on occasions I did encounter difficulties. However, I
managed to overcome these by asking PhD students, Postdoctoral students, Research assistants and
sometimes my supervisors, in the departments I was working in. All were extremely helpful.
[3] I think that in the future, when accepting students who are due to carry out projects that involve
working with patient blood e.g. in the Department of Haematological Medicine, Rayne Institute, should
be pre-informed at the time of accepting, that they should be immunised for Hepatitis B and if required
should undergo vaccinations promptly, so by the time they start their rotation, they are well immunised
for working in the lab and so that they do not encounter any delays in starting their projects.
[4] I would be looking to work for a year and then start a PhD.
[5] I would be only too pleased to remain in touch with the departments in which I did my rotations as I
very much enjoyed working with them.
Coffey, Michelle
PhD position secured: 'Utilising whole exome resequencing to look for novel genes associated with
severe toxicities in colorectal cancer' and will be at the Institute of Medical Genetics at Cardiff
University.
I feel that the year spent in Tony's lab was challenging and tough at points throughout the year.
However, as a result of the experience in the lab I feel much more prepared for starting my PhD in
October and therefore it's been a very worthwhile endeavour overall. The structure of the assessments,
especially the use of a viva and a written scientific paper, were very useful in giving us an idea of skills
that need to be strengthened in order to enter a demanding research environment.
Perhaps the only improvement I could suggest would be to provide some literature for new students
specifically for the project in question at the beginning of the course, because the literature I received
initially was targeted towards translational research in general.
Lily Keane
Overall I really enjoyed this course, I liked the clinical aspect of the lectures and the subject matter.
My two rotations however, were very different experiences and I have divided them as so below.
I was surprised when I started my first rotation. I felt immediately very out of my depth if I am being
completely honest. I was not appointed a PhD student or postdoc to oversee my project. My project was
molecular biology based and the group I was in did not focus on this, also because I did not have my
hepB vaccination I had to work in a different group who did not know what my project was about. My
supervisor when present was always extremely helpful and supportive but due to other commitments
was not an active presence in this group. I feel if I had been appointed a PhD or postdoc to oversee my
project this would have eliminated a lot of my issues. So this rotation did not meet my expectations as I
thought I would have more help and support especially in the beginning.
It was a challenging time and despite my problems I feel I learned a great deal both professionally and
personally from this rotation.
My second rotation went above and beyond my expectations, I had the support and help I needed from
the beginning. I was appointed a PhD student to oversee my work who helped me to develop my
techniques and how to work well in a lab. My supervisor was also present a lot more which helped when

I encountered problems during the project. I constantly felt challenged and invigorated during this
project and enjoyed every aspect of this rotation.
Gurinder Kang
The course did meet my expectations. For instance I knew coming to Kings College to pursue my masters
was going to be challenging but at the same time a learning process. I have learned so much from this
course such as: how to write a scientific paper, was able to improve my writing skills, got drilled in my
head to write like a scientist not a mathematician and learned how to interpret different types of
scientific articles. My overall experience with this course was great. I had the opportunity to work with
amazing Professors and the knowledge I gained by working with them words can’t even describe. I have
grown so much from this master and plan to take the skills I have learned here to my future career path.
The difficulty I encountered with this course was asking for help and trying to transition out of an
undergraduate student into a master student. As an undergraduate student we are spoon fed
throughout our years. While doing my master I learned no one is going to sit there and tell me when
something is due, how to write, how to do a lab experiment and etc. It took time to transition but in the
end it was accomplished. I was also shy to ask for help because I wasn’t sure if I should have known that
information, but I overcame my fear and asked for help when needed and they were more than happy
to address my questions.
Alexander Romain,
I really enjoyed every bit of the MRes and I would definitely recommend it to anyone that likes research/
lab based degree. The course met all my expectations and even more – the fact that I stayed voluntary
an extra month says a lot. Of course everyone around me was more than lovely which made my
experience extra special - and I thank everyone for that.
At the moment I will go back home for a while and spend some quality time with my family because I
have been in the UK for the last 4 years studying and I didn’t really have a chance to see them much.
I am definitely applying for a PhD – this course made it clear that research is my field. I am thinking to
apply for the ones that begin in January and I would certainly aim for the ones in London.

APPENDIX 5
Master Class in “Translational Research using Bioinformatics and Epidemiology”
Instructors:
Lars Holmberg, MD PhD
Professor of Cancer Epidemiology and Head of Department
Cancer Epidemiology Group, King’s College London
lars.holmberg@kcl.ac.uk
Emanuele de Rinaldis, PhD
Senior Research Fellow and Bioinformatics Team Leader
Breakthrough Breast Cancer Research Unit, King’s College London
emanuele.de_rinaldis@kcl.ac.uk
Mieke Van Hemelrijck, PhD
Research Associate
Cancer Epidemiology Group, King’s College London
mieke.vanhemelrijck@kcl.ac.uk
Guest lectures:
Anita Grigoriadis, PhD
Research Fellow
Breakthrough Breast Cancer Research Unit, King’s College London
anita.grigoriadis@kcl.ac.uk
Brian Burford, PhD
Research Associate
Breakthrough Breast Cancer Research Unit, King’s College London
brian.j.burford@kcl.ac.uk
Lorelei Mucci, ScD
Associate Professor of Epidemiology
Department of Epidemiology, Harvard School of Public Health
lmucci@hsph.harvard.edu
Mark van de Vijver, MD PhD
Pathologist and Head of Departments
Departments of Diagnostic Oncology and Pathology, the Netherlands Cancer
Institute
m.vd.vijver@nki.nl
Tony Ng, MBChB MRCP FRCPath PhD
Richard Dimbleby Chair of Cancer Research
Randall Division of Cell & Molecular Biophysics and Division of Cancer Studies
King's College London
Course materials:
All readings will be available to download from the course website:
Course Objectives:
1) Get an overview of the concepts, technologies and opportunities underlying genomics-driven
translational research
2) Understand current clinical applications and future perspectives of genomic- level patient data
analysis
3) Understand why biomarkers are critical to epidemiology and why epidemiology is critical to applied
biomarker development
4) Be cognizant of the strengths and limitations of different biomarkers and epidemiologic study designs

5) Critically analyze study designs and analysis of studies in the field of translational research using
bioinformatics and epidemiology for methodologic strengths, limitations, data quality, and
interpretation of study findings
6) Interpret and explain the results of statistical inferential procedures including pvalues and confidence
intervals
Course schedule
Day 1: Bioinformatics I
09:00-09:30: Introduction and overview of the course
09:30-10:15: Bioinformatics & Genomics: an Introduction
10:15-10:30: Tea break
10:30-11:45: Genomics and bioinformatics approaches in cancer research
11:45-13:45: Lunch break
13:45-15:00: Clinical applications of genomics/bioinformatics
15:00-15:15: Tea break
15:15-16:00: Group discussion and summary
Day 2: Bioinformatics II
09:00-10:15: Bioinformatics for Target Identification
10:15-10:30: Tea break
10:30-11:45: Integration of Molecular and Clinical information
11:45-13:45: Lunch break and reading time
13:45-15:00 (group1): Genomics based classification of breast cancers and clinical implications
13:45-15:00 (group2): From scientific concepts to computational workflows – an overview
15:00-15:15: Tea break
15:15-16:00: Group discussion and summary
Day 3: Epidemiology I
09:00-10:15: Introduction to epidemiology
10:15-10:30: Tea break
10:30-11:45: Causal Inference
11:45-13:45: Lunch break and reading time
13:45-15:00: Basic tutorial in small groups/Advanced session on Screening
15:00-15:15: Tea break
15:15-16:00: Group discussion and summary
Day 4: Epidemiology II
09:00-10:15: Study design
10:15-10:30: Tea break
10:30-11:45: Bias and confounding
11:45-13:45: Lunch break and reading time
13:45-15:00: Basic tutorial in small groups/Advanced session on Meta-Analysis
15:00-15:15: Tea break
15:15-16:00: Group discussion and summary
Day 5: Summary
09:00-10:30: Guest speaker – what are the current hopes and future perspectives
10:30-11:00: Tea break
11:00-12:30: Ethics, Data Integrity, and final summary
12:30-13:30: Lunch
Day 1: Genomics & Bioinformatics I
Introduction and overview of the course – Prof. Lars Holmberg

Prof. Holmberg will kick-off the workshop by illustrating the principles of translational research and the
need to integrate traditionally distant disciplines such as epidemiology and bionformatics in the postgenomic era. An overview of the ideas and the philosophy inspiring the course will be given, along with a
description of its structure and objectives.
Bioinformatics & Genomics: an Introduction – Dr. Emanuele de Rinaldis
In this session, the students will be introduced to the concepts of genomics and bioinformatics. On
overview of the existing technologies and their use in different aspects of translational medicine will be
given
Genomics and bioinformatics approaches in cancer research – Prof. Marc Van de Vijver
Clinical applications of genomics/bioinformatics – Prof. Marc Van de Vijver
Group discussion and summary – Dr. Emanuele de Rinaldis
This time is dedicated to open discussions and questions related to arguments treated during the
lectures.
Day 2: Genomics & Bioinformatics II
Bioinformatics for Target Identification – Dr. Emanuele de Rinaldis
The identification of novel therapeutic targets in cancer is an elusive task and the advent of genomics
promises to revolutionize the way this can be accomplished. This lecture is dedicated to the illustration
of methods and principles to leverage on genomic-based patient information and bioinformatic
approaches to identify novel targets.
Integration of Molecular and Clinical information - Dr. Francesca Buffa
Basic tutorial in small groups: Genomics based classification of breast cancers and clinical implications Dr. Anita Grigoriadis
Breast cancer is a heterogeneous and phenotypically diverse disease. It is composed of several biologic
subtypes that have distinct behavior and response to therapy. Although still in the early stages of
research, molecular breast cancer subtypes are gaining importance in the way breast cancers are
classified and hold promise to become an indispensable clinical tool in planning treatment and
developing new therapies. This tutorial focuses on a close reading and discussion of these two published
studies. It is essential that students review each assigned paper during the lunch break and be prepared
to open the discussion of any one of the assigned questions for the paper.
Advanced tutorial in small groups: From scientific concepts to computational workflows – an overview Dr. Brian Burford
The interpretation of the huge volume of information deriving from genomic studies poses severe
computational and analytical challenges. In this lecture an overview will be given on how scientific
questions and concepts can be translated into systematic computational workflows to pass from
millions of data points to interpretable biological information. This tutorial focuses on a close reading
and discussion of these two published studies. It is essential that students review each assigned paper
during the lunch break and be prepared to open the discussion of any one of the assigned questions for
the paper.
Day 3: Epidemiology I
Introduction to epidemiology– Prof. Lars Holmberg
This lecture is designed to help the students improve their understanding of the concept of
epidemiology. It will cover the emergence of modern epidemiology and introduce the students to the
epidemiological vocabulary of concepts such as study base, person-time, exposure, outcome,
prevalence, incidence, and risk.
Causal Inference – Prof. Lorelei Mucci
In this session, the students will be introduced to the measurements used to study the association
between exposure and outcome by discussing measures such as relative risk, odds ratio, absolute risk

difference, and number needed to treat. In addition, they will be introduced to the concept of causal
inference, with a discussion of causal association versus statistical association.
Basic tutorial in small groups – Prof. Lorelei Mucci and Dr. Mieke Van Hemelrijck
After attending the morning lectures, the students will be able to evaluate their understanding with the
two articles listed below. This tutorial focuses on a close reading and discussion of these two published
studies. It is essential that students review each assigned paper during the lunch break and be prepared
to open the discussion of any one of the assigned questions for the paper.
• Article 1
• Naska A, Oikonomou, Trichopoulou A, et al. Siesta in healthy adults and coronary mortality in the
general population. Arch Internal Med 2007; 167: 296-301
Advanced session on Screening – Prof. Lars Holmberg
Students who find that their basic understanding of epidemiology already is sufficient are welcome to
attend this more advanced session on diagnostic tests and screening which will cover the following
topics:
• Sensitivity, specificity, predictive value and other characteristics of diagnostic tests
• Screening
Group discussion and summary – Prof. Lars Holmberg
This session is designed so that issues and difficulties that occurred during the tutorial(s) or advanced
session can be addressed in more detail. We welcome students to ask questions related to the previous
lectures. All comments and suggestions are greatly appreciated for this group discussion.
Day 4: Epidemiology II
Study design – Prof. Lorelei Mucci
The purpose of this lecture is to develop the student’s understanding of the fundamentals of
epidemiological and clinical study design. Students will learn to identify study components and design
options, to consider validity and efficiency, and to recognize variants of prototypical study designs
including cohort and case-control studies. Examples of biomarker studies utilizing these designs will be
presented.
Bias and confounding – Dr. Mieke Van Hemelrijck
This lecture aims to help the students understand how to assess the validity of a study by being aware of
the concepts of bias, confounding, and effect modification. The theoretical concepts will be discussed
and illustrated with relevant examples in translational research.
Basic tutorial in small groups– Prof Lars Holmberg and Lorelei Mucci
After attending the morning lectures, the students will be able to evaluate their understanding with the
two articles listed below. This tutorial focuses on a close reading and discussion of these two published
studies. It is essential that students review each assigned paper during the lunch break and be prepared
to open the discussion of any one of the assigned questions for the paper.
• Schernhammer ES, Berrino F, Krogh V, et al. Urinary 6-Sulphatoxymelatonin levels and risk of breast
cancer in premenopausal women: the ORDET cohort.
Cancer Epidemiol Biomarkers Prev. 2010 Mar;19(3):729-37. Epub 2010 Mar 3
• Giovannucci E, Liu Y, Hollis BW, Rimm EB. 25-hydroxyvitamin D and risk of myocardial infarction in
men: a prospective study. Arch Intern Med. 2008 Jun 9;168(11):1174-80.
• Sulheim S, Holme I, Ekeland A, Bahr R. Helmet use and risk of head injuries in alpine skiers and
snowboarders. JAMA. 2006;295(8):919-24.
Advanced session on Meta-Analysis – Dr. Mieke Van Hemelrijck
Students who find that their basic understanding of epidemiology already is sufficient are welcome to
attend this more advanced session on meta-analysis which will cover the following topics:
• Role of the systematic review
• Initial tasks of a meta-analysis: specifying the study variables and study identification

• Statistical methods for meta-analysis
• Role and limitations of meta-analysis
Group discussion and summary – Prof. Lorelei Mucci
This session is designed so that issues and difficulties that occurred during the tutorial(s) or advanced
session can be addressed in more detail. We welcome students to ask questions related to the previous
lectures. All comments and suggestions are greatly appreciated for this group discussion.
Day 5: Summary
What are the current hopes and future perspectives? – Professor Tony Ng
Professor Ng is Head of the Cell Imaging Section Biological Nanoimaging group which aims to unravel the
biological processes at work when molecules interact in living cells by developing and applying advanced
optical imaging techniques.
His own research group aims to apply a unified approach in the study of cancer, combining molecular &
cell biological experiments with state of the art imaging techniques. In doing so, they provide an
integrative link between the study of biomolecular processes in vitro (at the genetic and cellular level),
and their effects in the context of the whole organism and cancer patients. The revolution in molecular
biology is providing a rapidly developing molecular understanding of cancer: from the germ line to
specific somatic changes of an individual patient's cancer.
For clinical applications, they are combining these cell biology and imaging techniques with
mathematical modelling, biostatistics and bioinformatics approaches (in close collaboration with
colleagues in these disciplines). Ultimately, this work will help predict exactly which therapeutic agent or
agents an individual patient may respond to.
The therapeutic targets they are focusing on include: the family of ErbB receptor tyrosine kinase RTK
family as well as the CXC chemokine receptor 4 (CXCR4). The second of these is a G-protein-coupled
receptor which has been implicated in promoting the migratory phenotype of a variety of tumours
including breast, gastric, ovarian, prostate, pancreatic, myeloma and those of haematopoietic origin.
Ethics, Data Integrity, and final summary – Professor Lars Holmberg
When conducting any type of research studies, it is important to be aware of ethics and data integrity. A
rich and growing body of literature has emerged on ethics in epidemiologic research and public health
practice. Attention to ethical issues can facilitate the effective planning, implementation, and growth of
a variety of public health programs and research activities. Public health ethics is consistent with the
prevention orientation of public health.
Ethical concerns can be anticipated or identified early and effectively addressed through careful analysis
and consultation. Before summarizing the course, this section provides you with a background in the
development of ethics requirements within the laboratory community and the potential consequences
of not incorporating or implementing a quality ethics and data integrity program into your laboratory.

APPENDIX 6
Imaging CAG
1. BEng Biomedical Engineering (BME)
A new undergraduate degree BEng Biomedical Engineering was developed as part of the
Medical Engineering Centre (MEC) project. The new BME Programme will build on the strong
professional team of King’s Medical Engineering Centre and the team of the very successful
King’s Programme MSc in Medical Engineering and Physics.
The new Programme maintains sufficiently wide scientific background in order to assure the
future prospects of the students, related to further studies as PhD research, or Master
studies in another Engineering/Science area, followed by industry or healthcare/NHS
employment.
To assure the above the Programme is designed to offer increased volume of high quality
knowledge. Based on this the Curriculum Outline for BEng/BSc BME was prepared with 24
modules (one of which double, what creates 25 single modules) plus a BSc project (30
credits). This way the BEng/BSc BME will have a volume equivalent to 405 credits - 360
normal credits and 45 additional credits in the form of seminars (the outcome of these will
be indirectly assessed through the modules in the Programme).
This 3 years undergraduate programme will be delivered by the newly established
Department on Biomedical Engineering, in collaboration with the Department of Physics.
The BEng BME was approved by the College during May 2011 and will be introduced from
September 2012. To facilitate this activity a Teaching manager was recruited during June,
and a dedicated Programme administrator was recruited during October. Currently the
Programme Board of BEng BME has regular fortnightly meetings.
2. MSc Medical Engineering and Physics
During 2011 the students from MSc MEP received two external awards – a Poster prize at
the BNMS Conference (May 2011, Brighton) and the Trainee Prize at the IPEN Conference
(September 2011, Dublin). The programme was re-structured according to the NHS activity
Modernising Scientific Careers (see below) and was enriched by two additional linked MSc
programmes (see below).
3. MSc Clinical Sciences
Early in 2011 NHS issued two national tenders for the development and delivery of new
Master programmes in the fields of Clinical Sciences (Medical Physics) and Clinical Sciences
(Clinical Engineering). These tenders were in accord with the NHS activity Modernising
Scientific Careers, aiming to educate and train new type of specialists in these areas. More
than 20 UK Universities placed bids for the contracts associated with these tenders.
King’s Health Partners placed a bid for both specialities (Medical Physics and Clinical
Engineering), both based on our award-winning MSc Medical Engineering and Physics. The
King’s team, led by Prof. Anne Greenough, passed through several interviews and won two
out of the four NHS contracts related to the above tenders. These included the only contract
in Clinical Engineering and one of the 3 contracts in Medical Physics. These contracts will

supply specialists for the whole of England. During November 2011 we passed successfully
the final stage of the NHS accreditation, assuring our position for 4 years.
To accommodate this educational pathway the existing MSc MEP was re-structured and two
new linked programmes MSc Clinical Sciences (Clinical Engineering) and MSc Clinical
Sciences (Medical Physics) were opened. These are delivered by a large team of experts
from KCL (Div. Imaging Sciences and Biomedical Eng.), King’s College Hospital (Dept. Medical
Eng. and Physics) and Guys’s and St Thomas’ Hospital (Dept. Medical Physics). The Institute
for Cancer Research also takes part in this activity as an external partner. As part of this new
educational delivery we also piloted the new VLE platform Moodle 2.
The specialities to be covered in the two new MSc programmes include: Rehabilitation
Engineering; Clinical Measurement and Development; Device Risk Management and
Governance; Radiotherapy Physics; Imaging with Ionising Radiation; Imaging with nonIonising Radiation; Radiation Safety.
From September 2011 we enrolled 35 new students/trainees from all South-East NHS
regions, selected through a nation-wide competitive application process (acceptance ratio
1/10). We are now completing the first term of this large group of students (more than twice
the number from previous years). The recent feedback from the students shows 94%
satisfaction of their studies at King’s.
ST, 14 Dec 2011
4. MSc Radiopharmaceutics and PET Radiochemistry
Minor changes have been implemented to accommodate student preferences. The
sequence of modules has been changed to bring chemistry module earlier in the course.
Additional lectures on PET radiochemistry have been added since the arrival of Prof Tony
Gee. The course continues to recruit around 10 students per year. Annual report is available
from KCL SoM
5. MRes Medical Imaging Sciences
Recruitment has grown steadily from 1 in its first year to 4 and growing in this its third year.
The range of specialties of recruits has broadened from chemistry to include physics and we
are extending module options to attract those from medical and neuroscience backgrounds.
A bid for MRC studentships has been submitted to MRC. Annual report is available from KCL
SoM
6.. MSc Nuclear Medicine
Adminstrative changes are in progress and will be reported on next year. Annual report is
available from KCL SoM
7. PhD programmes
The CAG remains highly active and collaborative with other CAGs/Divisions in PhD training. A
major risk is the lack of a DTC and the lack of commitment shown by the research councils to
PhD training (evidenced by withdrawal of PhD student funding from project and programme
grants and DTA accounts). It is a priority to address this. Nevertheless we remain able to
fund and recruit a good number of PhD students of high quality and maintain a vigorous
programme. In January 2012 the division will have a total of 84 PGR students.

8. iBSc Radiological Sciences
From September 2012, Dr Kawal Rhode form the Division of Imaging and Biomedical
Engineering has taken over the role of programme leader for the iBSc. The content of
course and the quality of the delivery of the course is continually reviewed. The standard of
this content and the delivery remains high and this was reflected by the excellent external
examiner’s review for 2010/11, with no issues raised.
The programmes detailed annual report is available on request.

APPENDIX 7
A SWOT analysis has been completed in relation to the education and training activities of the CAG.
•
•
•
•
•
•
•
•
•
•

•
•
•
•
•
•

Strength
Some good quality internal training
programmes
Clinical services ensuring core and
NHSLA training compliance of the
workforce
Teaching activity among psychiatry,
psychology, occupational therapy, social
work and nursing
Some staff engaged on MSc or PhD
activity
CAG specific CPD guidance, which
reflects the tripartite mission
MSc Advanced Care in Dementia now
running
Supported over thirty members of to
undertake a graduate or masters
programme this year
Developing a virtual Dementia
Training Centre
Providing external training programmes
as part of HIEC and some income
generating
Funding secured to develop an elearning programme about Behavioural
& Psychological Symptoms of Dementia
Opportunity
Develop an education and training
website for the Dementia Training
Centre
Market existing training programmes to
include recovery focussed practice,
dementia care, delirium
Development of fully funded PhD places
Develop a senior lecturer practitioner
post
Recruit to a fulltime CAG head of
education and training
Market MSc Advanced Care in Dementia
internationally

•
•
•
•

•
•
•
•
•

Weakness
Interim head of education and training
meeting demands of also managing
clinical services
Failing to recruit and retain staff for
future succession planning
Limited research activity of healthcare
professionals other than psychiatrists
and psychologists
Limited number of healthcare
professionals writing for publications
other than psychiatrist and psychologists

Threat
PCT disinvestment
Poor clarity about future CPD funding
from the newly formed HEE
Ageing workforce
Not engaging staff in educational and
research activity due to competing
demand with clinical services
Potential cuts to CPD which could impact
on recruiting to the MSc Advanced care
in Dementia

APPENDIX 8
CAG Developments
Objective

Action

Progress

•

Develop a CAG HIEC website that links
with the work carried out by KHP
Develop an e-learning module for the
management of behavioural and
psychological symptoms of dementia
Work with Croydon PCT pharmacy pilot
about the reduction of anti-psychotic
prescribing in Croydon nursing and care
homes
Continue to disseminate anti-psychotic
prescribing checklist that supports best
practice for people with dementia
Develop resources for commissioners
about dementia services to support
best practice for meeting the needs of
local populations
See appendix 3.

In consultation with
web design company
Project group formed
and work beginning
Begin in the New year

Develop and launch the CAG education
and training website to market our
programmes to other organisations
Offer the following programmes to
local/and or national organisations:
o Dementia care for nursing and
care homes
o Delirium and dementia
awareness for acute care Trusts
o Management of behavioural
and psychological symptoms of
dementia
o Social inclusion and recovery
focused practice for people
using old age mental health
services
o Six day dementia care course
for healthcare assistants
Use other mediums for marketing the
dementia care centre

Working with a web
design company to
develop site

•
1. Continue
leading the
•
dementia
element of the
HIEC in
conjunction with
•
stakeholders in
Kings Health
Partners
•

•

•

2. Continue to
develop a virtual
Dementia Care
Centre that will
support the
CAG’s mission of
delivering high
quality
education and
training at a
local and
national level

•

•

Ongoing

Ongoing

Plans to deliver to
Croydon
Plans to deliver
training to Lewisham
Hospital
e-Learning module in
development
Marketing package
being developed
Ongoing internally
with three courses
planned for 2012

Mapping exercise
underway
•

3. Provide
professional
groups with
short and long
course
opportunities
that will
enhance their
academic profile

•

•

•
•

•
4. Enable all
professional
groups to
develop
research skills
and profiles that
will positively
impact on the
delivery of
mental health
services for
older people

5. Contribute to
the future
development of
the Kings Health

•
•

•

•

Support nurses, occupational therapist,
psychologist, medics and social workers
to undertake long course programmes
that will increase the overall number of
clinicians with a graduate and masters
qualification
Support twelve non-medical clinicians
to undertake the MSc Advanced Care in
Dementia and provide a learning
community that will enable their
success during the programme
Support existing senior managers and
aspiring mangers to undertake masters
programmes that will support their
leadership development
In partnership with the Institute of
Psychiatry, secure funding for two
fulltime PhD places
Support nurses in undertaking short
course programmes in professional
mentorship, tissue viability and dual
diagnosis

31 applications for
long courses
supported across the
professional groups

Promote the participation of all levels
of clinical staff at the CAG research
committee
Offer funded fulltime PhD places for
nurses and occupational therapists
CAG staff who are undertaking the MSc
in Advanced Care in Dementia will be
part of a learning community that
actively prepares them engaging in
research activity as part of their final
project
Support CAG staff in developing their
academic writing skills that will enable
them to publish articles in journals

Developing strategies
& nurse outcomes
As above

CAG executive will explore ways of
supporting this KHP development in
conjunction with the education and

Ongoing

12 were originally
supported but three
staff deferred. A total
of nine staff
supported from the
CAG
3 mangers were
supported to
undertake an MPA
and one MBA
Requires further
planning to secure
future places
Nursing staff have
been identified for
these programmes in
the New Year

As above

Workshops
commissioned in
January 2012

Partner
Education
Academy

training lead

APPENDIX 9
Core and NHSLA Training Areas
Objective

Action

Progress

•

All staff will be supported meet
the appropriate levels of their
knowledge and skills
framework post outline
Managers will ensure that
training and continuing
professional development
reflects the three levels of the
CAG’s guidance (see appendix
1)
Band 6 inpatient and
continuing care nurses will
undertake a six month
development programme
which will enhance their skills
as leaders and managers
Band 5 nurses will be
supported in developing their
skills as supervisors of junior
clinical staff
Managers will undertake the
Trust’s investigating incidents,
complaints and claims training
Managers will undertake
training in harassment and
bullying

Ongoing

All managers will maintain the
good levels of compliance in
staff attending the core and
NHSLA training
Managers will liaise with the
CAG education and training
lead to agree flexible and
creative ways to address poor
compliance with specific core
and NHSLA training
Managers will devise local
action plans to meet the core
and NHSLA targets for

On target and ready for the
Trust’s NHSLA inspection in
December 2011
Ongoing

•

1. The CAG’s
workforce will
acquire the key
competences
expected of them
in line with our
local continuing
professional
development
guidance

•

•

•
•

•
2. All staff working
within the CAG will
undertake the
relevant core and
NHSLA training for
their individual
service area and
disciplines

•

•

Ongoing

Due to be competed in
January 2012

Supervision workshops will
be run on the New Year
Target set for this year
Workshops set up for
February and March 2012

Ongoing

•

•

•

•

•

3. Clinical services
will maintain the
training and
education
database and
develop action
plans as required
to ensure the
accurate capture,
recording,
reporting and
validity of training
information held
by the CAG

•

•
•

2011/2012 outlined in
appendix 2.
The CAG education and training
lead will explore PSTS training
options for staff working in
continuing care
The CAG education and training
lead will commission training
for continuing care that will
enhance their basic life support
training when meeting the
needs of patients with end
stage dementia
The CAG business and
development manager will
support service line business
manager for meet health and
safety training requirements
The CAG education and training
lead and social care lead will
explore enhanced safeguarding
vulnerable adults training for
clinically trained staff
All managers will ensure that
their teams are compliant with
health recording training for
clinical staff

All business managers will work
with their teams to undertake a
cleansing and validation
process for their training logs
by the end of October 2011
All local training plans will
reflect the targets set out in
appendix 2
The CAG education and training
lead and business and
development manager will
explore a pilot for using erosters for collating training
data

Complex care training
specific to people with
dementia will be piloted in
January 2012
Resource package available
in each continuing care unit
to support end of life care
Internal physical healthcare
workshops planned for
2012
Ongoing with the support
of the Trust’s H&S Advisor –
Training event in December
2011
Education and training and
social care lead providing a
programme of briefing to
services. Awaiting
appointment of Trust lead
for SVA
Plan formulated with
business managers to meet
training targets set for
2011-2012.

Completed by 2nd
December 2011-11-30

Plans discussed with CAG
business manager in early
November 2011
Deferred to 2011 -2012

APPENDIX 10
Continued Professional Development
Objective

1. Continue to
priorities
educational
programmes that
are integral to the
development of
clinical and nonclinical staff

Action

Progress

•

31 staff supported and 3
staff deferred programme
for 2012-2013

•

•

2. Develop internal
programmes for
professional
groups that
enhance safe and
effective care
delivery

•

•

The CAG and Trust education
and training department are
supporting 34 staff to undertake
a long course programme as
identified in their CPD plan –
this includes both clinical and
non-clinical staff
Short courses in professional
mentorship, tissue viability and
dual diagnosis have been
prioritised for inpatient nursing
staff

As above

Ongoing
The CAG will run a number of
internal programmes for our
staff, which includes: social
inclusion and recovery focused
practice, dementia care for
healthcare assistants, band 6
development programmes in
conjunction with SLaM Partners,
physical healthcare for inpatient
and continuing care staff,
mindfulness, manual handling of
patients, dual diagnosis,
managing patients with
behavioural and psychological
symptoms of dementia
The senior nursing team will
develop physical healthcare
workshops for registered nurses To be delivered by modern
and other relevant professional matron from January 2012
group, which will focus on:
diabetes, delirium, continence,
tissue viability, falls, end of life
care, neurological observations
and smoking cessation
The CAG education and training
lead will develop a specific
Ongoing – see above

•

•

•

3. All staff working
within the CAG
will have regular
high quality
supervision and
will receive an
annual appraisal

•

•

•

•

programme for the
management of patients with
behavioural and psychological
symptoms of dementia
A five day preceptorship
programme will be provided for
newly qualified band five nurses Programme will be run in
and occupational therapists who January 2012
have recently joined the CAG

All staff will undergo an annual
appraisal, which will develop
objectives and a professional
development plan in line with
the CAG’s CPD guidance
All consultants psychiatrists and
associated specialists will
receive an annual appraisal that
is monitored by the clinical
director and will remain in good
standing with the Royal College
of Psychiatrists for their CPD,
preparing for revalidation with
the General Medical Council
from 2012
Doctors in training (Core and ST
trainees) will receive the clinical
and educational supervision
required by the London Deanery
who is responsible for
monitoring their progress and
access to education and training
The CAG education and training
lead will develop supervision
guidance for our workforce by
the end of 2011
Teams who do not have robust
supervision systems in place for
their teams will develop action
plans for implementation and
will be re-audited by the end of
2011
Teams who are not meeting the

On target

On target

On Target

Deferred to the New Year

Deferred to the New Year

•

Trust standard for carrying out
appraisal on all their staff will
develop an action plan and this
will be audited by the end of
2011
The CAG education and training
lead will explore developing a
one day supervision workshop
for our workforce

Review and action planning
to take place in December
2011

To be delivered in the New
Year

APPENDIX 11

Observed Skills in the Emergency Room (OSkER) – an
apprenticeship training for new junior doctors in SLaM
Background
The Observed Skills in the Emergency Room (OSkER) project was a novel educational intervention
for improving clinical skills induction for new trainees in Psychiatry. It was aimed at helping new start
doctors acquire core clinical skills during their first few weeks in post.

Method
During the trial 22 new start doctors in Psychiatry were randomly allocated to receive the OSkER
intervention. During each of their on-call shifts they had a senior doctor (Consultant/SpR) present for
a four hour period. The senior doctor had a purely medical education role. Clinical responsibility
remained intact with a non-resident SpR and Consultant rota operating as usual. Participants were
asked to complete feedback forms at the end of each shift.

Results
108 on-call shifts; 57 of these occurred in the OSKER arm.
107 feedback forms received:-55/57 (96%) from OSkER junior doctors, 52/57 (91%) from senior
doctors.

1)

Having an trainer present was
a valuable training experience

2)

I now feel more prepared for
dealing with out of hours
duties

3)

I now feel more confident
about dealing with out of
hours duties

4)

I would recommend this to all
new psychiatry doctors

1)

Being an OSkER trainer was
a valuable experience

2)

I found that I was able to
adhere to my educational
role

3)

I found myself having to take
responsibility for clinical
decision making

4)

I now feel I have a greater
understanding of a junior
doctors’  out  of  hours  role

5)

I would recommend being an
OSkER trainer to my
colleagues

Observed Skills in the Emergency Room (OSkER) – an
apprenticeship training for new junior doctors in SLaM
Feedback Themes
Benefits
Education-learning




Teaching  specific  to  learner’s  needs
Teaching methods allowed for development of tacit processes
Perceived faster attainment towards competency

Clinical Practice






Felt reassured/supported having senior present
Quicker familiarity with on-call workplace/local policy
Perceived safer work environment
Improved confidence as a clinician and role

Limitations
Work order and work process




Variable shift intensity-limits opportunities for reflective learning
Overlap between role of medical educator and senior on-call
Reduced time for active work/learning due to extensive documentation process

Comments
“you  can’t  really  get  better teaching than 1:1 with a senior colleague whilst doing a job, particularly at
the  start.  It’s  like  having  stabilizers  on”
“Great  because  there were some really useful learning points and because this type of interaction
would  otherwise  never  be  observed  by  a  trainer  outside  of  OSkER”
“Knowing  that  I  would  have  a  someone  with  me  on  my  1st on-call made me feel a lot less nervous
before the shift and it was really useful to get feedback on the patients I saw, giving me an idea of
areas that went well and those that could be improved on, which is really useful early on in the job.”
“I  would  have  valued  this  many  years  ago  when  embarking  on  my  own  career.”
“very valuable experience being observed at this stage of their training. Their body language,
communication, structured questioning can significantly improve with this experience.”

Recommendations
The current options available to continue the actual intervention itself are as follows:-

Option 1
Repeat same format from this year. A project co-ordinator would be required. The OSkER
intervention provided clinical induction for half of the new start doctors so it is anticipated that more
senior doctors would need to volunteer to become trainers.

Option 2

Incorporate apprenticeship model into the current on-call system during the month of August. During
this period either the on-call SpR or Consultant would be on site during the extended day shift, with
clinical and educational responsibility.

Option 3

Continue with the previous lecture based clinical induction programme with no apprenticeship training.

APPENDIX 12

The Emergency Psychiatry Immersion Course (EPIC) – a simulationbased training course for new junior doctors in SLAM
Background
It is important for patient safety that residents rapidly acquire adequate clinical skill to allow them to practise
safely at night. Simulation-based training allows people to practise challenging scenarios while minimising
risks to staff and patients. The Emergency Psychiatry Immersion Course is a two day high-fidelity simulation
training course delivered as part of the clinical skills induction for junior doctors starting work in SLAM.

Benefits of simulation training

Examples of non-technical skills

-Complex clinical skills can be practised with
minimal risk to staff and patients

Know your environment
Know your resources
Anticipate and plan
Call for help early
Exercise leadership and followership
Distribute the workload
Mobillise all available resources
Communicate effectively
Use cognitive aids and checklists

-Rare but critical events can be simulated and
practised before they are encountered in the
workplace
-Non-technical skills can be addressed and
developed.

Feedback on the day
I enjoyed this course
I found this course relevant to my clinical
practice
I feel like my learning needs were met
I thought the familiarisation with the
simulator patient was useful
I thought the simulation scenarios were
useful
I thought the simulation debrief sessions
were useful
I thought the course was a valuable
learning experience
I thought the faculty were a valuable part of
the learning experience
Each statement rated from 1=”strongly
disagree” to 7 = “strongly agree”

1

2

3

4

5

6

7

Best part of the course

Best scenarios

Things to change

- Long, structured debriefs
- Participating in scenarios
- Collaboration between nurses
and doctors

- Aggression/seclusion
- CAMHS risk assessment
- Capacity assessment

- Shorten “descriptive” phase of debrief
- Modify “calling the consultant” scenarios
- More sessions!
- More personal feedback

Comments
“The debrief with clinicians was the best part of the day”
“Keep the capacity scenario – this is very common with no clear-cut answers”
“Take out the telephone call scenarios – we already have experience of this and would prefer to concentrate
on more of the other scenarios”
“The best part of the day was participating in a scenario and getting constructive feedback”
“It was helpful to have members of the nursing/PSTS team to get their views”
“The best part of the day was feeling involved and able to contribute to the learning of staff from other
disciplines – feeling that nurses have valuable skills that have a place alongside doctors”
“Keep in the aggression / de-escalation scenario – this is a common scenario that I felt least prepared to
deal with”
“The medical emergency scenarios helped me to understand what you can/cannot do in a psychiatric
environment – i.e. it is not just about medical knowledge but about understanding your resources”

The Emergency Psychiatry Immersion Course (EPIC) – a simulationbased training course for new junior doctors in SLAM
Should the simulation training course be repeated for future clinical skills
inductions?
I feel it is essential that this
remains part of the clinical
skills induction
I would recommend repeating
this course next year
0

2

4

6

8

10

12

14

Why?
“Great exposure to reflective learning; great exposure to dealing with simulated risk in a safe environment”
“I thought the EPIC simulation days were excellent – both in terms of content & delivery. I found the themes
the scenarios drew out to be very sophisticated and importantly also relevant to scenarios I felt anxious
about in relation to on-call work”
“Excellent with practical confidence building. Real opportunity to identify & review areas of concern/anxiety.
Plus very good practical translation into real work environment”

Feedback from the two lecture days
Should the lecture days be repeated for future clinical skills inductions?
Average score 4.6 / 5 (where 5 = “I think this is an essential component”)

Why?
“Clinically orientated lectures improved my confidence on call”
“Key topics that have come across as CT1 in first few weeks of work, feel have grown in confidence &
knowledge as a result”
“The information included is really useful and I believe vitally important to know early on”

What else should the lectures cover?

What would you change about the lectures?

- Managing people with personality disorders
- More psychopharmacology
- More on psychopathologies and presentations,
e.g. psychosis, anxiety, mania

- Would have liked more time for discussion/questions
- Would have liked to see more videos from the
Emergency Team

How will the EPIC & OSKER courses change what you do in the workplace?
- More confidence
- Better communication & team-working with nurses
- Improved history-taking & interview skills
- Clearer communication with SpR & consultant
- More likely to call for senior advice

- Better assessment & management of self-harm
- Better management of aggression & agitation
- Improved management of medical emergencies
- Greater awareness of personal safety
- More likely to consider alternatives to admission

What next? Discussion points for simulation training in SLAM
• The simulation training was a great success and very well received – All participants
considered it important or essential to repeat in future years
• Delivery of simulation training is very resource-intensive - The most important resource
is in-house faculty / facilitators and we need to recruit and train sufficient people
• The interprofessional element of the course was identified as a significant benefit – how
can this be developed and extended?
• Is it adequate to provide a one-off course of this nature – or is there a need for ongoing
simulation sessions embedded into the postgraduate training programme?

Enc. 2.5

Finance Report
Month 10 (January) 2011/12
Board of Directors
28th February 2012

Month 10 Executive Financial Summary

Enc. 2.5

 Income and Expenditure – At month 10 (January), the Trust’s position is a deficit of £955k, against a surplus plan of £1.542m. This
is a negative variance from plan of £2.479m. The month 9 deficit position was £1.283m and the adverse variance has reduced by
£175k in month.
 The Monitor Rating for month 10 is 3 in line with the Annual Plan target rating.

Income
Pay
Non-Pay
Capital Charges
Recharges

Total

Annual Budget
£'000
598,237
(342,039)
(236,580)
(17,711)
(107)

1,800

YTD Budget
£'000
497,692
(285,098)
(196,159)
(14,759)
(152)

1,524

YTD Actual
£'000
514,924
(291,780)
(208,297)
(15,432)
(370)

Month 10 YTD
Variance
£'000
17,232
(6,682)
(12,138)
(673)
(218)

Month 9 YTD
Variance
£'000
14,335
(5,949)
(10,431)
(631)
22

(955)

(2,479)

(2,654)

Movement in
Month
£'000
2,897
(733)
(1,707)
(42)
(240)

175

 Operating Financial Performance - A mid-case case scenario would result in a £3.2m deficit for the Trust, including asset
impairments. The trust has been notified that Project Diamond funding, previously £2.7m, will now only be £1.7m. Whilst some
mitigation of this loss should be possible through additional non-recurring income, it is possible that not all of this will be recoverable
through other means, which makes a small year end deficit now more likely.

Scenario Forecast
Total projected Deficit (£000's)
Project Diamond risk
Less Impairment
EBITDA (Deficit)/Surplus (£000's)
Monitor Rating

Worst Case Mid Case Best Case
-5,000
-2,732
-1,700
-1,000
-500
0
2,700
2,700
2,700
-3,300
-532
1,000
2
3
3
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Month 10 Executive Financial Summary

Enc. 2.5

 Income - The Trust is over-performing against PCT, Specialist Commissioning contracts and income CIPs to the value of £17.2m as

at month 10. This positive variance includes an emergency re-admission contract repayment from the PCTs of £2.1m for the period to
date and Project Diamond Funding of £2.2m. The Trust has billed for this income directly, rather than process a contract variation.
Additionally, income of £1.3m for ED and RTT performance was accrued in the month. The Trust’s activity levels and accrued income
are well above plan for Ambulatory, Clinical Haematology, Adult General Critical Care, Liver Critical Care and Surgery. The Private
Patient income is £2m above target to date. The Trust has been allocated additional monies in order to further improve performance
against ED (£1.6m) and RTT targets (£1.1m).

 Cost Pressures - The additional income stated above has not enabled the Trust to achieve the planned surplus target of £1.7m as at

month 10 due to the following reasons:
 Adverse variance against Cost Improvement Plan (CIP) of £3.1m. Achievement is currently 89%. This is a negative
movement in month of £648k across staffing expenditure controls, income generation targets and diagnostic reductions.
Planned elective income is at significant risk due to emergency capacity issues. Forecast adverse variance on CIPs is
currently approximately £4.5m for the year based on current achievement.
 The staff pay budget is £6.6m over-spent to date. The adverse movement in month is a result of medical staffing costs which
were £243k above plan for the month. The predominant over-spend is in the Emergency Department (medical locums). The
nursing pay budget was £524k overspent in the month, with continuation of overspends in Critical care – both adult and
paediatric. This is directly related to the activity and acuity in these areas, and permanent recruitment plans are in place.
 The non pay overspend was £1.698m in month and is cumulatively £12.1m adverse against plan. The principal over spend
is related to additional activity in the form of clinical supplies and drugs (£1 m in month 10).
 Contracted out services have increased this year and incorporate the GSTS Pathology JV cost pressures. The EY
consultancy services will continue until the end of the financial year to develop a 3 year CIP plan. The miscellaneous other
operating expenses, including consultancy costs, is a variance to date of £2.6m.



Scenario Forecast –
 The District Valuer has reviewed the impairment costs in association with Waddington Ward and the Guthrie Upgrade. A
desktop review has also been completed for the whole estate and the devaluation estimate was provided in February. This is
currently being reviewed by the Trust.
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Month 10 Executive Financial Summary

Enc. 2.5



Capital Plan – The projected year end capital position is £640k overspend with £2.187m of 2011/12 budget being carried
forward into 2012/13 due project slippages. The slippage in spend is as a result of projects on hold, delayed project starts and
contract variations e.g. Maternity, Endoscopy and Clinical Research facility.
 Capital plan cost pressures over the next 3 years total £10.929m, and in order to maintain the Trust’s cash flow, the
capital programme will need to be reduced by a minimum of £10.929m to maintain a liquidity rating of 3.
 The Trust is waiting for the outcome of the bids submitted to NHS London to obtain funding for the Maternity (£6.5m)
and Endoscopy (£5.2m) projects. The Department of Health made £300m available nationally for capital investment, of
which approximately £75m is available to London organisations through a bidding process.
 The Critical Care business case is currently being developed and the indicative costs of the project are £32m. The Trust
would apply for external borrowing against this project to the value of £24m (the current PBL headroom is £32.96m).
 The overall costs of the Clinical Research Facility have increased to £20.774m due to delayed completion, contract
variations and provisions for identified cost risks. Funding previously approved totalled £18.434m leading to an
overspend of £2.340m. This overspend will need to be financed by all 3 partners: KCH, KCL and SLAM.



Working Capital – As at month 10 outstanding debtors totalled £24.8m including Private Patient and Overseas Visitors debts.
 Of the £17.5m invoiced for PCT SLA over-performance to the end of December 2011 (Q3), £11.5m has been received
to date. The majority of the outstanding balance of £6m relates to Q3 invoices (£6.5m) but a small number of PCTs have
made no payment this year e.g. Croydon PCT (£1.17m outstanding).
 £9m cash payment is due from South East London PCTs in February in respect to Q3 and Q4 PCT SLA overperformance.
 The Trust is taking actions to reduce the outstanding NHS debt. Due to improved communication between Finance
departments, a number of debts with South London Hospitals have been reduced and this has allowed the Trust to
maintain a consistent provision for Bad debts.
 The GSTS Pathology LLP debt is £1.9m and this matter will be resolved through the implementation of a new GSTS
business plan and contractual arrangements.
 The working Capital Facility of £10m which was drawn down in November 2011 was repaid at the end of January 2012
and the Trust has not needed to utilise the facility in February.
 The Trust will receive payment in February for the PCT Emergency Re-admission funds (£1.6m) and the Access
Initiative funding (£1.1m) and payment in March of Project Diamond funding (£1.7m). These will have a significant
impact on the cash flow.
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Financial Risk Rating Ratios
Financial Criteria

Weight
(%)
Metric to be scored

Enc. 2.5

Month 10

Month 10
Rating

11/12
Plan

11/12 Plan
Rating

Achievement of Plan

10

EBITDA achieved (% of plan)

93.1%

4

83.4%

3

Underlying Performance

25

EBITDA Margin (%)

5.0%

3

6.5%

3

Financial Efficiency

20

Return on Capital Employed (%)

4.7%

3

6.0%

4

20

I&E surplus margin (%)

-0.2%

2

0.6%

2

25

Liquidity Ratio (days)

13.7

2

16.3

3

Liquidity
FINANCIAL RISK RATING
Financial Criteria

Metric to be scored
5

Achievement of Plan
Underlying Performance
Financial Efficiency
Liquidity

Finance Risk Rating

3

3

RATING CATEGORIES
4
3
2

1

{Weighted Average of Financial Criteria}

EBITDA achieved (% of plan)
EBITDA Margin (%)
Return on Capital Employed (%)
I&E surplus margin (%)
Liquidity Ratio (days)

Rating 5
Rating 4
Rating 3
Rating 2
Rating 1

100
11
6
3
60

85
9
5
2
25

70
5
3
1
15

50
1
-2
-2
10

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

Lowest Risk - no regulatory concerns
No regulatory concerns
Regulatory concerns in one or more components. Significant breach of
Terms of Authorisation unlikely.
Risk of significant breach in Terms of Authorisation in the medium term,
e.g. 9 to 18 months in the absence of remedial action.
Highest Risk - high probability of significant breach of Terms of
Authorisation in the short-term, e.g. less than 9 months, unless remedial
action is taken.
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Expenditure By Type
Annual
Budget
£'000

YTD
Budget
£'000

Enc. 2.5

YTD
Expend
£'000

YTD
Variance
£'000

Last Month
Variance
£'000

Movement
in Month
£'000

PAY

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

(113,935)
(128,873)
(51,352)
(17,289)
(1,428)
(27,302)
(1,860)
(342,039)

(95,057)
(107,336)
(42,770)
(14,439)
(1,190)
(22,757)
(1,551)
(285,100)

(97,939)
(111,767)
(41,799)
(14,331)
(1,204)
(23,141)
(1,587)
(291,768)

(2,882)
(4,431)
971
108
(14)
(384)
(36)
(6,668)

(2,648)
(3,907)
922
108
(13)
(367)
(30)
(5,935)

(234)
(524)
49
0
(1)
(17)
(6)
(733)

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

(54,917)
(54,786)
(27,766)
(22,886)
(19,340)
(17,711)
(104)
(56,888)
(254,398)

(45,771)
(45,617)
(23,192)
(19,072)
(13,867)
(14,759)
(152)
(48,638)
(211,068)

(50,330)
(49,094)
(25,161)
(20,194)
(11,663)
(15,432)
(371)
(51,866)
(224,111)

(4,559)
(3,477)
(1,969)
(1,122)
2,204
(673)
(219)
(3,228)
(13,043)

(4,329)
(2,711)
(1,860)
(879)
1,993
(631)
23
(2,660)
(11,054)

(230)
(766)
(109)
(243)
211
(42)
(242)
(568)
(1,989)

Total Expenditure

(596,437)

(496,168)

(515,879)

(19,711)

(16,989)

(2,722)

598,237

497,692

514,924

17,232

14,335

2,897

1,800

1,524

(955)

(2,479)

(2,654)

175

NON-PAY

All Income

Income and Expenditure
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Income and Expenditure by Division
Division

AMBULATORY SERVICES

NETWORKED SERVICES

CRITICAL CARE, THEATRES
AND DIAGNOSTICS

LIVER, RENAL AND SURGERY

Trauma, Emergency and
Acute Medicine

WOMENS AND CHILDRENS

Private Patient Service

Corporate Services

Trust total

Enc. 2.5

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

Annual Budget
£'000
92,736
(39,904)
(22,924)
(7,475)
22,433
142,924
(53,662)
(40,421)
(20,653)
28,188
37,116
(61,559)
(52,296)
71,606

YTD Budget
£'000
77,318
(33,258)
(19,103)
(6,229)
18,728
118,610
(44,690)
(33,626)
(17,154)
23,140
30,930
(51,397)
(43,427)
59,641

YTD Actual
£'000
78,517
(32,396)
(20,586)
(6,574)
18,961
120,865
(45,414)
(37,204)
(17,806)
20,441
31,572
(54,419)
(45,880)
62,915

YTD Variance
£'000
1,199
862
(1,483)
(345)
233
2,255
(724)
(3,578)
(652)
(2,699)
642
(3,022)
(2,453)
3,274

Last Months
Variance
£'000
972
739
(1,097)
(234)
380
2,095
(653)
(2,390)
(622)
(1,570)
842
(2,907)
(2,679)
3,009

Movement
£'000
227
123
(386)
(111)
(147)
160
(71)
(1,188)
(30)
(1,129)
(200)
(115)
226
265

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

(5,133)
129,620
(54,562)
(22,971)
(26,650)
25,437
67,334
(45,419)
(5,793)
(7,389)

(4,253)
107,770
(45,463)
(19,221)
(22,235)
20,851
56,127
(37,881)
(4,833)
(6,172)

(5,812)
108,559
(46,195)
(20,544)
(23,006)
18,814
57,004
(39,729)
(5,738)
(6,619)

(1,559)
789
(732)
(1,323)
(771)
(2,037)
877
(1,848)
(905)
(447)

(1,735)
944
(655)
(1,183)
(731)
(1,625)
775
(1,630)
(775)
(368)

176
(155)
(77)
(140)
(40)
(412)
102
(218)
(130)
(79)

8,733
91,782
(50,346)
(7,227)
(10,043)
24,166
13,844
(2,238)
(2,572)
(3,933)
5,101
22,881
(34,349)
(82,376)
4,430
(17,711)
(107,125)
598,237
(342,039)
(236,580)
(17,711)
(107)

7,241
76,364
(41,953)
(6,023)
(8,393)
19,995
11,536
(1,864)
(2,144)
(3,301)
4,227
19,037
(28,592)
(67,782)
3,691
(14,759)
(88,405)
497,692
(285,098)
(196,159)
(14,759)
(152)

4,918
76,239
(42,659)
(6,563)
(8,135)
18,882
13,579
(2,009)
(3,040)
(4,041)
4,489
28,589
(28,959)
(68,742)
2,896
(15,432)
(81,648)
514,924
(291,780)
(208,297)
(15,432)
(370)

(2,323)
(125)
(706)
(540)
258
(1,113)
2,043
(145)
(896)
(740)
262
9,552
(367)
(960)
(795)
(673)
6,757
17,232
(6,682)
(12,138)
(673)
(218)

(1,998)
(418)
(685)
(391)
301
(1,193)
1,983
(130)
(739)
(629)
485
7,142
(28)
(1,177)
(704)
(631)
4,602
14,335
(5,949)
(10,431)
(631)
22

(325)
293
(21)
(149)
(43)
80
60
(15)
(157)
(111)
(223)
2,410
(339)
217
(91)
(42)
2,155
2,897
(733)
(1,707)
(42)
(240)

(955)

(2,479)

(2,654)

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

Total

1,800

1,524

175
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Key Divisional Income and Expenditure Variances

Enc. 2.5

Division

YTD
Distance
Variance
Variance
from
target
£000’s
target

Cardiac

(1,661)

(783)

(878)

Neurosciences

(1,628)

(1,271)

(357)

Clinical
Haematology

590

543

47

Critical Care &
Theatres

(1,576)

(1632)

(56)

Liver

(897)

(388)

(509)

Renal

(234)

(545)

(311)

Surgery

(815)

(344)

(471)

Women’s

(211)

(454)

(243)

Child Health

(903)

(528)

375

Ambulatory &
Dental

233

355

(122)

TEAM

(2,322)

(2793)

471

Reasons for Variance
Pay overspent by £631k, Cath Lab technicians and medical locums agency spend, and
Doctors banding appeal. Increased theatre usage recharges £329k and CSDS
recharges £304k. Not achieving forecast due to trustwide capacity issues.
Increased theatre recharges £505k, Clinical supplies £547k, Medical Pay £494k, locum
agency spend and Doctors banding appeal. Additional income targets not being
achieved at positive margin. Not achieving forecast due to trustwide capacity issues.
Income is £1,617k over performing along with underspends in pay, recharges and non
pay, offset by over spend on drugs (recovered as off tariff income), and also true-up
payment to GSTT for BMT transfer.
Pay is £2.44m overspent, offset by £568k overperfomance in income, and £1.8m
recharges recovery.
Nursing is £498k over, recharges are £261k over, and clinical supplies are £450k
over. This is offset by income overperfomance to an extent. Not achieving forecast due
to trustwide capacity issues.
Pay and non-pay overspends are not adequately being offset by income as the trust is
reimbursed at a lower rate than planned for EPO drugs
Non-pay £353k over mainly due to overspend on clinical Supplies; Recharges £506k
over budget due to increased activity. Not achieving forecast due to trustwide capacity
issues.
Maternity income is now favourable for the first time, cost pressures remain in Midwifery
staffing
Income is below target by £215k, nursing £1.35m overspent
Under spend on recharges is reducing the overspend on pay and non-pay.
Income for both areas is overperforming
Pay £1.8m overspent which relates to medical locums and agency nursing.
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Key Corporate Income and Expenditure Variances

Enc. 2.5

Division

YTD Variance
£000’s

Variance
target

Distance from
target

Reasons for Variance

Facilities and PFI

(1,389)

(1,596)

207

Non-pay overspent against a M10 budget due to PFI contract
variations.

Corporate Services

(214)

(145)

(69)

Executive Nursing

54

63

7

Operations

(299)

(317)

18

The AHSC-KHP cost centre is overspent as a result of
consultancy costs relating to the Vascular and BMT projects.

Human Resources &
Occupational Health

134

(16)

150

Under spent against a M10 budget - mainly relates to staff
vacancies and additional Occupational Health income from
external contracts.

Information (IT)

207

107

(100)

Under spent against a M10 budget - mainly relates to staff
vacancies.

Non-pay overspent against a M10 budget– this is due to
increase in insurance premiums and recruitment of non-exec
directors.
Under spent against a M10 budget - mainly relates to external
funding received for Preceptorship and Showcase Hospital
projects.

Strategic Development

(147)

(147)

0

Overspent against a M10 budget - relates to fundraising costs
as a result of the agreed KHP investment to increase
charitable income donations.

Finance

(775)

(298)

(477)

Overspend YTD relates to consultancy costs for Ernst &
Young, now extended to year end.

Research &
Development

615

1,130

(515)

Under spent due to slow recruitment across all Divisions

Private Patients
Services

262

574

(312)

£262k above contribution target of £4.2m as at month 10
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Misc. Other Operating Expenses
Contracted Out Laboratory Services
Services received from other NHS bodies
Leasing Charges
Consultancy Costs
Contracted Out Services
Training and Education
Bad Debt Provision
Internal & External Audit expenses
Storage costs
Misc. Costs / Unallocated CIPs / Reserves
Total

YTD
Budget
£'000
20,216
11,374
5,031
2,461
1,850
1,742
431
327
304
4,902
48,638

YTD
YTD
Actual
Variance
£'000
£'000
20,022
194
12,519
(1,145)
5,279
(248)
4,481
(2,020)
1,894
(44)
1,746
(4)
213
218
302
25
492
(188)
4,918
(16)
51,866

(3,228)

Enc. 2.5

 Contracted out services – Includes GSTS Pathology services
contract, Medihome Support contract and other contracted out costs.
 Consultancy Costs – Includes McKesson payroll services, Ernst &
Young, KCL Fundraising services, CQC
services, BMT and
Vascular project service costs and VAT consultancy costs.
 Services received from other NHS bodies – Includes CNST
insurance premiums paid to NHS Litigation and London Procurement
Programme contract payments.
 Miscellaneous Costs – Includes Bank Charges; Work Permits
costs; Carriage Costs; Subscriptions, Books & Periodicals and
Interpreting & Transcribing costs.

22,000

YTD
Budget £'000

20,000

YTD
Actual £'000

18,000
16,000

£'000

14,000
12,000
10,000
8,000
6,000
4,000
2,000
0
Contracted Out
Services received
Laboratory Services from other NHS
bodies

Leasing Charges

Consultancy Costs

Contracted Out
Services

Training and
Education

Bad Debt Provision Internal & External
Audit expenses

Storage costs

Misc. Costs /
Unallocated CIPs /
Reserves
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Agency Spend to date

Enc. 2.5

3,500,000

3,000,000

2,500,000

2,000,000

10/11

1,500,000

11/12

1,000,000

500,000

0

Ambulatory
Services &
Local
Networks

Clinical
Scientific &
Diagnostic
Services

Critical Care
& Theatres

Dental
Institute

Finance &
Information

Liver, Renal
& Surgery

Networked
Services

Trauma,
Emergency
& Acute
Medicine

Women's &
Children
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Bank Spend to date

Enc. 2.5

3,500,000

3,000,000

2,500,000

2,000,000

10/11
11/12

1,500,000

1,000,000

500,000

0
Ambulatory Services & Local Networks
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CIP update – Actuals to Date

Enc. 2.5

 At Month 10, CIPs totalling £25.7m have been achieved against a plan of £2.2m, an 89% success rate. The

overall achievement has deteriorated slightly from month 9. The trends continue with under achievement against
Bank and Agency reductions, Diagnostic demand management, and additional income targets (primarily income
related to bed and theatre efficiencies). Particularly in networked services, planned elective overperformance formed
a significant part of the CIP plan, and was also back loaded into the second half of the year. Given the emergency
activity seen in January and February, it has not been possible to bring in this elective work and hence generate this
income.

 Divisional plans are 92% achieved, with underachievement in all areas, the highest being in Networked services and
CCTD. No further substitutions are proposed, with savings plans now being monitored through the financial forecast
process.

 Divisional schemes: 92%

These are largely similar to previous months, although in absolute terms, savings are underacheived by £1.57m.
CCTD – CC income and drugs switch (M9 & M10 total = 250k)
Networked Services – not achieving reduction in LoS target and consultant retirement in M10 (48.5k)

 Devolved schemes: 80%

These are for Procurement, Pharmacy, Beds and Theatres trustwide schemes which have been devolved. The
main driver for this under achievement is because Bank and agency spend has not reduced in line with plan.
Beds & theatres income is currently underachieved, particularly in Neuro and General Surgery.

 Trustwide schemes: 87%

Year to date, underachievement of workforce control and medical productivity are shown. The remaining
schemes yet to be devolved will now be deferred into 12/13 financial year. These have been covered by
reserves.

 Deferred schemes:

£7.4m has been deferred to 12/13. A contingency reserve was established to cover this deferment along with
unplanned income
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CIP Programme Summary

Enc. 2.5

Month 10
(£k)

CIP –
Annual
target

YTD
target

YTD actuals

YTD
variance

%
achieved
YTD

Green

Amber

Red

Divisional

26,327

19,927

18,370

-1,557

92%

22,404

1,548

2,376

Devolved

7,226

5,429

4,343

-1,086

80%

3,821

2,130

1,275

Trustwide

5,027

3,534

3,058

-476

87%

4,230

0

797

Deferred to 12/13

7,566

-

-

-

-

0

0

7,566

Total

46,146

28,890

25,770

-3,119

89%

30,454

3,678

12,014

46,146

24,284

21,813

-2,471

90%

32,086

2,124

11,936

Month 5
Month 9

RAG ratings
• Green: CIPs delivering at least 95% of YTD target
• Amber: CIPs delivering between 51% - 95% of YTD target
• Red: CIPs delivering 50% or less of YTD target
NB: CIPS yet to start are RAG rated based upon judgement of success (determined by division and/or CIP programme office)
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Divisional CIPs and Devolved CIPs

Enc. 2.5

Divisional performance (to Month 10) – includes CIPs identified by the divisions
Theme

CIP performance -YTD

(£k)

Total CIP
identified

Target

Actual

Variance

Income

Non-Pay

Pay

ACLN

3,653

2,852

2,835

-16

537

785

1,514

NS

5,177

3,646

3,123

-524

1,464

869

790

W&C

2,958

2,265

2,047

-218

675

373

999

CCTD

4,133

3,126

2,558

-569

1,053

236

1,269

LRS

4,514

3,263

3,106

-157

905

688

1,513

TEAM

3,299

2,631

2,571

-60

861

200

1,510

Corporate/PP

2,593

2,143

2,131

-13

0

801

1,330

Total

26,327

19,927

18,370

-1,557

5,495

3,951

8,924

30%

22%

49%

Performance of devolved CIPs – trust wide CIPs that have been allocated to divisional budgets
(£k)

Total CIP
devolved
(to date)

Target

Actual

Variance

Income

Non-Pay

Pay

ACLN

750

588

494

-93

133

211

150

NS

2,469

1,950

1,574

-376

903

626

45

W&C

971

704

584

-119

140

233

211

CCTD

633

481

325

-156

0

235

89

LRS

1,627

1,129

1,033

-96

444

281

308

TEAM

603

464

220

-244

0

91

129

Corporate/PP

173

113

113

0

0

108

5

Total

7,226

5,429

4,343

-1,086

1,619

1,786

938

37%

41%

22%

Theme

CIP performance - YTD

Page 15

Trust Wide CIPs

Enc. 2.5

Performance of trust wide CIPs – to be devolved to divisions when finalised
(£k)

Total CIP identified

Devolved to Divisions

Deferred CIPs

Medical Productivity

1,046

30

1,016

Workforce Controls

2,000

1,311

689

Beds & Theatres

3,250

2,905

295

859

0

859

2,133

1,959

174

555

555

0

Est. Review / Role Designs

5,000

466

4,534

Sub total

14,843

7,226

7,566

Total CIP Identified

YTD Target

YTD Actual

Variance

51

36

36

0

2,401

1,425

1,425

0

Comm Services

397

324

0

-324

Estate

400

267

115

-152

QIPP

1,378

1,148

1,148

0

400

333

333

0

5,027

3,534

3,058

-476

Outpatients
Proc. and NP Ctrls
Pharm / CCTD

Performance of centrally held CIPs
Beds & Theatres
Coding

Capital Charges
Sub total
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2012/13 CIP Planning Update

Enc. 2.5

 The planning structure and timetable within the Month 9 finance report remains in place, and progress has been
according to plan in general.
 EY continue with scoping and developing integrated service reviews, which will be held in Acute Medicine, Liver,
Haematology and General Surgery.
 Other workstreams are progressing as anticipated, with a weekly report presented to KE, the latest summary of which
is shown below.
 First draft budgets are due 24/2, which once received will allow further refinement of control totals, and issuing of initial
CIP targets to divisions.

Workstream

Lead

Key updates

Status
(RAG
rating)

Integrated service
reviews

Lucy Gardner (EY)

-Haematology no longer to be considered as a priority specialty. Need to agree fourth
specialty as a matter of urgency, orthopaedics is first consideration.

AMBER

Medical productivity

John Humphrey (EY)
and Paul Donohoe

- Follow-up Radiology and Nuclear Medicine job planning meeting held and job plans
signed off

AMBER

Programme office set
up

Jonathan Rowell and
Peter Fry

-RS/ST to resolve with JR and PF. Agreed to recruit a Programme Director externally. JR
to continue to lead the PO in the interim, with admin support provided by Sarah Rehman
and Tosin Lawal

AMBER

Divisional CIPs and
cost controls

Jonathan Rowell and
Simon Dixon

- Ongoing, led by JR and SD

AMBER

Income

Peter Fry

- Led by SF and PF. Includes coding, commercial services, divisional income schemes and
centrally co-ordinated beds and theatres efficiency opportunities

AMBER

Workforce CIPs
Including nursing
productivity

TBC (potentially Paul
Donohoe and Paula
Townsend)

Trust wide CIPs

David Dawson

AMBER

-Includes outpatients and other transformation projects
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Capital Projects Summary

Enc. 2.5



Capital expenditure to month 10 was £16.785m (month 9 : £15.128m) against the year to date budget of £22.840m (month 9 : £20.664m).



The projected year end capital position is £640k overspend. This is after £2.187m budget carried forward to 2012/13 due project slippages and
projects placed on hold.
 Maternity - £400k will not be spent in 2012/13 due to the project being on hold until further funding can be sourced.
 Emergency Department - £83k is carried forward due to slippages in the project timetable.
 Endoscopy Department – a delayed start to the project has lead to budget of 3400k being carried forward to 2012/13.
 Clinical Research Facility – delays to the project completion date and minor contract variations which have arisen during the contract have
led to £1m budget being carried forward to 2012/13.
 Critical Care – current expenditure is on legal and other professional fees, the remaining budget of £120 is moved to 2012/13.
 Refurbishment of Cath Lab/Angio Recovery Wards – this project will start in 2012/13 and £200k will been carried forward.



Emergency Department – In order for Suite 1 in the Golden Jubilee Wing to be refurbished in line with the Emergency Department plans, an
additional £1.3m will be required in the 2012/13 for decant costs associated with this area.



Clinical Research Facility – The overall costs of this project have increased to £20.774m due to delayed completion, contract variations and
provisions for identified cost risks. Funding previously approved totalled £18.434m leading to an overspend of £2.340m. This overspend will need
to be financed by all 3 partners: KCH, KCL and SLAM.



Critical Care Unit - The Critical Care business case is currently being developed and the indicative costs of the project are £32m. The Trust would
apply for external borrowing against this project to the value of £24m (the current PBL headroom is £32.96m).





The total additional funding required from internal resources is currently £10.929m.
 Once confirmed, the additional financing to be received from KCL and SLAM with respect to the Clinical Research Facility will reduce this
amount.
 The Maternity project has been frozen and will be removed from the capital plan subject to risk assessment by the Divisional Leadership
enabling the Trust to fund the other capital projects.
 The Trust is waiting for the outcome of the bids submitted to NHS London to obtain funding for the Maternity (£6.5m) and Endoscopy
(£5.2m) projects. The Department of Health made £300m available nationally for capital investment, of which approximately £75m is
available to London organisations through a bidding process.
 The Trust is looking into the possibility of leasing some or all of the Endoscopy Decontamination equipment in order to reduce capital
spend.
Remaining capital issues to be resolved include:
 Rental costs of an additional Liver PP Theatre and additional beds to be located in Infill Block 4.
 There is currently no capital funding identified for ward refurbishments, side room conversions and additional ward beds required to cope
with winter pressures which could have an impact on income if not resolved.
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Revised 3 Year Capital Plan
Additional Funding Requirements

Per Monitor Annual Plan
2011 / 12

2012 / 13

2013 / 14

2011 / 12

£'000

£'000

£'000

£'000

Key Projects

Site

Maternity

GJW

1,000

2,500

Emergency Centre

Denmark Wing / GJW

5,000

1,000

Enc. 2.5

-

2011/12
Carry
Forward

100

100

(1,545)

Endoscopy (Equipment)

2,119

-

-

(1,899)

581

-

-

(381)

X-Ray Procedure Room Development (Room 3)

-

-

-

Endoscopy Decontamination - Equipment (Possible lease)

-

-

-

0

6,208

-

-

0

Clinical Research Facility (Equipment - NIHR)

482

-

-

Clinical Research Facility (Equipment - KCH incl Donated)

860

-

-

Guthrie Wing

1,000

-

-

800

KCH Business Park

1,600

-

-

1,600

-

-

-

Clinical Research Facility (Building)

Private Patients Refurbishment

Infill Block 3

2013 / 14

2011 / 12

2012 / 13

2013 / 14

£'000

£'000

£'000

£'000

£'000

400

2,500

1,100

5,400

83

1,000

3,455

2,083

1,300

-

1,300

-

Decant Costs - Suite 1
Endoscopy (Building costs - incl Decontamination and refurbishment of corridor/steam pipe removal)

TOTAL FUNDING (Revised CapEx Return)

2012 / 13

400

2,700

220

3,100

-

381

200

381

-

500
-

-

500

-

775
1,000

-

1,036

775

-

2,036

-

482

-

-

860

-

-

1,800

-

-

6,208

PP - Steam & CHP Connection
Unit 6 Development

800

3,200

Unit 6 - Plant Room & Transformers
Waddington Ward (incl. Trundle Ward)

2nd Flr, Cheyne Wing

550

-

Critical Care (incl. Plant)

Theatre Block

500

6,500

100

-

500

60

12,500

(120)

120

0

Critical Care (Equipment - Charitable Funding)

13,000

100

-

500

610

-

380

6,620

-

349

CCU Enabling Works - Upgrading of Underground Oil Tanks and Roadway

500

Paediatric Expansion (Philip Isaacs & Toni & Guy)

Cheyne Wing

Windsor Walk Development - developemnt lease space for Paeds expansion

Off Site

Refurbishment of Wards (Cathlab/Angio Recovery)

-

-

-

2,600

500

-

(484)
200

Arthur Levin Building

-

500

-

Infill Block 4

-

100

-

Admin & Discharge

-

300

-

Liver Lab Research Facility

-

-

-

Cardiac Development

-

-

-

-

-

700

Byron Adult Cystic Fybrosis Inpatient Facility

Byron Ward, Ruskin Wg

MRI - Building Works (BRSG)

2nd Floor Denmark Wing

Ultrasound - Building Works

-

430

480
-

Health & Safety Works
GF, Cheyne Wing

Outpatients Refurbishment / Dulwich Transfer

-

0

(480)

-

-

16

184

-

200

500

-

100

-

-

250

-

-

(250)

250

100

-

-

225

325

200

-

-

-

Temporary Theatre - Infill 4 - Build Works

-

-

-

200

Private Hospital Unit

-

-

-

-

-

-

480

-

-

500

-

325
200

-

325

-

120

120

-

-

1,073

1,000

1,000

1,637

1,050

1,500

417

500

500

265

Information Technology schemes

1,500

1,500

1,500

137

500

500

500

(450)

(83)

-

450

16,640

-

250

-

73

16,600

-

-

1,000

18,330

-

430

-

200

1,000

26,965

-

-

1,000

900

4,300

-

Minor work schemes

900

-

-

-

-

1,020

-

750

-

250

Pharmacy Aseptic Unit Refurb (BRSG July 11)

Total

480

-

-

-

1,600

800

-

-

1,000

-

-

-

-

Medical Equipment new and replacement

750

100

-

Dental Clinical Information System

-

4,300

-

Intangible Assets

184

250

265

(100)

(300)

Sensory Room - Dimentia (Donated)

Major Works - 10/11 Carry Forwards

(1,000)

25,500
349

-

-

500

1,000

0

-

Decontamination Site (JV)

Neuro Angiography Room

(500)

100

Refurbishment/Upgrade of Day Surgery

Diabetic Foot Clinic - Environmental (H&S)

800
-

Mapother House Relocation (inter-dependent with Unit 6)

Other Major Works

100

(1,827)

2,187

-

450

12,497

18,049

0

0

-

1,020

900

900

25,138

33,014

34,649

16,640

17,987

18,960

Available Funding details
Cash from operations

Depreciation non-cash charge

17,987

18,960

Cash from asset sales

Property, plant & equipment

5,000

-

-

Cash from External Loans

Salix (PC Pwerdown / LED Lighting)

-

-

-

127

New Loan - Critical Care (Max Borrowing Limit £32.9m)

-

-

-

0

4,139

-

South London & Maudsley

475

Acorns to Oaks Appeal (CRF)

458

VCCH Outpatients & Corridors

Cash from External Funders
Charitable donations

0

0

127

0

0

0

7,000

17,000

-

4,139

0

0

-

-

475

0

0

-

-

458

0

0

-

-

-

0

0

0

Charitable Trust (Critical Care Equipment)

-

349

-

(349)

0

0

349

Liver Lab Facility Pledges

-

-

-

350

0

350

0

Friends of Kings - Sensory Room

-

-

-

Paediatric Expansion Funding

-

-

-

King's College London (incl Wolfson & Wellcome)

Utilisation of Internal Cash Resources
Total

Additional Funding Required from internal resources
Total Funding Gap

253

26,965

(6)

18,330

(2,360)

16,600

(5,000)

7,000

17,000

349

200
300
2,846

(1,827)

2,846

2,187

5,196

700

2,187

12,497

18,049

2,187

5,196

700
10,929

200

0

0

300

3,099

7,377

25,138

33,014

0

0
0
(1,660)
34,649
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Capital Expenditure Summary
Month 10
Total per capital category

Enc. 2.5

Budget to date
Plan 2011/12
B/F 10/11

New

Carry
Adj. During Forward to
11/12
2012/13

Expenditure
Total
11/12

Period
Budget

Cost to
Complete

Actual YTD

Total Cost
11/12

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

265
0
114
0
0
0

19,407
1,000
2,371
1,500
500
458

1,764
73
(381)
137
(83)
200

(2,187)
0
0
0
0
0

19,249
1,073
2,104
1,637
417
658

18,077
832
1,607
1,250
416
658

13,108
836
1,025
914
309
593

6,594
328
1,312
663
31
65

19,702
1,164
2,337
1,577
340
658

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

379

25,236

1,710

(2,187)

25,138

22,840

16,785

8,993

25,778

Budget

Period
Budget

Actual to
date

Anticipated
Changes

Y/E
Forecast

Gross capital expenditure b/f
(Intangible Assets Included Above)
Non Cash Purchase of OMS
Gross Cost
Less:
Sale of Property, Plant and Equipment
Capital Donations held on Trust, NOF monies
Total

25,138

22,840

16,785

8,993

25,778

25,138

22,840

16,785

8,993

25,778

658
658

658
658

25
65
40

658
658

Capital Charge against Capital Resource Limit

24,480

22,182

16,167

8,953

25,120

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

16,640
127
7,713
24,480

11,076
38
11,068
22,182

8,919
38
7,210
16,167

7,721
89
503
8,313

16,640
127
7,713
24,480

-

-

-

640

640

Variance : + over / (-) under

25 593
618

Page 20

Cash Flow Summary

Enc. 2.5

 The Cash balance at the end of Month 10 was £14.260m against a forecast cash balance of £9.170m
 Trusts and PCT’s Provider to Provider Income, NCA’s and SLA’s - £1.414m greater than forecast has been
received to date. The income has been re-phased to 31st March 2012.
 SLA Over-performance - £1.226m greater than forecast has been received to date. The income has been rephased to 31st March 2012.
 Capital payments were £3.388m less than forecast due to slippage caused by delays in project plans.
Payments are expected to align with the cash flow plan over the next quarter Capital Payments.
 The Trust will receive payment in February for the PCT Emergency Re-admission funds (£1.6m) and the
Access Initiative funding (£1.1m) and payment in March of Project Diamond funding (£1.7m). These will have a
significant impact on the cash flow.
 2011 PCT SLA over/under-performance
 Of the £17.5m invoiced for PCT SLA over-performance to the end of December 2011 (Q3), £11.5m has been
received to date.
 The majority of the outstanding balance of £6m relates to Q3 invoices (£6.5m) but a small number of PCTs
have made no payment this year e.g. Croydon PCT (£1.17m outstanding)
 £9m cash payment is due from South East London PCTs in February in respect to Q3 and Q4 PCT SLA overperformance.
 Working Capital Facility
 The working Capital Facility of £10m which was drawn down in November 2011 was repaid at the end of
January 2012 and the Trust has not needed to utilise the facility in February.
 Prudential Borrowing Limit
 The Trust is currently utilising £90.532m (73%) of its 2011/2012 Prudential Borrowing Limit (Long-term
borrowing) of £124.1m leaving headroom of £33.568m. The Trust is looking into the possibility of obtaining
external financing to fund the Critical Care capital project over the next 3 years.
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Cash Flow

Enc. 2.5
TOTA L
A NNUA L PLA N
Forecast
£'000s

Balance B/F

22,694

QTR 1
2011/12
A CTUA L
£'000s

QTR 2
2011/12
A CTUA L
£'000s

Oct-11
2011/12
A CTUA L
£'000s

QTR 3
2011/12
A CTUA L
£'000s

Jan-12
A CTUA L
£'000s
26,736

QTR 4
Mar-12
Forecast
£'000s

22,694

11,079

10,663

10,780

8,395

102,028
39,749
84,974
2,985
216,453
17,262
2,880
23,930
1,725
20,225
4,592
16,138
5,060
18,590
12,424
6,864
3,731
3,600
1,380
23,414
36,894
18,480
3,245
666,623
(67,839)

26,505
10,323
21,876
349
51,648
4,336
539
5,963
441
0
1,645
3,035
1,469
3,380
2,286
1,248
612
600
345
6,682
10,223
5,099
804
159,408

25,680
9,922
21,513
1,199
52,125
3,114
481
5,964
438
462
3,778
3,105
1,373
5,070
3,423
1,872
888
900
345
4,995
11,115
4,876
682
163,320

8,158
3,309
6,890
221
19,923
2,153
187
2,355
143
1,660
553
1,607
912
1,690
1,197
624
548
300
115
1,052
2,199
1,632
275
57,703

24,832
9,787
20,768
1,016
57,495
6,441
1,236
5,964
374
7,767
629
5,436
912
5,070
3,447
1,872
1,220
900
345
5,842
7,508
4,635
862
174,358

8,337
3,239
6,939
421
18,636
1,212
176
2,039
82
2,226
(1,460)
1,562
999
1,690
1,070
454
367
300
115
500
3,048
1,270
317
53,539

8,337
3,239
6,939
0
18,383
1,079
208
2,000
140
9,180
0
1,500
0
1,690
1,099
624
294
300
115
1,902
2,500
1,300
290
61,119

187,679
137,956
32,736
3,245
28,611
5,340
33,512
10,724
16,925
179,472
636,200

46,513
34,144
8,317
804
7,386
1,650
8,373
2,681
7,037
46,958
163,863

46,026
34,083
8,278
682
7,362
1,650
8,068
2,682
3,262
40,540
152,633

15,638
11,348
2,514
275
1,507
550
2,799
894
850
16,053
52,428

47,157
34,541
6,847
862
6,348
840
9,147
2,681
2,962
46,873
158,258

15,983
11,788
2,994
317
2,515
400
2,324
894
664
15,525
53,404

16,000
11,700
2,600
290
2,500
400
2,800
893
1,500
15,774
54,457

10,687

5,275

16,100

135

6,662

4,610
0
(427)
80
0
0
4,221
0
0
0
0
0
45
167
(14)
0
0
0
0
1,896
438
10,986

2,233
0
0
132
0
0
0
(50)
0
0
0
0
0
56
(2)
0
0
0
0
631
146
3,137

6,826
0
0
322
(150)
0
0
(50)
281
225
0
(10,000)
0
169
(16)
0
0
254
57
1,893
438
144

Income

NHS Clinical Income
S outhwark PCT S LA (Excl Merit Awards)
Lewisham PCT S LA
Lambeth PCT S LA
LS L PCT Other (Palliative Care)
S LAs : Other PCTs (incl PICU, NICU, BMT, HIV, Neuro Rehab)
Provider to Provider Income
PCT NCAs
DoH - patient activity (NS CAG)
RTA's
Patient S LA Overperformance 2011/2012
Patient S LA Overperformance 2010/2011
Private Patients
Research and Development
Training & Educ: S IFT facilities, placement & HD
Training & Educ: MADEL & PGME
Training & Educ: Dental (S IFT)
Training & Educ: S ELS HA WDC & Dental NMET
Merit Awards
Haven Contract
Pathology (Joint Venture)
Caregroup Operational Income
VAT reclaims
Consultant's Fees income (Private Patients)
sub-total
Expenditure
Pay monthly (incl Pay Awards)
PAYE/NIC/S UPER (CHAPS )
Agency S pend (NHS P Bank)
Consultants' Fees
PFI project
AAH
Pathology (Joint Venture)
NHS LA Clinical Negligence
Non-pay Direct Debits (leases, rates)
Non-pay Revenue Trade Creditors (Incl. CIPs)
sub-total
Cash from operations

30,423

Capital & Financing Items
Capital gross exp (Purchased)
Capital Exp (CRF-KCL/Wellcome/S LAM Funded)
Capital Income (KCL/S LAM Funding)
Capital gross exp (Donated)
Capital Income (Donated)
Receipts from sale of Capital Assets
PDC Dividends (TDR)
PDC Received
Loan Repaid (Energy Centre)
Loan Repaid (Business Park)
Loan Repaid ( Natwest)
Loan Received( Natwest)
S alix Loan Repaid
Capital Element of Finance Lease repayment
Interest on investments
Interest Paid on Overdraft
Interest Paid on Revolving Credit Facility
Interest on Loans (Energy Centre)
Interest on Loans (Business Park)
Interest on PFI & Finance Leases
PFI Contingent Rental Payments
sub-total

23,844
3,632
(2,462)
849
(658)
0
8,371
(50)
562
450
10,000
(10,000)
90
669
(66)
0
46
516
117
7,578
1,750
45,103

Net Inflow / Outflow

(14,680)

Forecast Balance C/F

8,014

(4,455)

4,425
0
(572)
0
0
0
0
0
281
225
0
0
0
165
(18)
0
0
262
60
1,896
436
7,160
(11,615)
11,079

(299)
10,780

2,138

15,956

12,801

26,736

1,545
0
0
191
0
0
0
0
0
0
10,000
0
0
56
(4)
0
46
0
0
631
146
12,611
(12,476)
14,260

2,658
0
(325)
0
(308)
0
4,150
0
0
0
0
0
45
56
(10)
0
0
0
0
631
146
7,043
(381)
8,014
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Analysis of Cash Borrowings

Enc. 2.5

GRAPH A – Monthly Net Cash Balances (incl Overdraft)
NatWest
Cash Balance

Monthly Cash Balances

GBS- Citibank

30,000

25,000

£'000

20,000

15,000
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5,000

Mar-11
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May-11

Jun-11

Jul-11

Aug-11

Sep-11

Oct-11

Nov-11

Dec-11

Jan-12

Date

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

Enc. 2.5

GRAPH B – Daily Movement of Cash Balances (Net of Overdraft)
Daily Cash Balances

Balance (£'000)

70,000

60,000

50,000

£'000

40,000
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30-Nov-11

31-Dec-11

31-Jan-12
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Graph B shows the fluctuation of cash balances on a daily basis.
This graph highlights the receipt of SLA contract income around the 15th of each month (indicated by the peaks
between £30-40m), and the reduction of our cash balance between the 17th and 24th when large monthly payments
e.g. payroll, P.A.Y.E and N.I. are paid.
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Statement of Financial Position
(Balance Sheet)
STATEMENT OF FINANCIAL POSITION AS AT

NON-CURRENT ASSETS
Intangible Assets
Property, Plant & Equipment
Investments in associates (and joined controlled operations)
On-Balance Sheet PFI
Trade and Other Receivables, Non- Current
Total Non-Current Assets

Enc. 2.5

31 Mar 2011

Qtr 1
30 Jun 2011

Qtr 2
30 Sept 2011

Qtr 3
31 Dec 2011

31 January

ACTUAL
£'000

ACTUAL
£'000

ACTUAL
£'000

ACTUAL
£'000

£'000

2011

Qtr 4
31 Mar 2012

FORECAST
£'000

1,471
269,738
894
74,495
7,581
354,179

1,288
270,439
894
73,944
7,581
354,146

1,210
268,640
894
77,460
7,581
355,785

1,165
277,055
894
72,822
7,581
359,517

1,140
277,494
894
72,636
7,581
359,745

1,157
267,665
894
77,554
8,129
355,399

11,180
32,425
1,541
3,045
22,695
70,886

11,817
32,288
2,933
8,468
11,080
66,586

12,169
41,392
7,891
4,413
10,780
76,645

11,810
40,954
3,103
3,284
26,853
86,004

12,171
45,030
2,781
4,458
14,377
78,817

11,036
35,002
2,241
2,945
8,014
59,238

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

(1,101)
(3,591)
(147)
(2,212)
(7,364)
(29,798)
(21,262)
(65,475)

(595)
(3,345)
(132)
(1,167)
(7,734)
(24,968)
(20,432)
(58,373)

(550)
(3,137)
(117)
(840)
(7,546)
(37,781)
(22,094)
(72,065)

(10,062)
(4,433)
0
(667)
(7,747)
(30,799)
(32,915)
(86,623)

(62)
(5,311)
0
(454)
(7,819)
(33,824)
(31,891)
(79,361)

(1,101)
(3,691)
(87)
(857)
(7,844)
(26,659)
(18,340)
(58,579)

Total Assets less Current Liabilities

359,590

362,359

360,365

358,898

359,201

356,058

NON-CURRENT LIABILITIES
Interest-Bearing Borrowings
Provision
Other Financial Liabilities
Total Non-Current Liablilities

(13,099)
(6,807)
(77,121)
(97,027)

(13,100)
(6,807)
(77,121)
(97,028)

(13,130)
(6,807)
(77,121)
(97,058)

(13,218)
(6,807)
(77,121)
(97,146)

(13,218)
(6,807)
(77,121)
(97,146)

(11,999)
(6,300)
(76,388)
(94,687)

Total Assets Employed

262,563

265,331

263,307

261,752

262,055

261,371

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

135,578
86,297
18,175
22,513

135,578
86,750
18,073
24,930

135,578
86,464
17,998
23,267

135,578
86,281
0
39,893

135,578
86,223
0
40,254

135,578
83,342
18,142
24,309

Total Taxpayers' Equity

262,563

265,331

263,307

261,752

262,055

261,371

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




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

Enc. 2.5

Total Outstanding

0 - 30 days

31 - 60 days

61 -90 days

Over 90 days

£

£

£

£

£

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

5,191,300 3,184,131
3,695,367
12,070,799
(1,023,446)
11,047,352

343,320
2,995,923
1,429,157
4,081,760
4,081,760

1,585,083
73,269
820,736
2,479,089
2,479,089

1,719,585
18,231
558,264
2,296,080
2,296,080

2,229,952
96,709
887,210
3,213,870
(1,023,446)
2,190,424

712,436
1,239,690
737,831
4,168,800
6,858,757
(734,842)
6,123,915

86,245
242,305
266,670
2,862,075
3,457,295
3,457,295

12,507
175,534
48,740
468,954
705,735
705,735

12,947
112,439
330,000
212,254
667,640
667,640

600,737
709,411
92,421
625,517
2,028,087
(734,842)
1,293,245

7,539,055

3,184,824

2,963,720

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

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

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

18,929,556
100%
100%

40%
61%

17%
12%

16%
8%

5,241,957
28%
19%

4,146,134
(70,034)
4,076,100

882,686
882,686

914,344
914,344

514,782
514,782

1,834,322
(70,034)
1,764,288

1,807,238
(487,930)
1,319,308

115,183
115,183

202,816
202,816

97,087
97,087

1,392,151
(487,930)
904,221

997,869

1,117,160

611,869

5,953,371

 Provision for Bad Debts is based on debts outstanding over 6 months.
 The NHS Provision has been adjusted for debts which are not contested and are considered recoverable.

3,226,473
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Working Capital - Creditors

Overall Total
£
NHS Bodies

0 - 30 days
£

Enc. 2.5

31 - 60 days
£

61 -90 days Over 90 days
£
£

4,507,646

767,660

1,464,466

312,381

1,963,139

Non NHS Bodies

15,280,754

3,470,918

7,369,740

4,019,458

420,638

Total

19,788,400

4,238,578

8,834,207

4,331,840

2,383,776

100%
100%

21%
14%

45%
57%

22%
22%

12%
8%

% of Total Outstanding - Month 10
- Month 9

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

Enc. 2.5

Amount Paid on Time

Public Sector Payments Policy
Through
AP
£'000
2,055

Direct
Debit
£'000
2,548

Total
£'000
4,603

Through
AP
£'000
947

Direct
Debit
£'000
2,548

Total
£'000
3,495

% of
AP
46%

May

2,835

5,926

8,761

1,605

5,926

7,531

57%

100%

June

2,506

2,694

5,200

1,838

2,694

4,532

73%

100%

July

1,477

3,493

4,970

1,144

3,493

4,637

77%

100%

August

3,710

3,010

6,720

2,218

3,010

5,228

60%

100%

September

1,738

3,816

5,554

1,062

3,816

4,878

61%

100%

October

2,388

3,408

5,796

79

3,408

3,487

3%

100%

November

3,186

3,562

6,748

642

3,562

4,204

20%

100%

December

1,756

2,579

4,335

639

2,579

3,218

36%

100%

January

2,764

3,888

6,652

555

3,888

4,443

20%

100%

24,415

34,924

59,339

10,729

34,924

45,653

44%

100%

2011/12
April

Paid to Non NHS Organisations

% of
% Paid
DD
on Target
100%
76%

76%
81%
83%
86%
84%
85%
81%
79%
78%
77%

Amount Paid on Time

April
May

Through
AP
£'000
13,067
15,512

Direct
Debit
£'000
11,718
7,123

Total
£'000
24,785
22,635

Through
AP
£'000
7,569
11,300

Direct
Debit
£'000
11,718
7,123

Total
£'000
19,287
18,423

% of
AP
58%
73%

June

14,369

8,832

23,201

12,994

8,832

21,826

90%

100%

July

10,269

8,072

18,341

6,043

8,072

14,115

59%

100%

August

16,867

6,891

23,758

11,442

6,891

18,333

68%

100%

September

10,469

8,383

18,852

6,990

8,383

15,373

67%

100%

October

15,933

6,538

22,471

8,019

6,538

14,557

50%

100%

November

19,476

7,689

27,165

7,592

7,689

15,281

39%

100%

December

10,263

8,287

18,550

5,853

8,287

14,140

57%

100%

January

14,450

6,736

21,186

7,927

6,736

14,663

55%

100%

140,675

80,269

220,944

85,729

80,269

165,998

61%

100%

2011/12

86%
87%
93%
78%
88%
60%
62%
74%
67%
77%

Cum Ave
on Target

% of
% Paid
DD
on Target
100%
78%
100%
81%

94%
77%
77%
82%
65%
56%
76%
69%
75%

Cum Ave
on Target

78%
80%
84%
83%
81%
81%
79%
76%
76%
76%
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Glossary

Enc. 2.5

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

Roland Sinker
Executive Director of Operations
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Executive Summary (1/4)
Enc. 2.6

Trust Wide Month 10 Performance
• Good Performance:
All patient access targets for Referral time to treatment (RTT) and cancer waiting times were achieved in
January, including the 95% threshold for Total Time spent in ED for January which achieved 95.5%. All
ED Clinical Quality indicators were achieved at an aggregate Trust level during January with the
exception of the 60 minute time to treatment indicator (63 minutes). The Trust has therefore achieved its
key governance requirements, despite very high levels of emergency activity and increased repatriation
bedday delays, and having to manage an increased number of outlier patients. Weekend discharges
have also improved during January to relieve pressure on beds.
• Concerns going forward:
Finance position: At month 10 (January), the Trust’s financial position improved by £350k this month
position with a negative variance from plan of £2.477m. Further detail is picked up later in the Finance
report to this committee.
Health Care Acquired Infection (HCAI): 7 further C-difficile cases were attributed to the Trust during
January. The Trust has reported 85 cases to date, breaching its 2011/12 trajectory of 75 cases, which
does represent 4 fewer cases compared to this point last year. There was 1 new MRSA bacteraemia
reported in January on Todd ward in Liver and a further case reported in February. This would mean 5
cases attributed to the Trust to date, the same as its trajectory (and the de minimis limit for Monitor is 6
cases). Hand hygiene audit compliance (which provides a leading indication for managing infection
control) increased from 58.4% in December to 71.2% in January.
Access Targets: All access targets fragile going into the last 2 months of the quarter, in view of the
continued high levels of emergency demand (which is not just a KCH issue). Achieving the 4-hour Total
Time spent in A&E standard remains a pressure with 93.5% compliance reported for the first two weeks
of February. The increased pressure on beds has restricted the number of elective admissions this
month, raising concerns over delivering RTT and cancer waiting time targets in February and March.
The move of delivering RTT from 23 weeks to 18 weeks from April will also be challenging, with
particular pressures in General Surgery, T&O, Ophthalmology, Neurosurgery and Gynaecology.

3

Executive Summary (2/4)
Enc. 2.6

• Actions:
Finance position: Weekly Tuesday reviews meetings with divisions continue.
HCAI: Draft guidance has now been issued on the appropriate testing methodology which consists of a two-stage
testing process and needs to be in place by April 2012. A business case will be submitted in March to BRSG.
Additional business case is being prepared following initial commode inspection audits which show that a number of
commodes require replacing.
Access Targets:
RTT weekly meetings with divisions to be introduced which mirror the cancer waiting time review process.
Additional resource introduced to provide better clarity of RTT across the Trust.
Periods of increased clinical presence on wards introduced at times of pressure. Daily management of beds at
meetings held at 9am, 1pm and 5pm led by Clinical Site Management team.

Regulatory
• Monitor Q3 position
Due to C-difficile cases being off-trajectory for the first 3 quarters of the year, Monitor is reviewing the Trust’s selfassessed Governance rating of ‘red’. The Monitor Board will decide whether to de-escalate the risk rating from red
to amber-red for the position at Q3. We should be notified towards the end of February after the Monitor Board
meeting has met and reached its decision.
• Monitor Q4 interim position
The Trust is rating itself a provisional score of 1.0 in the Monitor Compliance Framework for its interim Q4 position.
This does give the Trust a Governance risk rating of Red, subject to further notification from Monitor.

4

Executive Summary (3/4)
Enc. 2.6
Regulatory (continued)
• Monitor 2012-13 Compliance Framework
The Consultation on amendments to the Compliance Framework has been published for 2012, and the
deadline for Trust responses to Monitor is Friday 24 February 2012. The Trust response was reviewed and
approved at the Kings Executive meeting on Monday 20 February.
The Trust has outlined its concerns with respect to the shift back to monitoring RTT completed pathways to
90% compliance to 18 weeks compared with the current 95th percentile to 23 weeks, and the inclusion of
monitoring incomplete pathways (92% of open admitted and non-admitted pathways combined waiting under 18
weeks).
• Care Quality Commission CQC Quality Risk Profile (QRP) & Annual Inspection visit
The CQC published a QRP profile update in February, which shows no significant adverse movement. The
unannounced annual CQC inspection took place on Thursday 9 February and initial feedback has been very
positive. A number of areas of good practice were identified including the Emergency Department and
Paediatrics. They also noted the high acuity of our patients and felt that while staffing numbers were
appropriate, they could see the pressure the Trust is under.
Further initial feedback from the CQC can be found later in this report.

5

Executive Summary (4/4)
Enc. 2.6

Contractual
•

CQUIN 2011/12
The Trust has achieved 100% performance against Q1 and Q2 CQUIN schemes, and has also self-rated
Q3 performance as 100% Green (c£1.7m). We are expecting Commissioner feedback on evidence
provided by the end of February 2012. An additional £1.7m is attributed to Q4 performance to ensure
thresholds are met in key areas: Inpatient & Outpatient Letters (£191k, Pressure Sores & Falls (£260k),
Maternity Patient Experience survey results (£200k) and HIV screening (£242k).
The Trust achieved 64.5% in the National Inpatient Survey results which were released in February. The
CQUIN standard for the survey requires a minimum achievement of 66%. This means that the Trust will
not receive the £200k payment associated with this CQUIN standard in Q4.

•

CQUIN 2012/13
Negotiation on 2012/13 CQUIN schemes is underway and the plan is to have the contract in place for April
2012. Total CQUIN contract value will increase by 1% in 2012/13, and the projected overall CQUIN value
is expected to be c£10m.

•

Quality Accounts (QA)
A second Quality Account Stakeholder event was held in February to discuss QA priorities for 2012/13.
From this event, the following priorities were refined: Improve identification and escalation of acutely ill
patients, Reduce harm from falls and pressure damage, Improve end of life care, Improve diabetes care,
Improve outpatient experience and Improve on 5 specific CQUIN patient experience questions
Throughout 2012/13, progress against Quality Account objectives will be monitored though the CQUIN
monitoring framework and the Patient Safety, Outcomes & Experience Committees.

Specific Performance Reports
• Infection Control
Further enhanced actions details can be found in the C-difficile Action Plan update later in this report.
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Trust Month 10 Performance
Summary
Domain*

Key Highlights

Clinical
Effectiveness

9

7

Safety

8

4

Patient
Experience

9

1

Finance & Operational
Efficiency

8

6

Staffing measures

3

1

Enc. 2.6

Key Actions

Patient access targets for RTT completed pathways and Cancer waiting times were all achieved at Trust level. Elective
ALOS improved by 0.3 days to 5.2 days, but is still above the 4.7 day target. All A&E clinical indicators were achieved at
Trust level apart from the 60 minute time to treatment target. 95.5% of patients were seen in A&E within 4 hours.
Continued delivery of this 4-hour standard in ED is a concern – 93.5% achieved for the first 2 weeks in February.
Key concerns are:
• Continued delivery of cancer waiting times, and RTT admitted pathway standard of 23 weeks (22.9 weeks in January).
• Non-Elective ALOS increased by 0.8 days to 6.1 days, half a day higher than the 5.4 day target , driven by high ALOS in
Liver (14.9 days), Neurosciences (9.8 days), Cardiovascular (8.6 days) and Surgery (8 days).
Leading indicators for efficiency: Decrease in the percentage of patients discharged with an expected date of discharge to
38.5%. Repatriation delays increased by 172 to 310 bed days during January

• Weekly emergency performance meetings
continue to be held reviewing ED
performance and bed requirements.
• Daily Trust-wide bed management
meetings held at 9am, 1pm and 5pm.
• Introduce weekly RTT meetings to mirror
the cancer waiting time review process

Key concerns are:
• MRSA – 1 reported in January on Todd Ward (Liver). 4 cases reported YTD, and below the trajectory of 5 cases to January.
• VRE – 2 reported in January on LICU and Waddington (Haematology). 17 cases reported YTD, breaching the target of 16.
• C Difficile – 7 cases reported during January meaning 85 cases reported YTD compared to the trajectory of 64 cases. This is
still 4 cases lower than the reported position at January last year.
• Red Adverse Incidents – 1 reported in January on the Paediatric Intensive Care Unit.
Leading indicators of safety:
MRSA Screening - 1 elective patient in DSU was not screened, and 97.9% of emergency patients were screened
Hand Hygiene – audit compliance rose to 71.2% this month overall (compliance was 85.0% for actual audits performed).
Red Shifts – reduced from 80 shifts last month to 60 in January: 43 shifts reported in Surgery (primarily in Lister ward), 10 in
TEAM, 6 in Child Health and 1 in Renal.

• Continued focus on managing MRSA
infection and screening
• Root Cause Analysis investigation into the
MRSA case reported on Todd ward in Liver
•TEAM and Neuroscience divisions redrated on Infection Control and escalation
review meetings are being booked.

HRWD Patient Engagement has improved by 1% in January to 87% and is now achieving the 87% target. Environment section
score has improved by 2% to 78% in January and is now only 1% below the 79% target.
Key concerns are:
HRWD – the overall score remains at 85% in January, with only Patient Engagement section scores achieving target.
Leading indicator of patient experience:
Inpatient Cancellations – 3 breaches of the 28 day cancellation standard: 2 in Cardiac and 1 in Surgery.
Single Sex Accommodation – 6 single sex breaches in January in the Day Surgery Unit .

• Continued focus on patient experience
through Energising for Excellence, Safety
Express and Ward 20/20 initiatives.
•Monthly Performance Review meetings
with divisions to pick up the January
positions for Patient Experience indicators

At month 10 (January), the Trust has a negative net variance from plan of £2.477m, an improvement of £350k from the
December position. Further details can be found in the Finance part of this paper. Despite a 2% reduction in January, theatre
utilisation achieved the 80% target. This is largely driven by the 83.2% utilisation rate in Main Theatres , whereas DSU
utilisation remains below target at 73.0%. DNA Rate has improved by 0.4% to12.2% this month and is now achieving the
12.2% target following wider implementation of the text reminder service to patients.
Key concerns are:
Data Quality – OP Data Completeness dropped to 97.9% in January, not achieving the 98% target.
New:Follow Up ratio – the ratio has increased by 0.2 from 2.4 to 2.6 this month, still not achieving the 2.2 target.

• Weekly Tuesday reviews are still in place
and targeted reviews with Clinical Directors,
Heads of Nursing and Divisional Managers
will be organised as needed.
•Review increase in Oral Surgery follow-up
activity which underpins the significant
movement in the new to follow-up ratio in
January-12

Vacancy rate remains within the 5-8% target tolerance, despite an increase of 0.8% from 7.2% to 8.0% this month.
Key concerns:
Appraisals Complete – this remains low at 47.5% against a cumulative target of 75.0%.
Mandatory & Statutory Training – despite an improvement of 1 point to 53 in January compliance is below the target of 100

• Focus on staff appraisals being performed
by the end of March across all divisions.

*Number of red/green indicators by domain from Trust scorecard
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2011-12 M10 Division Performance
– Key Areas of Concern
Division

Areas of Concern

Womens & Children

• Finance position
• RTT Admitted (Gynaecology)
• VTE Assessments (Gynaecology)

Liver, Renal and Surgery

• Finance position
• Infection Control (MRSA, CDT and Hand hygiene audits)
• Maintaining elective activity throughput
• RTT Admitted (General Surgery and T&O)
• Endoscopy Waiting Times

Networked Services

• Finance Position
• Maintaining elective activity throughput
• RTT Admitted (Neurosurgery)
• Hand Hygiene Audit
• Risk adjusted mortality (Haematology)

TEAM

• Finance position
• Managing emergency activity flow
• HRWD
• ED Clinical Indicators
• Red Shifts

Critical Care, Theatres and Diagnostics

• Finance position
• Infection Control - CDT (Critical Care)
• Hand Hygiene Audits (Anaesthetics & Main Theatres, Critical Care)
• Waiting Times (Diagnostics)

Ambulatory Services & Local Networks

• Hand Hygiene (Dental and Ambulatory)
• New to Follow Up ratio
• Non Elective ALOS (Ambulatory)

Enc. 2.6
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Divisional Summary (1/3)
Enc. 2.6
Comment

Women‘s
& Children

Liver, Renal
& Surgery

Finance: At the end of month 10, the division has an adverse variance of -£1.205m.
Child Health: Risk adjusted mortality continues to achieve target with an index of 74 (better than expected).
Elective ALOS has decreased from 7.3 days to 5 days, and Non-Elective ALOS decreased further to 3.1 days,
remaining below the 3.9 day target. Discharge Date Compliance has increased again to 61.3% but is still
below the 90% target. Hand Hygiene Audit compliance has decreased slightly to 88.3%, below the 95% target,
audits were performed in all areas. Combined MRSA screening decreased to 96.6%, below the 100% target
due to 9 un-screened emergency patients. There was 1 Red Adverse Incident on PICU, and 6 Red Shifts
reported on NICU.
Gynaecology: Elective ALOS has decreased below the 2.5 day target to 2 days, and Non-Elective ALOS has
increased slightly above the 1.8 day target to 2 days. Discharge Date Compliance remains relatively static at
44.3% which is still below the 90% target. Patient access targets were achieved with the exception of admitted
RTT pathways in Gynaecology which are above the 23 week target at nearly 26 weeks. Hand Hygiene audit
compliance has decreased to 75%, remaining below the 95% target. MRSA screening remains below the
100% target, due to 7 un-screened emergency patients. VTE assessments performed remains below the 90%
target for CQUIN at 81.4%
Obstetrics: Against the 90% target, Ante-natal booking within 12+6 weeks continues to be achieved for the
adjusted measure (95%) but not the standard measure (69%). The C-Section rate has increased to 26.6%,
exceeding the 26% target. All HRWD composite scores are below target. Hand hygiene audit compliance
remains below the 95% target at 46.4% with no audits performed in two out of four locations. 77.3%
compliance was reported for those audits actually performed.
Finance : At the end of month 10, the division has an adverse variance of -£2.035m.
Liver: 39 breaches of the 6 week standard wait times for Endoscopy (11 less than the previous month). Nonelective ALOS is above target of 14.5 days at 14.9 days and Elective ALOS remains above target of 6.0 days
at 6.7 days. Discharge Date compliance still very low at 3.9%, due to slow uptake of EPR. There were 72
repatriation bed-day delays this month. 1 new MRSA bacteraemia and 1 new CDT case on Todd Ward, and 1
new VRE bacteraemia on LITU reported this month. Hand Hygiene audit compliance dropped to 43.6%; with 3
locations not performing audits - 87.1% compliance for those audits actually performed. 5 Pressure Ulcers (all
Grade 2) reported, 2 each on Dawson Ward and LITU and 1 on Todd Ward. VTE assessments performed
remains below the 90% target for CQUIN at 54.1%
Renal: Elective ALOS is exactly equal to target of 2.2 days, and Non-Elective ALOS is below target of 9.0
days at 8.4 days, down from 12.7 days last month. Discharge date compliance has continued to decrease to
53.8%. 1 new CDT case reported on Fisk and Cheere Ward. Hand Hygiene audit compliance exceeded target
at 95.8% with all locations performing audits. 1 Red Shift reported on Fisk & Cheere Ward and 3 Pressure
Ulcers (all Grade 2).
Surgery: Elective ALOS remains above target of 3.6 days at 5.1 days and Non-Elective ALOS also above
target of 4.8 days at 8.0 days. Discharge date compliance has improved to 77.2% this month. Repatriation
bed-day delays have increased from 25 to 55. RTT Admitted waiting times above national target of 23 weeks
at 29.0 weeks. 1 new CDT case reported on Matthew Whiting Ward whilst Hand Hygiene audit compliance
improved to 52.7%, with 2 locations not performing audits. 73.7% compliance for those audits actually
performed. 43 Red Shifts reported this month – 24 on Lister, 8 on Cotton, 2 on Brunel and 1 on Matthew
Whiting Wards as well as 8 on ASU.

Key Action / Focus
- Finance position
- Discharge Date Compliance
- Hand Hygiene Audits
- MRSA Screening: Child Health
& Gynaecology
- Red Shifts: Child Health
- RTT Admitted: Gynae
- VTE Assessments : Gynae
- HRWD: Obstetrics
- C-Section Rate: Obstetrics
- Ante-natal booking within
12+6 weeks : Obstetrics

- Finance position
- Endoscopy Waiting Times
- Elective ALOS: Liver and
Surgery
- Non-Elective ALOS: Liver
and Surgery
- VTE assessments: Liver
- Discharge date compliance
- Repatriation Bed Day Delays
- RTT Admitted: Surgery
- CDT
- Hand Hygiene Audit
- Red Shifts: Renal & Surgery
- Pressure sores
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Divisional Summary (2/3)
Enc. 2.6
Comment

Networked
Services

Finance Position: At the end of month 10, the division has an adverse variance of -£2.697m.
Cardiovascular: Elective ALOS has improved slightly but remains above target at 6 days, and non elective
ALOS improved by 0.5 days to 7.9 (above the 7.1 day target). Discharge date compliance improved to 76% this
month, below the target of 90%. Hand hygiene audit compliance dropped to 76% due to non-submission by the
Catheter lab - 93% compliance achieved in audits performed. MRSA screening is at 99.2% due to 1 unscreened
emergency patient from the Catheter lab. VTE assessment is at 97.9% compared to the 90% target. PCI MINAP
data completeness is not achieving the 90% target at 75%, mainly due to PAMI patients being under-reported
on the MINAP database.
Neurosciences: Non elective Neurosurgery ALOS is 0.4 days above target and non-elective Neurology ALOS
is 2.3 days above target. Elective Neurology ALOS is 0.4 days over target. Discharge date compliance improved
marginally from 26% to 29% this month compared to the 90% target, with only 10% of patients assigned an
expected date of discharge on Murray Falconer ward. 2 unplanned admissions of Neurosurgery patients to ICU
in month: 1 from Kinnear Wilson HDU and 1 from David Marsden. Repatriation bed day delays increased to 129
days from 95 last month. Hand hygiene audit compliance improved to 83%, below 95% target, with audits
submitted for all areas, but Outpatients had a score of 54%. MRSA screening achieved 99.2% due to 2
unscreened emergency Urology and General medicine patients on David Marsden ward.
Haematology: Risk adjusted mortality index (RAMI) increased to 172 from 145 last month compared to the
expected index of 100. Index is likely to improve when changes to patient admission status are implemented
and single un-coded patient is updated. Discharge Date Compliance has decreased to 68%, due to 53%
compliance on RD Lawrence and 63% on Davidson ward. 1 unplanned admission to ICU from Waddington
ward. Post non-elective emergency readmission rate is 19.4% compared to the 10.7% target, due to the
readmission of sickle-cell patients. 1 VRE case was reported on Waddington ward. Hand hygiene audit
compliance increased to 64%, with no audits being submitted for supportive therapy for the second month in a
row - 84% compliance reported for audits performed. MRSA screening was 100%.

Key Action / Focus
- Finance position
- PCI MINAP data
Completeness
- Non-Elective ALOS:
Cardiovascular and
Neurosciences
- Discharge Date compliance
- Hand hygiene compliance
- RAMI (Haematology)
- VRE: Haematology
- Emergency readmissions:
Haematology
- Pressure sores

- Finance position

TEAM

Finance Position: At the end of month 10, the division has an adverse variance of -£2.332m.
TEAM: Risk adjusted mortality index remains low at 48 compared to the expected index of 100. All ED Clinical
Quality indicators were achieved except Total Time in ED (281 minutes compared to its 240 minute target) and
Time to Treatment (72 minutes compared to its 60 minute target) .Non-Elective ALOS has risen by 1 day to 7.6
days in January, but remains below its target of 7.9 days. The number of Outlier beds continues to decrease
and has reduced from an average of 14.1 beds in December to 12.6 beds in January. Hand hygiene
compliance remains low in January at 63% - more than 30% below the 95% target. No data was supplied for 5
locations and 92% compliance was reported for audits performed. No MRSA or VRE cases reported in January
but 2 CDT cases were reported with 1 each on Donne and Oliver wards. Three grade-2 Pressure sores were
reported this month - 2 on Annie Zunz and 1 on Oliver ward. The overall HRWD composite score once again
remains at 83%, below the target of 86%, with all section composite scores failing to achieve target. 10 red
shifts were reported this month, representing a decrease compared to the 23 shifts reported last month, with 5
shifts on CDU, 2 shifts on Mary Ray and 1 shift on Byron, Adult Cystic Fibrosis and Oliver wards.

- ED Clinical Indicators:
Time to Treatment &
Total Time in ED
- Outlier patients
- Hand Hygiene
- CDT
- Pressure sores
- HRWD
- Red Shifts

Divisional Summary (3/3)
Enc. 2.6
Comment

Critical Care,
Theatres and
diagnostics

Key Action / Focus

Finance Position: At the end of month 10, the division has an adverse variance of -£1.559m.
Critical Care (CC): Bed occupancy throughput has decreased by 2% to 104% this month, but remains above
the 85% target. There were 2 new CDT cases this month: 1 on the Medical Critical Care Unit and 1 in the
Intensive Care Unit. Hand hygiene audit compliance decreased to 74.4%, below the target of 95.0%, with all
locations performing an audit. Emergency MRSA screening continues to achieve the 100% target. There was 1
Grade 2 hospital acquired pressure sore reported, but there were still no Red or Amber AIs were reported this
month. Delayed Discharge Hours increased by 1321 this month to 2529 compared to the target of 1088, mainly
due to increases in General Medicine (651), General Surgery (232) and Neurosciences (350).

- Finance position

Diagnostics: Ultrasound IP at 82%, and ED waiting times at 83% both failed to achieve the 90% target. Plain
Film Waiting times increased to 86% this month, but still fell short of the 90% target. MRSA Screening remains
at 100%. Once again there were no AIs, Red Shifts or Slips, Trips & Falls recorded.

- On The Day Cancellations:
Anaesthetics & Main Theatres

- Bed occupancy throughput
- CDT cases: MCCU / ICU
- Hand hygiene
- Waiting Times : Diagnostics
- Delayed Discharge: CC

Theatres: There were 5 On The Day Cancellations due to no ICU/HDU bed being available but none due to
the “no theatre member or anaesthetist” reason. Surgical Safety Checklist compliance has continued to
achieve the 100% target. Hand Hygiene Audit compliance is 82.4% for January against the target of 95%.
Zero AIs reported this month. Main Theatre Utilisation dropped by 1% from 84.2% to 83.2% in January but still
achieved the 80% target. Over-runs increased from 6.1% last month to 8.7% in January compared to the 5.0%
target.

Ambulatory
Services and
Local Networks

Finance Position: At the end of month 10, the division has a positive variance of £233k.
Ambulatory: Risk adjusted mortality index has increased slightly to 47 but continues to be better than the
target of 100. All patient access targets have been achieved. Elective ALOS has improved by 1.4 days to 2
days, continuing to achieve its 3.6 day target. Non-Elective ALOS has increased to 18.2 days, 6 days above
the 12.2 day target. The Emergency Readmission Rate (post Non-Elective) has improved by 1.1% to 12.1%
but remains above its 8.3% target. Deaths on LCP has improved to 46% this month, achieving the 25% target.
Hand hygiene audit compliance has improved to 78.3% compared to the 95% target. No audits were performed
in 1 of the 9 locations: audit compliance was 87.5% for those audits actually performed. MRSA Screening
remains at 100%. There were no single sex accommodation breaches reported. Coding completeness has
dropped to 74%, not achieving its 95% target. The New to Follow up ratio remains static at 2.6, above its target
of 2.5.
Dental: All patient access targets have been achieved. Elective ALOS has improved by 0.8 days to 1.3 days,
higher than the 1.1 day target. Non-Elective ALOS remains static at 2.7 days, not achieving its 2.1 day target.
Hand Hygiene audit compliance has improved to 79.3%, not achieving its 95% target due to no audits being
performed in 1 out of 10 locations - audit compliance was 87.5% for the audits performed. MRSA screening
continues to achieve 100% compliance. One of the statutory Data Quality indicators has not been achieved:
Missing OP NHS numbers. OP Coded activity has dropped slightly by 2% to 94%, but is still achieving its
72.6% target.

- Non-Elective - ALOS:
Ambulatory
- Hand Hygiene: Ambulatory
and Dental
- New to Follow Up ratio

- Data Quality (OP NHS Numbers)
: Dental
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Regulatory/Contractual Performance
2011/12 (1/4)

Enc. 2.6

Regulatory
• Monitor Q3 position
Due to C-difficile cases being off-trajectory for the first 3 quarters of the year, Monitor is reviewing the
Trust’s self-assessed Governance rating of ‘red’. The Monitor Board will decide whether to de-escalate
the risk rating from red to amber-red for the position at Q3. We should be notified towards the end of
February after the Monitor Board meeting has met and reached its decision.
• Monitor Q4 interim position:
The Trust is rating itself a provisional score of 1.0 in the Monitor Compliance Framework for the interim
Q4 position, giving the Trust a governance risk rating of Red. The Trust reported a further 7 c-difficile
cases in January, and therefore has 85 cases attributed to the Trust YTD. This does mean that the
Trust has already exceeded its Q3 trajectory of 58 cases. The Trust is showing a downward trend Q1 =
32 cases, Q2 = 24 cases, Q3 = 22 cases. There was 1 new MRSA bacteraemia reported in January on
Todd ward in Liver and a further case reported in February. This would mean 5 cases attributed to the
Trust to date, the same as its trajectory (and the de minimis limit for Monitor is 6 cases). This does
represent 10 fewer cases reported compared to January 2011.
All Referral to Treatment (RTT) and Cancer waiting time targets have been achieved in January The
95% threshold for Total Time spent in ED within 4 hours was achieved during January at 95.5%.
• Monitor Compliance Framework: 2012-13
The Consultation on amendments to the Compliance Framework has been published for 2012, and the
deadline for Trust responses to Monitor is Friday 24 February 2012. The Trust has outlined its
concerns with respect to the shift back to monitoring RTT completed pathways to 18 weeks compared
to the current 95th percentile to 23 weeks, and the inclusion of monitoring incomplete pathways.
Actions: The Trust response to the proposed Compliance Framework for 2012-13 was reviewed and
approved at the King’s Executive meeting on Monday 20 February.
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Regulatory/Contractual Performance
2011/12 (2/4)

Enc. 2.6

Regulatory
• Care Quality Commission (CQC) Quality Risk Profile:
The CQC published a QRP profile update in February which shows no significant adverse movement.
The Trust does anticipate that when the inpatient survey results for 2011 are published in a couple of
months time that there may be shift at that point.
• CQC Annual Inspection visit Thursday 9 February 2012
The unannounced annual CQC inspection took place on Thursday 9 February and initial feedback has
been very positive and identified a number of areas of good practice. The CQC were very impressed
with the Trust and had no serious concerns. Some initial feedback received from the CQC includes:
• Identified a number of areas of good practice including the Emergency Department and
Paediatrics
• Patient feedback was very good
• Hygiene was very good
• Infection control is good and improving
• Medication – nothing seriously concerning
• Noted the high acuity of our patients and felt that while staffing numbers were appropriate, they
could see the pressure the Trust is under
• Some of our photo boards could be up
• Ruskin Wing entrance could be better for patient experience, although they recognise the
number of people passing through.
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Monitor Q4 position
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QRP February 2012 position
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Analysis of King’s QRP February 2012: Overall Risk Estimates
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Regulatory/Contractual Performance
2011/12 (3/4)

Enc. 2.6

Regulatory
• CQUIN 2011/12
The Trust has achieved 100% performance against Q1 and Q2 CQUIN schemes, and has also selfrated Q3 performance as 100% Green (c£1.7m). We are expecting Commissioner feedback on
evidence submission by the end of February 2012.
The National CQUIN for Patient Experience is based on the 5 questions on the National Inpatient
Survey which focused on “responsiveness to personal needs”. In 10/11, the Trust scored above
both the peer group and London top quartile at 68.8. As such, the 11/12 CQUIN payments were set
so that a composite score of 69 attracted full payment (£200k), and a minimum score of 66, (10/11
London top quartile) would attract a minimum payment (£50k). The 11/12 survey was completed in
July/ August 2011 and the indicative results were released in February 2012. The Trust achieved a
composite score of 64.5%, despite strong internal scores in our HRWD surveys for patient
experience for the same period. As a result, we are not expecting to receive a payment for the
National Patient Experience CQUIN in Q4.
An additional £1.7m is attributed to Q4 performance. Key focus areas for the rest of the year are to
ensure thresholds are met for:
•
•
•
•
•

Inpatient Discharge Summaries and Outpatient Discharge (Q4 - £191k)
Pressure Sores and Falls (Q4 - £260k)
Maternity Patient Experience local survey results (Q4 - £200k)
100% HIV screening for newly diagnosed TB, Lymphoma & Hepatitis patients (£242k)
Achieving Reduction in LOS for Colorectal, Knee and Hip surgery (Q4- £50K)

Actions: Continue to closely monitor divisional performance and action plans against key
indicators. Receive feedback from Commissioners on Q3 submission.
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Regulatory/Contractual Performance
2011/12 (4/4)
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Regulatory
• CQUIN 2012/13
There are 4 National and 4/5 Local commissioned CQUINs in the 12/13 CQUIN contract. National
focus continues with Venous Thrombosis and Patient Experience; Dementia and reducing harmful
events through the use of the Safety Thermometer have been added for 12/13. The total contract
value will increase by 1% in 12/13, as such the projected overall value is expected to be c£10m.
The negotiation of 2012/13 CQUINs is underway and the aim is to have the contract in place for
April 2012. Local CQUINs are likely to include: collecting Cancer staging data as well as improving
End of Life Care, COPD discharge planning, Outpatient experience and training for staff working
with dementia patients.
• Quality Accounts
The Trust hosted a second Quality Account Stakeholder event to discuss Quality Accounts Priorities
for 2012/13. From this event, the following were refined







Improve identification and escalation of acutely ill patients
Reduce harm from falls and pressure damage
Improve end of life care
Improve diabetes care
Improve outpatient experience
Improve on 5 specific CQUIN patient experience questions

Throughout 2012/13, progress against Quality Account objectives will be monitored through the
CQUIN monitoring framework and the Patient Safety, Outcomes, & Experience Committees.
Actions: Finalise objectives and performance metrics ahead of the April 2012 Stakeholder Review.
Review to include a Full-year evaluation of 11/12 priorities.
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Infection Control: Trust position –
January 2012

Enc. 2.6

MRSA (post 48 hour) bacteraemias – solid performance:
Four trust attributable cases reported YTD, one of which were related to IV line care.
•
Two in Liver (May 2011 and January 2012)
•
One in TEAM (Aug 2011)
•
One in Haematology (September 2011)
This equates to a 71% reduction on the performance for the same period last year.
MRSA screening
•
99.9% elective
•
98.0% emergency
VRE bacteraemias – solid performance:
Two further case of VRE bacteraemia in January (17 YTD compared to objective of 16)
C-difficile – cause for concern:
85 CDT cases has been reported on internal scorecards this year to end January (trajectory 64),
There were 7 Trust-attributable cases reported in January:
•
Liver have reported 11 cases compared to 14 YTD January in 2010/11
•
Renal have reported 10 cases compared to 3 YTD January in 2010/11
•
Surgery have reported 13 cases compared to 14 YTD January in 2010/11
•
Neurosciences have reported 11 cases compared to 10 YTD January in 2010/11
•
TEAM have reported 15 cases compared to 26 YTD January in 2010/11
Trust attributable CDT Cases over the last 3 quarters:
•
Q1 – 32 cases
•
Q2 – 25 cases
•
Q3 – 22 cases
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C-difficile Action Plan Update
(1/2)

Enc. 2.6

Enhanced actions planned in relation to the existing C-difficile Action Plan for
2011/12:
1.

2.

3.

Strengthening of the Root Cause Analysis process:
•
In addition to the current Root Cause Analysis process as detailed in the M6 report, a weekly RCA
review meeting, chaired by DIPC, is now in place. The purpose of these meetings is two fold: The
first reason is to ensure that patients with CDI receive optimal care. It is also to distinguish
between clinically significant and non-clinically significant cases. The reason for this is to judge the
impact on the Trust’s reported cases, were we to follow Trusts who have introduced a review
system and now only report centrally those cases deemed to be clinically significant.
•
It must be made clear that this would be challenging to do and would not be the course to follow
without due consideration.
Testing:
•
Draft guidance has now been issued on the appropriate testing methodology to be used which
consists of a two stage testing process. This guidance must be in place by April 2012. A business
case will be submitted in March to BRSG.
External review:
•
Action plan to address issues raised through the external review process is in progress.
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C-difficile Action Plan Update
(2/2)
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4.

Cleaning:
•
The standard of cleaning, both from cleaning contractor and nurse cleaning, has shown
improvement. This needs to be sustained.
•
An ICN audit of commodes has shown that 45% of commodes require replacement. The IC team
are currently sourcing replacements and will lead on a replacement programme, to start with high
risk areas.
•
Introduction of a monthly commode audit, conducted by ICN team and reported on IC scorecard –
January first audit. The first results show that a number of commodes require replacing. A business
case is currently being prepared to do so.

5.

Prescribing – antibiotics, PPIs and laxatives:
•
The Assistant Medical Director – has led programme to revise PPI and laxative policies and
strengthen assurance through the use of EPMA order-sets. These have now been launched.
•
Rollout of Electronic Prescribing and Medication Administration (EPMA) trust-wide is already
leading to improvement in antibiotic stewardship audit results.
•
Revision of Antibiotic pocket guide in progress.
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Quality Account 2011/12 – selection of Quality Priorities 2012/13

Executive Summary
The Quality Account is our annual report to the public about the quality of services we deliver. The primary purpose
of Quality Accounts is to encourage Boards and leaders of healthcare organisations to assess quality across all of the
healthcare services they offer. It allows leaders, clinicians, governors and staff to demonstrate their commitment to
continuous, evidence-based quality improvement, and to explain their progress to the public. By putting information
about the quality of services in our organisation into the public domain we are offering our approach to quality up
for scrutiny, debate and reflection.
As stipulated in the Department of Health’s Quality Account Toolkit 2010/11 and Monitor’s Annual Report guidance:
NHS Foundation Trust Annual Reporting Manual 2010-11, the process involved in designing our quality improvement
plans and the content needs to be produced with the involvement and engagement of our stakeholders, including
users of our services, and organisations in the community who advocate for them. The guidelines suggest a set of
three to five quality priorities to be most manageable.
The key milestones for the Board to note are outlined in the table below.
The Quality Account is an integral part of the Trust’s overall Annual Report, which will be presented to the Board of
Directors and Audit Committee for approval on 29 May 2012, prior to submission to Monitor and Department of
Health on 31 May 2012.

Recommendations
1. The Board of Directors to note the process for developing Quality Account.
2. The Board of Directors to agree the proposed quality improvement priorities for 2012-13
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Background
Quality Account Structure

2011/12

2012/13

(Source: Department of Health. [Dec 2010]. Quality Accounts Toolkit 2010/11)

Timetable for producing the Quality Account
From

To/ On

27 Jan

17 Feb
20 Feb
28 Feb
27 Mar

2 Apr

30 Apr
18 May
29 May

KEY ACTIVITY/ MILESTONE
1st draft collation and development , engagement with stakeholders
Outline and priorities sign-off by KE
Outline and priorities sign-off by Board of Directors
2nd draft sign-off by BoD for circulation to stakeholders
Consultation period for external stakeholders to review 2nd draft
Final draft ratification by KE prior to sign-off by Board of
Directors
Final sign-off by Board of Directors

Proposed Quality Improvement Priorities for 2012-13
The proposal for quality improvement priorities for 2012-13 includes:
•
•

Continued focus on three quality improvement priorities from 2010/11 (clinical effectiveness improvements,
and improving the consistency of inpatient experience), and
Three new improvement areas (patient safety improvements as well as improving the outpatient
experience)

Within this set of six, there is alignment across four with our locally agreed CQUIN target.
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These are the proposed improvement objectives :

Domain

Patient
Safety

Clinical
Effectiveness

Priority

Key Objectives (Outline)

CQ

Measures

1. Improve
identification
and escalation
of acutely ill
patients

Establish a consistent performance framework for
identifying and escalating acute ill patients.

-

Process

2. Minimise
harm acquired
in the hospital
through the
safety express
programme

To roll out the safety express programme in __ wards
with the use of the safety thermometer tool as set out
in our locally agreed CQUIN target.

CQ

Process

In the areas of roll-out, to achieve the safety express
targets for reducing injurious falls, pressure sores,
catheter-acquired urinary tract infections and ensure
compliance with appropriate VTE risk assessment and
prophylaxis.

-

Outcome

3. Improve end
of life care

To build on the work in 2011-12 to improve the coordination of care we give to patients as they approach
end of life and achieve the locally agreed CQUIN target

CQ

Process/

4. Improve
diabetes care

Improve insulin safety by reducing the incidence of
prescription and insulin management error for patients
currently on insulin therapy

-

Outcome

To build on the work in 2011-12 to meet the NICE
Quality Standard for diabetes inpatient care (Standards
11 – 13).

-

Process

To achieve the locally agreed CQUIN target for the
“responsiveness to personal needs” composite
indicator.

CQ

Outcome

Roll-out of the in-house outpatient experience
feedback survey to key clinics.

-

Process

Identify opportunity for focused clinic improvement in
specific aspects of outpatient experience

CQ

Outcome

5. Improve our
responsiveness
to inpatients’
care needs

Patient
Experience 6. Improve
outpatient
experience
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How these have been developed:
1. Reflected on our progress in current quality improvement priorities for first half of the year (Apr-Oct 2011)
especially at the Quality and Governance Committee, as well as the Stakeholder Engagement Event of 7
December.
2. Long-list of priorities were identified with the executive chairs and leads of each of the key committees:
• Patient Safety (Michael Marrinan, Richard Hinckley)
• Patient Outcomes (Geraldine Walters, Claire Palmer)
• Patient Experience (Jane Walters, Jessica Bush).
3. External stakeholders’ perspectives were collected in prioritising the long list of potential areas for
improving patient safety, clinical effectiveness and patient experience (2 events on 7 December and 6
February).
4. Frontline teams/ subject matter experts were consulted about the planned work ahead to meet these
quality improvements, to shape feasible improvement objectives. Liaison with Performance Directorate to
understand alignment to emergent CQUIN framework. This has been through the key committees and
forums below:
Groups

Engagement Events

Commissioners,
governors, LINks,
OSCs

7 Dec : External Stakeholder Event 1 – Review of last 6 months progress, and
early discussion about 2012/13 priorities
13 Dec & 23 Jan: GST External Stakeholder Events
6 Feb : External Stakeholder Event – 2012/13 priorities

Commissioner

17 Jan : NHS SEL Clinical Quality Meeting

Governors

24 Jan : Patient Experience & Safety Committee
14 Feb : Council of Governors

Staff

Nov 2011 – Feb 2012:
• Frontline leads
• Patient Safety Committee
• Patient Outcomes Committee
• Patient Experience Committee
• Quality & Governance Committee
• Performance Directorate
• Editorial Panel
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Feedback from our stakeholders on our emergent Quality Priorities for 2012-13:
Priorities

Collation of key comments:

Overall comments

• Governor: There is an overall change in emphasis – to the day to day practices within the
hospital. This is encouraging – and we hope to see how the quality improvements in these
will lead to further continuous improvement, as well as efficiency gains.
• Governor: These seem to be about areas that are more challenging – and not just issues
that are easy to measure. It seems that they are well thought out, to really drive
improvement and not just to say we’ve ticked the box.
• Governor: If we do well in these areas – it does seem like we have covered a good part of
our core business. This is therefore important to keep monitoring.
• Governor: Will these priorities be disseminate to all staff? It would be important that after
they are decided, that staff are all aware of these.

Improve
identification and
escalation of
acutely ill patients

• Governor: Timely intervention with acutely ill patients is key for a good outcome and
avoidance of serious incidents.
• NHS SEL: We think it is really important to focus on this which hasn’t yet been the focus of
wider attention, although I think it will.
• NHS SEL: Just out of interest, how big is this problem? Do we have benchmark data? (To be
included in the quality account)

Minimise harm
acquired in the
hospital through
the safety express
programme

•
•

Improve end of life
care

•

Improve diabetes
care

•

Improve our
responsiveness to
inpatients’ care
needs

•

Improve
outpatient
experience

•

Governor: I'd put this high - as an indicator of quality in patient care/ experience.
GST: We will aim to have similar focus and measures to benchmark performance and share
best practice ideas. Even if not included in the quality priorities, we have a lot of joint
collaborations and initiatives between the two hospitals.
• NHS SEL: It would be also good to know what is happening to improve performance for
hospital acquired infections, VTE, and HIV testing. (Separate response sent, with reference to
BoD papers available online)
Staff: We only have one chance to get it right at the end of life. If we let people down by our
actions or omissions, they will not forgive or forget.

Staff: There are huge numbers of patients affected – one in five King’s patients has diabetes
and this proportion is growing.
• NHS SEL: We recognise the importance of this – and how many patients are affected by
diabetes: just under one in five inpatients here right?
• Governor: I noted that there was earlier discussion about the technology/ IT investment that
is required for some of the improvements in these workstreams to happen. How confident
are we that this will be made, if this continues to be a quality priority for the next year? How
well are the different departments aligned?
Staff: The update published this month is that the National CQUIN targets for patient
experience remains the same basket of questions that relate to “Responsiveness to personal
care needs”. These have been found to be the most important aspects to patients, and we
want to achieve consistency and raise the bar across the board on these.

Governor: (Care) Involvement is important - but I'd also like to see concentration on
outpatient experience
• NHS SEL: Our clinicians have often raised this as an important issue – with a focus on how
their patients experience the crossing of organisational boundaries as an outpatient. If it was
possible to capture in the survey, this would be a good aspect to understand in regards to
continuity of care – especially when tests and appointments occur on different sites.

Recommendation
1. That Board of Directors note progress in developing the Quality Accounts, and ratify these six quality
priorities for 2012-13.
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Report to:

Board of Directors

Date of meeting:

28 February 2012

By:

Michael Marrinan, Medical Director

Subject:

Quarterly Patient Safety Report

Executive Summary
•

The CQC made an unannounced inspection on Thursday, 9 February 2011.
Feedback was very positive from the six inspectors who visited ED, Pharmacy and a
number of wards across the Trust. No serious concerns were raised, and they
remarked that our hygiene standards were good and infection control practice had
improved since the last visit in December 2010.

•

The Trust is on track to meet its 2011-12 MRSA bacteraemia target. As at the end of
January the Trust was off trajectory with regard to its CDT target - 78 cases,
breaching its 2011/12 trajectory of 75 cases. A full report is given by the Director of
Nursing & Midwifery and Director of Infection Prevention and Control in this agenda.

•

The Trust has procured an assurance system ‘HealthAssure’ and appointed an
assurance manager. This enables the systematic reporting and monitoring of
compliance with both the CQC Essential Standards and NHS Litigation Authority
Acute Risk Management Standards.

•

The Trust’s new patient safety framework was introduced in October 2010. This has
strengthened the focus on Patient Safety with two new committees, the Patient safety
Committee and the Serious Incident Committee, both of which report into the Board
Quality & Governance Committee.

•

A new central patient safety and risk management team was created in November
2011 to ensure greater consistency in the management of patient safety across the
trust.

Important Patient Safety Issues
Trends and Emerging Safety Issues
• The most reported incident types in 2011 were medication errors, patient falls, and
issues relating to blood products (in particular blood traceability and blood wastage).
In the October – December quarter:
o Reported medication errors (380) reduced in quarter (Jul-Sep quarter -407).
o Reported patient falls decreased in the last quarter from 319 to 268
o Reported blood product incidents have fallen steadily over the last 2 quarters,
from 298 in Apr-Jun to 206 in the current quarter.
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Medication Safety
• Although medication errors are the most reported incident type they rarely involve
patient harm. There were no reported cases of serious harm resulting from a
medication error in 2011
• The number of incidents relating to penicillins prescribed for patients with allergies
remains low. This is largely attributable to the implementation of an allergy alert in
the electronic prescribing system (EPMA) which flags if a contraindicted drug is
prescribed for a patient with a documented allergy
• Good progress has been made against the 2010-11 Quality Priority relating to
implementation of the electronic prescribing system (EPMA) in target wards – it has
been rolled out to 40 of 44 areas.
Patient Falls
• Reported falls have decreased over the past 6 months. The Safety Express project
has focussed specifically on the reduction of patient falls in selected wards whose
patients are at greater risk of falls. A number of measures have been implemented
through this project – some of these include:
o 30 bed/ chair falls sensors have been purchased for the safety express wards
o Foam ‘pillow paws’ slippers (which increase the risk of slipping) have been
removed from the Trust
o Grip socks are routinely supplied to vulnerable/ at risk adults
o The falls risk assessment has been revised and must be completed within 4
hours of admission and after each new fall
Reported falls have decreased on these wards and there are plans to expand this
project to other wards
• Trust-wide interventions to reduce patient falls include the development of a falls
patient education package and a standardised falls investigation template (RCA)
which are due to be rolled out by the end of the financial year
Pressure Ulcers
• The table below demonstrates that there has been a significant reduction in hospital
acquired stage 2, 3 and 4 pressure ulcers in the last 5 years
Year
Stage 2
Stage 3
Stage 4
07/08
241
25
13
08/09
153
24
20
09/10
160
25
4
10/11
95
8
3
11/12 (to date)
71
3
0

•

The increased focus on pressure sore identification and management which has
resulted from the efforts of the expanded Tissue Viability Team and Safety Express
project has resulted in measurable improvements. Some of the strategies which have
contributed to this success are listed below:
o Development of pocket guides and wall posters for nurses and health care
assistants on wound management and pressure ulcer staging
o Training in the identification, classification and management of pressure ulcers
for nurses, midwives and HCAs (via induction and study days)
o Root Cause Analysis performed for all hospital acquired stage 3 and 4 pressure
ulcers
o Revision and dissemination of pressure ulcer prevention and management
guidelines
o Development of a patient and carer leaflet
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Deteriorating Patients
Led by the Director of Nursing and Midwifery, the Trust has put in place a workstream and
prioritised actions to address this important safety issue:
• ALERT and ILS training for frontline medical and nursing staff
• A standardised system for tracking physiological observations (POTTS) which is
audited annually
• An expanded Hospital at Night team
• A standardised communication tool (SBAR)
• Further action is underway to comprehensively address this risk, including:
o Development of a deteriorating patient scorecard in Evision
o Realignment of Committees which are involved with this issue and its solution.
This will include a strengthened reporting structure
o Rollout of the electronic vital signs software (Wardware) which will flag abnormal
physiology in real-time
Serious Incidents (SIs) reported Oct-Dec 2011:
• There were 11 Serious Incidents (SIs) reported in the last quarter compared to 5 in
the previous quarter. Two of these SIs were classified as Never Events – one relating
to an incorrect implant and the other relating to wrong site surgery. Neither of these
incidents resulted in any harm to the patient although detailed action plans have put
in place.
• All SIs reported are reviewed at the Serious Incident Committee which is chaired by
the Medical Director. Actions are monitored by this committee and shared learning is
communicated across all specialties.
Clinical Negligence Scheme for Trusts (CNST) Premium 2012/13
The NHS Litigation Authority has informed the Trust that the CNST premium will increase
from £11m in 2011/12 to £12.48m in 2012/13 (gross). The NHSLA has stated that the
increase in premiums has been set against a background of an increase in clinical claims of
31% across the entire NHS in 2010/11. King’s achieved level 3 compliance (highest) with
NHSLA’s Acute Risk Management Standards (General) in September 2010 which delivers a
30% discount against a contribution of £7.6m. The Trust will be reassessed in 2013.
Maternity is separately insured under the CNST scheme and the contribution for 2012/13
remains in line with the previous year at £4.8m gross. Maternity was last assessed in
February 2011 and achieved Level 1 compliance which provides a risk discount of 10%.
Work is underway within the unit to bring forward a level 2 assessment (20% discount) in
2013.
Recommendation
The Board of Directors is asked to note the content of this report.
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Report to:

Board of Directors

Date of meeting:

14 February 2012

Subject:

Safeguarding Children Report

Author(s):

Paula Townsend – Deputy Director of Nursing
Louise Morton – Named Nurse – Safeguarding Children

Presented by:

Geraldine Walters

Sponsor:

Geraldine Walters

Status:

For discussion

1. Background/Purpose
This Quarterly Report an update with regard to progress against CQC compliance with the
safeguarding Children agenda
2. Action required
The Board of Directors is asked to note the contents of this report and make any recommendations
as necessary.
3. Key implications
Legal:
Financial:
Assurance:
Clinical:
Equality & Diversity:

Performance:
Strategy:
Estates:
Reputation:

There are no direct legal implications
In relation to the flagging system the estimated cost is £50k
This summary highlights key areas and actions taken
Significant clinical quality issues that arise are summarised. Key issues
which require further action are highlighted
Serious considerations are given in terms of safe guarding children.
Actions being taken in this paper are not believed to disadvantage any
groups of patients or staff.
Risks related to the numbers of staff that are trained will be monitored
through the performance meetings
Risks highlighted in this report inform the quality priorities that are
included in the Quality Report
There are no direct Estates implications
Areas of significant risk could potentially damage reputation at King’s
through poor clinical outcome and patient experience

Executive Summary
This report provides an update of the activity undertaken by the Trust’s Safeguarding
Children’s Team (SCT) between July 2011 and January 2012. This report provides details of
the number of referrals to the Safeguarding Children’s Team together with some of the
reasons for referral.
1
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The annual report was presented to the Trust Board in September 2011. The annual report
speaks to the Trusts safeguarding responsibilities under Section 11 of the Children’s Act
(1989) and the steps taken to ensure compliance with these. The report was presented to
Southwark Safeguarding Children Board in September 2011 and was well received.
There continues to be some progress with training, with the Safeguarding Children Team
delivering a high volume of training which is well evaluated. Attendance at training remains a
challenge with some sessions being cancelled due to being under subscribed.
Due to changes in eligibility for different levels of training (following the publication of the
revised intercollegiate document on competencies for healthcare staff), fewer staff are now
eligible for Level 1 training but significantly more staff are eligible for training at Levels 2 and
3. The Trust has therefore sustained a fall in percentage compliance.
In November 2011 a self-directed learning leaflet, equivalent to Level 1 competency, was sent
to all staff with their payslip (also sent to all Medirest staff) to ensure all staff were updated to
Level 1. The SCT have arranged with the Education and Development Team (EDT) to run two
additional Level 3 sessions in March and June 2012, to be held in a larger venue to
accommodate more delegates. These sessions are being advertised through the Trust
intranet, staff meetings and alerts to managers. Level 2 sessions are held twice a month.
The audit programme continues. Learning from these audits and from Serious Case Reviews
forms part of the safeguarding children work plan.
Positive progress continues with the work plan and in summary the following have been put in
place
- Level 1 self-directed learning leaflet.
- The safeguarding children database has been developed and is currently being
refined and tested. The database will allow provide greater security than current
systems, allow for more effective reporting and a central resource that would
support a support an electronic flagging system for children with safeguarding
concerns, once Trust patient record systems are interfaced.
- In accordance with the Trust’s major trauma protocols and safeguarding children
policy the SCT, trauma team, CAMHS and youth workers developed a team
approach to the management of the security, psychological and safeguarding
needs of these vulnerable children and young people. This is exemplified in a
proforma for use in all major trauma cases under 18 years of age. The proforma
prompts staff regarding the actions they need to consider when managing a case.
It was launched at the end of August 2011, with training and awareness-raising
programmed led by the SCT, trauma and youth work teams. The proforma will be
audited as part of the audit cycle on the safeguarding children work plan.
Other initiatives in development are:
Level 3 training updates for midwives have been developed, to be delivered in mandatory
training from January 2012. This training focuses on learning from serious case reviews
relating to midwifery and care of young babies.
Planning for a study day on suspicious child death to take place May/June 2012.
A draft policy for the management of allegations against staff (regarding safeguarding) has
been developed by the Human Resources team which is being reviewed by the
safeguarding teams. This includes procedures for referral to the Independent Safeguarding
Authority (ISA).
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1.0
Introduction
The following report provides an overview of activity which has been undertaken within the
Trust with regards to safeguarding children during the timeframe of the report. It details key
developments and progress both internally and with external partners in regard to how the
Trust meets its statutory responsibilities for safeguarding children. This report will alert the
committee to any increased risks identified through monitoring.
2.0
Overview of safeguarding children activity
There have been 292 cases referred to the Safeguarding Children’s Team (SCT) for the
period between July 2011 and January 2012. This represents approximately 2 referrals per
working day. The age range for referral is 0 – 18 years.
Table 1 – no. of referrals to the SCT July 2011 to January 2012 by borough of residence
Borough of residence
Lambeth
Southwark
Lewisham
Not known
Other borough
Total

No. of cases
71
80
34
14
93
292

Table 2 – referrals to the SCT July 2011 to January 2012, by reason for referral/concern*
Reason for referral/concern
Sexual abuse / exploitation
Sexual health other
Pregnancy/TOP
Head injury total
Confirmed non-accidental head injury
Other NAI / physical abuse
Assault total
Dog bites
Assault – stabbing
Assault – gunshot wound
Assault – other
Fabricated/induced illness
Overdose / deliberate self-harm
Other mental health - child
Alcohol/substance misuse - child
Poor compliance/DNA
Domestic violence
Parental alcohol/substance misuse
Parental mental illness
Parental learning disability
Poor supervision/neglect
Adult patients/child unattended/at risk
Consent/parental responsibility issues
Schedule 1 offender – child/parent
* Some cases fall into more than one category

No. of cases
18
3
20
24
5
8
27
3
18
2
7
3
16
7
6
14
26
17
8
5
26
21
8
2
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3.0

Overview of safeguarding activity in midwifery

In the period from July 2011 to January 2012 there have been 2649 registerable births at
King’s. This represents a 12 % decrease on figures for the same period in 2010 (due to
steps taken by maternity services to ‘cap’ out-of-area referrals). Of these births 11 were to
women who presented in labour at KCH but were ‘unbooked’ for pregnancy care at any
hospital. All these women represent a safeguarding risk as they have received no midwifery
/ obstetric care during pregnancy. There were 130 referrals to the multi-agency safeguarding
meeting for vulnerable women during the period of this report.

Table 3 – number of babies subject to formal child protection procedures/removed into care July
2011 and January 2012 *
Child protection status
Child in Need plan
Child Protection plan
Police Protection Order
Emergency Protection Order
Interim Care Order
* Some cases fall into more than one category

No. of cases
53
46
0
0
16

Table 4 – number of babies subject to formal child protection procedures/removed into care July
2011 and January 2012, by borough of residence
Borough of residence
Lambeth
Southwark
Lewisham
Croydon
Greenwich
Bristol
Haringey

No. of cases
38
47
4
2
4
1
1

In the period July 2011 to January 2012, 16 babies were made subject to a legal order, one
of whom was delivered at another hospital. In these cases discharge cannot be effected
until an order is in place, which can only be applied for once the baby is born. The SCT
continues to work closely with midwifery and multi-agency colleagues to ensure that these
arrangements are put in place in a timely fashion. To this end, the team have recorded the
time taken to discharge in these cases. Between July 2011 and January 2012 a third of
babies subject to a legal order were discharged within 3 days of birth and 73% (11/15) under
5 days. 2 of these cases involved contested court proceedings. Of those who stayed more
than 5 days all had clinical indications for prolonged stay (either for mother or baby).
4.0
Safe recruitment / safe disciplinary practice
The Trust is fully compliant with the NHS Employment Check Standards and associated
legislative requirements.
The Trust conducts CRB disclosures for all new starters working with children at an
enhanced level and checks that the individuals are not barred from working either with
children or vulnerable adults. The Trust aims to ensure that all those working with children
have their CRB disclosure re-checked every 3 years and is increasing resources to meet
that commitment. In April/ May 2011 an internal audit of CRB checks in Medical Staffing
revealed some administrative inadequacies. These were immediately resolved and remedial
action implemented generally to improve the professionalism of the service.
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The Trust is compliant with the standards/procedures required by the local authorities (and
local safeguarding children boards) and the London Child Protection Procedures which are
consistent with those outlined by NHS Employers. Under these procedures the Trust is
required to identify and act on allegations against members of staff which have implications
for safeguarding children. Where such concerns arise, staff are asked to identify this to their
manager, the appropriate HR manager and safeguarding children’s team. The Named Nurse
will report the concern to the Local Authority Designated Officer (LADO), who will advise on
the safeguarding aspects of the case. Consideration is given to whether the case meets
threshold for referral to the Independent Safeguarding Authority (ISA). The roles /
responsibilities and processes for ISA referrals are currently being reviewed by the HR
department together with the adult and children’s safeguarding team.
5.0
Training
As of January 2011 the Trust re-aligned training levels to comply with the revised
intercollegiate document on safeguarding competencies for healthcare staff. The revised
program commenced in January 2011. All clinical staff now need to undertake level 2
training. Eligibility for level 3 training has also increased, meaning that a much higher
number of staff are now eligible for training at these levels. Hence the Trust has sustained a
fall in percentage compliance.
Table 5– classification of training levels as of January 2011
Staff group
All non-clinical staff working in a
health care setting

Training level
Level 1

All clinical staff working in a health
care setting

Level 2

Staff who are in occasional contact
with children and young people and
with adults who are parents/ carers
Staff who work regularly with
children and young people and with
adults who are parents/ carers.

Level 2 or 3 depending on
level of responsibility
Level 3

Table 6 – Number of staff who have undertaken safeguarding children training as of January 2012
Level

No. staff eligible

No of staff trained

Level 1

1783

1772

Level 2

4213

1570

Level 3

1071

586

Level 1 training is available via e-learning. Level 2 is delivered via e-learning or by face to
face training offered by the SCT. Level 3 training is delivered face to face by the SCT with
involvement of partner agency colleagues from social care and the police.
Regular training sessions are in place for the rest of the year. In addition the SCT continues
to deliver training to specialist groups of staff, and on nursing and midwifery induction.
Some trust wide training sessions are cancelled due to insufficient attendees. The SCT,
together with the Corporate Communications team, developed a self-directed learning
information sheet, equivalent to Level 1 competency, which was distributed to all staff with
their payslips in November 2011. These leaflets are also being given out by EDT at
induction. This will serve as an annual update for all staff at level 1 and ensure that level 1
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compliance remains high, despite staff turnover. Additional Level 3 training sessions are
being held in March and June 2012, offering an increased number of places at each
session.
Measures in place to address the training shortfall are:
- Self-directed information for Level 1 sent to all staff and included on induction
- Additional Level 3 training dates
- Promotion of Level 2 training
Compliance with training will continue to be driven through the performance meetings led by
the Director of Operations and through the nursing scorecard meetings. This continues to be
a risk for the Trust.
6.0 Audit of safeguarding activity
The SCT and other members of the Safeguarding Children Committee currently undertake
regular audits of the Trust’s child protection systems and processes. There is an audit plan
in place for the next quarter.
Within this quarter the following audits have been undertaken
- Audit of Level 2 training
- Audit of documentation in safeguarding cases (child health)
- Audit of maintenance of records in Child Health
Findings from the audits are reported to the Safeguarding Children Committee and form part
of the safeguarding work plan.
7.0 Progress and gaps within the assurance framework
‘Flagging’ of vulnerable children/women
Whilst the Trust has processes and systems in place for identifying vulnerable
children/women and staff trained to take the appropriate action, there is no electronic alert
system in place that ‘flags’ the patient on the electronic patient records. An IT system is
required which interfaces with the different electronic patient records systems in use across
the Trust. A specification for such an interface and ‘flagging’ system was developed with the
IT department. This is a priority within the Trust’s IT work plan. There have been a number
of delays related to this due to capacity issues within IT. The database to support the
flagging system has been developed and is currently being refined and tested.
Training
See above
8.0
CQC
The Trust is registered with the CQC and able to demonstrate compliance with essential
standards of safety and quality as set out under the Health and Social Care Act 2008.
The CQC declaration of compliance was published on the Trust website by 31st March 2010,
being last updated in July 2011. The declaration addresses the following:
-

Organisations meeting standards in relation to Criminal Records Bureau checks
Child Protection policies are up to date and robust including a process for following
up children who miss outpatient appointments and a system for ‘flagging’ children
when there are safeguarding concerns
All eligible staff are up to date with safeguarding training
Named professionals are clear about their roles and responsibilities
There is a board level executive director identified for safeguarding
Board review of safeguarding across the organisation at least once a year and a
robust audit programme of safeguarding systems and processes.
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Amber status
1.
The Trust has still not met the 80% target for training at levels 2 and 3. There is an
action plan to address this and training is being driven through the divisions by the
Divisional Managers and addressed at performance meetings.
2.
There is a requirement for a flagging system, as discussed.
The Trust submitted a Provider Compliance Assessment (PCA) to the CQC in regard to
Outcome 7 of the CQC Essential Standards (Safeguarding people who use services from
abuse) in December 2010. In accordance with CQC requirements the PCA will continue to
be reviewed on an ongoing basis.

The Board of Directors is asked to:
1.
Note the contents of the quarterly report which provides an overview of risk and
governance.
2.
Make any recommendations as necessary.
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Safeguarding Adults at Risk/Learning Disabilities Interim
Report July 2011-December 2011
Report to:

Board of Directors

Date of report:

28 February 2012

Subject:

Safeguarding Adults at Risk (including people with learning disabilities)

Author(s):

Lindsay Batty-Smith-Safeguarding Adults Coordinator
Richard Hammond-Learning Disability Coordinator
Paula Townsend- Deputy Director of Nursing

Presented by:

Geraldine Walters - Executive Director of Nursing & Midwifery

Sponsor:

Geraldine Walters

Status:

For discussion

1. Background/ Purpose
This interim report provides an overview of the responsibilities of the Trust with regards to
safeguarding adults at risk and identifies our progress against CQC and other key requirements.
2. Action required
The Quality and Governance Committee is asked to note the contents of this report and make any
recommendations as necessary
3. Key implications
There are no direct legal implications
Legal:
Financial:
The financial implications relate to the cost of funding a flagging system for
learning disabilities cases and other adults at risk, resourced within ICT
Assurance:
This report highlights key areas and actions taken
Clinical:
Equality
& Diversity:

Performance:
Strategy:

Actions set out in this report will advise on safeguarding adults at risk Key issues
which require further action are highlighted
The actions set out will ensure that adults at risk are identified, protected and
their rights respected. Implementation of the recommendations of “Healthcare
for All” will help to reduce inequality in access, treatment and outcomes for
people with learning disabilities.
Risks related to the numbers of staff that are trained will be monitored through
the performance meetings
Safeguarding adults reports through the Healthcare for All Committee and onto
the Patients’ Experience Committee
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Estates:

There is no direct impact on Estates

Background
King’s College Hospital NHS Foundation Trust (Kings) together with Guys and St Thomas
NHS Foundation Trust (GSTT), the South London and Maudsley NHS Foundation Trust
(SLAM) and Kings College London (KCL), forms the Kings Health Partners Academic
Health Sciences Centre. The Trust’s client group is complex and challenging, comprising
an ethnically, and culturally-diverse inner city population, from areas of high social mobility
and of social deprivation. This population includes adults who are at risk from abuse or
neglect and those with a learning disability, who are known to have more difficulty
accessing healthcare and have received poor quality services in England as a whole
There is also a non-local cohort of patients with additional vulnerability due to chronic illness
or severe injury/trauma, whether accidental or non-accidental.
The Trust has continued to work closely with partner agencies and the Local Authority
Safeguarding Adults Boards (SAPB) to ensure that its safeguarding services are compliant
with Pan London Policy and CQC outcomes 7 and 16 requirements and importantly, meet
the needs of adults at risk and people with learning disabilities presenting at King’s College
Hospital.
1. Scope of this report
This report relates to the period from July 2011 to December 2011 and addresses King’s
College Hospital NHS Foundation Trust’s responsibilities towards safeguarding adults at risk,
over the age of 18, including adults with learning disabilities. Current training figures are
provided up to December 2011.
2. Governance Framework
The Trust refers to the Independent Safeguarding Authority (ISA), the Care Quality
Commission (CQC), NHS London and other bodies. They place a responsibility on the Trust to
implement appropriate arrangements to safeguard adults at risk and to engage in interagency
working in support of investigation of suspected abuse. The Board Assurance Framework
identifies safeguarding adults as a key issue, specifically the failure to identify a vulnerable
patient and therefore expose them to risk and abuse. Failure to carry out an adequate
assessment may therefore result in staff not acting in patients’ best interests and addressing
their needs.

3. Policy Framework
Figure 1 – Safeguarding Adults Reporting Structure at December 2011
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Trust Board

Quality and Governance committee

Healthcare for all Committee

Proposed LD patient and carer forum

Safeguarding Adults & Mental Capacity Act
Steering Group

4. Training
Support and training for front-line staff is essential for safe working, including specific training
regarding learning disabilities. NHS London requires 90% of staff to be trained in learning
disabilities.
As level 1 is only basic awareness, most clinical staff need additional competence to level 2
(see Tables 1 & 2). An action plan has been drawn up to address the shortfall
-

Progress has been made towards implementation of the Mental Capacity Act, in that elearning is readily available. However, uptake remains low. The Safeguarding Adults Team
is gathering evidence of the implementation of the Act including staff knowledge and
confidence in practice.
Table 1 – Classification of training levels
Staff group
All non-clinical staff working in a health
care setting

Level
Level 1
Awareness

All clinical staff working in a health care
setting

Level 2
Alerters

Safeguarding Adults investigators

Level 3
Investigators

Table 2 –Staff who have received safeguarding adults training as of December 2011

•

Level

No. staff eligible

% staff trained

Level 1

7273

99.1

Level 2

3594

31.7

Level 3

5

0

Level 1 basic awareness training has been delivered to all Trust via a leaflet attached to
November payslips including all Medirest staff
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•

Level 2 training is in place and delivered face to face monthly at the WEC, bi monthly to
the Nursing and Midwifery Induction and bespoke sessions for divisions and wards

•

Achieving post-basic training targets for clinical staff in safeguarding adults and mental
capacity has fallen slightly since the last report

•

Level 3 training is still being sourced and not available at year end 201. The plan is
therefore to find an alternative source for this training.

5. Safe Recruitment
The Trust adheres to the mandatory Employment Check Standards issued by NHS
Employers and Government legislation, which supports safeguarding. CRB disclosures are
obtained for all relevant groups that work with children and/or vulnerable adults as defined
by the Safeguarding Vulnerable Groups Act. I
All contractors (including for bank/agency/locum staff) are asked to confirm that they fully
comply with the NHS Employment Check Standards and that they have appropriate
governance and audit procedures in place to assure compliance with their own procedures.
Contractors are required to provide assurance that workers receive induction training and
annual update training relevant to the normal duties the worker is expected to perform and
in line with King’s policies and procedures. Clinical agency staff are provided, by their
agency, with induction information which includes reference to the roles and competencies
for healthcare staff.
The Trust is reviewing its procedures regarding referrals to the Independent Safeguarding
Authority (ISA). This will include the identification of a specific group of senior staff,
including a representative from safeguarding and a senior HR officer, who will consider
potential referrals to the ISA, to ensure consistency of practice throughout the organization.
6

Operational Management

The Safeguarding Adults Team was established in July 2009 and comprises a full time
Coordinator Band 8A, a Learning Disability Coordinator (30 hours Band 7) and a part-time
Administrator Band 4 (see Table 3). The key responsibilities of the Safeguarding Adults
Team are as follows
•
•
•
•
•
•
•

response to alerts for all adults at risk groups
support for mental capacity and best interests decision making issues
training for all staff groups in safeguarding and mental capacity
interagency working
audit activity
policy development
implementation of Healthcare for All targets relating to the health care of people with a
learning disability.

Table 3 – Safeguarding Adults Team members by Whole Time Equivalent (WTE)
Role
Lead clinician

WTE
1.0
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LD co-ordinator
Administrator
7

0.8
0.8

Safeguarding Adults activity

The Safeguarding Adults Team has had an increasing number of safeguarding alerts and
referrals since the last review. Over the past 6 months, 370 referrals were received from
various boroughs (see Table 4).
Table 4 – Referrals to the Safeguarding Adults Team July 2011 to December 2011, by
borough of residence
Borough of
residence
Lambeth
Southwark
Lewisham
Other borough
Total

Number Percentage
of
cases
131
35.3
147
39.7
34
9.2
58
15.8
370
100

The vast majority of referrals relating to alleged abuse (97%) relate to suspected abuse that
occurred in the community.
The majority of Safeguarding (alleged abuse) referrals relate to suspected neglect or
physical abuse. Sexual abuse has dropped since the last report but financial abuse and self
neglect have increased. The bottom part of Table 5 shows referrals for vulnerable people
or people with a learning disability who require protection from potential abuse.
Table 5 – referrals to the Safeguarding Adults Team July 2011 to December 2011
Reason for referral/concern
Alleged abuse cases:
Neglect
Physical abuse
Financial abuse
Sexual abuse
Psychological
Self neglect / Self harm
Institutional abuse
Discriminatory abuse
Liaison (non-abuse) cases:
Adult at risk liaison
LD liaison

% of cases
37.5
30.0
11.9
6.9
1.2
11.9
0.0
0.6
60.8
39.2

Of the cases where abuse was not suspected, most were either preventative work with
vulnerable adults at risk of abuse or liaison to support patients and families/carers. Many of
these cases required substantial interagency liaison, assisting with care and discharge
planning and ensuring follow up was arranged with local authority and community health
teams.
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There were 56 cases (four times the amount from the last report) where the team offered
support to clinicians in applying best interest procedures under the Mental Capacity Act
(2005). The vast majority (53.6%) were for adults over 65 years; people with LD were
involved in 21.4% of these cases
The marked increase in these MCA cases is probably due to better recording and a drive by
the Safeguarding Adults Team to promote better awareness and application of the Act
through Level 2 safeguarding training. A new project spearheaded by the team is an
ongoing MCA re-launch group. After sharing experiences of use of the Act at King’s, this
group includes representatives from Gerontology, Emergency Department, COPAL, Older
Persons, Legal, Police, Learning Disabilities, Therapies, Discharge Co-ordinators and the
Dental School.
To date the Trust has not been asked to write an IMR or to contribute to a serious
case review.
Learning disabilities
The Healthcare for All report (2008) of the independent inquiry into access to healthcare for
people with learning disabilities identified key areas for development for all Trusts. Key areas
include staff training on learning disabilities, patient and carer involvement, review of
accessibility.
The appointment of the Learning Disabilities Co-ordinator has enabled King’s to improve
recording of visits to the Trust by those with learning disabilities, allows reasonable adjustments
to be offered through Safeguarding Adults systems and increases the understanding by general
staff of the requirements of this patient group. A related action plan forms appendix 3.
Achievements during 2011
The Safeguarding Adults lead was a guest speaker at the London ACA conference in July
2011.
The Safeguarding Adults lead was a guest speaker at the Tissue Viability study day in
November 2011.
The Safeguarding Adults lead has submitted an article to the Nursing Times, currently being
externally peer reviewed. Publication pending for February 2012 issue
Progress and gaps within the assurance framework – reference
It has been identified that there is a need to develop a Trust wide flagging system for both
children and adults with safeguarding concerns and a database which has secure access and
contains all the information related to individual cases. This represents a risk to the Trust as
some adults with safeguarding concerns may be missed if this issue is not addressed. An IT
consultant has developed a database with the safeguarding children team. Ongoing work
continues to develop the flagging system. Once the database has been developed, a flagging
system will then be developed which will be used to flag vulnerable adults, children and those
with learning disabilities across the Trust.
Green status
• The Trust currently responds to safeguarding alerts within an appropriate timeframe
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•
•
•

A bespoke database has been developed within the team to reflect the Pan London
guidance
On target to have implemented ISA requirements
Annual report presented to the Board 2011

Amber status
•

•

There is a requirement for a flagging system with an attached database to be in place
so that when a vulnerable adult with safeguarding concern is admitted to the Trust, all
staff are made aware and take the appropriate actions. An IT consultant has currently
been engaged to develop this database.
We will continue to deliver level 2 safeguarding adults training but will fall short of the
CQC target of 80%.

Conclusion
The Trust has made significant progress in relation to safeguarding adults at risk and more
specifically learning disability issues however further work is required particularly in relation to
training and development of the required IT systems.
Next steps:
•
•

Review Trust’s capacity and capability to deliver on safeguarding adults requirements
both current and anticipated
Review the effectiveness of our systems to enable us to understand and plan to meet
the full range of needs of people with learning disabilities

The Board of Directors is asked to:
1. Note the contents of this report which provides an overview of risk and governance
2. Make any recommendations as necessary.
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Report to:

Board of Directors

Date of Meeting:

February 2012

Subject:

Infection Control Quarterly Report – January 2012

Author(s):

Erika Grobler; Deputy Director of Infection Prevention and Control

Presented by:

Erika Grobler; Deputy Director of Infection Prevention and Control

Sponsor:

Dr Geraldine Walters

History:

DIPC report incorporating Risk Register and Hygiene Code Gap Analysis

Status:

For report.

1. Background / Purpose
A summary of the Infection Prevention and Control activity from October till December 2011
2. Action required
To note the content of the report.
3. Key Implications
Legal:
Financial:

Assurance:

Clinical:
Equality & Diversity:
Performance:
Strategy:
Workforce:
Estates:
Reputation:

The Trust has a statutory responsibility to ensure compliance under the
Hygiene code. The submission of a quarterly report is part of the Code.
Poor infection control practices and increase in infection rates has a direct
financial impact as a result of additional drug costs and increase in Length
of Stay
The infection Prevention and Control report provides an overview of
Infection Control activity and identifying significant trends and
developments. This report incorporates the risk register relating to
infection control also.
Good Infection Prevention and Control practices are key to providing high
quality care to King’s patients
The content of this report has no implications for equality and diversity
Infection rates have a direct impact on length of stay, our Monitor
performance rating and our CQC registration status.
None
None
None
Poor compliance in infection prevention and control standards could
adversely affect the reputation of the organisation.

Other: (please specify)
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Infection Prevention and Control Quarterly Report
October till December 2011
1. Executive Summary:
The Trust has a statutory responsibility to be compliant with The Health and Social Care act
2008. A requirement of this act is for the Board of Directors to receive a quarterly report from
the Director of Infection Prevention and Control. This report details Infection Prevention and
Control activity from October till December 2011.

2. Regulatory Background
The Department of Health (DH) set the 2011/12 MRSA objective based on recommendations
from the National Quality Board. The objective is based around a national median of
performance for acute Trust and PCT organisations and is recalculated annually. For King’s
College Hospital, the national median rate equates to 6 cases for 2011/12. A CDT objective has
also been set, using a similar methodology. This equates to 75 cases for 2011/12.

3. DH Indicator data
• MRSA bacteraemia
Between April and December 2011 the Trust has recorded 3 Trust attributable (post 48 hour)
cases of MRSA bacteraemia, one in the Liver Division, one in Haematology and one in Team.
There have also been seven non Trust attributable cases, five of which are patients who are
regular attenders at either the Diabetic Foot Clinic (3 cases) and renal dialysis (2 cases). In all
these cases a Root Cause Analysis process has been completed and gaps in practice closed.

• Clostridium difficile infection
The DH have established a CDT objective in 2011/12 with a similar methodology to that of
the MRSA objective. This equates to an objective of no more than 75 cases for 2011/12. The
Trust at the end of Q3 had had 78 Trust attributable cases which means that the Trust has
now exceeded its annual trajectory.
Key findings from an analysis of the findings of the Root Cause Analyses of C.difficile cases
between June and November 2011 is included:
o
35 cases were analysed, of these 3 were possibly false positive cases.
o
Risk factors identified included the use of proton pump inhibitors without a clear
indication, the concurrent use of laxatives, a delay in isolation beyond the 4 hour
standard, as well as the use of antibiotics.
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Key actions include (see high level action plan for detail):
o

A peer review of systems and processes, particularly related to antibiotics, was
requested from a peer Trust. See point 5 for detail.

o

The introduction of weekly CDT review meetings, chaired by DIPC and attended by
both senior medical and nursing staff involved with each case.

o

Inclusion of a monthly commode audit on the infection control scorecard, to be
completed by the Infection Control nurses.

o

Launch of the Proton Pump Inhibitor and laxative policies and order sets on EPMA.

o

Review of antibiotic pocket guide to strengthen antibiotic stewardship further.

•

VRE bacteraemia
The Trust agrees a local target with its commissioners for VRE bacteraemia. This
reduction is set at 10% on the previous financial year’s performance. The Trust has had
13 cases YTD till December 2011 compared to an objective of 14 cases for the same
period.

•

Meticillin Sensitive Staphylococcus aureus (MSSA) bacteraemia
The Trust has, from January 2011, a requirement to report all cases of MSSA
bacteraemia to the Department of Health. The Trust has 23 Trust apportioned cases
between April and December 2011. An internal objective was set based on a 15%
3
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reduction in the number of post 48 hour cases in 2010/11. Please see attached
trajectory graph for more information.

•

E. coli bacteraemia
The Trust has, since June 2011 been required to submit data on E.coli bacteraemia to
the Department of Health. The Trust has reported 38 cases between June and December
2011.

4. Hand Hygiene Audit – Lewisham tool
hand hygiene is the cornerstone of Infection Prevention and Control. One of the best ways to
measure hand hygiene compliance is by using an observational audit tool. There are a variety of
observational tools currently available but no standard UK wide tool. All tools have benefits and
shortcomings.
The decision to use the Lewisham tool was made as the tool is simple use, reliable and provides
consistent results. The tool is based on the work by Pettett et al (2000) and is based on “The 5
moments of hand hygiene” of the World Health Organisation and National Patient Safety
Agency. The 5 moments specify the occasions when healthcare workers should decontaminate
their hands.

Methodology:
The audit is usually conducted by the Infection Control Link Practitioners who have
received training in the use of the tool. The basis of the tool is that it allows the
recording over a 20 minute period whether healthcare workers who touch patients have
adequately decontaminated their hands in a timely way.
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The tool is based on the principle that when touching patients or their environment,
healthcare staff have ‘hand hygiene opportunities’. The observation tool compares the
hand hygiene opportunities with actual observed hand hygiene. Compliance is then
expressed as a percentage. Compliance is defined as either washing hands with soap and
water or rubbing with an alcohol rub in accordance with a hand hygiene opportunity.
compliance (%) = number of observed hand hygiene
hand hygiene opportunities
These data is then entered onto the Meridian data system from where it is taken to
populate the infection control scorecard.
It is sometimes impractical to decontaminate every time a potentially contaminated
item is handled. For example, a nurse may measure a patient’s blood pressure and
temperature and handle the patient’s records. The expectation in these cases is to wash
or decontaminate hands before and after this series of activities. This expectation is
included in the training prior to using the tool.
The requirements of the tool are high and it is unlikely that a healthcare worker would
be able to decontaminate their hands at every point set out by the “5 moments of hand
hygiene”. This is reflected in the target for hand hygiene set at 95% which is still an
ambitious target to achieve. The trend of the hand hygiene audit results since the
introduction of the Lewisham tool has shown an improvement of compliance of around
20%. It is, however, essential that we continue to focus on further improvements in
order to reduce the risk of HCAIs to patients.

5. External review – Antibiotic stewardship
The Trust invited Dr Tim Planche from St. Georges Hospital to conduct a review of processes and
systems, particularly related to antibiotics. This review took place on 23rd November 2011. The
review found that a number of important changes to infection control management had been
introduced at King’s and that these were likely to have an effect on reducing C.difficile in the
future. Broad areas of importance where additional improvements to reduce rates of C.difficile
could be made included:
• Environmental cleaning:
Ensuring the highest standards of cleaning of all patient areas
• Monitoring and surveillance:
To add a breakdown of the rates between units expressed as rates per thousand bed
days to the monthly trajectory reporting to form the basis of focus for efforts on the
control of C.difficile.
To further strengthen documentation surrounding prescribing by adding information on
prescription appropriateness to antibiotic stewardship KPIs.
• Antibiotic guidance:
The review agreed that the antibiotic guidance reviewed was thorough and up to date.
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Guidance was clear and easily accessible on the wards. Guidance for communityacquired infections could be reviewed.

6. Infection Control Improvement Strategies
An action plan was formulated in January 2011 identifying key improvement strategies to deliver
a step change in performance in 2011/12 (see appendices). Key assurance mechanisms to
measure the effectiveness of the plan is the monthly Trust, divisional and ward level scorecards.
(see appendices for December 2011 scorecard).

7. The Hygiene Code Gap Analysis
Attached is the December review of Hygiene Code compliance.

8. Next steps:
During the next three months the focus will be on:
• Completing the intravenous line Aseptic Non-Touch Technique training
•
•
•
•
•

•
•

programme
Revising the antibiotic pocket guide with specific emphasis on guidance for
community acquired infections
Providing data to divisions on antibiotic usage
Introduction of a monthly Infection Control nurse led audit of commodes
Continued focus on ensuring consistency in environmental and near patient
equipment cleaning.
The introduction of a midline insertion service. This development will relieve the
pressure on Radiology for insertion of PiCC lines as well as reduce the number of
patients requiring serial peripheral line insertions. It is hoped that this will deliver
a cost saving to the trust as well as reducing length of stay.
IV team to review MSSA bacteraemia cases.
Implementation of new national CDT testing guidance.

Appendices
1.
2.
3.
4.
5.

HCAI high level action plan: December 2011 update
Hygiene Code Gap Analysis
Infection control scorecard – December 2011
Alert organism graphs/charts
Hand hygiene audit tool.
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HCAI high level action plan: December update
Issue

Actions

Target/Outcome

Timescales

Board Assurance

Progress

Board Level
responsibility

Ownership and
accountability

Chief Executive to meet
consultants whose
patients have a
bacteraemia

All consultants to meet
with CEO

Process in place

Report to Board
Quarterly (DIPC
report)

All consultants are
being met

CEO

Divisional action plans in
place

All divisions to develop
and HCAI action plan

To be signed off
at HCAI
Operations
Committee (8th
April 2011)

Report to Board
Quarterly

Divisional action
plans in place, but
not all have been
shown to provide
sufficient
assurance

Director of
Operations

November update:
KPMG report has
been issued with
minor
recommendations
to improve
consistency in
plans.
Plans for 2012/13
to be submitted to
HCAI Operations
7
Quarterly report – BoD – February 2012

Enc 2.8.4

Issue

Actions

Target/Outcome

Timescales

Board Assurance

Progress

Board Level
responsibility

committee in April
2012.
Active link nurse
programme established

All wards to have an IC
link nurse.

In place since
October 2010.
Report activities
in April 2011
DIPC report.

Report on link
nurse activities
twice yearly
within DIPC
report

Inpatient areas are
all represented.
December 2011
update:
programme fully
established.
Report on
activities to be
included in April
2012 Board report.

Director of
Nursing

Appropriately hold
professionals to account

Where careless or
unprofessional practice is
identified, disciplinary
action will be considered

Immediately

Report to Board
quarterly

Disciplinary action
to be reported to Q
and G committee

Medical
Director/Nurse
Director

Appropriately hold
Managers to account

Where appropriate
standards are not being
established and
maintained to meet the
standards set out in the
Hygiene code of the

Immediately

Report to Board
quarterly

No disciplinary
action taken as yet

Director of
Operations
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Issue

Actions

Target/Outcome

Timescales

Board Assurance

Progress

Board Level
responsibility

Health Act disciplinary
action will be considered.
Performance
Management

Develop infection control
scorecard

Update measures
monthly

To be issued in
April 2011

Review and
divisional
performance
meetings and
report to Board
Monthly as part
of the
performance
report

Scorecard
produced since
April 2011 and fully
discussed at
performance
meetings

Director of
Operations

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

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

End February
2011

Divisions with
unacceptable
performance will
undergo a period
of weekly
performance
management
until
performance
improves with
incorporation of
support or

Divisions not RAG
rated over
Christmas period.
Programme will
continue from
January 2012.

Director of
Operations
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Issue

Actions

Target/Outcome

Timescales

Board Assurance

Progress

Board Level
responsibility

disciplinary
actions/other
sanctions where
the required
standards are
repeatedly
unacceptable.
Surveillance report –
(New action added
December 2011 in
response to external
review)

Control of MRSA

To include a breakdown
of divisional CDT rates
expressed as rates per
thousand bed days on
trajectories discussed at
HCAI Operations
Committee

To identify and focus
attention on those
divisions that require
additional support.

January 2012

To be reviewed
at HCAI
Operations
committee each
month.

Included from
January 2012

Head of
Surveillance

Screening of Elective
patients

100% screening achieved

Immediately

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

November 2011
update: 99.7%
screened.

Director of
Operations

Screening of Emergency

100% screening achieved

Immediately

Infection control

November 2011

Director of
10
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Issue

Actions

Target/Outcome

Timescales

Board Assurance

Progress

Board Level
responsibility

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

update: 99.1%
screened.

Operations

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

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

Measurement in
place on scorecard,
performance
requires
improvement

Director of
Operations

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

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

Measurement in
place on scorecard,
performance
requires
improvement

patients

Rapid isolation of
patients on identification
of MRSA

Rapid decolonisation of
MRSA positive patients

Isolation within 12
hours**

Decolonisation protocol
begins within 12 hours**

November data:
81.5 % compliance,
up from 60.7 % in
October.
Medical Director

November data:
70%, down from
11
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Issue

Intravenous line care

Actions

Target/Outcome

Timescales

Board Assurance

Progress

Board Level
responsibility

2011.

93.3% in October.
All three
practitioners now
in post.

DIPC

Some training
undertaken. Major
cross trust
Infection control
competency
assessment
programme in
place; to include
basics of infection
control and
handling of IV lines.
Target to have
assessed all clinical
staff by March
2012.

Medical Director

Appoint an additional 3
IV line practitioners to be
ward based in areas at
high risk of line related
bacteraemia

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

To be in post by
1st March 2011.

Medical staff to receive
training in line insertion

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

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

Report training
numbers twice
yearly within
DIPC report

Training has been
12
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Issue

Actions

Target/Outcome

Timescales

Board Assurance

Progress

Board Level
responsibility

delivered to all
August and
October intake of
junior doctors.
42.5% of medical
staff have now
been trained. (up
from 35% in
October)
Nursing staff to receive
training in line care

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

Programme to be
established,
building on
training
programme
already in place,
by February
2011.

Report training
numbers twice
yearly within
DIPC report

As above. 60% of
nursing staff have
now been trained.

Director of
Nursing

OLM system is
currently used to
capture training
numbers.
Progress to be
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Issue

Actions

Target/Outcome

Timescales

Board Assurance

Progress

Board Level
responsibility

included in April
2011 DIPC
report.
Roll out the use of
“biopatches” or similar in
selected areas

Ensure optimum routine
care of IV lines

Identify situations where
biopatches/similar
should be used

Completed at
meeting of IV
catheter group
(18 January
2011).

In place across the
trust.

Medical Director

Roll out training in
biopatch/similar use

Programme to be
agreed by 7th
February 2011
and to
commence in 1st
March 2011.

Completed.

Medical Director

Monthly prevalence
audit

To commence on
21st February
2011.

Three months of
prevalence audit
completed. Results
published on IC
scorecard. Some
improvement in
results.
November 2011:

Director of
Nursing

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

Actions

Target/Outcome

Timescales

Board Assurance

Progress

Board Level
responsibility

Dressing
appropriate: 92.5%
Date recorded:
81%
Line still needed:
95%
Documentation
completed: 77%
Less than 72hrs:
90%
Control of clostridium
difficile

Time to isolation of all
patients with Diarrhoea

Isolation within 4
hours**

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

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

Data being
collected and
reported on IC
scorecard.
Performance
requires
improvement.

Director of
Operations

November data:
43% compared
with 78% in
October.
Identification of HCAI

All clusters of cases our

Review of all

Data to be added

All clusters and

Data reported on

DIPC
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Issue

Antibiotic
Stewardship

Actions

Target/Outcome

Timescales

Board Assurance

Progress

outbreaks of infection
should be explored

clusters/outbreaks to
seek root causes

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

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

IC scorecard

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

To be agreed Antibiotic
usage steering group,
publicised and
disseminated, audited
quarterly

May 2011

Report audit
results to Board
Quarterly (DIPC
report)

In progress but not
yet completed.
Prophylaxis audits
done in some
surgical
specialities, i.e.
neurosurgery.
Results to be
discussed at the
next IC Clinical
Leads Committee.
December 2011audit has now
been replicated in
Cardiology, renal

Board Level
responsibility

Medical Director
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Issue

Actions

Target/Outcome

Timescales

Board Assurance

Progress

Board Level
responsibility

and surgery.

Antibiotic pocket
guide review (new
action added
December 2011)

External review of
antibiotic assurance
framework

To arrange for external
review of antibiotic
guidelines and assurance
systems.

September 2011

Include in
quarterly DIPC
report

Completed
November 22nd.
Additional actions
added to this
action plan in
response.

DIPC

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

To be agreed Antibiotic
usage steering group,
publicised and
disseminated, audited
quarterly

To complete July
2011

Report audit
results to Board
Quarterly (DIPC
report)

November 2011:
98% of wards
audited,

Medical Director

Excellence in antibiotic
prescribing
(added September 2011)

All junior medical staff to
receive training on
antimicrobial prescribing

To commence in
October 2011

Progress included
in quarterly DIPC
report

Content of training
has been agreed.
To commence this
month.

To review guidance on
community acquired
infections to ensure that
they restrict
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Issue

Actions

Antibiotic
stewardship in
Surgery (new action
added December
2011)

to strengthen
stewardship of
antibiotics in surgery

Laxatives and Proton
Pump inhibitors (new
actions added
December 2011)

To introduce order sets
for laxatives to improve
stewardship as well as
introducing a mandatory
indicator field for PPI
prescribing which will be
included in discharge
summary

To streamline PPI
guidance in adult critical
care units, based on
current evidence base.

Target/Outcome

Timescales

Board Assurance

Progress

Board Level
responsibility

Ongoing

Assistant medical
director and
microbiologist to
continue to engage
with clinicians in
surgery to improve
stewardship

Assistant
medical director.

to use EPMA
functionality to improve
laxative and PPI
prescribing through
mandatory indicator
fields, etc.

Launch January
2012

Order sets and
mandatory fields
have been
introduced.
Functionality of
EPMA will be
extended further
to improve
stewardship of
laxatives,
antibiotics and PPIs

Assistant
Medical Director

To limit the use of PPIs to
those patients for whom
it would be most
beneficial

Launch January
2012

Guidance has been
agreed, to be
edited and
published over all
adult critical care

Assistant
Medical Director
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Issue

Actions

Target/Outcome

Timescales

Board Assurance

Progress

Board Level
responsibility

areas.
EPMA functionality
(new action added
Dec 2012 in response
to external review)

Improve EPMA
functionality to allow
automatic audit and
generate antimicrobial
consumption data.

To improve antimicrobial
prescribing information
on EPMA and ward level
consumption of specific
antibiotics

Functionality of
EPMA currently
being explored to
deliver these aims.

Assistant
Medical Director
/ Infection
Control Doctor

Medical microbiology
ward rounds (actions
added December
2011 in response to
external review)

To increase the number
of rounds conducted by
Consultant medical
Microbiologists (CCMs)

A number of ward rounds
currently take place and
are highly valued by
clinical staff/

A business case
being prepared for
additional CMMs
based on the CCM
job planning to be
completed in Jan
2012

Assistant
Medical Director
/ DM for CCTD

To collect intervention
data from existing
stewardship rounds

Intervention data from
stewardship rounds to be
collected, i.e. number of
patients reviewed,
number of interventions.

Include in IC
annual report

Data to be
collected agreed,
setup of system to
be completed

Infection Control
Doctor

Recent positive samples
of CDT will be sent to GST
for confirmatory testing

To complete July
To check that the one
stage testing is not giving 2011
an undue number of false

Include in
quarterly DIPC
report

Completed

Infection control
doctor

Testing
(new action July 2011)

Launch Feb 2012
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Issue

Actions

Target/Outcome

by PCR

positive results

(new action July 2011)

To provide a new
algorithm for testing
patients with diarrhoea
which is not believed to
be infectious

To minimise the risk of
positive samples being
collected from patients
who do not have active
disease.

Testing (new action in
response to external
review December
2011)

To ensure testing of only
appropriate samples in
lab (i.e. type 6 or 7 stools
on the Bristol stool chart)

Cleanliness

High standards of
environmental
cleanliness

Testing

Timescales

Board Assurance

Progress

Board Level
responsibility

To complete by
August 2011

completed

Deputy
DIPC/Infection
control doctor

To ensure that only
appropriate samples are
tested

December 2011

Completed

Infection Control
Doctor

Weekly audits of cleaning
contract*

Immediately

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

Results for
environmental
cleaning have
improved but this
improvement must
be maintained.

Director
responsible for
Estates and
Facilities

To commence
21st February

Composite
indicator to be

Director of
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Issue

Cleaning (new action
August 2011)

Actions

Target/Outcome

Timescales

Board Assurance

Progress

Board Level
responsibility

High standards of
cleanliness of near
patient equipment

Weekly audits of
cleanliness of near
patient equipment*

2011.

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

As above

Nursing

Introduction of Tristel
Fuse (in addition to
Tristel Jet) as a method
for cleaning large items
of near patient
equipment, i.e. beds,
commodes, etc.

To be available in all
inpatient areas

Sept 2011

Has now been
rolled out across
the Trust.

Dep DIPC

New system for
decluttering and
“dump the junk”
trialed on ward
20/20 trial wards.
Results good. To be
rolled out to other

Director
responsible for
Estates and
Facilities

Ongoing deep
cleaning/dump the junk
programme

Improvement
programme to be
completed by
end of April
2011. A regular
quarterly dump
the junk
programme in

Report twice
yearly within
DIPC report
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Issue

Actions

Target/Outcome

Timescales

Board Assurance

place, next
occasion in
March 2011
Commodes (new
actions December
2011 in response to
external review)

To include KPIs looking at
commodes to be
included in IC scorecard.
Audit to be completed by
Infection Control Nurses

January 2012

Programme to replace
the commodes currently
in use that do not meet
standards (circa 50% of
stock)

January 2012

Progress

Board Level
responsibility

wards.

Composite
indicator to be
included in
infection control
scorecard to be
reported to the
Board monthly as
part of the
Performance
Report.

First audit has been
completed. data to
be included from
January scorecard

Deputy DIPC

Numbers have
been gathered of
numbers required.
Currently in
discussion with
procurement and
company to plan
purchase and
distribution

Deputy DIPC
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Issue

Actions

Target/Outcome

Timescales

Board Assurance

Progress

Board Level
responsibility

Cleaning

To increase cleaning
input to Liver, Renal and
Surgical Wards

To improve standards of
cleaning

Commence in
July

Report

Completed

Director
responsible for
Estates and
Facilities

To ensure that all cases
of CDT are reviewed by
all members of the
clinical team

To ensure embedded
learning from CDT cases

Commence in
August

Include in DIPC
report

Commenced in
TEAM
Summary feedback
issued to divisions,
Assurance through
return of
completed forms
after discussion at
divisional
meetings, i.e. M &
M meetings,
reviewed by the
HCAI Operations
Committee

Deputy
DIPC/Infection
control doctor

To have a weekly review
meeting, chaired by DIPC,
of each week’s CDT cases
and attended by Clinical
teams involved,

To ensure that care
provided to CDT patients
is appropriate, to
attempt to differentiate
between clinically and

Commence
December 2011

Include in DIPC
report

Commenced in
December 2011

Deputy DIPC /
Infection Control
Doctor

(New action July
2011)
Enhanced Root Cause
Analysis process
(New action July
2011)

New action December
2011
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Issue

Patient outcome

Communications

Actions

Target/Outcome

microbiology, assistant
medical director and
antibiotic pharmacist.

non-clinically significant
cases.

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

Ongoing

Timescales

Board Assurance

Progress

Board Level
responsibility

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

Immediately

Summarise twice
yearly within
DIPC report

System now in
place, no deaths
reported

Director of
Corporate
Affairs

Key actions to be
reported at Trust
mortality meeting

April 2011.

Infection control
parameters have
now been included
mortality and
morbidity meeting
templates. To audit
in July 2012 to
provide assurance
that this system is
robust.

Medical Director

New IC

Director of

End March 2011.

Present annually
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Issue

Actions

Target/Outcome

Timescales

Communications strategy
to be implemented

Streamlining availability
of IC information

To include a link on
homepage of intranet to
IC resources, including
policies, antibiotic
guidelines, IV care
resources.

February 2012

Board Assurance

Progress

Board Level
responsibility

to Trust Board

communications
campaign launched
in June. Very well
attended. Further
events planned
throughout the
year. IC notice
boards now in
place.

Corporate
Affairs

Deputy DIPC /
Head of
Communications
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Hygiene Code Compliance Risk Assessment
RED
AMBER
YELLOW
GREEN

Criteria

=
=
=
=

Significant non-compliance with criteria
Moderate non-compliance with criteria
Minor non-compliance with criteria
Compliant

What the Trust needs to demonstrate

Compliance
status –
August 2011
(R/A/Y/G)

Compliance
status –
December
2011
(R/A/Y/G)

Outstanding issues

1

Management systems

Yellow

Yellow

Risk register reviewed and in place. However, this requires
review at divisional level to ensure consistency. The risk
registers of divisions was reviewed at the September 2011
Infection Prevention and Control Committee.

2

Clean and appropriate environment

Amber

Yellow

Further improvement in the consistency of environmental
cleaning. Long standing challenging estates issues remain
on the risk register.
December 2011 – environmental cleaning standards have
improved.

Yellow

Yellow

Improved assurance of standard of nurse cleaning. The
audit process is now fully implemented.
December 2011 – nurse cleaning standards have
improved. Consistency still an issue.
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3

Patient information

Yellow

Yellow

Review of patient literature. Part of comms strategy, not
yet launched.

4

Discharge information

Yellow

Yellow

Review of discharge summaries currently underway

5

Prompt management and treatment of infective
patients

Yellow

Yellow

A robust programme in place for clinical management for
infected patients. External review of antibiotic guidance in
November. Some actions in response to this review
currently in place.

6

Staff engagement

Yellow

Yellow

Ward champions (Medical Consultant level) launched. To
strengthen working relationship between ward champion
and Infection Control Link Practitioner for each
department.
December 2011: ward champions in place. Ongoing
support for developing working relationships with ICLPs.

Green

Green

Attendance registers shared with Head of Nursing, matrons
and ward managers after each meeting.
Utilisation of isolation facilities remains a challenge. Time
to isolation for CDT and MRSA monitored through
scorecard. Operationalisation of isolation guidance
ongoing.

7

Provide and secure adequate isolation facilities

Yellow

yellow

8

Secure adequate access to laboratory support as
appropriate

Green

Green
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9

Policies and procedures

Yellow

Green

Programme of review to be completed by September 2011.

10

Staff education and training. Occupational health
provision.

Yellow

Yellow

Compliance with mandatory training requirement. Gaps in
HR compliance data have now been closed. Ongoing work
required to ensure full compliance with mandatory
training, both Infection Control and ANTT.
October update : uptake of training has improved

Red

Amber

Staff immunity status – follow up of long-term staff. This is
a difficult issue in many organisations, but we lack
assurance in relation to the steps that need to be taken or
the current position.
November 2011 update – initial KPMG report completed
and due for submission to Audit Committee. Results
currently being evaluated and management response
compiled. Some gaps in assurance identified.
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