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King’s College Hospital NHS Foundation Trust Board of Directors - PUBLIC
Minutes of the meeting of the Board of Directors held at 14:30 on Tuesday, 27 March 2012 in the
Dulwich Committee Room, King’s College Hospital.
Members:
Prof. Sir George Alberti (GA)
Graham Meek (GM)
Maxine James (MJ)
Prof. Alan McGregor (AM)
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, Vice Chair
Non-Executive Director
Non-Executive Director
Non-Executive Director (Agenda Item 1-2.7 and 4)
Non-Executive Director
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:
Sally Lingard (SL)
Tamara Cowan (TC)
Anthony Merrifield (AM1)
Prof. Robert Lechler
Adam Davies
Andreas De Marchis

Associate Director of Communications
Assistant Board Secretary (minutes)
KCH Charity
Executive Director (KHP)
Johnston and Johnston Ltd
Johnston and Johnston Ltd

Apologies:
Faith Boardman (FB)

Non-Executive Director

Item

Subject

012/17

Apologies

Action

Apologies for absence were noted.
012/18

Declarations of Interest
There were no declarations of interests raised.
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Item

Subject

012/19

Chair’s Action

Action

It was agreed that as the Trust’s Quarter 4 Monitor Submission was due on the 30
April 2012, the day before the next Board meeting, the Chair would approve the
final version before submission. To provide assurance, however, the report would
be circulated to the Board by email for comment.
The submitted report would be provided for information at the next Board meeting.
012/20

Minutes from the meeting held on 28 February 2012
The minutes of the meeting held on 28 February 2012 were approved as a correct
record.

012/21

Matters Arising/Action Tracker
The action tracker was noted.

012/22

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

012/23

Update of Council of Governors Activities
The Chair provided an update on the Governors activities:
•

Following further consultation with Governors, the Transport and Environment
Committee agenda has now been subsumed into the remit of the Membership
and Community Engagement Committee, supported by an informal transport
feeder working group. The feeder working group membership will include a mix
of internal and external community stakeholders interested in the transport
agenda.

•

The Membership and Community Engagement Committee met and fed into the
plans for the annual open day which will be presented at the Council of
Governors meeting in May;

•

The three Chairs/designates of the Sub-Groups were pivotal to the discussions
about KHP at the Joint Council of Governors/Board of Directors meeting on 20
March. The Governors took informal soundings from patients, public and staff
and presented their views.

•

Tom Duffy has volunteered to represent the Council of Governors on the new
London Governors’ Network until a Lead Governor is appointed.
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Item

Subject

012/24

Chief Executive’s Report

Action

The Board noted the Chief Executive Report.
TS advised that the:
• 24hrs in A&E programme filmed at the Trust, had won the Royal Television
Society Documentary Series of the Year award and has been long-listed for a
BAFTA. The next series will air from 9 May onwards;
•

Trust continues to work with key stakeholders regarding future arrangements
for South London Healthcare Trust (SLHT)

•

Clinical research facility will open shortly and Professor McGregor is to be
thanked for all his support; and

•

King’s Health Partners’ Board has begun work on developing the Strategic
Outline Case (SOC) which it is expected would be completed in June/July and
brought to the Board for approval.
The programme office led by senior members of the KHP Partners’ Board has
established a series of work streams with teams from each organisation. The
programme office will ensure that all work is managed well. The Trust is
leading on legal and regulatory, shared services and clinical and academic
reconfiguration.
In addition, the programme office has developed a communication work stream
led by Madeliene Long who has in mind the important role the Governors of the
respective organisations will play and as such is developing an engagement
strategy to keep them informed and involved.
The underlying ethos for more integrated working stems from the partner
organisations desire to create better health care in the community through an
integrated academic healthcare organisation.

012/25

Finance Report – Month 11
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 Trust financial position has improved in month 11and it is now forecast the
Trust will achieve break-even by year-end;
•

The Trust had achieved 90% of CIP delivery target and most schemes were
amber/green rated;
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Subject
•

Work had begun to develop the Cost Improvement Plans for 2012/2013 with
the assistance of Ernst and Young but the Trust is yet to confirm final details
and

•

Capacity remains a significant challenge and as such the Trust will have to
revisit its capital plan.

Action

The Board noted that if capacity is increased the Trust would be in a better position
to achieve CIPs. However, it is recognised that capacity is only a part of the bigger
picture which includes driving medical productivity and efficiency.
012/26

Performance Report – Month 11
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 reported that:
• The Trust maintained strong performance on health care acquired infections
(HCAI). It was still below the MRSA quota and although it had breached the C.
Difficile quota, the robust systems and measures in place to manage HCAI has
produced better results than in previous years;
•

There had been a 10% increase in emergency admissions which is disrupting
elective work; and

•

The referral to treatment (RTT) target had been met in February, but March
remains fragile despite the significant levels of provisions being put in place to
improve the position.

QUALITY AND SAFETY FOCUS
012/27

Quarterly Patient Outcomes Report
The Board noted and discussed the quarterly patient outcomes report.
It was reported that the next report would focus on a particular priority or area of
work and the Clinical Effectiveness Committee would be asked to focus on issues
related to equality.

012/28

Eliminating Mixed Sex Accommodation (EMSA) Updates
The Board noted the update on improvements to eliminating mixed sex
accommodation, the reduction in declared breaches and the outstanding plans and
timetable to achieve full compliance.
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Item

Subject

012/29

KHP Update: Life Sciences Strategy

Action

The Board received an extensive report on the London Life Sciences Strategy from
Professor Robert Lechler.
Professor Robert Lechler reported that:
•

The drivers for developing and enhancing a London Life Sciences Strategy
stem from the inherent need for pharmaceutical companies to change the
industry’s failing model for drug development and the need for London to
secure and increase the level of commercial investment in biomedicine which
would result in growth across the life sciences sector and better patient care;

•

The best solution is to adopt a tri-partite working model which includes
collaborative working and partnership between the NHS, Health Education
Innovation Cluster and the Pharma/Biotech Industry;

•

This would involve all parties working in partnership to make London the centre
for Life Sciences in the same way as in Boston or San Francisco;

•

London is best placed to be the centre of the Life Sciences because of its:
− Innovative collaborations such as the Francis Crick Institute and
Imanova;
− Highly diverse population of 8.5m;
− Potential to integrate patient-level data;
− 3 of the world's top 30 universities;
− Leading teaching hospitals;
− 2 regulators (MHRA, EMA), and a leading HTA;
− 7 of the UK’s 12 Biomedical Research Centers dedicated to driving
progress on innovation and translational research; and
− Special initiatives in disease areas and technology platforms such as
rare diseases (through GMEC) and stem cell research (through the
Catapult Stem Cell Therapy initiative).

The Board noted that this was a tremendous initiative to which KHP should be a
party. However sight should not be lost of the significant challenges which lay
ahead such as embedding the collaborative and partnership working model and
overcoming competition from emerging markets such as China, India and
Singapore.
Going forward the Board also noted that KHP should ensure that, where feasible
and appropriate, it recruits people with knowledge of the Biotech/Pharma industry
to support this direction of travel
The Board thanked Professor Lechler for his presentation.
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Item

Subject

012/30

Carbon Reduction Update

Action

The Board noted the Carbon Reduction Update for the period April – October
2012.
012/31

Any Other Business
Change of Executive Director Portfolio
TS advised that as of the 1st April RS would become Chief Operating Officer. He
would assume responsibility for Facilities and aspects of Commercial Services
development in addition to his current responsibilities.
Maxine James
The Board noted that this would be the last Board meeting Maxine James would
attend, as her second term of office has come to an end. The Board extended its
gratitude for everything she has brought to the Trust and the Board.

012/32

Date of Next Meeting
Tuesday, 01 Mary 2012 14:30 – Dulwich Committee Room.
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Notes

Completed
31/01/2012

12/11

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

TS/SL

01/05/2012 See Agenda Item 2.6

31/01/2012

12/11

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

ZL/SL

01/05/2012 See Agenda Item 2.6
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Report to:

King’s College Hospital Board of Directors

Date of meeting:

1st May 2012

By:

Professor Sir George Alberti, Chairman

Subject:

Chairman and Non-Executive Directors’ Report

Professor Sir George Alberti - Chairman
19th March 2012

Go-See: Oliver Ward
Attended meeting with Clare Gerada, other Partners of the Hurley
Practice Group and Sir Hugh Taylor, Chairman, GSTT re: KHP
Attended KHP SOC Programme Group meeting

th

20

Attended and presented at the South Thames Faculty Briefing
(STFS) meeting
Attended meeting with Robin McIver, Strategic Programme
Director, KCL and Frances O’ Callaghan, Director of Performance
& Delivery, KHP
Attended Induction meeting with Faith Boardman
Chaired Joint Annual Meeting of Directors and Council of
Governors

21st

Attended Better Care Training Bids meeting
Attended Joint KHP Governors Meeting at GSTT

th

26

Attended South London Healthcare Trust meeting
Attended KHP SOC Programme Group meeting

th

27

Attended Finance & Performance Committee meeting
Chaired Board of Directors meeting (Private)
Attended Equality & Diversity Committee meeting
Chaired Board of Directors meeting (Public)

28th

Attended meeting with Hong Tan and Jason Ashwood re: The
Havens

2nd April 2012

Go-See: Oliver Ward
Attended KHP SOC Programme Group meeting

rd

3

Attended meeting with Julie Gifford, Assistant Director, Strategy,
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GSTT
Attended meeting with Professor Anil Dhawan re: Child Health
Services
Attended meeting with Sir Hugh Taylor, Chairman, GSTT
Chaired Joint NEDs meeting with GSTT and SLAM
4th

Attended Challenging Patients meeting
Attended meeting with Katie Vinen, Consultant re: Renal
Services
Attended Lambeth Community Leadership Network meeting

5th

Attended Quality & Governance Committee meeting
th

10

Attended Clinical Directors meeting
Attended Consultant Committee meeting

11th

Attended KHP SOC: Clinical & Academic Reconfiguration
meeting
Attended meeting with Joydeep Sinha, Clinical Director for
Surgery re: KHP/KCH/SLHT
Attended meeting with Adesh Sundaresan re: research
Attended meeting with Ruth Carnall, CEO, NHS London and Tim
Smart
Attended meeting with Dr Jarosz and Professor Chris Shaw re:
Neurosciences

12th

Chaired Board Strategy Committee meeting
Chaired Board Seminar

th

13

Attended meeting with Merav Dover, Compliance Director,
Monitor
Attended visit to the Diabetes department by Australian MP’s:
Judi Moylan MP and Mal Washer MP

Professor Alan McGregor
20th March 2012

Attended KCH Trust Board Academic Advisory Group meeting
Attended Joint meeting of Directors and Council of Governors

27th

Attended Finance & Performance Committee meeting
Attended Board of Directors meeting (Private)
Attended Equality & Diversity Committee meeting
Attended Board of Directors meeting (Public)

28th

Attended Denmark Hill Campus Liaison Group meeting
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29th

Attended meeting with Ann Wood re: Future of Endocrinology at
Denmark Hill

30th

Go-See: Cotton Ward
Attended Medical Manpower Committee meeting

3rd April 2012

Attended Joint NEDs meeting with GSTT and SLAM

5th

Chaired Quality & Governance Committee meeting
th

12

Attended Board Strategy Committee meeting
Attended Board Seminar

Marc Meryon
20th March 2012

Attended Joint meeting of Directors and Council of Governors

23rd

Attended Interview Panel for Remuneration Committee

27th

Attended Finance & Performance Committee meeting
Attended Board of Directors meeting (Private)
Attended Equality & Diversity Committee meeting
Attended Board of Directors meeting (Public)

31st

Go See: Marjory Warren
Go See: Endoscopy

3rd April 2012

Attended Joint NEDs meeting with GSTT and SLAM

12th

Attended Board Strategy Committee meeting
Attended Board of Directors Seminar

Christopher Stooke
20th March 2012

Attended Joint meeting of Directors and Council of Governors

23rd

Attended meeting with Angela Huxham and David Lawson re:
Remuneration Advisors

27th

Attended Finance & Performance Committee meeting
Attended Board of Directors meeting (Private)
Chaired Audit Committee meeting
Attended Board of Directors meeting (Private)
Attended meeting with Graham Meek and Martin West

29th

Chaired Consultant Interviews: Dermatologist

th

Chaired Consultant Interviews: Neonatologist

30

3
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12th April 2012

Attended Board Strategy Committee meeting
Attended Board of Directors Seminar

16th

Attended KCH Commercial Services Board meeting

Graham Meek

20th March 2012
st

21

Attended Joint Meeting of Directors and Council of Governors
Go See: Neonatal Unit
Go See: Christine Brown Ward

27th

Chaired Finance & Performance Committee meeting
Attended Board of Directors meeting (Private)
Attended Board of Directors meeting (Public)
Attended meeting with Christopher Stooke and Martin West

Faith Boardman

23rd February 2012

Attended Health Summit on HIV in Lambeth and Southwark

28th

Attended Finance & Performance Committee meeting
Attended Board of Directors meeting (Private)
Attended Audit Committee meeting
Attended Board of Directors meeting (Public)

12th March 2012

Attended induction meetings with:Roland Sinker, Chief Operating Officer
Ann Wood, Divisional Manager, Ambulatory Care
Jemma Harris, Recruitment Manager
Jacob West, Director of Strategy
Erika Grobler, Deputy Director Infection Prevention

20th

Attended induction meetings with:Jane Walters, Director of Corporate Affairs
Mary Bishop, Director KCH Charity
Geraldine Walters, Director of Nursing & Midwifery
Mike Marrinan, Medical Director
Professor Sir George Alberti, Chairman
Tim Smart, Chief Executive
Attended Joint meeting of Directors and Council of Governors
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27th

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

3rd April 2012

Attended induction meetings with:Simon Taylor, Chief Financial Officer
Angela Huxham, Director of Workforce Development
Attended Joint NEDs meeting with GSTT and SLAM

5th

Attended Quality & Governance Committee meeting

12th

Attended Board Strategy Committee meeting
Attended Board of Directors Seminar

16th

Chaired Consultant Interviews: Urogynaecologist
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Report to:

Board of Directors

Date of meeting:

01 May 2012

By:

Tim Smart, Chief Executive

Subject:

Chief Executive’s Board Report

1.

Executive Summary

The last month of a most challenging year was better than we anticipated. Our
financial position is only marginally behind plan, which is a significant improvement
over our expectation only three months ago. Equally importantly, we are in a
minority of organisations which has met all access targets. The reputation of the
Trust continues to grow, especially because of the year-on-year improvement in
healthcare acquired infections.
As the year ended, we continued work on the plan for 2012/13. We will struggle to
continue to meet access targets, largely because of the increase in emergency
admissions, which in turn, has a knock-on effect on financial performance. We think
we need to achieve a third year of 8% productivity improvement, which will be very
difficult. We continue to explore ways of diversifying our income, which is made
easier by the enactment of the Health and Social Care Bill.
These are challenging times and, although there are many positives, such as the
KHP developments, we must not let them distract from the key task of providing
excellent and safe care.
I look forward to watching the new series of ‘24 hours in A&E’ when it airs next
month. Although it represents only a small proportion of what goes on at King’s,
when we follow individual patients on their journeys, it serves as a reminder that the
experience, safety and dignity of each and every patient must be central to what we
do; always, every time.
2.

Finance – month 12

At Month 12 (March 2012) the Trust has a surplus position of £1.338m, against a
planned surplus of £1.8m. This is a variance from plan of £462k.
The Trust’s overall Monitor risk rating at month 12 remains at 3 and is in line with the
annual plan overall risk rating.
3.

Performance – month 12

As predicted in month 11, month 12 was a very challenging month for our key
regulatory targets. Despite the continuation of unprecedented levels of emergency
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admissions at the Trust, we delivered the final quarter requirements for the
Emergency Department 4 hour wait target, all cancer wait access targets and referral
to treatment targets (RTT). Emergency pressures have continued into April,
meaning all access targets remain fragile.
In March we reported no additional MRSA bacteraemia cases, meaning we ended
the year with a total of 5 cases against our quota of 6. This is a significant
improvement on our position last year. We recorded 5 C-difficile cases in March,
taking our year to date total to 97 which, despite being off trajectory for the year, was
still an improvement on last year. We are encouraged that this is the 4th consecutive
quarter where we have seen a decrease in the level of C-diffcille cases attributable
to the Trust.
4.

King’s Health Partners

Progress on the Strategic Outline Case (SOC) for KHP integration continues, with a
number of people across the Trust and other stakeholders involved. The plan is for
the SOC to be completed by the end of June for consideration by the KHP partner
Boards during the course of July.
5.

Strategy and Research

Production of this year’s annual plan is in progress. Following several engagement
opportunities (Community events, Senior Leaders Meeting, Strategy Committee) the
key strategic priorities for the coming year are now being finalised and various
sections of the plan being written. An early draft will go to the Board of Directors on
the 01 May and the Council of Governors on the 9 May and a final version to be
signed off at the Board of Directors meeting on the 22 May. Discussion at the
engagement opportunities reiterated the challenges we will face in the year ahead
and the need for the plan to reflect how we will address these.
Two bids to the Health Foundation for £420,000 each have made it to the final
selection process. Out of 240 bids, 15 have been shortlisted for interviews and of
these 8 will secure awards. The two KCH bids were:
•

Delivering a 24/7 hospital

•

Implementing Value Based care.

We have been successful in a recent competitive open call for funding from the
South London Comprehensive Local Research Network (CLRN), with KCH
Investigators securing approximately £125,000 to support a number of strategic
projects across various specialities. Each project will run for 2 year periods, to
support the appointment of Research nurses and coordinators who will work
strategically, focusing on developing research and driving recruitment, collaboratively
across a number of centres in South London.
6.

Capital, Estates & Facilities

Infill Block 4 – Following completion of a feasibility study to ascertain its suitability, a
project is underway to convert Infill Block 4 into additional theatre and ward

CEO Report April 2012

Page 2

Enc. 2.3
accommodation. Finance and lease terms are being agreed with a view to
completing the works early October 2012.
Endoscopy Project - Enabling works are complete and Perfusionists have moved
into temporary accommodation. Main build works commenced mid-April and
completion is expected August 2012.
Unit 6 - Works continue to progress and are on programme to complete mid-May.
The Assisted Conception Unit will move from Mapother House to the 1st floor of Unit
6. The ground floor will accommodate Dieticians and Renal currently housed in
Portakabin B.
From April 2012, the Facilities Team will form part of the Operations Directorate and
will report to Chief Operating Officer, Roland Sinker.
7.

Media & Events (16 March – 18 April 2012)

Press and broadcast coverage:
16 March - Dr Eli Silber, a Consultant Neurologist at King’s, was interviewed on BBC
Breakfast explaining the benefits of a new pill for people with multiple sclerosis. The
pill has been endorsed by the National Institute for Health and Clinical Excellence
(NICE), and it is hoped the treatment will replace injections and hospital infusions.
The Daily Mail also covered this story and quoted Dr Silber.
18 March - King’s featured in a CNN documentary called “Global Lessons – The
GPS Road Map for Saving Heath Care.” The documentary explored healthcare
systems around the world, and assessed how they compare with the American
system. King's was used as an example of a hospital that provides top quality
healthcare for free on the NHS.
19 March –The Guardian carried a feature article about how stem cells from healthy
babies’ umbilical cords can be used to save lives. The article explained how the cord
blood collection service at King’s is expanding and how it will be used in the future.
King’s Consultant Haematologist Professor Antonio Pagliuca and Terrie Duffy, a
King’s midwife, were referenced and quoted at length, and a couple, who had a baby
at King’s and donated their core blood, were also interviewed.
20 March – King’s featured in a BBC2 documentary about obesity. The documentary
– part of the BBC’s Horizon programme strand - looked at new research being
carried out at King’s which links obesity and appetite changes to genetics and
hormones in the brain. A King’s patient who had gastric bypass surgery also features.
10 April – There was significant media coverage about a trial being conducted at
King’s by Professor Anil Dhawan. The trial involves injecting donor liver cells covered
in a special liquid into the abdomen – it is hoped the donor cells will help support the
patient’s own liver, so avoiding the need for a transplant. This procedure was
successful on a nine month old baby in November.
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Events and Visits:
26 March – King’s held its annual Community Events. The events were an
opportunity for members to feedback and discuss with Governors and Directors the
aims and future strategy of the hospital.
23 March - King’s A&E Consultant and Assistant Medical Director Dr TJ Lasoye
presented at the launch of the Met Police’s Growing against Gang Violence (GaGV)
educational programme launch. Dr Lasoye features in a DVD that forms part of the
programme, which is aimed at deterring teenagers in schools across London from
getting involved with gangs.
2 April – The Lions International Blood Research Appeal (LIBRA) presented
Professor Ghulam Mufti, Consultant Haematologist at King’s, and Roland Sinker,
Chief Operating Officer, with a £249,000 cheque. The money will be used for three
new pieces of equipment that will help develop new treatments for Leukaemia and
Lymphoma.
8.

Consultant Appointments

Following Advisory Appointment Committees in March and April there have been five
Consultant appointments.
Specialty
Gastroenterology x 2

New/
Existing
New

Appointee(s)

Start Date

Bu Hayee

01 May 2012

Patrick Du Bois

Sept 2012 (tbc)

Neonatology

New

Arusha Arasm

To be arranged

Dermatology

New

Sara Walsh

02 April 2012

Urogynaecology

New

Susha Srikrishna

To be arranged

9.

Chief Executive’s Brief

The CEO Brief for April is attached.
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CHIEF EXECUTIVE’S
BRIEF
April 2012 Issue 69
An update from the Chief Executive to all staff at King’s College Hospital
I want to start this month’s Brief with a heartfelt acknowledgement of how hard everyone has worked to
achieve a very good year. We have achieved all important patient targets except CDiff, and even that is
improving fast. All access targets were met, and we beat the MRSA quota. We were only slightly off our
financial budget target, which is a massive achievement given where we were 4 months ago.
So, things are looking up. 24 Hours in A+E won the Royal TV Society ‘Documentary Series of the Year’ award,
and is now going forward to the BAFTAs. This series did an enormous amount to enhance the reputation of
King’s, and its relationship with our local community. The new series begins broadcasting on May 9.
We have also now received the full CQC report resulting from the visit they paid us on 9 February. You can
find this on the X drive under corporate services/corporate communications/publications/CQC report Feb
2012, and it makes interesting reading. It is an excellent report that reflects the high standards that are
expected of staff at the hospital, and everyone who was visited on the wards that day and those supporting
the visit should be congratulated on their performance. One of the most encouraging things about the report
was the number of positive patient comments that were captured on the day. It is right that we should be
measured against the expectations of patients, and I hope this positive reaction is reflected elsewhere in
patient feedback.
We can also be optimistic because King’s Health Partners is starting to make a difference, and there is a clear
direction of travel which will be positive for everyone. A new, more integrated KHP would require us to be
more innovative, and to be more supportive of academic endeavour. I would certainly like all patients to be
able to enter a trial if they wish, and all clinical staff to be able to take consent. There is no doubt that better
outcomes occur in more academic hospitals, and that will contribute to greater efficiency and help our
financial position.
However, amongst all this optimism, we mustn’t lose sight of the fact that we are still facing considerable
challenges. We already know that money won’t be any easier this year. Nor will the achievement of access
targets. Because of the increase in emergency activity in the winter, we will struggle with waiting time targets
for elective procedures through the spring and early summer, so we need to be as innovative and quality
focused as ever. Patients should be discharged when they are ready, and each patient should have a
discharge plan from the day they enter the hospital.
I was encouraged by the Member Community Events we held this year, and I am pleased we are holding an
Open Day on 1 July. We must never forget why we are here – to serve our local populations well. That is also
what KHP is all about, and what our discussions about organisational efficiency are meant to achieve. I think
we do focus on our local patients. The recent review of our performance against the Equality Delivery System
makes that clear. The assessor was very impressed by everything he saw. ‘Making a Contribution to our Local
community’ came alive for him.
So how can we meet the challenges ahead of us next year ? By continuing to take pride in what we do here at
King’s and constantly striving to do better. Last year was tough and we did well, but we must maintain
momentum on our journey. We are working in a changing environment and it is to our advantage that King’s
is an organisation that embraces change and has the flexibility to see opportunities where others might see
pitfalls. I know we have the strength to succeed.

Tim Smart
Chief Executive

Enc 2.3
An update from the Chief Executive to all staff at King’s College Hospital
Outpatients Update

A Call to ARMS !

The Trust is currently implementing a document
management system called DOCMAN to manage
outpatient referrals. Through this system, all referrals will
be entered into DOCMAN (automatically or scanned),
forwarded to a specialty group for clinical review on screen
and sent on with instruction for booking the outpatient
appointment. This system provides an audit trail for every
referral, reduces the risk of losing referrals, stops the need
for referrals to be manually transported around the
organisation, improves turnaround times from when a
referral is received to when an appointment is made.

It seems only yesterday since we went through the last
ARMS assessment, but we now need to start preparing for
our next visit in 2013. This February significant changes
were made to the ARMS assessment regime. In the past,
we were assessed on the policies we had developed and on
the audit mechanisms we devised to measure how these
were being implemented.

After successfully piloting in Gynaecology and Diabetes, the
system is being rolled out to the rest of the organisation.
Ophthalmology,
Dermatology,
Rheumatology,
Musculoskeletal Clinical Assessment and Triage Service
(MCATS), Respiratory, Colorectal and Gerontology will
follow. The feedback from clinical and administrative teams
is positive as the system is easy to use and is streamlining
the administrative work in many specialities.
Training is being provided by the KCH IT training team and
it lasts approximately 1 hour. Jill Solly, Head of Primary/
Secondary Care Interface and Steve Groves, DOCMAN
system administrator are liaising with Service Managers
and clinicians to configure DOCMAN for each specialty for
implementation over the next 2 months. For further
information please contact Jill Solly on ext 7516.

From 2013 onwards the Assessors will go onto the wards
themselves to audit current patient notes and talk to staff
to confirm that we are compliant with our own policies and
best practice. We have also been set a new 95 per cent
target for statutory and mandatory training.
The Risk Management Department, the Assurance Manager
and Clinical Effectiveness will be working with clinical teams
across the Trust in preparation for a mock assessment at
the end of October 2012.
Award-winning Nurses
Excellence in nursing at King’s has been recognised at the
recent British Journal of Nursing awards where Matron
Laura Reiff-Zall won the Haematology award, the Marjory
Warren team won the Neuroscience award and Lynda
Bonner was runner-up in the Nurse of the Year Award.
Congratulations to all.
Check Kingsweb for updates

Preparing for the Olympics
There are now just over 100 days until the start of the
Olympics. Staff are urged to plan their annual leave for the
summer as soon as possible. This includes those who are
taking part in the Games as volunteers. The information
portal on Kingsweb is the best source of information for
staff about the Olympics – here you can also access travel
planning information. As has been widely publicised, the
transport network in London is going to be much busier
than usual. Stations used by a lot of King’s staff – e.g.
London Bridge – are going to be particularly busy.
We also want to hear your Olympic stories – you will have
read on Kingsweb about the different ways that staff are
getting involved. Please contact Marc Masey in corporate
communications on 3257 if you want to share your story.
Take part in King’s Open Day – Sunday, 1 July 2012
For those of you who haven't experienced the event before,
the King's Open Day is the one time of the year when we
open our doors to the local community, and tell them
about all the remarkable things that are happening here at
King's. The event will run from 11am to 3.30pm on Sunday,
1 July, and we will be providing a number of activities
which will be informative, educational and most of all…fun!
If you would like to declare your interest or would like to
find out more about the Open Day, please contact Marc
Masey in Corporate Communications on 3257.

Over the last few months there have been a number of
occasions where the Trust has been affected by weather or
external events, such as the recent fire in Camberwell. For
any event that may affect staff access or travel, the
Communications Department will be regularly updating
Kingsweb, but you will need to refresh the page to ensure
you get the latest updates, so remember to press the home
tab at the top of the Kingsweb homepage or press F5.
Appraisals target reached
Many thanks to staff who worked so hard in the last few
months to ensure we achieved our 90% appraisal
completion target. In fact we are heading for a 94% rate
this year. To avoid so much pressure at each year end, you
may want to plan your appraisals over the whole year in
future; a better planned approach should allow time for
quality appraisals to take place.

Date of last MRSA bacteraemia: 1 February 2011
Clinical area: David Marsden Ward
Cause: Deep surgical wound infection—
post maxillofacial surgery
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Finance Report
Month 12 (March) 2011/12
Board of Directors
1st May 2012

Month 12 Executive Financial Summary

Enc. 2.4

 Income and Expenditure – At month 12 (March), the Trust achieved a surplus of £1.338m, against a planned surplus target of £1.8m.
This is a variance from plan of £462k and a favourable movement in month of £1.777k.
 The Monitor Rating for the year is 3 in line with the Annual Plan target.

Income
Pay
Non-Pay
Capital Charges
Recharges

Total

Annual Budget
£'000
598,817
(342,204)
(236,995)
(17,711)
(107)

1,800

YTD Budget
£'000
598,817
(342,204)
(236,995)
(17,711)
(107)

1,800

KCH Commercial Services (including
GSTS Pathology LLP) Loss

Consolidated Annual Surplus

1,800

1,800

YTD Actual
£'000
625,460
(351,361)
(253,194)
(18,247)
(432)

2,226

Month 12 YTD
Variance
£'000
26,643
(9,157)
(16,199)
(536)
(325)

426

(888)

(888)

1,338

(462)

Month 11 YTD
Variance
£'000
20,696
(7,753)
(14,030)
(857)
(295)

(2,239)

Movement in
Month
£'000
5,947
(1,404)
(2,169)
321
(30)

2,665
(888)

(2,239)

1,777

 Operating Financial Performance - The financial position includes a net impairment (asset valuation) loss on assets to the value of
£1.574m and if this is excluded the operational surplus is £2.9m.
 This is a consolidated financial position including the KCH share of the KCH Commercial Services and GSTS Pathology JV trading loss
(£888k) and the Project Diamond funding shortfall via NHS London (£1m); which reflects a NHS underlying trading position of £4.7m.
 The movement in month is due to the following reasons:
 Increased patient activity in March (7% FCE increase on monthly average for the year)
 Phasing of the Emergency Re-admission claw-back (£2.5m) and Access Initiative funds from NHSL (2.7m) over the final quarter
of the year
 Reduction in the provision for bad debts was £683k due outstanding payments by PCTs. The overall impact in year was £161k.
 Increase of clinical supplies stock of £316k. The overall in year stock movement was a reduction of £218k due to a decrease in
pharmacy stocks.
 The Trust turnover has increased by £40m from the previous year but the surplus position has remained constant. There have been
investments in medical and nursing staff in response to the increased activity, acuity of patients and achievement of quality/CQUIN
targets. A key staff cost pressure was increased agency spend from £8.9m to £12m. The surplus has been reduced by inflationary cost
pressures in year in respect to PFI, clinical supplies and drugs (circa £4m). The Clinical Negligence costs increased by £2.2m in year.
 The actual CIP achieved at month 12 is £33.5m (87% achievement against plan). This is an adverse variance of £5m against plan.
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Income Summary
 The Trust is over-performing against PCT and Specialist Commissioning contracts, in-conjunction with income CIPs to the value of £26.6m as
at month 12. The Trust’s activity levels and accrued income are well above plan for Ambulatory and Dental (£3m), Clinical Haematology (£2m),
Cardiac (£1m), Adult General Critical Care (£600k), Liver Critical Care (£1m) and Emergency Medicine (£2m). Additionally, the Trust has
secured £750k for its initial contribution to supporting the development of the South London Healthcare.
Expenditure Summary
 The additional income derived from unplanned patient activity increases above has driven the pay and non pay adverse variance spending;
together with a number of underlying cost pressures noted below:
 Adverse variance against Cost Improvement Plan (CIP) of £5m. Achievement is currently 87%. This is a negative movement in month of
£986k across staffing expenditure controls, income generation targets and diagnostic reductions. Planned elective income is at significant
risk due to emergency capacity issues.
 The staff pay budget is £9.1m over-spent. The adverse movement in month is a result of nursing staffing costs which were £1.26m
above plan for the month. This is a continuation of overspends in Critical care – both adult and paediatric.
 The non pay overspend was £1.88m in month and predominantly relates to non clinical supplies and drugs. There was also a favourable
variance in capital charges due to the impairment being less than forecast; and positive movements on stocks and the bad debt provision
in month.
 Three key divisions struggled to achieve their original financial targets with adverse variances: Networked Service (£3m), Liver, Renal and
Surgery (£2.6m) and TEAM (£2.3m). This was a result of emergency activity pressures and capacity issues. These variances were offset by
additional funding streams such as Project Diamond (£1.7m), Access Initiative (£2.7m) and PCT Re-admission claw back (£2.5m) which were
held centrally in corporate income.
Capital Summary
 Annual capital expenditure to month 12 was £20.634m against an annual budget of £19.247m.
 The year end capital position is £1.387m overspend after carrying forward £5.656m budget from the current year to 2012/13.
Working Capital Summary
 As at month 12 outstanding debtors totalled £21.7m including Private Patient and Overseas Visitors debts.
 PCT SLA Over-Performance - £29.989m has been invoiced for PCT SLA over-performance for the 2011/2012 financial year, of which
£27.229m has been received to date.
 Other Income - The Trust received payment in March for the PCT Emergency Re-admission funds (£1.6m) and the Access Initiative
funding (£1.1m) and Project Diamond funding (£1.7m). The £750k from NHS London (re SLHT) remains outstanding.
Key updates for the Annual Plan are included in the report as follows:
 I&E Revenue Planning update 2012/2013 (page 4)
 CIP Progress Report 2012/2013 (page 5)
 Projected 3 year Capital Plan 2012/2013 to 2015/2016 (pages 6 - 7)
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2012/13 Revenue I&E Planning Update
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Key Points


Income assumptions
are in line with PCT
Contract Heads of
Terms. The aim is to
sign PCT contracts
by the 30th of April
and finalise the
planned patient
activity income for
2012/2013.



Current projections
show it would be
prudent to set a
'stretch' CIP target of
£40.5m to ensure
than all potential
downside risks can
be covered.
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2012/13 CIP Planning Update
CIP workstream
Intergrated Service review
Liver
General Surgery
Heamatology
Acute Medicine
Ambulatory
Peadiatrics
sub total
Medical Productivity
Workforce
Nursing ward establishments
Outpatients
CNS Review
sub total
Divisional
TEAM
CCTD
Ambulatory/Dental
Liver/Renal/Surgery
Network
Womens & Children
Corporate
sub total
Income (net gain)
PCT demand Mgt
Coding improvements
RTT catch up
INFIL BLOCK 4
AZ/RDL
Commercial Income
PP - Guthrie
PP - Haem
South London Trust
sub total
Trust Wide Controls
Procurment contracts
Procurement controls
Pharmacy
sub total
Grand Total
% of stretch target

Stretch Target
£m

Best CASE
£m

Medium CASE
£m

700
700
700
700
700
700
4,200
200

687
891
300
460
400
400
3,138
200

344
446
150
230
200
200
1,569
100

2,946
700
1,700
5,346

2,946
700
400
4,046

1,473
350
200
2,023

1,118
2,498
1,378
1,706
2,065
1,262
1,973
12,000

1,200
1,200
1,500
1,000
1,000
900
900
7,700

645
813
1,527
857
716
558
670
5,786

5,000
2,000
5,000
1,000
500
500
1,000
15,000

5,000
2,000
5,000
2,000
1,000
1,000
1,000
1,500
3,000
21,500

4,000
1,500
3,500
1,500
500
500
500
1,000
2,000
15,000

2,300
1,000
3,300
40,046

2,300
1,200
3,500
40,084
100

2,000
1,000
3,000
27,478
69

Enc. 2.4

The latest planning assumptions are shown in the attached
table.
In the annual plan, there is a £40m stretch CIP target, and
work continues on the various work stream headings
described.
Under the best case scenario, all current plans and targets
yield significant savings – however these represent in many
cases the full year effect of proposed savings. It is therefore
more likely from work to date that a mid case position will be
achieved.
In order to increase this level of achievement, further work is
being undertaken within divisions in particular to increase the
level of savings found. Ernst and Young have been engaged
until July in order to drive this process.
Two main factors need to be resolved in order to finalise these
figures:
• Finalising of the income position of the Trust to clarify the
planning baseline
• Decisions being reached on the potential increase in
capacity by developing infill block 4 and Annie Zunz/RDL.
• Agreeing revised nursing establishments for wards to
enable recruitment and therefore bank and agency
reductions.
Once these points are clarified, it is expected that the mid case
position can be significantly improved.
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Projected 3 Year Capital Plan
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The projected 3 year capital plan for 2012/2013 to 2015/2016 has been included on page 7 and indicates a
funding requirement of £48.792m over the 3 years.



In order to deliver the proposed capital programme the Trust will have to consider using external
borrowing based on the Tier 2 limit.
 The Trust’s 2011/2012 Tier 1 Prudential Borrowing Limit is £124.1m, allowing headroom above current
borrowing of £33.8m, but this is insufficient to fund the current requirement.
 The Trust has calculated its current Tier 2 Prudential Borrowing Limit at £199m. This will enable the Trust
to borrow an additional £108.6m. The Trust will have to determine a business case for board approval in
order to utilise the Tier 2 borrowing limit and notify Monitor for endorsement.
 The Critical Care project could range from £45m to £60m and would allow the Trust to bridge the external
funding requirement through one business case.



The following projects have not been included in the 3 year capital plan and would increase the funding
requirement if they were to be funded from Trust resources:
 Windsor Walk Development - £20m
 Normanby Building / Car park Development - £60m
 Rayne Institute - £40m
 Helipad - £3m



The Trust is looking at the possibilities of obtain commercial and/or charitable funding for some or all of these
projects.
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Projected 3 Year Capital Plan
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ACTUALS
Key Projects

Proposed Annual Plan

Pre 2011
Spend

2011 / 12

2012 / 13

2013 / 14

2014 / 15

£'000

£'000

£'000

£'000

£'000

1

Maternity

1,211

1,111

1,000

-

2

Emergency Centre

3,467

3,359

2,419

100

-

3

Endoscopy

460

4,159

-

-

4

Clinical Research Facility

3,374

3,190

-

-

5

Private Patients Refurbishment

1,919

-

-

-

6

Unit 6 Development

282

2,414

2,127

7

Waddington Ward (incl. Trundle Ward)

983

605

-

8

Critical Care (2 Storey option incl. Plant)

147

517

6,483

9

Critical Care (3rd Storey - Private Patients)

-

-

10

CCU Enabling Works - Upgrading of Underground Oil Tanks and Roadway

-

1,000

-

-

11

Estate/Energy Infrastructure Project

-

2,000

2,000

-

12

Refurbishment/Upgrade of Day Surgery

-

700

-

-

13

Liver Lab Research Facility

22

750

-

-

14

Temporary Theatre - Infill 4 - Enabling Works

25

975

-

-

15

Refurbishment of Brunel Ward (PP)

-

1,800

-

-

16

Byron Adult Cystic Fybrosis Inpatient Facility

-

1,500

-

-

17

Other Major Works

2,288

1,547

300

18

Minor work schemes

1,068

1,300

1,300

1,300

19

Information Technology schemes

1,359

1,500

1,500

1,500

20

Intangible Assets

561

500

500

500

21

Medical Equipment new and replacement (incl Donated)

1,552

1,696

1,000

1,000

20,634

34,646

45,200

19,300

4,601

Total

10,691

-

500

-

-

-

38,000
-

15,000

-

Available Funding details
Cash from operations

14,043

15,030

16,412

17,591

Charitable donations

614

1,322

0

0

PDC Received

100

0

0

0

127

0

0

0

5,750

0

0

0

20,634

16,352

16,412

17,591

18,294

28,788

1,709

Cash from External Loans

Depreciation non-cash charge

Salix (PC Powerdown / LED Lighting)

Utilisation of Internal Cash Resources
Total

Additional Funding Required from external resources
Cumulative Funding Requirement
Tier 1 Available Headroom (Limit £124.1m)
Tier 2 Available Headroom (Limit £199m)

48,792
33,761
108,661
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Financial Risk Rating Ratios
Financial Criteria

Weight
(%)

Metric to be scored

Enc. 2.4

Month 12

Month 12
Rating

11/12
Plan

11/12 Plan
Rating

Achievement of Plan

10

EBITDA achieved (% of plan)

94.6%

4

83.4%

3

Underlying Performance

25

EBITDA Margin (%)

5.7%

3

6.5%

3

Financial Efficiency

20

Return on Capital Employed (%)

6.1%

4

6.0%

4

20

I&E surplus margin (%)

0.5%

2

0.6%

2

25

Liquidity Ratio (days)

17.3

3

16.3

3

Liquidity
FINANCIAL RISK RATING

{Weighted Average of Financial Criteria}

Financial Criteria

Metric to be scored

Achievement of Plan
Underlying Performance
Financial Efficiency

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

Liquidity

Finance Risk Rating

Rating 5
Rating 4
Rating 3
Rating 2
Rating 1

5
100
11
6
3
60

3

3

RATING CATEGORIES
4
3
2

1

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. 2.4

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

(114,095)
(128,873)
(51,357)
(17,289)
(1,428)
(27,302)
(1,860)
(342,204)

(114,095)
(128,873)
(51,357)
(17,289)
(1,428)
(27,302)
(1,860)
(342,204)

(116,646)
(135,426)
(50,646)
(17,366)
(1,504)
(27,853)
(1,905)
(351,346)

(2,551)
(6,553)
711
(77)
(76)
(551)
(45)
(9,142)

(2,954)
(5,288)
1,011
28
(12)
(484)
(43)
(7,742)

403
(1,265)
(300)
(105)
(64)
(67)
(2)
(1,400)

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)
(57,303)
(254,813)

(54,917)
(54,786)
(27,766)
(22,886)
(19,340)
(17,711)
(104)
(57,303)
(254,813)

(59,834)
(60,306)
(31,397)
(24,598)
(15,618)
(18,247)
(432)
(61,456)
(271,888)

(4,917)
(5,520)
(3,631)
(1,712)
3,722
(536)
(328)
(4,153)
(17,075)

(5,147)
(3,916)
(2,338)
(805)
1,801
(857)
(294)
(3,637)
(15,193)

230
(1,604)
(1,293)
(907)
1,921
321
(34)
(516)
(1,882)

Total Expenditure

(597,017)

(597,017)

(623,234)

(26,217)

(22,935)

(3,282)

598,817

598,817

625,460

26,643

20,696

5,947

1,800

1,800

2,226

426

(2,239)

2,665

NON-PAY

All Income

Income and Expenditure

The table above is an unconsolidated expenditure analysis.
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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. 2.4

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
(53,822)
(40,421)
(20,653)
28,028
37,116
(61,559)
(52,296)
71,606

YTD Budget
£'000
92,736
(39,904)
(22,924)
(7,475)
22,433
142,924
(53,822)
(40,421)
(20,653)
28,028
37,116
(61,559)
(52,296)
71,606

YTD Actual
£'000
95,890
(39,133)
(25,453)
(8,030)
23,274
145,742
(54,601)
(44,800)
(21,402)
24,939
37,743
(64,747)
(54,300)
76,086

YTD Variance
£'000
3,154
771
(2,529)
(555)
841
2,818
(779)
(4,379)
(749)
(3,089)
627
(3,188)
(2,004)
4,480

Last Months
Variance
£'000
2,126
902
(1,689)
(462)
877
2,236
(726)
(4,033)
(690)
(3,213)
640
(3,236)
(2,317)
3,970

Movement
£'000
1,028
(131)
(840)
(93)
(36)
582
(53)
(346)
(59)
124
(13)
48
313
510

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

(5,133)
129,620
(54,562)
(23,386)
(26,650)
25,022
67,334
(45,419)
(5,793)
(7,389)

(5,133)
129,620
(54,562)
(23,386)
(26,650)
25,022
67,334
(45,419)
(5,793)
(7,389)

(5,218)
130,888
(55,629)
(25,206)
(27,653)
22,400
69,563
(47,901)
(7,346)
(7,968)

(85)
1,268
(1,067)
(1,820)
(1,003)
(2,622)
2,229
(2,482)
(1,553)
(579)

(943)
497
(873)
(1,514)
(880)
(2,770)
966
(2,131)
(1,014)
(521)

858
771
(194)
(306)
(123)
148
1,263
(351)
(539)
(58)

8,733
91,782
(50,346)
(7,227)
(10,043)
24,166
13,844
(2,238)
(2,572)
(3,933)
5,101
23,461
(34,354)
(82,376)
4,430
(17,711)
(106,550)
598,817
(342,204)
(236,995)
(17,711)
(107)

8,733
91,782
(50,346)
(7,227)
(10,043)
24,166
13,844
(2,238)
(2,572)
(3,933)
5,101
23,461
(34,354)
(82,376)
4,430
(17,711)
(106,550)
598,817
(342,204)
(236,995)
(17,711)
(107)

6,348
92,988
(51,404)
(7,902)
(9,999)
23,683
16,133
(2,434)
(3,744)
(4,824)
5,131
36,513
(35,512)
(84,443)
3,358
(18,247)
(98,331)
625,460
(351,361)
(253,194)
(18,247)
(432)

(2,385)
1,206
(1,058)
(675)
44
(483)
2,289
(196)
(1,172)
(891)
30
13,052
(1,158)
(2,067)
(1,072)
(536)
8,219
26,643
(9,157)
(16,199)
(536)
(325)

(2,700)
508
(873)
(666)
114
(917)
2,339
(162)
(946)
(790)
441
11,384
(654)
(1,851)
(1,036)
(857)
6,986
20,696
(7,753)
(14,030)
(857)
(295)

315
698
(185)
(9)
(70)
434
(50)
(34)
(226)
(101)
(411)
1,668
(504)
(216)
(36)
321
1,233
5,947
(1,404)
(2,169)
321
(30)

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

1,800

The table above is an unconsolidated income and expenditure analysis.

2,226

426

(2,239)

2,665
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Private Patient Income
Private Patient Projected Cap %
Private patient income *
Total patient related income **
Proportion (as percentage)

Enc. 2.4

2011/2012
£'000

2010/2011
£'000

14,648

12,548

544,347

502,065

2.69%

2.50%

* 2011/2012 figures - actuals for the year
** 2011/2012 figures - actuals for the year

Section 44 of the 2006 Act requires that the proportion of private patient
income to the total patient related income of the NHS Foundation Trust should
not exceed 3.5 per cent, its proportion when the organisation was an NHS
Trust in 2002/03.
The 3.5% cap equates to £19.052m for 2011/12 which provides an opportunity
to increase PP income by £4.4m under the 2006 Act.
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Key Divisional Income and Expenditure Variances
Enc. 2.4
Division

Year end
Variance
£000’s

Cardiac

(1,414)

Neurosciences

(2,141)

Clinical
Haematology

465

Critical Care,
Theatres &
Diagnostics

(85)

Liver

(1,145)

Renal

(558)

Surgery

(919)

Women’s

299

Child Health

(782)

Ambulatory &
Dental

841

TEAM

(2,385)

Reasons for Variance
Pay overspent by £806k, medical locums agency spend and Doctors banding appeal. Increased
theatre usage recharges £410k and CSDS recharges £328k. Not achieving forecast due to trust-wide
capacity issues and increased non-pay spend.
Increased theatre recharges £503k, Medical Pay £149k due to locum spend and Doctors banding
appeal. Not achieving forecast due to trust-wide capacity issues and increased non-pay spend (Clinical
supplies £578k).
Income is £2.2m 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 £3m overspent (predominantly critical care nursing), non pay £2m, offset by £627k
overperfomance in income, and £4.4m internal recharges recovery.
Nursing is £696k overspent, recharges are £270k over, and clinical supplies are £692k over. This is
offset by income overperfomance to an extent. Not achieving forecast due to trust wide capacity issues
and increased non-pay spend.
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 £493k over mainly due to overspend on clinical Supplies; Recharges £731k over budget due
to increased activity. Not achieving forecast due to trust wide capacity issues.
Maternity income is now favourable by £692k but cost pressures remain in Midwifery staffing £642k.
Income above target by £514k, nursing £1.3m overspent in critical care due to activity.
Under spend on recharges is reducing the overspend on pay of £783k and non-pay of £691k.
Income for both areas is over-performing, predominantly in Dental
Pay £2.5m overspent which relates to medical locums and agency nursing to support ED performance.
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Key Corporate Income and Expenditure Variances
Enc. 2.4
Division

Annual
Budget

Year end
Variance
£000’s

Variance
target

Distance from
target

Facilities

14,806

(1,194)

(337)

(857)

PFI

22,886

(1,712)

(1702)

(10)

Corporate Services

13,835

(236)

(172)

(64)

Operations

6,542

(344)

(442)

98

Human Resources
& Occupational
Health

6,071

227

(11)

238

Information (IT)

6,694

139

57

82

Strategic
Development

1,083

(193)

(168)

(25)

Finance

7,126

(1,034)

(623)

(411)

Research &
Development

1,965

608

1,134

(526)

Commercial
Services

(347)

(960)

(932)

(28)

Reasons for Variance
Non-pay overspent against a M12 budget due to
carbon reduction commitment tax, high energy bills
and day to day maintenance costs (£294k in month).
Non-pay overspent against a M12 budget due to PFI
contract variations (deep cleaning and new units) and
inflation uplift.
Non-pay overspent against a M12 budget is due to
increase in personal injury claims, inquest fees, CNST
insurance premiums and recruitment of non-exec
directors.
The AHSC-KHP cost centre is overspent as a result of
consultancy costs relating to the Vascular and BMT
projects.
Under spent against a M12 budget - mainly relates to
staff vacancies and additional Occupational Health
income from external contracts.
Under spent against a M12 budget - mainly relates to
staff vacancies and end of lease contracts no longer
required.
Overspent against a M12 budget - relates to
fundraising costs as a result of the agreed KHP
investment to increase charitable income donations.
Overspend YTD relates to consultancy costs for Ernst
& Young in respect to the CIP process.
Under spent due to slow recruitment across all
Divisions in respect to KCH investments and
charitable grants.
Adverse variance due to loss from consolidation of
KCH Commercial Services Ltd.
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Misc. Other Operating Expenses
Contracted Out Laboratory Services
Services received from other NHS bodies

YTD
Budget
£'000
24,463

YTD
Actual
£'000
23,687

YTD
Variance
£'000
776

14,061

15,450

(1,389)

Leasing Charges

5,976

6,202

(226)

Consultancy Costs

2,777

5,271

(2,494)

Contracted Out Services

2,210

2,304

(94)

Training and Education

2,111

1,922

189

Bad Debt Provision

516

(22)

538

Internal & External Audit expenses

392

353

39

Storage costs

365

598

(233)

4,432

5,691

(1,259)

57,303

61,456

(4,153)

Misc. Costs / Unallocated CIPs / Reserves
Total

Enc. 2.4

 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.
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Agency Spend to date

Enc. 2.4

4,000,000

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

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. 2.4

4,000,000

3,500,000

3,000,000

2,500,000
10/11
11/12

2,000,000

1,500,000

1,000,000

500,000

0

Ambulatory Services
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Critical Care &
Theatres

Liver, Renal &
Surgery

Networked Services

Trauma, Emergency
& Acute Medicine

Women's & Children
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CIP update – Actuals to Date

Enc. 2.4

 At Month 12, CIPs totalling £33.5m have been achieved against a plan of £38.5m, an 87% success rate. The

overall achievement has deteriorated slightly from month 11. 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 over-performance 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 90% achieved, with underachievement in all areas, the highest being in Networked services and
CCTD.

 Divisional schemes: 90%

These are largely similar to previous months, although in absolute terms, savings are under-acheived by £2.7m.
CCTD – CC income and drugs switch.
Networked Services – not achieving reduction in LoS target and consultant retirement in M11.

 Devolved schemes: 76%

These are for Procurement, Pharmacy, Beds and Theatres trust-wide 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 underachieved, particularly in Neuro and General Surgery.

 Trustwide schemes: 89%

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. 2.4

Month 12
(£k)

CIP –
Annual
target

YTD
target

YTD actuals

YTD
variance

%
achieved
YTD

Green

Amber

Red

Divisional

26,326

26,326

23,595

-2,731

90%

21,766

1,857

2,704

Devolved

7,229

7,229

5,475

-1,754

76%

3,869

1,962

1,398

Trustwide

5,027

5,027

4,478

-549

89%

4,230

400

397

Deferred to 12/13

7,565

-

-

-

-

0

0

7,565

Total

46,147

38,582

33,547

-5,034

87%

29,864

4,219

12,064

46,147

33,571

29,523

-4,048

88%

29,925

4,072

12,149

Month 5
Month 11

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. 2.4

Divisional performance (to Month 12) – includes CIPs identified by the divisions
Theme

CIP performance -YTD

(£k)

Total CIP
identified

Target

Actual

Variance

Income

Non-Pay

Pay

ACLN

3,653

3,653

3,562

-91

756

957

1,849

NS

5,177

5,177

4,131

-1,045

1,991

1,057

1,083

W&C

2,958

2,958

2,679

-278

976

486

1,217

CCTD

4,133

4,133

3,332

-801

1,288

331

1,713

LRS

4,514

4,514

4,100

-415

1,316

894

1,890

TEAM

3,299

3,299

3,209

-90

1,019

259

1,932

Corporate/PP

2,593

2,593

2,580

-13

0

965

1,615

Total

26,326

26,326

23,595

-2,731

7,347

4,949

11,299

31%

21%

48%

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

750

612

-138

166

265

182

NS

2,471

2,471

1,712

-760

904

751

58

W&C

971

971

751

-220

207

265

280

CCTD

633

633

483

-150

0

333

150

LRS

1,627

1,627

1,470

-157

636

366

468

TEAM

603

603

274

-329

0

114

160

Corporate/PP

173

173

173

0

0

166

7

Total

7,229

7,229

5,475

-1,754

1,913

2,259

1,303

35%

41%

24%

Theme

CIP performance - YTD
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Trust Wide CIPs

Enc. 2.4

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

294

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

7,565

Total CIP Identified

YTD Target

YTD Actual

Variance

51

51

51

0

2,401

2,401

2,401

0

Comm Services

397

397

0

-397

Estate

400

400

248

-152

QIPP

1,378

1,378

1,378

0

400

400

400

0

5,027

5,027

4,478

-549

Outpatients
Proc. and NP Ctrls
Pharm / CCTD

Performance of centrally held CIPs
Beds & Theatres
Coding

Capital Charges
Sub total
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Capital Expenditure Summary
Month 12
Total per capital category

Plan 2011/12
B/F 10/11

New

Enc. 2.4

Budget

Expenditure

Adj. During
C/F 12/13
11/12

Total
11/12

Actual YTD

Cost to
Complete

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
2,942
1,500
500
458

(825)
73
(983)
137
(83)
398

(4,405)
0
(732)
(246)
(31)
(242)

14,442
1,073
1,341
1,391
386
614

15,101
1,068
1,931
1,359
561
614

0
0
0
0
0
0

15,101
1,068
1,931
1,359
561
614

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

379

25,807

(1,283)

(5,656)

19,247

20,634

0

20,634

Budget
Gross capital expenditure b/f
(Intangible Assets Included Above)
Gross Cost

Actual to
date

Anticipated
Changes

Y/E
Forecast

19,247

20,634

-

20,634

19,247

20,634

-

20,634

614
614

614
614

-

614
614

Capital Charge against Capital Resource Limit

18,633

20,020

-

20,020

Depreciation non-cash charge
New PDC Equipment
Internal Cash Resources
External Borrowings
FT Capital Plan

16,640
100
1,766
127
18,633

14,043
100
5,750
127
20,020

-

16,640
100
1,766
127
18,633

Variance : + over / (-) under

-

-

-

1,387

Less:
Capital Donations held on Trust, NOF monies
Total
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Cash Flow Summary

Enc. 2.4

The Cash balance at the end of Month 12 was £27.607m against a forecast cash balance of £17.642m
 Provider to Provider Income and PCT NCA’s and SLA’s - £2.050m greater than forecast was received to the end of
March.
 The Trust received payment in March 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).
 Payments against Capital Projects are £2m less than forecast to date. This is due to projects being put on hold and
slippage of projects due to delayed starts or contract variations.
PCT SLA over/under-performance
 29.989m has been invoiced for PCT SLA over-performance for the 2011/2012 financial year.
 Of the £29.989m invoiced £27.229m has been received to date.
 £9m cash payment was paid by South East London PCTs by the end of March in respect to Q4 PCT SLA overperformance.
Working Capital Facility
 The Trust has not needed to utilise the facility since the end of January due to the recovery of PCT SLA over-performance
monies in February and March.
Prudential Borrowing Limit
 The Trust is currently utilising £90.339m (73%) of its 2011/2012 Tier 1 Prudential Borrowing Limit (Long-term borrowing)
of £124.1m leaving headroom of £33.8m.
 The Trust’s Prudential Borrowing Limit for 2011/12 is £124.1m leaving headroom against this Tier 1 limit of £33.8m.
 The Trust has calculated its Tier 2 limit for 2011/12 as £199m which would enable the Trust to borrow a further £108.6m.
The Trust will have to determine a business case for board approval in order to utilise the Tier 2 borrowing limit and notify
Monitor for endorsement.
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Cash Flow

Enc. 2.4
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

QTR 4
Mar-12
A CTUA L
£'000s

22,694

11,079

10,663

10,780

21,078

101,206
39,701
84,868
14,035
217,607
17,269
3,115
24,008
1,537
26,386
4,686
16,617
7,329
18,590
12,492
6,863
3,767
3,300
1,380
22,550
40,704
18,661
3,330
690,001
(91,217)

26,505
10,323
21,876
349
51,648
4,336
539
5,963
441
0
1,645
3,035
2,137
3,380
2,286
1,248
612
600
345
6,682
9,555
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
1,500
5,070
3,423
1,872
888
900
345
4,995
10,988
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
5,692
1,236
5,964
374
7,767
629
5,436
1,793
5,070
3,447
1,872
1,220
900
345
5,842
7,376
4,635
862
174,358

7,579
3,215
6,886
7,960
19,246
2,338
486
2,039
83
13,638
0
1,453
0
1,690
1,120
624
340
300
115
1,747
7,008
1,450
430
79,747

187,738
137,918
33,173
3,330
28,581
5,235
33,673
8,938
15,397
191,111
645,094

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

16,071
11,659
4,275
430
2,524
295
2,788
0
788
27,414
66,244

10,687

5,275

16,100

13,503

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 Clin ic a l In c o me
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

44,907

Capit al & Financing It ems
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

20,847
0
(999)
593
(150)
0
8,359
(50)
562
450
10,000
(10,000)
107
669
(67)
0
46
516
117
7,578
1,750
40,193

Net Inflow / Outflow
Forecast Balance C/F

4,714
27,408

(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

2,151
0
0
0
0
0
4,138
0
0
0
0
0
62
56
(11)
0
0
0
0
631
146
7,173

2,138

15,956

6,330

12,801

26,736

27,607
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Analysis of Cash Borrowings

Enc. 2.4

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

Monthly Cash Balances

GBS- Citibank

Cash Balance
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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. 2.4

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

Daily Cash Balances

Balance (£'000)
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£'000

40,000
30,000
20,000
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-

Date

• Graph B shows the fluctuation of cash balances on a daily basis.
• This graph highlights the receipt of SLA contract income around the 15th of each month (indicated by the peaks
between £30-40m), and the reduction of our cash balance between the 17th and 24th when large monthly payments
e.g. payroll, P.A.Y.E and N.I. are paid.
Page 25

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. 2.4

31 Mar 2011

Qtr 1
30 Jun 2011

Qtr 2
30 Sept 2011

Qtr 3
31 Dec 2011

Qtr 4
31 Mar 2012

ACTUAL
£'000

ACTUAL
£'000

ACTUAL
£'000

ACTUAL
£'000

ACTUAL
£'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

1,276
276,691
78
70,203
3,530
351,778

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

10,963
29,131
7,922
3,844
27,607
79,467

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)

(1,135)
(6,181)
0
(984)
(7,939)
(32,591)
(26,159)
(74,989)

Total Assets less Current Liabilities

359,590

362,359

360,365

358,898

356,256

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)

(12,083)
(6,232)
(76,388)
(94,703)

Total Assets Employed

262,563

265,331

263,307

261,752

261,553

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

135,678
85,770
0
40,105

Total Taxpayers' Equity

262,563

265,331

263,307

261,752

261,553

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 31
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Working Capital - Debtors
NHS Bodies

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

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 12
Month 11

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

Enc. 2.4

Total Outstanding

0 - 30 days

31 - 60 days

61 -90 days

Over 90 days

£

£

£

£

£

4,622,213
2,172,769
4,315,650
11,110,632
(554,802)
10,555,829

764,353
1,163,427
301,669
3,022,458
5,251,907
(607,489)
4,644,418

16,362,539
100%
100%

3,883,909
(70,034)
3,813,875
1,486,726 (487,930)
998,796 -

5,370,635

4,049,954 1,716,965
1,809,810
7,576,728
7,576,728

95,747 17,721
834,481
756,455 756,455 -

1,289,699
407,447
855,492
26,761
26,761

1,957,705
30,636
815,868
2,804,209
(554,802)
2,249,407

401,043
526,047
27,881
745,002
1,699,973
(607,489)
1,092,485

120,258
227,707
255,728
712,551
1,316,245
1,316,245

179,512
190,667
263
1,163,025
1,533,467
1,533,467

63,539
219,005
17,797
401,880
702,221
702,221

8,892,973

2,289,923

675,460

54%
72%

14%
4%

4%
6%

4,504,183
28%
18%

1,004,380
1,004,380

1,197,321
1,197,321

197,603
197,603

1,484,605
(70,034)
1,414,571

369,555
369,555

116,866
116,866

96,097
96,097

1,643,318
(487,930)
1,155,388

634,825

1,314,187

293,700

 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.

3,127,923
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SLA Over-performance 2011/12
Qtr 1 Invoice d
West Kent
Eastern and Coastal Kent
Croydon
Croydon (f or PICU)
Hounslow
Medw ay
E of E (Herts)
Waltham Forest
SACS (f or EAST SUSSEX PCTs)
Westminster
E of E (NSC)
Sutton and Merton
Camden
NEWHAM
South West SCG
Croydon (f or Neuro Rehab)
Redbridge
Healthcare Commission f or Wales
Barking and Dagenham
East Midlands SCG (Northants)
Richmond and Tw ickenham
East Midlands SCG (Trent)
Barnet
Yorkshire and Humber SCG
E of E (SOUTH ESSEX)
Tow er Hamlets
Kensington and Chelsea
Kingston
Hammersmith and Fulham
Southw ark
Lambeth
Bromley
Lew isham
SACS (f or WEST SUSSEX PCT)
Enf ield
Greenw ich Teaching
Harrow
E of E (Bedf ordshire)
East Midlands SCG (Leics)
Havering
Surrey
Haringey Teaching
Wandsw orth
Bexley Care
CITY AND HACKNEY
Hillingdon
E of E (NORTH ESSEX)
South Central SCG Thames Valley
South Central SCG South
Brent Teaching
Islington
Ealing
Croydon (f or BMT)

Qtr 2 Invoice d

Qtr 3 Invoice d

Qtr 4 Invoice d

18,515
1,051,196
140,306
0
72,433
39,666
70,003
32,096
(157,832)
1,204
11,966
239,645
7,076
7,496
(111,230)
0
101,212
0
25,114
14,027
9,413
9,638
(10,466)
77,628
(63,003)
(9,903)
(46,483)
4,600
(7,295)
311,878
606,548
(150,984)
232,007
(36,181)
(1,748)
192,452
22,741
(23,279)
(19,570)
(24,798)
(158,016)
(6,055)
(84,056)
(39,505)
(49,440)
(49,691)
(50,737)
197,921
185,529
(18,004)
(19,035)
(77,454)
0

1,558,309
835,336
510,372
0
73,481
172,284
127,035
40,357
398,116
(5,667)
473,208
1,932
27,821
32,977
(95,696)
0
3,720
0
66,543
30,237
24,210
(23,877)
32,406
66,994
86,659
64,760
12,080
(53,168)
42,379
1,661,925
1,312,615
328,145
170,406
35,923
74,700
118,129
2,868
74,700
3,009
(49,076)
(116,612)
(20,066)
83,255
298,668
74,057
(25,812)
107,724
128,519
(109,868)
(34,849)
(29,222)
(78,176)
0

1,187,859
1,079,078
689,591
0
114,712
392,354
156,086
85,626
(14,455)
179,136
(13,150)
26,540
36,276
76,456
(35,254)
0
43,105
64,040
(3,454)
130,520
42,846
59,362
(19,614)
21,755
48,254
62,123
(24,847)
(4,177)
100,269
1,257,475
588,773
148,121
852,923
(29,226)
(11,783)
511,310
(24,288)
(10,323)
10,956
(42,703)
(4,928)
(16,421)
55,913
57,106
6,451
14,188
18,657
(154,162)
(60,829)
(41,266)
(71,473)
(3,783)
0

629,525
876,372
535,590
450,000
111,036
165,512
112,874
122,506
136,422
85,382
106,785
72,075
77,920
40,948
122,153
69,637
64,311
0
46,759
41,447
36,106
39,326
33,909
15,437
21,275
16,031
7,510
6,144
8,350
2,561,722
3,981,064
454,719
911,664
(16,414)
(5,351)
908,108
(7,890)
1,342
(18,301)
(20,517)
(30,953)
337
16,599
214,731
3,391
(2,200)
(3,632)
(21,503)
(79,364)
(24,497)
(61,474)
(36,660)
(1,300,000)

2,467,545

8,513,768

7,531,726

11,476,264

Enc. 2.4

Ne t Total
3,394,208
3,841,982
1,875,859
450,000
371,663
769,816
465,997
280,585
362,250
260,055
578,809
340,191
149,093
157,877
(120,027)
69,637
212,348
64,040
134,961
216,231
112,575
84,449
36,236
181,814
93,184
133,012
(51,740)
(46,601)
143,704
5,793,000
6,489,000
780,001
2,167,001
(45,898)
55,817
1,730,000
(6,569)
42,441
(23,906)
(137,094)
(310,508)
(42,206)
71,711
531,000
34,459
(63,515)
72,012
150,775
(64,532)
(118,616)
(181,204)
(196,073)
(1,300,000)
0
29,989,303

Cas h Re ce ive d
(2,511,455)
(2,965,611)
(1,290,266)
0
0
(471,933)
(223,612)
(120,957)
(220,607)
(130,051)
(455,892)
(241,577)
(62,625)
(83,724)
189,730
0
(148,037)
0
(88,203)
(174,784)
(71,617)
(45,123)
230
(166,377)
(78,144)
(124,580)
59,250
53,509
(142,648)
(5,793,000)
(6,489,000)
(780,001)
(2,167,001)
33,733
(70,070)
(1,744,720)
(8,462)
(59,372)
5,605
116,577
279,556
6,370
(114,378)
(577,106)
(81,770)
14,656
(127,058)
(214,301)
0
0
55,482
0
0

Outs tanding
Cas h
882,753
876,371
585,593
450,000
371,663
297,883
242,385
159,628
141,643
130,004
122,917
98,614
86,468
74,153
69,703
69,637
64,311
64,040
46,758
41,447
40,958
39,326
36,466
15,437
15,040
8,432
7,510
6,908
1,056
0
(0)
(0)
(0)
(12,166)
(14,253)
(14,720)
(15,031)
(16,931)
(18,301)
(20,517)
(30,952)
(35,836)
(42,667)
(46,106)
(47,311)
(48,859)
(55,046)
(63,526)
(64,532)
(118,616)
(125,722)
(196,073)
(1,300,000)

(27,229,364)

2,759,939
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Working Capital - Creditors
Overall Total
£
NHS Bodies

0 - 30 days
£

Enc. 2.4

31 - 60 days
£

61 -90 days
£

Over 90 days
£

5,995,160

1,473,978

2,255,661

345,807

1,919,713

Non NHS Bodies

14,239,110

7,652,028

5,392,794

240,826

953,463

Total

20,234,270

9,126,006

7,648,454

586,633

2,873,177

100%
100%

45%
23%

38%
42%

3%
23%

14%
12%

% of Total Outstanding - Month 12
- Month 11

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

Enc. 2.4

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%

February

2,161

2,632

4,793

645

2,632

3,277

30%

100%

March

4,276

4,276

8,552

2,269

4,276

6,545

53%

100%

30,852

41,832

72,684

13,643

41,832

55,475

44%

100%

2011/12
April

Paid to Non NHS Organisations

% of
% Paid
DD
on Target
76%
100%

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

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%

February

12,923

7,166

20,089

6,589

7,166

13,755

51%

100%

March

25,446

7,229

32,675

13,398

7,229

20,627

53%

100%

179,044

94,664

241,033

105,716

94,664

179,753

59%

100%

2011/12

86%
87%
93%
78%
88%
60%
62%
74%
67%
68%
77%
76%

Cum Ave
on Target

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

94%
77%
77%
82%
65%
56%
76%
69%
68%
63%
75%

Cum Ave
on Target

78%
80%
84%
83%
81%
81%
79%
76%
76%
76%
75%
74%
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Glossary

Enc. 2.4

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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Enc. 2.5

Board of Directors
Month 12 Performance

Roland Sinker
Chief Operating Officer
1
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Executive Summary (1/4)

Enc. 2.5

Trust Wide Month 12 Performance
• Good Performance:
All patient access targets for Cancer Waiting Times and Referral Time to Treatment (RTT) waiting times
were achieved, despite continued high levels of emergency activity in March; and having to manage
high numbers of outlier patients and increased repatriation bedday delays.
96.0% of patients were seen in A&E within 4 hours during March – 95.2% for the Q4 position overall –
therefore achieving the national 95% target for the final quarter of 2012/13. The Emergency simulation
exercise ‘EMERGO’ took place on 20 April 2012, in part due to the Olympics, testing emergency plans
and capabilities in dealing with major incidents. A full report will be provided to the Trust in due course.
There were no new MRSA bacteraemia cases reported in March, and 5 cases have been attributed to
the Trust in 2011-12, representing 11 fewer cases than last year.
At month 12 (March), the Trust had a surplus of £1.338m compared to a planned surplus target of
£1.8m. This represents a variance from plan of £462k and a favourable movement in month of
£1.777m. Further detail is picked up later in the Finance report to this committee.
The Trust is taking on the contract for Special Care Dentistry for South West London with a value of
£4.8m. This is currently going through the governance process, and the Trust is working through the
issues with the regulators, in particular with the CQC.
• Concerns going forward:
Health Care Acquired Infection (HCAI): 5 further C-difficile cases were attributed to the Trust during
March. The Trust has therefore reported 97 cases in 2011/12, breaching its annual trajectory of 75
cases. This does represent 9 fewer cases compared to the 2010/11 outturn position last year. Hand
hygiene audit compliance (which provides a leading indication for managing infection control) improved
to 88.6% for audits performed, just lower than the internal target of 95% (but increased slightly from
72.5% in February to 73.4% in March when assessing compliance across all reportable locations).

3

Executive Summary (2/4)

Enc. 2.5

•Concerns going forward (continued):
Access Targets: Delivering the 4-hour A&E standard remains a pressure, but 96.2% of patients were
seen within 4 hours in the first half of April. A new RTT waiting time standard has been introduced which
requires at least 92% of patients to be waiting less than 18 weeks for treatment (for admitted and nonadmitted pathways combined). The Trust has 89.9% patients waiting under 18 weeks at the end of March
2012, so achieving this standard in Q1/Q2 remains a concern.
•Actions:
Finance position: CIP programmes for 2012-13 are being developed, with support from EY. Further detail can be
found in the Finance report to this committee.
HCAI: A business case to support the commodes that require replacing has now been approved by BRSG.
Access Targets: A review of winter pressures experienced in 2011/12 is taking place at the April meeting of the
Emergency Care Board, to which local commissioners have been invited to attend, in order to understand the
system-wide view. The meeting will also look at the key drivers affecting the Trust’s beds, and what the Trust needs
to do differently in preparation for next winter. A further Emergency simulation exercise, ‘Bikini’, will take place on
18 May 2012, examining the Trauma Centre and Trauma Network responses to major incidents.
Meetings are being arranged at the end of April to review the waiting list position and action plans to reduce the
number of breaches with each division.
Regulatory
•Monitor Q4 position
The Trust is rating itself a provisional score of 1.0 in the Monitor Compliance Framework for its Q4 position, giving
the Trust a Governance risk rating of Red. This is due to the Trust not achieving its c-difficile trajectories in the first
3 quarters of the year. The Trust will need to await a review by Monitor to confirm whether it will de-escalate our
risk rating for performance in Q4 to amber-red. We have written to Monitor, demonstrating the reducing trend of cdifficile over the 4 quarters of the year.

4

Executive Summary (3/4)

Enc. 2.5

•Monitor Compliance Framework 2012/13
RTT waiting time targets for patients seen within 18 weeks will not be measured based on a 95th percentile basis in
2012-13. Instead, Monitor will assess RTT performance based on the original standards of 90% for Admitted
patients and 95% for Non-Admitted patients, to be treated within 18 weeks of referral. Consistent with the NHS
Operating Framework for 2012-13, Monitor will also measure the patients still waiting on an Incomplete RTT
pathway. A minimum of 92% of patients on incomplete pathways should be waiting under 18 weeks.
•Care Quality Commission CQC Quality Risk Profile (QRP) and Annual Inspection visit Thursday 9 February 2012
The CQC published a QRP update in April. No adverse movements were reported this month. The CQC excluded
older data items in Outcome 5 ”Nutrition” and Outcome 13 “Staffing” resulting in an improvement in the Trust’s
rating.
The CQC inspection found that minor improvement actions were needed to the storage of medications in some
areas. The Trust has acted upon this and will submit an action plan with the response.

• Actions:
The Trust is on track to submit a report detailing plans to maintain compliance with medication storage by the 1 May
2012 deadline.

Contractual
•

CQUIN 2011/12
The Trust has achieved 100% performance against Q1, Q2 and Q3 CQUIN schemes, and submission of
Q4 evidence to the commissioners is in progress.
Overall, the Trust is expecting to receive 93-96% of the total CQUIN contract value in year. This is due to
the unexpected poor performance in the National Inpatient Survey questions and partial payments for
Maternity Experience scores (under-achieved by 1 point for Q4).

5

Executive Summary (4/4)
•

Enc. 2.5

CQUIN 2012/13
Contract proposals are nearing final agreement and the Trust is on track to sign-off with Trust leads and
commissioners by the end of April 2012. In 2012-13, the total contract value for CQUIN is expected to be
c£10m split across 7 schemes.

•

Quality Accounts (QA)
The stakeholder review of the 2011-12 Quality Accounts is underway and due to complete by 30 April
2012. The national indicator for measuring VTE Assessments performed on admitted patients has been
selected in the mandatory audit of accounts.
The 2012-13 Quality Accounts combine CQUIN goals with additional priorities in Diabetes and Improving
the Escalation of Acutely Ill Patients. Progress will be monitored through the CQUIN framework and the
Patient Safety, Outcomes & Experience Committees.

Freedom of Information: Media response to discharges between 23.00 and 06.00
Following the recent article in The Times, the Trust has found that in the vast majority of cases (99%),
patients are not discharged during the night, in line with Trust Policy. Where discharges have taken place
between 23.00 and 06.00, these events have been investigated and found to be appropriate. There is no
evidence of systemic failure in procedure. A full report will be sent to NHS London.
Specific Performance Reports
• Infection Control - The Trust has implemented the new testing methodology which consists of a two stage testing
process from 1st April, consistent with the national guidance. Further enhanced actions details can be found in the Cdifficile Action Plan.
• 2012-13 Contract Financial Risks – Key risks in relation to C-difficile and RTT can be found in this update report
based on the National Contract schedules for 2012-13. If the Trust exceeds its c-difficile trajectory of 75 by 8 cases,
the maximum penalty could be c£8.8m, and a monthly penalty of c£140k based on current RTT admission breaches.
• Mortality Report – An update is provided later in this report following the publication of SHMI Summary Hospital
Mortality Index (SHMI) figures for the third time this year.

6

Contents

Enc. 2.5

•Executive Summary
•Trust Performance Summary
•Divisional Performance Summary
•Regulatory/Contractual Performance
•

Monitor Q4 interim position

•

Monitor Compliance Framework 2012-13

•

Care Quality Commission (CQC) – Quality Risk Profile Update

•

CQUIN 2011/12 and Quality Accounts Update

•Specific Performance Reports
•

Infection Control Update

•

2012-13 Contract Financial Risks

•

Mortality Report Update
7

Trust Month 12 Performance
Summary
Domain*

Key Highlights

Clinical
Effectiveness

8

7

Safety

7

5

Patient
Experience

6

4

Finance & Operational
Efficiency

5

9

Staffing measures

2

2

Enc. 2.5

Key Actions

Patient access targets for RTT completed pathways and Cancer waiting times were all achieved at Trust level this month,
although there was a shared breach in Gynaecology for the 62-day referral to treatment target.
Key concerns are:
• Continued delivery of cancer waiting times, and the RTT admitted pathway standard (22.9 weeks in March).
• ALOS – despite a 0.2 day improvement in Non-Elective ALOS to 5.9, it remains 0.5 days higher than the 5.4 target.
Elective ALOS has remained the same as last month at 5.5 days, 0.8 days higher than the 4.7 target.
• Emergency Clinical Indicators – all emergency targets were achieved at Trust level this month, and 96.0% of patients
were seen in A&E within 4 hours, achieving the 95% target that the Trusts is assessed on by Monitor.
Leading indicators for efficiency: Decrease in the percentage of patients discharged with an expected date of discharge to
48.7%. Repatriation delays increased by 51 beddays to 313 bed days during March.

• Weekly Cancer waiting list review meetings
continue to take place to track individual
patients.
• Weekly emergency performance meetings
continue to be held reviewing ED performance
and bed requirements.
• Review of winter pressures is taking place at
the April Emergency Care Board meeting.
• Trust to commission an audit into 18-week
reporting systems.

VTE Assessments performed was 95.0%, achieving the 90% national target. No additional MRSA cases were reported in
March and the final MRSA total for 2011/12 is 5 cases, below the de minimis quota of 6 cases.
Key concerns are:
• 6 Red AI’s recorded in March: 3 in TEAM, 2 in Womens Health and 1 Never Event in Dental (Wrong implant/prosthesis)
•VRE – 2 cases reported in March on LICU. 22 cases reported for 2011/12, breaching the internal quota of 17 cases.
• C Difficile – 5 cases reported during March meaning 97 cases reported for 2011/12 compared to the trajectory of 75 cases.
This is 9 cases lower than the reported position for 2010/11.
Leading indicators of safety:
MRSA Screening - elective MRSA screening was 100% for March. 98.6% of emergency patients were screened.
Hand Hygiene – audit compliance rose to 73.4% this month overall (compliance was 88.6% for actual audits performed).
Red Shifts – increased from 33 shifts last month to 41 in March: including 19 shifts reported in Surgery, 14 in TEAM

• Continued focus on managing MRSA infection
and screening
• TEAM and Surgery divisions were red-rated on
Infection Control, and Escalation meetings have
been booked with both divisions
• RCA’s to be conducted into the 6 red AI’s
• Business case for nursing establishment has
been sent
•The Trust has written a letter to Monitor in
relation to the reduction in c-difficile cases this
year.

There were no breaches of the 28 day cancellation standard in March, and cancelled operations remained static at 31 cases.
Key concerns are:
HRWD – the overall score remains at 85% in March, with two sections achieving their targets: Care Perceptions section
scores improved by 1% to 87%, achieving the target of 87%. Patient Engagement section scores improved by 1% to 87%,
achieving the target of 87% ; and Environment section scores remained at 77% compared to the target of 79%.
Leading indicator of patient experience:
Single Sex Accommodation – there were no single sex breaches reported in March.

• Continued focus on patient experience
through Energising for Excellence, Safety
Express and Ward 20/20 initiatives.
• Monthly Performance Review meetings to pick
up the March positions for Patient Experience
• Facilities department to move into Operations
division and focus on TEAM initially.

At month 12 (March), the Trust has a variance from plan of £462k which represents a favourable movement in month of
£1.777m. Further details can be found in the Finance part of this paper. DNA Rate has improved again this month by 0.6%
to11.3% and is still achieving the 12.2% target following wider implementation of the text reminder service to patients.
Key concerns are:
Theatre Utilisation Rate – the overall rate has improved by 1% this month to 80%, achieving the 80% target. Main Theatres
Utilisation has increased by 2.2% to 83.2% in March, achieving the target. DSU Utilisation remains below target and has
dropped by 2.9% from last month to 71.7%.
New:Follow Up ratio – despite remaining the same as last month at 2.5 , the ratio is still not achieving the 2.2 target.

• CIP programmes for 2012-13 are being
developed with support from EY
• Conduct a review into theatre productivity in
main theatres and Day Surgery Unit
• Outpatient Follow-up review meetings held
with each division to identify reduction
opportunities to meet QIPP targets for 2012-13.

Appraisals Complete is 93.5% for 2011/12, achieving the target of 90% at Trust level. Vacancy rate is 7.6% for March and
remains within the 5-8% target tolerance, despite an increase of 0.5% from last month.
Key concerns:
Mandatory & Statutory Training – despite remaining at 53 in March, compliance is below the target of 100.

• Strategy on mandatory & statutory training
has been agreed at the Operations Safety
Committee.

*Number of red/green indicators by domain from Trust scorecard
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2011-12 M12 Division Performance
– Key Areas of Concern
Division

Areas of Concern

Womens & Children

• Finance position
• RTT Admitted (Gynaecology)
• Hand Hygiene Audits (Obstetrics)

Liver, Renal and Surgery

• Finance position
• RTT Admitted waiting times (Surgery)
• Infection Control (VRE, CDT and Hand hygiene audits)
• Non Elective ALOS (Renal & Surgery)
• VTE Risk Assessments (Liver)

Networked Services

• Finance Position
• RTT Admitted (Neurosurgery)
• PCI/MINAP data completeness
• Infection Control (CDT and Hand Hygiene Audits)

TEAM

• Finance position
• Managing emergency activity flow
• Infection Control (CDT and hand Hygiene Audits)
• Pressure sores

Critical Care, Theatres and Diagnostics

• Finance position
• Hand Hygiene Audits (Critical Care)
• Delayed Discharge hours (Critical Care)
• Waiting Times (Diagnostics)

Ambulatory Services & Local Networks

• New to Follow Up ratio (Dental)
• Red adverse incidents (Dental)
• Hand Hygiene Audit (Ambulatory)
• Data Quality (Dental)

Enc. 2.5
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Divisional Summary (1/3)
Comment

Women‘s
& Children

Liver, Renal
& Surgery

Finance: At the end of month 12, the division has an adverse variance of -£1.363m.
Child Health: Risk adjusted mortality outcomes have reduced further to an index of 87, better than expected.
Elective ALOS has decreased to 4.3 days, but is 0.4 days above the 3.9 day target. Non-Elective ALOS has
increased above the 3.9 day target to 4.5 days, impacted by the discharge of a 144 day and 279 day patient.
Discharge Date Compliance remains below the 90% target at 57%. Hand Hygiene Audit compliance has
increased significantly to 91%, just below the 95% target, with audits performed in all areas. Combined MRSA
screening increased to 100%. There were 2 red shifts reported on Thomas Cook HDU.
Gynaecology: Elective ALOS has increased to 2.4 days, below the 2.5 day target. Non-Elective ALOS has
decreased below the 1.8 day target to 1.7 days. Discharge Date Compliance has dropped again this month to
49.6%, below the 90% target. Patient access targets were achieved for ED, Cancer and RTT waiting times,
with the exception of RTT Admitted pathways – where the 95th percentile waiting time worsened to 30.8 weeks
(above the 23 week national target). Hand Hygiene audit compliance decreased slightly from 89% to 83%,
below the 95% target. Combined MRSA screening remains below the 100% target at 95.5%, due to 6
unscreened emergency patients on Katherine Monk. VTE assessments improved slightly from 82.7% to
83.2% but remains below the 90% national target.
Obstetrics: Ante-natal booking within 12+6 weeks continues to be achieved for the adjusted measure (95%)
compared to the 90% target, but not the standard measure (68%). The C-Section rate has improved and is
below the 26% target at 24.8%. All HRWD composite scores are below target. Hand Hygiene audit
compliance has increased to 41.7% but remains below the 95% target; however, three out of six locations had
no audits performed. 82% compliance was reported for those audits actually performed. VTE Assessment
remains above the 90% target at 98%.
Finance : At the end of month 12, the division has an adverse variance of -£2.622m.
Liver: Non-elective ALOS remained below target of 14.5 days at 13.7 days and Elective ALOS is also now
below target of 6.0 days at 5.7 days. Discharge Date compliance is still very low at 6.2%, with continued slow
uptake of EPR. There were 25 repatriation bed-day delays this month. 2 new VRE bacteraemias on LITU were
reported this month. Hand Hygiene audit compliance increased to 69.4%; with 1 location not performing an
audit - 83.3% compliance for those audits actually performed. No Red Shifts or Pressure Sores reported this
month. VTE assessments performed remain below the 90% target for CQUIN at 54.1%.
Renal: Elective ALOS is below target of 2.2 days at 1.5 days, but Non-Elective ALOS is above target of 9.0
days at 9.8 days, down from 13.4 days last month. Discharge date compliance has increased from 34.3% to
62.5%. There were 31 repatriation bed-day delays this month. Hand Hygiene audit compliance exceeded
target at 96.4% with all locations performing audits. 5 Red Shifts reported on Fisk & Cheere Ward. VTE
assessments performed are back above the 90% target at 96.9%.
Surgery: Elective ALOS remains above target of 3.6 days at 4.9 days and Non-Elective ALOS also remains
above target of 4.8 days at 8.5 days. Discharge date compliance is at 78.5% this month. Repatriation bed-day
delays have decreased to 5 this month. RTT Admitted waiting times above national target of 23 weeks in
General Surgery, Urology and T&O. 1 new CDT case reported on Lister Ward whilst Hand Hygiene audit
compliance dropped to 53.7%; with 2 locations not performing audits - 75.2% compliance for those audits
actually performed. 19 Red Shifts reported this month – 10 on Cotton Ward, 8 on Lister Ward and 1 on Brunel
Ward. 3 Pressure Sores (all Grade 2) reported this month – 2 on Lister Ward and 1 on Matthew Whiting Ward.

Enc. 2.5
Key Action / Focus
- Finance position
- Discharge Date Compliance:
Child Health & Gynae
- Hand Hygiene Audits
- MRSA Screening: Gynae
- Red Shifts: Child Health
- RTT Admitted: Gynae
- VTE Assessments : Gynae
- HRWD: Obstetrics
- Ante-natal booking within
12+6 weeks (Standard) :
Obstetrics

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

Networked
Services

TEAM

Finance Position: At the end of month 12, the division has an adverse variance of -£3.088m.
Cardiovascular: Elective ALOS has increased by 1.2 days to 6.9 - 1.7 days above target. Non-elective ALOS
increased by 0.3 days to 8.3 – above the 7.1 day target. Discharge date compliance dropped to 53% from 76%
last month, compared to the target 90%. There were 3 unplanned admissions to ICU – 2 from Coronary Care
Unit and 1 from Lister. Hand hygiene audit compliance improved again to 94%, just below 95% target, with all
areas submitting audit data. MRSA screening is 99.8% due to 1 unscreened emergency Cardio-thoracic patient
in Cardiac recovery. VTE assessment s performed is 97.7%, above the 90% national target. PCI MINAP data
completeness has improved to 88% from 82% last month, but remains below the 90% target. There were 2
pressure sores recorded on Victoria & Albert ward (Grade 2).
Neurosciences: Non-elective Neurosurgery and Neurology ALOS were both below target. Elective Neurology
ALOS is 0.7 days and elective Neurosurgery is 0.8 days over target, at 4.4 and 6 days respectively. Discharge
date compliance improved from 65% to 70% this month, but remains below the 90% target. There were 3
unplanned admissions of Neurosurgery patients to ICU: 2 from Kinnear Wilson HDU and 1 from Marjorie
Warren. Repatriation bed day delays worsened to 190 days from 106 last month. RTT Admitted 95th percentile
waiting times were 27 weeks in March compared to the 23 national target. Hand hygiene audit compliance
dropped to 70% from 80% last month, below the 95% target - no audit was submitted for Neurosurgery. 84%
compliance was achieved in audits performed. MRSA screening achieved 100%.
Haematology: Risk adjusted mortality index (RAMI) outcomes improved to 143 from 150 last month compared
to the expected index of 100. Elective LOS was 17.2 days slightly above target of 16.8. Discharge Date
Compliance has improved again to 97%, above the target of 90% for the second month running. There were 3
unplanned admissions to ICU, 2 from Derek Mitchell Unit and 1 from Davison. 2 CDT cases were reported on
Derek Mitchell unit. Hand hygiene audit compliance decreased to 66%, with no audits being submitted for
supportive therapy for the fourth month in a row - 78% compliance was reported for audits performed. MRSA
screening was 100%.
Finance Position: At the end of month 12, the division has an adverse variance of -£2.385m.
TEAM: Risk adjusted mortality index remains low at 43 compared to the expected index of 100. All patient
access targets were achieved in March except for the two following ED Clinical Quality indicators: Time to
Treatment (73 minutes compared to its 60 minute threshold) and Total Time in ED (259 minutes compared to
its 240 minute threshold). The 4-hour standard in ED (90% target) was achieved in March with 95.4% seen –
and this standard is being maintained for the first 3 weeks in April. Non-Elective ALOS has reduced from 8.3
days in M11 to 7.3 days in M12, and remains below its target of 7.9 days. The average daily number of Outlier
beds has increased from 14.4 beds in M11 to 15.5 beds in M12 with occupancy in the following areas: 4.7 beds
in Neurosciences, 4.1 beds in Surgery, 2.2 beds in Renal and 2.0 beds in Liver. Hand hygiene compliance
remains low in M12 at 67.7%, below the 95% target. No data was supplied for 4 locations - 88% compliance
reported for audits performed. No MRSA or VRE cases reported in M12 but 1 CDT case was reported on
Lonsdale. Two Grade-3 Pressure sores were reported this month on Donne ward. The overall HRWD
composite score has improved slightly to 84%, just 2% below the target of 86%, with all section composite
scores failing to achieve target. 14 Red shifts were reported again this month - with 11 CDU and 3 on Oliver
ward.

Enc. 2.5
Key Action / Focus
- Finance position
- PCI MINAP data
Completeness
- Discharge Date
compliance
Cardiovascular &
Neurosciences
-RTT Admitted:
(Neurosurgery)
- CDT (Haematology)
- Hand hygiene
compliance
- RAMI (Haematology)
-Pressure sores: Cardio
-vascular

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

Divisional Summary (3/3)
Comment

Critical Care,
Theatres and
diagnostics

Ambulatory
Services and
Local Networks

Finance Position: At the end of month 12, the division has an adverse variance of -£85k.
Critical Care (CC): Bed occupancy throughput has decreased by 0.4% to 108.0% this month, but remains
above the 85% target. There were no new MRSA, VTE or CDT cases reported this month. Hand Hygiene Audit
compliance has dropped by 2.2% from last month and remains below the target of 95.0% at 83.0% - all
locations performed an audit. Emergency MRSA screening continues to achieve the 100% target. No hospital
acquired Grade 2-4 pressure sores were reported. Delayed Discharge Hours rose by 159 this month to 2360
compared to the target of 1088, due to an increase of 400 hours in General Medicine.
Diagnostics: Ultrasound IP has increased from 63% to 85%, and ED waiting times has dropped slightly from
72% to 70% both failing to achieve the 90% target. Plain Film Waiting times improved from 86% to 94% this
month, achieving the 90% target. MRSA Screening remains at 100%. 2 Amber AI’s were reported – 1 in Breast
Radiology and 1 in Medical Engineering and Physics.
Theatres: RTT Admitted (95th percentile) dropped slightly to 26 weeks, still not achieving the 23 week target.
RTT Non-Admitted (95th percentile) remained at 17 weeks, continuing to achieve the 18.3 week target. There
were 4 On the Day Cancellations due to no ICU/HDU bed being available and 1 due to there being no theatre
member or anaesthetist. Surgical Safety Checklist compliance has continued to achieve the 100% target. Hand
Hygiene Audit compliance is at 100%, achieving the target of 95%. No Red or Amber AI’s were reported this
month. Main Theatre Utilisation increased by 2.2% from 81.0% to 83.2% in March, achieving the 80% target.
Over-runs increased again from 8.9% last month to 11.1% in March compared to the 5.0% target.
Finance Position: At the end of month 12, the division has a positive variance of £840k.
Ambulatory: Risk adjusted mortality index has decreased slightly to 65 and outcomes remain better than the
target index of 100. Patient access targets for cancer and RTT waiting times have been achieved with the
exception of RTT Non Admitted (95th Percentile) pathways which was 21 weeks within the division compared
to the 18.3 week target. Elective ALOS has increased by 6 days to 10.8 days, above its 3.6 day target. NonElective ALOS has also increased by 14.6 days to 28.4 days, above its 12.2 day target. The Emergency
Readmission Rate (post Non-Elective) remains at 11.7%, higher than the 4.9% target. Deaths on LCP has
dropped to 31% this month but continues to achieve the 25% target. Hand hygiene audit compliance has
dropped to 79.4%, and is 15.6% below the 95% target. Audits were not performed in 1 area – compliance was
90% for those audits actually performed. MRSA Screening remains at 100%. Outpatient Cancellations by
Hospital have increased to 1,998 - 431 above the 1567 target. Camberwell Sexual Health Centre Waiting Time
< 2 hours has dropped to 72.1% and remains below its 100% target. There were no single sex accommodation
breaches reported this month.
Dental: All ED clinical indicators have been achieved. Elective ALOS has increased by 0.1 days to 1.4 days,
and is above its 1.1 day target. Non-Elective ALOS remains static at 2.3, above its 1.9 day target.
Emergency Readmission rate (post Non-Elective YTD) has increased to 2.1%, just above the 1.9% target.
Hand Hygiene audit compliance has improved by 0.7% to 97.2%, achieving the 95% target. MRSA screening
continues to achieve 100% compliance. There was 1 Red, 3 Orange and 7 Green adverse incidents. There
was 1 breach of the Data Quality composite indicators, failing to achieve the ‘New NHS No – IP’ indicator. OP
Coded Activity has dropped by 4% but remains above the 72.6% target. The New to follow up ratio has
improved by 4.7 to 4.1, which is 3.5 above the 0.6 target – this is impacted by increased recording of procedure
attendances which are excluded from the ratio.

Enc. 2.5
Key Action / Focus
- Finance position
- Bed occupancy throughput
- Hand hygiene (Critical Care)
- Waiting Times : Diagnostics
- Amber AI’s (Diagnostics)
- Delayed Discharge:
Critical Care
- On The Day Cancellations:
Anaesthetics & Main Theatres
- RTT Admitted (Anaesthetics)

- Elective - ALOS: Ambulatory
- Non Elective – ALOS: Ambulatory
- Emergency Readmission Rate
(post Non-Elective) : Ambulatory
- Hand Hygiene Audit: Ambulatory
- Red Adverse incidents: Dental
- New to Follow Up ratio: Dental
- Data Quality: Dental
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Regulatory/Contractual Performance
2011/12

Enc. 2.5

Regulatory
• Monitor Q4 position:
The Trust is rating itself a provisional score of 1.0 in the Monitor Compliance Framework for the Q4
position, giving the Trust a governance risk rating of Red. This is due to the Trust not achieving its cdifficile trajectories during the first 3 quarters of the year. The Trust reported a further 5 c-difficile cases
in March, and therefore has 97 cases attributed to the Trust in 2011-12. This does mean that the Trust
has exceeded its 2011-12 year-end trajectory of 75 by 22 cases. However this does represent 9 fewer
cases compared to the 2010-11 outturn position, and we have been reporting a downward trend:
Q1 = 32 cases, Q2 = 24 cases, Q3 = 22 cases, Q4 = 18 cases.
There were no new MRSA bacteraemia cases reported in March, and therefore 5 cases have been
attributed to the Trust in 2011-12. This is the same as its trajectory with the Department of Health and
lower than the de minimis limit for Monitor of 6 cases. This does represent 11 fewer cases reported
compared to the 2010-11 outturn position.
All Cancer Waiting Times and Referral to Treatment (RTT) targets were achieved in March, despite the
continued emergency activity pressures. 96.0% of patients were seen in A&E within 4 hours during
March – 95.2% for the Q4 position overall – therefore achieving the national 95% target.
Actions: Weekly Cancer waiting list review meetings continue to take place to track individual patients.
An Action Plan is being developed for managing admitted RTT performance, and divisions are
focussing on individual plans for breach patients.
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Regulatory/Contractual Performance –
2012/13 update

Enc. 2.5

Monitor Governance Rating 2012/13
Each Quarter the Trust will declare a rating as detailed below:
Service Performance score

Governance risk rating

<1.0

Green

>=1.0, <2.0

Amber-green

>=2.0, <4.0

Amber-red

>=4.0

Red

Indicators detailed on the following slide are given a weighted score of 1 or 0.5.
Breach of the same indicator for 3 consecutive quarters for indicators with a weighted score of 1 will
escalate the Trust to a red rating.
If a full year target is breached in year, escalation will be considered by Monitor.
Care Quality Commission (CQC) judgements that indicate we are not compliant with the CQC
essential standards will be weighted with a score of 2. However, if Enforcement action is taken there
is a weighted score of 4.0.
NHS Litigation Authority Clinical Negligence Schemes (CNST) levels - failure to maintain, or certify, a
minimum published CNST level of 1.0 or have in place appropriate alternative arrangements will
have a weighted score of 2.0.
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Regulatory/Contractual Performance
Prospective Risk of Monitor Targets
Targets, indicators, thresholds and weightings for 2012/13
Indicator
C-Difficile

MRSA (Post 48 Hours)
31 day' cancer wait for second or subsequent treatment

Weighted
Score
1

1

Surgery
Anti-cancer drug treatments

Threshold
75

4

Change form 2011/12

Risk

No Change

11/12 year end position was 97 compared to a target of 75.
At risk of achieving for 12/13

Target reduction

94%
1

Radiotherapy

98%

Enc. 2.5

Monitor apply a 'de minimus of 6', Trust achieved 5 in 2011/12
At risk of achieving for 12/13

No Change

Theatre, diagnostic and bed capacity constraints.
At risk - but being managed.

No Change

Theatre, diagnostic and bed capacity constraints.
At risk - but being managed.

94%

62 day' cancer wait from first treatment
Urgent GP referral for suspected cancer

1

NHS Cancer Screening Service referral

85%
90%

18 Week wait referral to treatment
Maximum time of 18 weeks from point of referral to treatment
in aggregate - non-admitted

1

95%

New Measure

Achieved every month in 2011-12.
Expect to achieve in 2012-13

Maximum time of 18 weeks from point of referral to treatment
in aggregate - admitted

1

90%

New Measure

Theatre, diagnostic and bed capacity constraints, but being managed. At
risk in Q1 due to clearance of daycase backlog patients

Maximum time of 18 weeks from point of referral to treatment
in aggregate - patients on an incomplete pathway

1

92%

New Measure

Number of >18 week patients has increased due to continued emergency
demand in March and April. Theatre, diagnostic and bed capacity
constraints, but being managed. At risk for achieving in 12/13 in Q1

1

95%

No Change

Theatre, diagnostic and bed capacity constraints, but being managed
At risk in Q4 if similar winter pressures are experienced again in 2012/13
compared to 2011/12

0.5

96%

A&E: '4 hour' wait in Emergency Department (ED) from arrival
to admission, transfer or discharge
'31 day' cancer wait from diagnosis to first treatment

No Change

Theatre, diagnostic and bed capacity constraints.
At risk - but being managed.

2 week' cancer wait from referral to date seen
All urgent referrals (cancer suspected)
for symptomatic breast patients
Self-certification against compliance with requirements
regarding access to healthcare for people with a learning
disability

0.5

0.5

93%
93%
Meeting 6 criteria,
based on Healthcare
for all

No Change

No Change

Theatre, diagnostic and bed capacity constraints.
At risk - but being managed.
Compliant in 2011/12

Regulatory/Contractual Performance
2011/12 (2/4)

Enc. 2.5

Regulatory
•

Care Quality Commission (CQC) Quality Risk Profile (QRP):

The CQC published a QRP update in April. No adverse movements were reported this month. The CQC
excluded older data items in Outcome 5 ”Nutrition” and Outcome 13 “Staffing” resulting in an improvement in the
Trust’s rating.
From April 2012, the CQC will inspect a minimum of 5 Outcomes annually and the inspection rating will be
compliant or non-compliant, the option of “improvement actions” is being withdrawn.
• CQC Annual Inspection visit Thursday 9 February 2012.
On March 21, the Trust received an unexpected inspection to the Termination of Pregnancy service. The Trust is
waiting for a formal response from the CQC.
The Final CQC Review of Compliance report relating to the annual inspection on 9 February 2012 was received
and the Trust is on course to respond by 1st May. The review found that the Trust met all of the eight outcomes
inspected, but minor improvement actions were needed to the storage medications in some areas. The Trust has
acted upon this and will submit an action plan with the response.
Action: The Trust to respond to the CQC with its Action Plan in relation to medications storage. Further updates
on actions to be included in the next Board report.
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Monitor Q4 Interim position
Enc. 2.5
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QRP April 2012 position
Enc. 2.5

Analysis of King’s QRP April 2012 (published 10 April 2012):
Overall Risk Estimates
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Regulatory/Contractual Performance
2011/12 (3/4)

Enc. 2.5

Regulatory
• CQUIN 2011/12
The Trust has achieved 100% against all indicators in Q1 to Q3. Q4 submission to commissioners is in
progress. Key Q4 highlights include:
- Met all VTE indicators including >90% of patients assessed in each month of the year
- Met all EoLC indicators with >90% of letters sent in 2 days and 5 wards with AMBER care bundle
- 100% of newly diagnosed TB, Lymphoma and Hep B&C received an HIV test offer.
- 97% of A&E discharge letters were sent in 2 days (target of 95%)
- Reduced ALOS with enhanced recovery for Hysterectomy (3.4 days against target of 4) and Hip
replacement patients (median 5.5 against a target of 6)
Overall, the Trust is expecting to receive 93-6% of the total CQUIN contact value in year. This is due to the
unexpected poor performance on the National Inpatient Survey questions and partial payments on Maternity
Experience scores (underachieved by 1 point of targets for Q4). A final update on 11/12 performance will be
included in the next board report.
Actions: Complete Q4 submission to Commissioners and feed back to divisions on individual performance.
• CQUIN 2012/13
Contract proposals are nearing final agreement and the Trust is on-track to sign off agreement with Trust
leads and commissioners by the end of April. In 12/13, the total contract value is expected to be c£10m split
over the following priorities:
- VTE prevention
- End of Life Care
- Cancer Staging
- Outpatient and Inpatient Experience
- NHS Safety Thermometer
- Alcohol: Screening for misuse
- Diagnosis of Dementia & Staff Training
Actions: Finalise 12/13 contract detail and agree with divisional leads and commissioners. A summary of
12/13 CQUINs to be included in next board report.
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Regulatory
• Quality Accounts
The stakeholder review of the 11/12 Quality Account is underway and due to complete April 30. Trust
performance on all National Indicators, and VTE have been selected in the mandatory audit of accounts; and
year end performance data is being collated into the final draft along with any governor feedback. Following
publication in early May, the Quality Account will be circulated as part of the May board papers before final
publication on the CQC website.
The 12/13 Quality Accounts combine CQUIN goals with additional priorities in Diabetes and Improving the
Escalation of Acutely Ill patients. Throughout 2012/13, progress against Quality Account objectives will be
monitored through the CQUIN monitoring framework and the Patient Safety, Outcomes, & Experience
Committees.
Actions: Update final Quality Account with year end data, audit results and governor feedback. Continue to
work with individual priority leads to ensure the delivery of 12/13 performance metrics to monitor
performance.
• Freedom of Information: Media response to discharges between 23.00 and 06.00
A recent article in The Times suggested that a small but significant percentage of patient discharges occur at
night across the UK. As a result, the Trust chose to review discharge practice against policy for the period of
January to March 2012.
The Trust found that in the vast majority of cases (99%), patients are not discharged during the night. This is
in line with Trust policy. Where discharges (not in line with Trust policy) have taken place between 23.00 and
06.00 hours these events have been investigated and followed up appropriately. There is no evidence of a
systemic failure in procedure.
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Infection Control: Trust position –
March 2012
MRSA (post 48 hour) bacteraemias – solid performance:
Five trust attributable cases reported in 2011-12, 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)
•
One in Neurosciences (February 2012)
This equates to a 69% reduction on the performance for the same period last year.
MRSA screening:
•
100% elective (in March)
•
98.6% emergency (in March)
VRE bacteraemias – solid performance:
Two further case of VRE bacteraemia in March (22 in 2011-12 compared to objective of 17)
C-difficile – improved performance but remains a cause for concern:
97 CDT cases has been reported on internal scorecards in 2011-12 (trajectory 75),
There were 5 Trust-attributable cases reported in March:
•
Liver have reported 11 cases compared to 18 in 2010/11
•
Renal have reported 10 cases compared to 4 in 2010/11
•
Surgery have reported 13 cases compared to 15 in 2010/11
•
Neurosciences have reported 11 cases compared to 13 in 2010/11
•
TEAM have reported 21 cases compared to 29 in 2010/11
Trust attributable CDT Cases over the last 4 quarters:
•
Q1 – 32 cases
•
Q2 – 25 cases
•
Q3 – 22 cases
•
Q4 – 18 cases

Enc. 2.5
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C-difficile Action Plan Update
(1/2)
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Enhanced actions planned in relation to the existing C-difficile Action Plan for
2011/12:
1.

Strengthening of the Root Cause Analysis process:
•
The enhanced Root Cause Analysis process remains in place with weekly CDT review meetings.

2.

Testing:
•
The Trust has implemented the new testing methodology which consists of a two stage testing
process from 1st April, consistent with the national guidance.

3.

External review:
•
Considerable progress has been made to implement action plan to address issues raised through
the external review process is in progress, including BRSG approval of circa £26k to replace the
current commode stock in the Trust with the Designing Bugs Out commode.
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C-difficile Action Plan Update
(2/2)
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4.

Cleaning:
•
Continued issues with maintaining the standard of cleaning at the high levels required. This is
especially important to achieve the challenging 2012/13 CDT objective.
•
Introduction of a monthly commode audit, conducted by ICN team and reported on IC scorecard –
January first audit. The first results show that a 64% of commodes require replacing. A business
case has been approved to do so. These commodes are currently on order.

5.

Prescribing – antibiotics, PPIs and laxatives:
•
The Assistant Medical Director - led programme to revise PPI and laxative policies and strengthen
assurance through the use of EPMA order-sets. These are now in place.
•
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 to be finalised in April 2012.
•
It is important to provide clinicians with information on their antibiotic usage. This is currently done
on an annual basis as data is collected manually by Pharmacy. This is such a labour intensive
process that it is not possible to repeat the audit more often than annually. Paul Donohoe is
currently working with Pharmacy and BIU to implement the extraction of this data from EPMA for
inclusion on the Infection Control scorecard, in order to provide more timely information to
clinicians on their prescribing practice.
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Key Performance-related financial risks
There are a number of performance-related financial risks associated with the new NHS Contract that the
commissioners are pushing for the Trust to sign-up to for 2012-13, that represent a significant change from
the 2011-12 National Contract agreement.
1. Managing c-difficile
•
Trust would incur financial penalties for not achieving our C-difficile trajectory of 75 cases in 2012-13.
 This is in contrast to the 2011-12 framework, where these penalties would only have been applied if
we breached the previous year outturn position (eg 106 cases based on 2010-11 position).
•
In 2012-13, for each percentage that a Trust exceeds its trajectory, a cumulative penalty of 0.2% of the
Trust’s total acute contract revenue would be deducted, up to a maximum of 2%.
 Therefore, if we exceed our trajectory of 75 cases by 8 cases, this would attract the maximum 2%
penalty of ca £8.8m based on our 1st cut Contract proposal of ca £440m.

•

•
•

Trust proposal:
Recommend that the Trust cannot sign-up to this element of the contract, at least without the inclusion of a
caveat which reflects on the impact of the dual-testing requirements which the Trust has implemented from
1 April 2012 (consistent with the national guidance).
On this basis, the commissioners are likely to be supportive to agreeing a suitable caveat.
The other consideration is whether any financial penalties should be applied to admitted patient care
contract revenue lines only, as opposed to the whole contract value which includes outpatients and other
non-admitted activity types.
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2. Managing 18 Weeks Referral to Treatment (RTT) waiting times
•
The performance measures within the NHS Operating Framework and the NHS National Contract differ
from Monitor for 2012-13. Monitor requires the Trust to achieve the 90% admitted and 95% non-admitted
RTT waiting time standards at an aggregate Trust (all specialties) level. The Operating Framework
requires Trusts to deliver these targets at an individual specialty level as well.
•
Financial penalties for not achieving the RTT waiting time standards will be applied for each specialty that
does not meet these standards every month based on the terms of the NHS national contract for 2012-13.
•
In 2012-13, for each percentage that a Trust exceeds the 90% admitted and 90% non-admitted targets, a
cumulative penalty of 0.5% of the month’s specialty Elective contract value would be deducted, up to a
maximum of 5%.
•
Based on current waiting time performance, the following specialties would trigger the maximum 5%
financial penalties for completed admitted pathways:
 General Surgery
 T&O
 Neurosurgery
 Urology, Ophthalmology and Gynaecology would also incur financial penalties but not at the
maximum rate.
•
Until the RTT backlog position is reduced, this could attract a monthly penalty of ca £140k whilst the Trust
is having to admit >18 week wait patients.

•

Trust proposal:
Recommend that the Trust cannot sign-up to these RTT penalties within the contract, given that it is not
consistent with the regulatory framework that we are bound by with Monitor.
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3. LAS Arrival to Patient handovers (60 minute breaches)
•
The commissioners want the Trust, alongside all other London Trusts, to agree to the implementation of a
fixed penalty fine of £1000 for any breach of the 60 minute LAS Arrival to Patient handover times.
•
Measurement and reporting of performance against this indicator is based on data that is collected on LAS
information systems, and not internal Trust systems.

•

Trust proposal:
Recommend that the Trust does not sign-up to these fixed penalty fines within the contract, which form one
of the performance Schedules and represents a London-wide agreement – and not a national mandated
performance indicator.
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Summary Hospital-level Mortality Indicator (SHMI)
•
The SHMI was first published in October 2010 for deaths associated with hospitalisation in England, for the
period April 2010 – March 2011. It is a ratio of the observed deaths in a Trust over a period of time divided
by the expected number given the characteristics of the patients treated at that Trust.
•
The third set of SHMI figures are due to be published for the period Jul 2010 – June 2011 and the Clinical
Indicator Previewer tool has confirmed that our SHMI is 90, an improvement on the previous two sets of
figures that have been published.
•
Based on the SHMI, mortality outcomes at the Trust are “as expected” and provide no cause for concern
•
Palliative care coding indicators will also be released with the current (third) set of published figures which
shows 37.5% of deaths at Kings coded with palliative care codes. Kings has the 4th largest percentage of
deaths recorded with palliative care codes of the 147 acute Trusts in England – Guys & St Thomas’ Trust
has the 3rd highest percentage with 37.8% of deaths coded as palliative care.
SHMI Performance at Kings
•
Kings is ranked 22nd out of the 147
acute Trusts in England
(previously 31st based on the
published figures from December)
•
The chart below compares the
SHMI for Kings against its
FT/Teaching Hospital Peer Trusts
in London.
•
Apart from Kings and Guys & St
Thomas, the other Trusts shown in
the chart are ranked in the top 7
Trusts nationally.
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Report to:

Board of Directors

Date of meeting:

1 May 2012

By:

Geraldine Walters, Executive Director of Nursing
and Midwifery

Subject:

Developing Innovation at King’s

1.

Background

At it’s meeting on the 19th December 2011 the Executive previously considered an
innovation paper which noted the following:
•

Innovation is high profile at present. The NHS Innovation Review has
published its report, and other publications (e.g. by BIS on Innovation and
Research) have also highlighted its importance. Two goals emerge. To
improve quality of service and to contribute to UK economic growth.

•

A simple model of innovation highlights 3 main stages (although in practice
this is more complex and iterative) – Discovery, Development and
Diffusion

Model for Innovation
DISCOVERY

• Generation of ideas
• Environment that
recognises potential
of good ideas
• Research culture

DEVELOPMENT

• Opportunities to test
and pilot good ideas
• Robust evaluation of
innovations
• Identification of
commercial potential

DIFFUSION

• Awareness of best
practice & recent
research findings
• Systematising
implementation of
innovations
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A crude assessment of KCH’s capabilities would suggest that we are reasonably
successful at discovery having a strong clinical research ethos and relatively good
infrastructure to support this. This ethos and infrastructure is however less
developed across many other areas of the hospital. As a whole we are less good at
development (realising potential of innovations and robust evaluation) and at
diffusion (systematically ensuring implementation).
It also proposed 4 steps to promoting innovation at KCH:
1. Creating a culture which supports innovation
2. Ensuring consistent, systematic and rapid implementation of innovation
and best practice across the organisation
3. The development of collaborations and novel relationships with pharma
and other commercial partners to commercialise innovations
4. Developing our capacity in Implementation Science
2.

Current position

A second paper considered by the Executive on the 26th March focused on steps 1 &
2, noting that there are ongoing discussions and early proposals for a KHP
function(s) to address steps 3 & 4.
2.1 Rationale
The characteristics of, and rationale for an organisational culture which supports
innovation and enables the systematic and rapid implementation of innovation and
best practice was articulated as follows:
Organisations which support innovation will:
•
•
•
•
•
•

Value and encourage innovation & best practice
Enable the sharing of new ideas, innovations, best practice and research
evidence where this is available (open forums, cross discipline meetings etc)
Provide assistance in the discovery, development and diffusion of innovation
and best practice
Clearly signpost how staff can access this assistance
Incentivise and reward innovation
Seek to be an early adopter of innovations and best practice originating
elsewhere

The Trust needs to constantly strive to be more effective, efficient and productive. To
enable this we need to harness the creative ideas of all KCH staff. To do this we
need to create an organisational culture which supports innovation and best practice.
2.2 Proposals
The following Trust wide initiatives were proposed to help launch, develop and
embed a culture which would support innovation and the consistent and systematic
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implementation of best practice. All this activity should be branded under one simple
visual idea, such as a light bulb for “Bright Ideas”.
•
•
•
•
•

Hold a launch event to promote ‘King’s Bright Ideas’
Establish a monthly panel (with administrative support – 0.2 wte) to review all
ideas submitted, determine those of value and agree next steps
Create an email ‘drop box’ for all staff to send innovative ideas to e.g.
‘kingsbrightideas@nhs.net’
Hold facilitated quarterly ‘Bright Ideas Generator’ forums/focus groups –
opportunities for targeted multidisciplinary teams to share and show case
ideas relevant to a specific service focus
Recognise and reward the best innovative ideas through the development of
‘Bright Idea of the Month’ and ‘Bright Idea of the year’ awards (monthly panel
members to recommend)

A wide range of promotional vehicles would be used to publicise this scheme across
the Trust to:
•
•
•

Explain how staff ideas can be supported by the organisation
Encourage participation
Celebrate successful ideas

2.3 Costs
It was suggested that an initial budget of approx. £25,000 would be required in the
first year falling to approx. £20,000 in subsequent years . This funding will deliver
two things:
•
•

Convey to staff the commitment the Trust is making in innovation
Establish a process which will support and promote innovation and best
practice

2.4 KE outcome
The Executive were broadly supportive of the proposals and agreed a budget
needed to be identified to meet the anticipated costs.
3.

Recommendation

The Board is asked to note the proposed trust wide initiatives to help launch, develop
and embed a culture which would support innovation and the consistent and
systematic implementation of best practice.
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Report to:

Board of Directors

Date of meeting:

1 May 2012

By:

Jane Walters, Director of Corporate Affairs

Subject:

Quarterly Patient Experience Report

1. Executive Summary

•
•
•
•

•
•
•

Delivering a quality service to our patients is one of the Trust’s core strategic
priorities - safe, kind and effective care.
Key national programmes to drive improvement in patient experience include Quality
Accounts, the Care Quality Commission national patient survey programme and
CQUINs (Commissioning for Quality and Innovation)
King’s has had a strong focus on improving patient experience over many years, and
this continues to develop and evolve.
There are both well established, and some newer mechanisms to capture the
experience of patients, and drive ongoing improvement .These include the
comprehensive How Are We Doing patient feedback programme, use of information
gathered through complaints and PALS, listening to patients through initiatives such
as ‘In Your Shoes’ and patient stories, a new outpatient survey, feedback via external
websites, and the Trust’s Facebook page and Twitter.
Over 25,000 patients have fed back to us during 2011/12 through these different
routes.
A particular focus for 2012 is improving the patient experience of outpatient services
Improving patient experience is overseen by the Patient Experience Committee
which reports to the Board’s Quality and Governance Committee

2. King’s Quality Account and Priorities for Patient Experience

In 2011-12, King’s 2 specific quality priorities for patient experience were:
•
•

improving the cleanliness of the hospital and
achieving improvement in the consistency of the patient experience, as measured
by 5 specific questions in the trust’s ‘How Are We Doing’ inpatient survey

We achieved good progress in improving cleanliness as measured by both the inpatient
How Are We Doing survey, and through contract monitoring. Scores for cleanliness of
rooms and wards increased by 3 points from 85 to 88 and showed an overall upward
trend. For cleanliness of bathrooms and toilets scores were more variable with a
baseline of 78 to a high of 83 in January 2012. Our cleaning scores in 2011/12, which
are collected using the NHS National Cleanliness Monitoring tool, also show a steady
improvement in the later part of 2011. Patient comments about cleanliness on the public
1
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NHS Choices website also improved over this period from clean in Q1 to very clean, for
Q2-4.
How are we doing
Cleanliness scores April 11 - March 12
85
84
83
82
81
80

Mar-12

Feb 12

Jan-12

Dec-11

Nov-11

Oct-11

Sep-11

Aug-11

Jul-11

Jun-11

May-11

Apr-11

Score

Linear (Score)

For the national patient experience CQUIN, local improvement targets were all met or
exceeded for Q1-Q3. However, targets for Q4, based on the CQC national inpatient
survey were not met.
The Board has agreed the patient experience quality priorities for 2012-13 as:
•
•

Continue to achieve improvement in the consistency of the patient experience,
as measured by 5 specific questions in the trust’s How Are We Doing inpatient
survey
Improve patient experience in outpatients which will also be a local CQUIN,
focussing on targeted improvement and the roll-out of a trust-wide How Are We
Doing outpatient survey. This links to the trust-wide Outpatient Transformation
Programme.

3. Care Quality Commission’s (CQC) National Patient Survey Programme

The CQC oversees a national patient survey programme and in 2011, they
commissioned two surveys, one for inpatients (an annual survey) and one for
outpatients.
Inpatient Survey
The CQC will publish the results of the 2011 National Inpatient Survey on 24 April 2012,
too late for inclusion in this report. Headline results will be reported verbally at the Board
meeting, and there will be a full discussion at the Quality and Governance Committee in
May.
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Outpatient Survey
The last national outpatient survey was
conducted in 2009, when King’s was rated
by patients as the highest performing
acute Trust in London for outpatient
services 1.
The results from the 2011 survey are
slightly less good than in 2009, with King’s
being ranked third in London achieving
amber ratings in 7 of 9 sections
Compared to 2009, results show:
•
•

•

improvement in patient experience
before the appointment
similar scores to previously for waiting,
environment and facilities, leaving
outpatients
slightly lower scores for tests and
treatments, seeing a doctor /another
health professional and overall
experience of the appointment

Compared to our peers in London, in 2011 King’s is rated third below Imperial
Healthcare and Guy’s and St Thomas’s.
The Patient Experience Workstream of the Outpatient Transformation Programme will
lead on driving improvements in outpatient experience. Key elements of the patient
experience work will include ’In Your Shoes’ listening events and the development of a
trust-wide How Are We Doing outpatient survey.
During 2012, there will be two CQC national surveys: the annual Inpatient Survey, and
an A&E survey. In addition there will be a National Cancer Survey commissioned by the
Department of Health.
4. Summary of patient experience feedback – King’s Patient Experience Report

King’s monthly Patient Experience Report, presents integrated data on patient feedback
from patient complaints, the Patient Advice and Liaison Service (PALS), the How Are
We Doing inpatient survey and patient comments, with around 700 comments received
each month. It also monitors performance against CQUIN targets and Eliminating
Single Sex Accommodation. Copies are circulated to Board members. Reports are
provided at Trust, Division and Ward / Specialty level.

1

Not including specialist hospitals
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Headlines
Complaints and PALS
• During 2011/12 the Trust received 597 formal complaints, a similar number to the
previous year, maintaining lower numbers of complaints compared to 2009/10.
• However, the trend in the number of complaints rose through the year as can be
seen from the graph below, peaking in the January to March quarter.
• As the Board is aware, the Trust has seen a cumulative increase in patient activity
during 2011/12, particularly in emergency activity. As a result, there has been an
increase in complaints relating to admission and discharge arrangements and
outpatient appointments. These areas are also reflected in contacts made with
PALS.
• In the last quarter, there were 3.47 complaints per 1000 inpatient attendances and
0.45 complaints per 1000 outpatients.
• Complaints continue to be used as learning events to drive service improvement,
both locally within Divisions, and as part of trust wide initiatives, such as staff training
and improvement programmes, such as Outpatient Transformation.
Complaints
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Complaints Trend

How Are We Doing?
•
•
•
•
•
•
•
•
•

Inpatients:
All inpatients are asked to complete a patient survey before they leave the hospital,
with a target response rate of 50%.
The overall score has remained at 85 for the quarter, one point below the target.
Scores for Patient Engagement were good overall, with the target score of 87 being
met in both January and March (86 in February).
Environment scores which include cleanliness and food were 78 in January, one
point off target and 77 in both February and March. The rating for food exceeded the
target for each month of the quarter.
The score for Care Perceptions hit the target of 87 in March for the first time since
August.
Within the Divisions, Cardiac, Child Health, Liver and Women’s services continue to
perform consistently well.
Day Surgery: The overall scores were 90, 92 and 88 against a target of 93.
Maternity: The overall scores were 82, 82 and 83 against a target of 84.
4

Enc 2.7.1

5. External ‘Radar’

Improvement in patient perception of King’s services continues to be seen on external
patient opinion websites. For the fourth quarter in a row, the Trust’s rating on the NHS
Choices website improved and now stands at 95%, an increase of 10% since Q3 and
20% since Q2.
The trust is increasingly using social media to both to interact with patients, and to
gather feedback from them, including through the Trust’s Facebook page and via
Twitter. Over 1,000 posts have been made on Twitter, with the vast majority of these
being positive.
Data on Patient Reported Outcome Measures (PROMS) is now routinely reported in the
Trust’s CQC’s Quality Risk Profile. PROMS currently covers four common surgical
procedures: hip and knee replacement, groin hernia and varicose veins surgery.
Patients complete a quality of life survey both pre and post operatively to assess the
impact that the operation has had from the patient perspective. King’s performance is
monitored through both the Patient Experience and Patient Outcomes committees.
From August 2011, the way that PROMS data is reported is changing and it is hoped
that the provision of some patient level data will enable us to gain a better insight into
our performance. We are also waiting for a decision from the Department of Health as
to whether patient specific data will be made available which would allow us conduct a
thorough analysis of the data.
6. King’s Patient Experience Transformation Programme

We are continuing to drive improvement in patient experience through our Patient
Experience Transformation Programme. To summarise progress:
Volunteering
Having achieved our targeted 500
volunteers recruited well before our midMay deadline, we have now further
increased our numbers to 560.
A key aim of the volunteering
programme is to help to improve patient
experience.
We see measurable improvements in
patient experience after the introduction
of volunteers. On average, HRWD
scores in wards increase by 1.1% after
the introduction of volunteers, driven by
particular improvements in having
someone to talk to about worries and
fears, call bell response time and
respect and dignity.
5
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The plan for the coming year for King’s Volunteers is to further develop the service,
aiming to reach 1,000 volunteers during the next 12-month expansion period. There
should be a concomitant increase in the breadth of roles volunteers fulfil, as well as
focussed work to ensure the quality of individual volunteer placements.
Training in patient experience and customer care
Over the last year, we have trained over 1,000 King’s staff in patient experience and
customer care using innovative theatre-based training provided by the Garnett
Foundation. We now planning the next stage of this training which is likely to be
delivered in-house to staff teams.
In Your Shoes
As part of our programme to improve experience, we are running a programme of In
Your Shoes listening events. This year, we have run two events focussing on inpatients
to enable us to better understand the key issues that matter to patients. Over the
coming year we propose to develop this programme and run In Your Shoes for divisional
teams to enable staff to hear from their own patients and target improvements to meet
the needs of their patients.
In Your Shoes also forms a key part of our outpatient transformation work and an initial
session was held in March which provided useful insights into how we can improve the
experience or outpatients.
Feedback was positive with patients feeling positive about “the open discussion”,
“meeting interested members of staff” and “being able to raise issues”. Listening to
patient stories was also very much valued by staff, with comments ranging from feeling
“positive, happy, motivated and proud” to “It made me want to get others to hear the
experiences and see how they can influence service change for the better” and “It made
me feel that change is possible and that simple things can make a lot of difference.”
We also had some very helpful feedback about our new touch screen patient registration
kiosks and changes to the appointments system which will be used to inform the
outpatient improvement programme.
A second event takes place on 27th April 2012.
7. New initiatives

Real-time feedback pilot
In April, we are starting a pilot project on Byron Ward, one of our Health and Ageing Unit
wards. Trust volunteers will conduct short interviews with patients on the ward and
then feedback directly to ward staff what patients are saying. One aim is that staff will
be able to act quickly to resolve any issues raised by patients and also hear the positive
comments that patients make.
8. Recommendation

The Board is asked to note this report, and offer any comments.

6

Enc 2.7.2

Report to:

Board of Directors

Date of meeting:

1 May 2012

Subject:

CQC Report of Compliance March 2012

Author(s):

Jane Walters

Presented by:

Geraldine Walters/Mike Marinnan

History:

King’s Executive

Status:

Report

1. Background/Purpose
Following previous discussion at KE and the Board of Directors, the final report of the
CQC Report of Compliance following their routine unannounced inspection in
February is enclosed. The report is very positive overall, and the Trust was found to
be meeting all essential standards.
2. Action required
The Board is asked to note the final report, and offer any comments
3.

Key implications

Legal:
Financial:
Assurance:
Clinical:

The inspection forms part of the Trust overall legal and regulatory
requirements.
There may be cost implications related to addressing the
improvement action highlighted by the CQC.
Confirmation by the CQC that the Trust services meet the
essential standards provides the Trust with assurance that its
services are compliant.
The improvement action identified by the Trust will impact on
clinical areas, in particular the three wards highlighted.

Equality & Diversity:

No direct implications

Performance:

The Trust performance is subject to scrutiny by the CQC.

Strategy:

No direct implications

Workforce:

No direct implications

Estates:

No direct implications

Reputation:
Other:(please specify)
4.

If the Trust fails to meet the essential standards required by the
CQC it would impact on its reputation as a good service provider.
N/A

Appendices

CQC Report of Compliance, March 2012
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1. Executive summary
Following previous discussion at KE and the Board of Directors, the final report of the CQC
Report of Compliance following their routine unannounced inspection in February is
enclosed. The report is very positive overall, and the Trust was found to be meeting all
essential standards.
2. Background
On 9 February 2012, the Care Quality Commission (CQC) carried out a routine
unannounced inspection of King’s College Hospital. The clinical areas visited included the
Health and Ageing Wards, Emergency Department, Oliver Ward, Christine brown, Lonsdale,
Annie Zunz, Katherine Monk, Mary Ray, Matthew Whiting, Davidson, Philip Isaacs Day unit,
Princess Elizabeth, and Rays of Sunshine.
The Trust received the CQC’s draft report for commentary on factual accuracy, with the final
report being received at the end of March, and posted on the CQC website.
The findings of the report are extremely positive overall, and the Trust was found to be
meeting all CQC essential standards. Many examples of positive feedback from patients and
relatives are cited in the report.
One improvement action was identified to ensure ongoing compliance with safe storage of
medicines, in particular locked storage of medicines on 3 wards. This issue is being
addressed through an action plan, informed by an audit of medicines security across the
trust.
The Trust is responding formally to the CQC in respect of this improvement action by 1 May
2012, and copies of the response will be circulated to Board members.
3. Recommendations
Board members are asked to note the CQC Report, and offer any comments.
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DR
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Review of
compliance
King's College Hospital NHS Foundation Trust
King's College Hospital NHS Foundation Trust
Region:
Location address:

London

Denmark Hill
London

SE5 9RS
Type of service:

Acute services with overnight beds
Hospice services
Rehabilitation services
Long term conditions services
Community healthcare service
Diagnostic and/or screening service
Blood and Transplant service

Date of Publication:

March 2012

Overview of the service:

Kings College Hospital is one of the
largest and busiest hospitals in the UK.
As well as serving the local diverse
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community of Lambeth, Southwark, and
Lewisham it offers tertiary services to
people from a wider catchment area
nationally and internationally.
The A& E department is a major trauma
centre, and sees people from the whole
of the South East of England.
The centre is also a major stroke unit
providing assessment and treatment 24
hours a day, seven days a week.
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Summary of our findings
for the essential standards of quality and safety
Our current overall judgement
King's College Hospital NHS Foundation Trust was meeting all the
essential standards of quality and safety but, to maintain this, we
have suggested that some improvements are made.
The summary below describes why we carried out this review, what we found and any
action required.

Why we carried out this review
We carried out this review as part of our routine schedule of planned reviews.

How we carried out this review

DR
AF
T

We reviewed all the information we hold about this provider, carried out a visit on 9
February 2012, checked the provider's records, observed how people were being cared
for, looked at records of people who use services, talked to staff, reviewed information
from stakeholders and talked to people who use services.
We were supported on this review by an expert-by-experience who has personal
experience of using or caring for someone who uses this type of care service.

What people told us

We made an unannounced visit to King's College Hospital on 9th February 2012.
We spoke with people on the following wards, wards in the Health and Ageing Unit,
(Marjorie Warren, Donne and Byron ), Accident and Emergency department (A& E),
Oliver Ward, Christine Browne, Lonsdale, Annie Zunz, Katherine Monk, Mary Ray,
Matthew Twining, Davidson, Philip Isaacs Day Treatment Ward, Princess Elizabeth, Rays
of Sunshine.
People receiving care and treatment at King's College Hospital told us that they were well
looked after and that staff were generally sensitive and kind.
Elderly people said that nursing staff were gentle when carrying out personal care tasks.
We saw that staff talked to patients in a kindly and respectful manner.
We heard from staff of the commitment within the hospital to providing good quality care
for people with dementia. To further this there is a team who provide advice and training
throughout the hospital. This helps to ensure that the needs of people with dementia are
recognised and understood.
One of the wards has been redesigned to provide an environment which addresses the
specialist needs of people with dementia. The ward is designed to provide a calming
environment with features to help with people's orientation and trigger memory.
Page 3 of 35

Enc 2.7.2
Visitors told us that they liked the environment and feel that their relatives benefit from it.
Parents of child patients in the Accident & Emergency Department and on children's'
wards told us that they were happy with the service. They found that staff were kind and
caring, and that they were involved in decision making. One of the parents spoken to
described the excellent service experienced in the emergency department for an injury
sustained by their child.
Another parent said, "When I arrived at A & E I was concerned about my child's condition,
we were seen promptly by the doctor, I am pleased that she was treated here in my local
hospital, it is such an excellent service to have in our community".
All of the parents spoken to on the wards were pleased with the way their children were
cared for.
One parent said, ''The child's voice is the most important thing they consider in the
hospital and they are central to everything that happens''.
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Senior medical and nursing staff described the challenges faced when working at the busy
emergency department as rewarding.
The following remarks were received from staff, "We provide an emergency service for
people requiring urgent care, good teamwork is most important when responding and
treating the people that come through our doors",
" the enthusiasm and inspiration of staff is fuelled by the desire to deliver the quality of
care and treatment people need to treat their condition and make them well again."

What we found about the standards we reviewed and how well King's
College Hospital NHS Foundation Trust was meeting them
Outcome 01: People should be treated with respect, involved in discussions about
their care and treatment and able to influence how the service is run
People find that their privacy and dignity is respected, there is a commitment to improving
the care for older people with dementia. People who use the service have their views and
experiences taken into account in the way the service is delivered.
Overall, we found that King's College Hospital was meeting this essential standard.
Outcome 04: People should get safe and appropriate care that meets their needs
and supports their rights
The trust has procedures and guidelines in place to promote the health and welfare of
people.
People who use the service at kings College Hospital receive safe and appropriate care
that considers their individual needs.

Overall, we found that King's College Hospital was meeting this essential standard.
Outcome 07: People should be protected from abuse and staff should respect their
human rights
Vulnerable people using the services are protected by the robust procedures that are
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operated at the Trust. Staff are trained and competent at following safeguarding protocols
and recognising indicators of abuse or neglect. Children are protected at the hospital, the
Trust has a specialist safeguarding children team to identify, protect and care for those at
risk.
Overall, we found that King's College Hospital was meeting this essential standard.
Outcome 08: People should be cared for in a clean environment and protected from
the risk of infection
The Trust has effective infection control measures in place that continually monitors staff
practices. Protocols in place respond promptly to breaches in hygiene procedures and
address any shortfalls identified.
Overall, we found that King's College Hospital was meeting this essential standard.
Outcome 09: People should be given the medicines they need when they need them,
and in a safe way
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People are given information about the medicines prescribed, and receive their medicines
when they need them in a safe way. Staff follow published guidelines about how to use
medicines safely.
Overall Kings College Hospital was meeting this essential standard but improvement
actions are needed to the storage of medication.
Outcome 13: There should be enough members of staff to keep people safe and
meet their health and welfare needs
The hospital responds to the complex needs of people using the service, and assigns
resources to assign sufficient levels of suitably skilled and experienced staff.
Overall, we found that King's College Hospital was meeting this essential standard.
Outcome 14: Staff should be properly trained and supervised, and have the chance
to develop and improve their skills
Learning and development is promoted at the hospital with a focus on improving the
patient experience. The trust recognises the need to support the staff, and provides the
professional development they require to respond to the needs of people using the
hospital services.
Overall, we found that King's College Hospital was meeting this essential standard.
Outcome 16: The service should have quality checking systems to manage risks
and assure the health, welfare and safety of people who receive care
The trust has robust and effective systems in place for monitoring and improving the
quality of services it provides. Ongoing monitoring include checks on how well the
essential standards of quality and safety are being met in each area. Reports arising from
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these processes are considered by the trust board on a regular basis and, where
necessary, action plans drawn up to address any shortfalls.
Overall, we found that King's College Hospital was meeting this essential standard.

Actions we have asked the service to take
We have asked the provider to send us a report within 28 days of them receiving this
report, setting out the action they will take to improve. We will check to make sure that the
improvements have been made.
Where we have concerns we have a range of enforcement powers we can use to protect
the safety and welfare of people who use this service. When we propose to take
enforcement action, our decision is open to challenge by a registered person through a
variety of internal and external appeal processes. We will publish a further report on any
action we have taken.

Other information
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Please see previous reports for more information about previous reviews.

Page 6 of 35

Enc 2.7.2

DR
AF
T

What we found
for each essential standard of quality
and safety we reviewed
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The following pages detail our findings and our regulatory judgement for each essential standard and outcome that we
reviewed, linked to specific regulated activities where appropriate.

We will have reached one of the following judgements for each essential standard.
Compliant means that people who use services are experiencing the outcomes relating to
the essential standard.
A minor concern means that people who use services are safe but are not always
experiencing the outcomes relating to this essential standard.
A moderate concern means that people who use services are safe but are not always
experiencing the outcomes relating to this essential standard and there is an impact on
their health and wellbeing because of this.
A major concern means that people who use services are not experiencing the outcomes
relating to this essential standard and are not protected from unsafe or inappropriate care,
treatment and support.
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Where we identify compliance, no further action is taken. Where we have concerns, the
most appropriate action is taken to ensure that the necessary improvements are made.
Where there are a number of concerns, we may look at them together to decide the level
of action to take.
More information about each of the outcomes can be found in the Guidance about
compliance: Essential standards of quality and safety
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Outcome 01:
Respecting and involving people who use services

What the outcome says
This is what people who use services should expect.
People who use services:
* Understand the care, treatment and support choices available to them.
* Can express their views, so far as they are able to do so, and are involved in making
decisions about their care, treatment and support.
* Have their privacy, dignity and independence respected.
* Have their views and experiences taken into account in the way the service is provided
and delivered.

Our judgement

DR
AF
T

What we found

The provider is compliant with Outcome 01: Respecting and involving people who use
services

Our findings

What people who use the service experienced and told us
We spoke with a variety of people using the services at Kings College Hospital and
observed how they were cared for. Individuals experiences were shared with us about
their time during admission to the hospital.
The majority of the people spoken with told of their positive experiences. A person in
the outpatients returned for her follow up appointment, said, "This is my local hospital, I
consider myself fortunate to have such expertise so close at hand, I was seriously ill
last year, but I got the treatment and care that I needed, they got me well again, and the
treatment I received was first class".
Two people attending follow up appointments spoke of the dedicated staff that cared for
them during their admission in the last twelve months. Both of the people spoken to
found the service good but said that they found some of the night nurses were less
helpful than day staff.
A person waiting in the emergency department spoken with said,
"I have to come to the emergency department regularly because of my medical
condition. I have no concerns about the staff, the cleanliness of the place or the
treatment I get. They always draw the curtains so that I have privacy. It's a good
service".
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King's College Hospital Accident & Emergency Department is one of London's three
Major Trauma Centres (MTCs), where people with life-threatening injuries are
transferred by paramedics or air ambulance for specialist treatment. During our visit all
transfers took place via London Ambulance Service. King's College Hospital is also one
of eight specialist stroke centres across the London area.
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We saw that people using the accident and emergency department were attended to
promptly when they arrived. The department is divided into five areas according to
priority. The resuscitation unit was newly refurbishedand offers additional treatment
bays. The department has a designated bay for the treatment of children. We saw that
privacy was promoted for people present, curtains were drawn, and cubicle doors were
closed.
There was a range of information booklets and leaflets available in the emergency
department informing people of conditions and follow up care when discharged. Some
people told us how useful they found these in understanding more about their
conditions and subsequent discharge.
On a female surgical ward we heard of the admission procedures from people that had
undergone surgery. People spoke about the process of being admitted to the ward.
They spoke highly of the pre-assessment nurse, where they said they explained what
would happen to them, gave them information, and any questions they had were
answered. All said that the staff were very professional and helped to allay any fears
they had. There was a photo board that showed the photographs and names of the
staff who work on the ward.
Some people said that they had to ask the staff for pain relief, instead of this being
offered regularly.
The majority of people who we spoke with, whether an inpatient or using the
emergency department told us that the staff always treated them with kindness and
respect. The young people told us that the staff spoke to them in an age appropriate
way and that they explained their care and treatment and allowed them to make
choices. One young person said that the staff always respected their wishes and when
a procedure became uncomfortable or painful they would stop this until the person felt
ready to carry on again.
The parents of child patients told us that the staff respected their child's wishes and
made sure they could understand what was going to happen to them.
There were separate treatment rooms on each ward so that treatment and procedures
could be carried out away from the child's bed.
People on wards for older people were complimentary about the service at Kings
College Hospital. All patients said they were treated with respect, and that staff always
pulled the curtain round when needed
They told us that the staff were polite. They said that they could see when staff were
busy but nevertheless they were helpful. One person said of the nurses, 'I can't fault
them'. Another person told us that they had been informed of their treatment plan and
knew the goals that were being worked towards.
Visitors that we spoke to said that they were kept informed of their relatives' progress
and were consulted about issues of importance. One person said that they were in
regular touch with ward staff and was pleased to be treated as part of the team caring
for their relative.
We observed that staff talked to people in a kindly and respectful manner. There were
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few negative comments received from people about the response from staff to requests
for care. Call bells were placed conveniently for people in bed.
Other evidence
We spoke with consultants, unit matrons, nurses, social workers and healthcare
assistants. A trauma consultant told us of increasing numbers using the service, and
that almost 130,000 patients passed through casualty in a year. The consultant told us
of the rapid response to people who come into King's via the emergency department.
He said that people sustaining strokes or traumas were assessed by the on-call team
which ensured they had a head scan and diagnosis within 30 minutes of arrival. Once a
stroke is confirmed in the A & E department, patients are transferred to the specialist
stroke unit for immediate treatment.
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We heard from managers that the hospital focused on specific aspects of care each
month. Matrons spoken to told us that February was Kings' Dignity month. This
included new dignity initiatives on the wards with visits by directors and governors,
dignity master classes that were open to all staff and a celebration event.
The governance body has introduced the Ward 20.20 initiative following government
directives for nursing staff to undertake ward rounds and talk to patients hourly. We
observed that staff throughout the hospital were mindful to promote the privacy and
dignity of people. The hospital has made improvements in areas of the environment
that ensure privacy is respected. The focus on improving services for older people was
reflected in the refurbished Marjorie Warren ward.
Senior Trust staff on the children's department told us that they regularly consulted with
young people and children about whether they would want single sex accommodation.
They said that the overwhelming response was that children would rather be with others
their own age than other children of the same gender. The staff said that as far as
possible they tried to accommodate this, and we saw that bays were generally occupied
by children of similar ages. Some wards had fixed screening between bays and some
had curtains. We saw that the staff used these appropriately. Parents and young
people told us that the staff always respected their privacy and knocked before entering
rooms and closed curtains. We saw that this was the case during our visit.
The wards had quiet rooms for parents to meet with medical staff in private and for
prayer and quiet reflection. There is a chapel at the hospital and quiet rooms were
equipped with different religious texts. The staff told us that the hospital priests visited
regularly and other religious leaders could be requested by anyone.
The hospital caters for a multicultural and multinational patient group. The staff told us
that there was an interpreting service but that this could sometimes take a long time to
organise. However staff on the wards and in the emergency department said that they
often found nurses who could speak different languages who could translate.
Translators were used to explain treatment to people who are unable to speak English.
The play coordinators told us that they used play and non verbal communication to
work with children.
Our judgement
People find that their privacy and dignity is respected, there is a commitment to
improving the care for older people with dementia. People who use the service have
their views and experiences taken into account in the way the service is delivered.
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Overall, we found that King's College Hospital was meeting this essential standard.
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Outcome 04:
Care and welfare of people who use services

What the outcome says
This is what people who use services should expect.
People who use services:
* Experience effective, safe and appropriate care, treatment and support that meets their
needs and protects their rights.

What we found
Our judgement

Our findings
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The provider is compliant with Outcome 04: Care and welfare of people who use
services

What people who use the service experienced and told us
People on wards for older people told us that they were cared for well. Our
observations supported this. People found that nursing staff were gentle when carrying
out personal care tasks. People were getting the support and care they required,
staffing levels were generally satisfactory.
The young people and parents we spoke with told us that they had the care and
treatment they needed. People said that they felt they were well looked after and in
safe hands. They told us that staff always explained their condition, care and
treatment. We spoke to parents of children who said that they were getting better and
were recovering well. One parent told us that medical staff always explained the
options for treatment and why they wanted to undertake specific test or treatment.
The children's wards provide a variety of services. There are specialist departments
which include liver and neurology. There were general surgical and medical wards
and intensive care support. The medical teams for each ward include specialists and a
range of consultants. The parents we spoke with told us that the medical staff were
very skilled and knowledgeable. The treatment for each person also includes nursing
and therapeutic care. The departments have their own dedicated therapists and nurses
trained in the specialism of the ward.
The children's department employs a team of play coordinators and a youth worker.
They meet with all the children and young people and assess their social and emotional
needs. They work closely with other professionals to make sure individual care reflects
people's needs.
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There were dedicated areas for play and relaxation on the wards and in near by areas.
These included toy rooms and a youth centre. Each bed was equipped with television
equipment and some wards had a play station for every bed
Other evidence
Kings College Hospital is an acute care facility serving a large inner city ethnically
diverse locale. It is a large teaching hospital, and is a tertiary referral centre for a
number of specialties to millions of people in southern England. Consequently staff
provide care and treatment for people with complex, and long term conditions admitted
to the hospital with a high proportion of co-morbidities, ( sickle cell, cardiac, trauma and
stroke victims, liver disease, liver transplants).
In the Healthy Ageing Unit are 3 wards where older people are cared for.
On these wards we saw a sample of care plans. They were based on assessment tools
and medical history. A multi-disciplinary team was involved in patients' care. Risks were
assessed and action plans in place to minimise them. Care plans were reviewed
regularly and records were up to date. Records of food and fluid intake were maintained
as were weight monitoring records.
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People who were being discharged on the day of our visit were assisted to prepare for
their move. We saw a need's assessment for a person who was being discharged to a
nursing service. The assessment was thorough, and had been contributed to by the
multi disciplinary team and would assist in ensuring continuity of care for the person on
their return to the community.
There is a commitment within the hospital to providing good quality care for people with
dementia. To further this there is a team who provide advice and training throughout the
hospital. This helps to ensure that the needs of people with dementia are recognised
and understood. We heard from staff on Donne Ward that it was recognised that
staffing levels were on occasions stretched due to the many complex needs of the
people admitted. Nursing staff from other units were transferred to assist on these
occasions. Senior management were informed and a number of staffing reviews were
undertaken. We raised this with the chief executive; we were advised that as a result of
a review of staffing levels the Trust had agreed to an increase staffing levels for this
ward and other wards within the Healthy Ageing Unit.
One of the wards (Marjorie Warren) has been redesigned to provide an environment
which addresses the specialist needs of people with dementia. The ward is designed to
provide a calming environment with features to help with people's orientation and
trigger memories; we found that the area was calm during our visit. Visitors told us that
they liked the environment and feel that their relatives benefit from it. There was
considerable enthusiasm, commitment and motivation from staff in relation to this
project. Several were involved in designing and implementing it. It is hoped that the
interest generated by it will attract student nurses, who will then take up permanent
posts there. The project is being evaluated and it is hoped that further funding can be
achieved to extend the project to other wards.
In the A& E department we saw that staff commenced the care plan developement.
Nurses answered 'red phone' emergency calls from ambulance service staff quickly and
they recorded key information about the person's condition. We saw that this allowed
them to initiate care pathways for specialist care whilst the patient was still in transit, for
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example for stroke care. The 'red phone' alerts allowed time for blood to be ordered if
transfusion were necessary.
Specialist staff from the stroke unit were available in the accident and emergency
department when the patient arrived so that specialist treatment could be started as
soon as possible. Staff spoke of the improved health outcomes for the patient.
We observed ambulance staff arrive with patients. They were met by hospital staff.
They provided a verbal handover of the medical condition of each patient and of the
treatment and care they had already provided and of any medical history they were
aware of. The verbal handover of information was done in the presence of the patient
and was mindful of their privacy and the confidentiality of the information. The bedside
curtains were drawn. The verbal information handovers were done quickly and
professionally and we did not see any delay in the hospital staff receiving the patients
or the information. Essential written information on people such as hearing or sight
issues was also provided by the ambulance staff and we saw that emergency room
staff collated this information onto their electronic record.
We were shown the new scanner purchased in the past year, and heard of the impact
of this machine. It is located close to the A & E department. We heard from senior
consultant that this has made a valuable contribution to early diagnosis in relation to
trauma and stroke cases. We heard from senior clinical staff about working at this busy
A & E department, they said that they found working in the department was both
challenging and rewarding.
The department matron explained how the department were developing in response to
the demands of the service, and the capacity and volume issues. She showed us the
electronic monitoring device used to track the journey of people through the system and
to identify and respond to any delays encountered. We heard from senior managers on
the unit of the involvement with local networks. Doctors from local GP practices are
involved in holding surgery sessions in the emergency unit for up to 18 hours a week,
this helps deal with some of the admissions in the department.
We tracked a person's care from arrival by ambulance, through the resuscitation unit
and onto a ward. We saw that emergency room staff spoke to and reassured them,
explaining what they were doing and made them comfortable. We saw that the person
was settled in bed on a ward within two hours of arriving by ambulance. We spoke with
a hospital social worker who was co-ordinating the assessments needed to ensure the
individual's needs and vulnerability were understood during discharge planning.
One of the ambulance staff said, "We don't have many delays with hospital staff
receiving patients from us. It's a good hospital they do most things really well. I don't
have any concerns about their patient care".
The emergency department social worker told us that they co-ordinated the assessment
of a person's balance and mobility and of their home environment so that discharge
arrangements could be started sooner for those patients whose needs had increased or
changed.
One of the people spoken with in the outpatients department had been an inpatient as
well and said:
"The staff on the wards are excellent but the food was not so good. I have never had
any problem with King's. All the nurses are lovely, nothing is too much trouble. I was
offered a choice of where to come and I chose King's. I have used the emergency
department and that was fine. I was seen quickly".
Another patient waiting for an out patients appointment told us:
"I am impressed with the new electronic booking in system. That's good. My wife has
been using outpatients up here for years and she is happy with it"
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We met people on the acute medical unit; some were admitted for short stay via the
emergency department. They had received prompt treatment to deal with severe
breathing conditions and were responding well to prescribed treatment. One person
was assessed as suitable for discharge after a short stay on the ward. Staff were
observed assisting him in contacting relatives to arrange a discharge later in the day.
On the surgical ward visited we found that the normal length of stay for people following
an operation was generally two days. We were told that some people discharged were
given an appointment to return in approximately a week. We spoke to a number of
people on the ward who were being discharged that day. They told us that they had
received good information about the discharge process, as well as contact information
in case they encountered any problems. All the people on the surgical ward we spoke
to said that there was not enough to keep them occupied.
In the children's department everyone had an individual care plan of treatment which
was reviewed and updated constantly. Medical staff consulted with patients and the
multidisciplinary team daily or more frequently. We saw that care and wellbeing were
monitored by staff throughout the day.

DR
AF
T

Our judgement
The trust has procedures and guidelines in place to promote the health and welfare of
people.
People who use the service at kings College Hospital receive safe and appropriate care
that considers their individual needs.

Overall, we found that King's College Hospital was meeting this essential standard.
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Outcome 07:
Safeguarding people who use services from abuse

What the outcome says
This is what people who use services should expect.
People who use services:
* Are protected from abuse, or the risk of abuse, and their human rights are respected and
upheld.

What we found
Our judgement

Our findings
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The provider is compliant with Outcome 07: Safeguarding people who use services
from abuse

What people who use the service experienced and told us
People told us that if they had concerns they would feel able to raise them with nursing
staff. Some people specifically mentioned the ward's nursing sister as the person they
would approach. A visitor told us that they had raised a concern with nursing staff about
an incident they had witnessed. They said that the matter had been dealt with quickly
and their concerns were resolved.
On children's units the parents of child patients told us that they felt their children were
in safe hands. One parent told us that when they wanted to use the bathroom or take a
shower the staff had offered to sit with her baby to make sure they were safe. Other
parents told us that they felt comfortable and confident leaving their child alone at night
or during the day.
The young people we spoke to told us that they felt safe. They said that when staff
carried out procedures which were scary or uncomfortable they were able to ask them
to stop and they trusted the staff to listen to them. They told us that their personal
belongings were safe and that they were given lockable areas to keep valuables.
Parents and young people told us that they knew who to speak to if they felt scared or
not safe.
All wards where children were being treated were secured with digital entry systems.
The staff told us about procedures for allowing strangers on to the ward and verifying
their identity with patients' parents. They also told us that a parent is able to stay with
their child overnight on the ward; this is usual practice in all wards except where
intensive care is carried out. There is accommodation on site and locally for a second
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parent and for parents of children in intensive care.
Other evidence
We found that this Trust worked with other professionals to ensure that safeguarding
protocols were effective. We saw that London Ambulance staff raised concerns about a
patient's vulnerability, and concerns about their living conditions that were a potential
risk to their health. The ambulance staff told us that they would also raise these
concerns using the ambulance service's safeguarding procedures. The hospital staff
progressed and recorded these concerns immediately. Hospital staff told us that these
concerns would be taken into account when the person was being discharged.
We spoke with a social worker assigned to the A & E department. He explained the
duty of staff to raise any concerns about people using the service at King's College. He
described the key indicators of people at risk, especially in severe weather conditions. It
was acknowledged that an increasing number of people used the service during the
winter, with many experiencing hypothermia due to poor housing or homelessness.
They told us of their work in co-ordinating the assessments needed for a person taken
to the hospital the previous week. They alerted housing and social services
departments to ensure the person's needs and vulnerability were followed up following
discharge.
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Discussions with staff and staff training records confirmed that nursing, care and
ancillary staff receive annual training on safeguarding issues. They were aware of the
person with responsibility for safeguarding in the hospital and had raised issues of
concern with them to ensure people's safety.
The hospital has a lead person for safeguarding vulnerable adults; there is also lead
person for child protection issues. Staff told us that they had been trained to understand
about safeguarding and whistle blowing; those working with children were trained on
recognising and responding to concerns about the welfare and wellbeing of children
coming to the hospital.
The A & E department had a designated lead on child protection issues. They gave us
examples of how they had helped keep vulnerable children safe following concerns
about their safety. During our visit to the emergency department we were made aware
of the presence of a family who required additional support as the child had specialist
needs.
We spoke with the safeguarding lead for children. They work with a team of staff
offering support, guidance and training for all staff, including medical professionals.
They gave us examples of some of the work that had taken place to support staff to
understand and learn from serious incidents.
We heard from the unit manager that all children using the emergency department were
assessed using a risk assessment tool to identify potential safeguarding concerns. For
a child who is deemed to be vulnerable, social services are contacted to establish
whether there are known safeguarding concerns or whether the child is subject to a
child protection plan.
Clinical staff told us about procedures to help protect looked after children and children
who had disabilities. They were aware of different procedures that they needed to
follow.
Our judgement
Vulnerable people using the services are protected by the robust procedures that are
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operated at the Trust. Staff are trained and competent at following safeguarding
protocols and recognising indicators of abuse or neglect. Children are protected at the
hospital, the Trust has a specialist safeguarding children team to identify, protect and
care for those at risk.
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Overall, we found that King's College Hospital was meeting this essential standard.
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Outcome 08:
Cleanliness and infection control

What the outcome says
Providers of services comply with the requirements of regulation 12, with regard to the
Code of Practice for health and adult social care on the prevention and control of infections
and related guidance.

What we found
Our judgement

Our findings
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The provider is compliant with Outcome 08: Cleanliness and infection control

What people who use the service experienced and told us
The people who we spoke with told us that the wards, and emergency departments
were always, ''spotlessly clean''.
One person said, ''the minute we walked into the hospital we could smell it was clean,
not a smell of disinfectant, just clean''. People told us that the cleaners were very
thorough, cleaning equipment, window frames, floor and surfaces daily. One person
said, ''they clean it a lot better than one cleans one's own house, it is spotless all the
time''.
People told us that all staff followed good infection control procedures. They told us
that the staff wore protective clothing and washed their hands when offering treatment.
We saw that all staff used the hand wash basins and hand gel located in the wards, as
they entered and left wards and between treating different patients. Bathrooms were
well equipped with soap and paper towels. People said that the bins were always being
emptied and the floors always being cleaned. We observed this happening on the
wards.
However we observed that toilet facilities near front of the hospital were in constant use
by visitors as this entrance is close to public transport facilities. We found that the
domestic arrangements were unable to respond as quickly as that required for
maintaining these facilities.
Other evidence
On wards visited we found that there were checklists on bathroom walls and in clinical
areas to show that these had been regularly cleaned. Laundry cupboards, sluice rooms
and clinical areas were all clean and tidy. All equipment had been labeled with the date
and time of cleaning. Improvement actions were in place with a drive to tackle those
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departments where there was a deterioration in practices.
We saw cleaning staff working throughout ward and emergency department areas
during the day.
We saw information on display detailing ward cleaning frequency, as well as the
procedure to follow during and after an outbreak of infection. There were also leaflets
available for patients, relatives and visitors, about infection control and the part they
played in minimising the risk to people using the hospital services.
Staff told us that outbreaks were managed properly. Patients on one ward we found
were isolated and infection control team was involved in management arrangements.
The trust has a fully staffed Infection Control Team dedicated to supporting staff to
prevent and control cross-infection. Staff were familiar with the checks and audits
carried out by the infection control team. The Trust monitors rates of infection and
publishes an annual report by the director of infection prevention and control (DIPC) as
required under the Health & Social Care Act (2008), and Code of Practice for health
and adult social care on the prevention and control of infections.
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The emergency department was clean and systems were in place for nursing staff to
replenish supplies in each bay continually, and cleaning staff were also available.
All equipment had been labelled with the date and time of cleaning. Curtains in the A &
E department and on wards were dated to show that they were all changed in recent
months.
The managers in the departments we visited told us that they carried out regular hand
hygiene and cleanliness audits, there was evidence of these. The audits demonstrated
thedepartments that showed improvements towards the end of 2011.
Our judgement
The Trust has effective infection control measures in place that continually monitors
staff practices. Protocols in place respond promptly to breaches in hygiene procedures
and address any shortfalls identified.
Overall, we found that King's College Hospital was meeting this essential standard.
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Outcome 09:
Management of medicines

What the outcome says
This is what people who use services should expect.
People who use services:
* Will have their medicines at the times they need them, and in a safe way.
* Wherever possible will have information about the medicine being prescribed made
available to them or others acting on their behalf.

What we found
Our judgement

Our findings

DR
AF
T

There are minor concerns with Outcome 09: Management of medicines

What people who use the service experienced and told us
People we met on the wards knew why their medicines had been prescribed, and all
said that they were given their medicines at the right times. People told us that they had
met a pharmacist and had had their medicines explained and their inhaler technique
improved. We learned from nurses how medicines were safely transferred between
departments so that the risk of patients own medicines being misplaced, was
minimised.
None of the people we spoke to wanted to take all their own medicines. We observed
though that people were using their own inhalers and mouthwashes and that
designated lockers were available for storing patients own drugs.
Two people told us that they were going home shortly and that the pharmacist had
already discussed the medicines they were going home with. Nurses we met said that
there was rarely a delay in discharging patients because of waiting for medicines, They
said that they went through the medicines again and part of the system was to also give
a discharge letter listing the medicines, an information leaflet and contact number for
any questions on their medicines.
Pharmacists and nurses both told us that if a person needed a special reminder pack
then another arrangement was made in plenty of time with the patients own community
pharmacy.
On the wards we visited we saw pharmacists talking to nurses, doctors and patients
about their medicines and we looked at the trust systems to safely manage medicines.
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Other evidence
The trust had written policies and procedures about the safe handling, storage and
administration of medicines and these were available to staff on the hospital intranet.
The trust also had a drug formulary which included an antibiotic policy. All nurses and
junior doctors received training on the trust's procedures for using medicines when they
started working at the hospital and pharmacists were involved in this training and also in
day to day updates.
We saw that medicines were stored securely in most cases in trolleys, patients' bedside
medicine cabinets or a treatment room accessed only via key pad by a nurse or
pharmacist. We saw in three wards that the medicines cupboards within these rooms
were not locked. We also saw a sterile fluid cupboard in a ward corridor which was
unlocked. We were told that the key pad to this had broken. If medicines are not stored
safely they could be taken by other patients or visitors, putting these people at risk of
harm
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When people were admitted to hospital their own medicines were put in a green bag to
stop them being lost if the person moved to a different ward. Each person's medicines
were written down and checked by a doctor, and later by a pharmacist, to make sure
the person received the right medicines while in hospital. We looked at electronic
prescription charts and saw that full details of medicines and any known allergies were
recorded. Many of the wards had a pharmacist on site for the whole day. Other wards
had once or twice daily visits; Other support was from pharmacy technicians and
pharmacy assistants who maintained the wards stock levels of medicines.
Nurses and a consultant we met were very happy with the service provided by the
pharmacy. They were all fully informed of how to access medicines and advice out of
the pharmacy's normal working hours,
They also said that the trust encouraged staff to report any mistakes involving
medicines. Pharmacists were involved in the investigation of any medicine errors and in
decisions taken and training to improve patient safety. We found that action had been
taken to protect patients, in response to incidents occurring, and National Patient Safety
Agency (NPSA) alerts about medicines: We saw evidence of this in the pharmacy and
on the ward.
We observed the electronic prescribing system and heard about how medicines were
reconciled when patents were admitted to hospital and saw the way medicines were
prepared for discharge in a timely manner. On the electronic prescription charts missed
doses were identified and highlighted and we were told that a daily audit was produced
for senior nurses so that action could be taken.
We saw six monthly audits for safely handling controlled drugs in the pharmacy but no
audits of medicines storage on the wards or risk assessments for the safety of
medicines stored in key pad locked rooms'.
Our judgement
People are given information about the medicines prescribed, and receive their
medicines when they need them in a safe way. Staff follow published guidelines about
how to use medicines safely.
Overall Kings College Hospital was meeting this essential standard but improvement
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actions are needed to the storage of medication.
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Outcome 13:
Staffing

What the outcome says
This is what people who use services should expect.
People who use services:
* Are safe and their health and welfare needs are met by sufficient numbers of appropriate
staff.

What we found
Our judgement

Our findings
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The provider is compliant with Outcome 13: Staffing

What people who use the service experienced and told us
We noted that people on wards had easy access to the call bells to summon assistance
from staff and that staff were conscious of the need to enable people easy access to
call bells.
Some people told us that occasionally it takes longer than they would like for staff to
respond to call bells. They said that they realised that this was because staff were busy
and felt that the response was likely to be quicker if there were more staff available.
During our visit we noted that staff made a quick response to call bells and people said
that this was generally the case.
People told us that they believed that higher staffing levels would be beneficial. They
said that staff frequently stayed beyond the end of their shift.
Other evidence
We found that the staffing levels for the Accident Emergency department allowed them
to respond to the needs of the service within acceptable timescales. Staffing levels
were appropriate during the busy morning when we were present.
Staff spoken with told of their opportunities to develop their professional skills. Senior
managers told us that on occasions a shortage of staff was experienced due to staff
absences. They told us how this was addressed, they felt able to respond to this
situation by getting additional suitably skilled staff transferred from other hospital
departments and from the Bank staff team.
Staffing levels on older people's wards have increased since our visit in 2010 but there
Page 25 of 35

Enc 2.7.2
was room for further improvements in staffing numbers according to people spoken
with. We were told by managers that an evaluation of staffing compared with
dependency levels had recently been carried out. This has showed that there remains
room for improvement. We heard from senior ward staff that levels of patients' needs
are assessed daily and staffing resources are allocated appropriately.
We met with governance team. They reported on the staffing levels evaluation recently
undertaken. They confirmed that this recognised a need to further increase staffing
levels in specific wards at the hospital.
It is anticipated that a further increase in staffing numbers will be made shortly.
Our judgement
The hospital responds to the complex needs of people using the service, and assigns
resources to assign sufficient levels of suitably skilled and experienced staff.
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Overall, we found that King's College Hospital was meeting this essential standard.
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Outcome 14:
Supporting staff

What the outcome says
This is what people who use services should expect.
People who use services:
* Are safe and their health and welfare needs are met by competent staff.

What we found
Our judgement

Our findings
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The provider is compliant with Outcome 14: Supporting staff

What people who use the service experienced and told us
During our discussions with members of staff in a variety of departments we felt a
strong sense of teamwork, with staff demonstrating sensitivity to their colleagues.
There was sense of commitment demonstrated by staff spoken with, they described
staying late and going the "extra mile" to assist colleagues during particularly busy
periods at the change of shift.
People using the various services of the hospital told us that the teams worked well
together and supported each other. They said there was excellent communication
between all team members and they all knew about the care and treatment of
individuals they looked after. The people we spoke with told us that they found that staff
were competent and skilled.
People receiving care on the wards for older people were generally pleased with the
quality of care received, and spoke of the kindness of nursing staff. Negative comments
were received from a small number of people who were not so satisfied with night staff,
some said that they found them less helpful.
Parents told us that the staff had knowledge about the conditions of their children and
the treatments needed. They said that they could ask any member of staff and they
knew that they would get an answer. Parents said that the staff found out about their
individual needs and took time to explain this to them. They said that doctors were
skilled and had given their child the treatment they needed. They said that the staff
were all aware of different medicines, what these were used for and could explain these
to them.
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Other evidence
Unit matrons told us of the opportunities given for staff development, and said how
each person was valued in the team. This was reflected in training and development
plans. The trust uses NHS Knowledge and Skills Framework (KSF) for all staff;
Continued professional development is part of the framework. Individual training needs
are identified in supervision and appraisals, with provision made to respond to these in
personal development plans.
We saw information promoting mandatory and optional training for staff. All of the staff
we spoke with presented as enthusiastic and committed, a professional approach was
adopted in practice. Many had been working at the hospital for a number of years.
Staff in A & E spoke positively about their development opportunities. They told of the
support and supervision they get, and of the additional training they were receiving to
better meet the needs of the patients using the emergency department. Senior
members of staff spoke of their commitment to Kings College, many had moved to
other hospitals to acquire further skills and expertise but felt drawn to return to work at
Kings, as it provided so many areas of speciality.
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We heard from the emergency unit matron of the plans for a dedicated mental health
suite at king's College Hospital, since the local acute mental health unit at the Maudsley
hospital was no longer in use. During this visit we observed that work was well
underway to refurbish a section of the emergency department to accommodate this vital
service.
Registered mental nurses had been employed and there had been an alteration to their
shift patterns to ensure their expertise was available at peak times of need on the A & E
unit.
The staff we spoke with throughout the hospital told us that they were supported. They
said that managers, medical staff and their supervisors were patient and offered them
good information and support. They told us that they had regular team meetings,
handovers of information and individual appraisals and supervision. Some staff told us
that at appraisals they were encouraged to set their own objectives and work towards
these. They told us about various opportunities for self development they were allowed
to take. One person told us that they were training to be a mentor. Other staff told us
that they had been encouraged to learn specialities. We met a nurse practitioner who
told us that they supported staff across the wards during evenings and weekends.
Staff of all levels spoken with told us that communication was good and that they were
supported to participate in multidisciplinary ward rounds. They told us that their
opinions were valued and listened to.
We heard from staff that the Trust made sure that their clinical and other training was
up to date. They were encouraged to participate in various training events and
teaching sessions. They told us that core training was updated regularly. One member
of staff was new to the hospital. She told us thatof support received during the
induction by senior staff, also that she had been asked to complete various work books
about the learning.
We heard from managers that recent acknowledgements of the progress in staff
learning culture and approach was recognised. King's College Hospital was awarded
the Gold Standard for Investors in People for demonstrating a 'can-do' attitude by staff
and managers, a strong culture of continuing professional development, and
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established strategies to lead, manage and support people.
Our judgement
Learning and development is promoted at the hospital with a focus on improving the
patient experience. The trust recognises the need to support the staff, and provides the
professional development they require to respond to the needs of people using the
hospital services.
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Overall, we found that King's College Hospital was meeting this essential standard.
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Outcome 16:
Assessing and monitoring the quality of service provision

What the outcome says
This is what people who use services should expect.
People who use services:
* Benefit from safe quality care, treatment and support, due to effective decision making
and the management of risks to their health, welfare and safety.

What we found
Our judgement

Our findings
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The provider is compliant with Outcome 16: Assessing and monitoring the quality of
service provision

What people who use the service experienced and told us
The Head of Nursing told us about the 'intentional ward rounds' that currently take place
on the ward. She told us that this involved training nurses in spending more time talking
to people on the ward. However, she also said that they were now changing this
approach to 'quality ward rounds' where people are surveyed at the bedside over such
areas as the attitude of the staff, a check that documentation is up-to-date, and that
areas such as religion are included on the admission assessments.
They told us that this was part of the '20/20' productive wards, which is a focussed
approach to improve wards.
One outcome of this in the surgical ward was to move the kitchen to the end of the
ward, as it used to be in the centre, and people who were recovering from operations
found cooking odours uncomfortable following surgery.
Other evidence
The hospital has a Patient Advice and Liaison Service (PALS) that offers support,
information and assistance to patients, relatives and visitors.
The Trust has a team known as the King's Patient Safety and Service Quality Research
centre. It is made up of doctors and nurses and researchers,and experts.
It researches ways of reducing risk and improving patient care and improving safety
and services at King's and other healthcare organisations around the country.
We looked at the achievements over last year in improving the patient experience. The
hospital has increased the staff training and awareness in new methods of customer
care, put new volunteering programme in place, introduced the ward 20.20 initiative
which is a focused approach to improve wards.
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The Patient Safety committee programme for 2012 has highlighted annual audits to be
carried out within the year. We were told of other initiatives to improve patient
experiences. One example is the "In Your Shoes" listening events which is comprised
of partners with equal numbers of staff and patients. The aim is to listen to people and
understand their needs. They take the main themes of what matters the most to
patients, and focuses on what the trust can do to improve. Areas for improvement
action such as nutrition have been identified through these events.
Everyone using the service at King's College is invited to complete a survey about their
experiences and the results of these are collated. On some wards visited there was a
system where people could use post it notes on a comment board to give ideas about
the general running of the ward. The staff were able to demonstrate how issues that
people had raised had been acted upon.
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In the children's department the senior ward staff told us about plans to involve people
through daily ''patient stories''. They explained that throughout the day key staff would
talk to young people and their families to ask questions about their experiences. And
how these could be improved. They told us that the welfare of the whole family was
important but that they wanted to create better opportunities for the child's experience
to be heard throughout different times of the day. The parents and children told us that
they could approach staff at any time if they felt uncomfortable or unhappy about
anything and that this was always acted upon.
We sampled the audit reports and survey results on a number of units visited. The
patient complaints annual report 2010- 11 showed a reduction of 20% from 2009-10.
PALS holds a variety of roles such as providing patients with information, directing
relatives toward support groups, and mediating between the patient and relevant
individuals. Approximately 20% of contact made to PALs is in relation to complaints.
Staff responsible for dealing with complaints explained that the complaints were
managed and dealt with in specified time periods.
We looked at the system for managing and monitoring complaints and found that there
was central responsibility. Although complaints are dealt with within a certain time
frame, there was on some occasion where the response exceeded the 25 working day
turnaround. A monthly summary of open complaints was found to be accurate.
The Trust had started a programme of reviewing of policies and revising them in line
with the requirements of the Health and Social Care Act and the related regulations,
starting with those policies that related most closely to the health, safety and welfare of
patients.
Our analysis of individual incidents on our National Patient Safety Agency incident
report also showed that location staff were identifying potential trends and patterns at a
local level but were not reporting incidents at an early stage to the National Patient
Safety Agency
Monitoring at the trust included checks on how well the essential standards of quality
and safety were being met in each area. Reports arising from these processes were
considered by the trust board on a regular basis and, where necessary, action plans
drawn up to address any shortfalls. The trust board also considered lessons learned
from serious complaints, serious untoward incidents requiring investigation and
safeguarding alerts. When there were lessons to be learned, action was taken to
prevent further such incidents.
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Our judgement
The trust has robust and effective systems in place for monitoring and improving the
quality of services it provides. Ongoing monitoring include checks on how well the
essential standards of quality and safety are being met in each area. Reports arising
from these processes are considered by the trust board on a regular basis and, where
necessary, action plans drawn up to address any shortfalls.
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Overall, we found that King's College Hospital was meeting this essential standard.
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Action
we have asked the provider to take
Improvement actions
The table below shows where improvements should be made so that the service provider
maintains compliance with the essential standards of quality and safety.

Regulated activity

Regulation

Outcome

Treatment of disease, disorder
or injury

Regulation 13 HSCA
2008 (Regulated
Activities) Regulations
2010

Outcome 09: Management of
medicines
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Why we have concerns:
Medicines were not always stored securely.

The provider must send CQC a report about how they are going to maintain compliance
with these essential standards.
This report is requested under regulation 10(3) of the Health and Social Care Act 2008
(Regulated Activities) Regulations 2010.
The provider's report should be sent to us within 28 days of the date that the final review of
compliance report is sent to them.
CQC should be informed in writing when these improvement actions are complete.
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What is a review of compliance?
By law, providers of certain adult social care and health care services have a legal
responsibility to make sure they are meeting essential standards of quality and safety.
These are the standards everyone should be able to expect when they receive care.
The Care Quality Commission (CQC) has written guidance about what people who use
services should experience when providers are meeting essential standards, called
Guidance about compliance: Essential standards of quality and safety.
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CQC licenses services if they meet essential standards and will constantly monitor
whether they continue to do so. We formally review services when we receive information
that is of concern and as a result decide we need to check whether a service is still
meeting one or more of the essential standards. We also formally review them at least
every two years to check whether a service is meeting all of the essential standards in
each of their locations. Our reviews include checking all available information and
intelligence we hold about a provider. We may seek further information by contacting
people who use services, public representative groups and organisations such as other
regulators. We may also ask for further information from the provider and carry out a visit
with direct observations of care.
When making our judgements about whether services are meeting essential standards,
we decide whether we need to take further regulatory action. This might include
discussions with the provider about how they could improve. We only use this approach
where issues can be resolved quickly, easily and where there is no immediate risk of
serious harm to people.
Where we have concerns that providers are not meeting essential standards, or where we
judge that they are not going to keep meeting them, we may also set improvement actions
or compliance actions, or take enforcement action:
Improvement actions: These are actions a provider should take so that they maintain
continuous compliance with essential standards. Where a provider is complying with
essential standards, but we are concerned that they will not be able to maintain this, we
ask them to send us a report describing the improvements they will make to enable them
to do so.
Compliance actions: These are actions a provider must take so that they achieve
compliance with the essential standards. Where a provider is not meeting the essential
standards but people are not at immediate risk of serious harm, we ask them to send us a
report that says what they will do to make sure they comply. We monitor the
implementation of action plans in these reports and, if necessary, take further action to
make sure that essential standards are met.
Enforcement action: These are actions we take using the criminal and/or civil procedures
in the Health and Social Care Act 2008 and relevant regulations. These enforcement
powers are set out in the law and mean that we can take swift, targeted action where
services are failing people.
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Information for the reader
Review of compliance report
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Care Quality Commission
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The general public
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BOARD OF DIRECTORS STRATEGY COMMITTEE
TERMS OF REFERENCE
Committee
Name

Strategy Committee

Chair

Non-Executive Director

Executive Lead

Director of Strategy

Secretary

Corporate Affairs and Strategic Development Directorate

Membership

All Board Members
Deputy Director of Strategy

Frequency

Quarterly

Quorum

5 members, including at least one Non-executive and two Executive Directors.

Main Purpose of
Committee

To shape the development of the Trust’s Strategy, and to assure the Board of
progress against delivery of the Trust’s strategic objectives.

Terms of
Reference

1. To review the external environment for KCH and KHP and shape the Trust’s
strategy accordingly
2. To review progress against the Trust’s strategic objectives and agree
corrective action
3. To review the major functional strategies of the Trust
4. To review the Trust’s Annual Plan

Format

Objective 1: executives will prepare reviews of the external environment to aid
discussion
Objective 2: executives will prepare a strategic matrix which sets out Trust
performance against its strategic objectives for each quarter (with input from
divisions) and raises key issues for debate

Reporting
Committees

Objective 3: executives will report on two of the Trust’s major functional
strategies per quarter, including:
• Workforce
• Finance, commercial and IT
• Estates and Assets
• R&D and academic
• clinical services strategy
The major management committees that have a strategic focus will report in to
the Strategy Committee, including:
• Business Resource and Strategy Group
• Investment Committee
• IT Strategy Group
• Education Committee
• Research Committee
• Capital Estates and Facilities Group

Reviewed by Strategy Committee, 12 April 2012
Forwarded for Approval to the Board of Directors, 01 May 2012.
Next Scheduled Review of Terms of Reference – April 2013.
VERSION 1.0
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Report to:

Board of Directors

Date of meeting:

01 May 2012

Subject:

Monitor Submission Quarter 4, 2011/2012

Author:

Tamara Cowan, Assistant Board Secretary

Presented by:

Tim Smart, Chief Executive

Status:

For Information

1.

Summary

At its meeting on 27 March 2012 the Board of Directors were advised that the Trust
Quarter 4 Monitor Submission was due on 30 April 2012, the day before the next
meeting of the Board of Directors on 01 May 2012. Therefore, it was agreed that the
Chairman would take Chair’s action to approve the final Quarter 4 submission subject to
a copy being circulated to the Board for comment before submission.
A copy of this report was sent to the Board of Directors by email on 23 April 2012 for
review and comment before it is submitted to Monitor on 30 April 2012. Any substantive
comments or amendments will be advised to the Board on 01 May 2012.
2.

Action Required

The Board is asked to note this report and that the Chairman took Chair’s action to
approve the Quarter 4 submission to Monitor.
Key implications
Legal:

Statutory reporting to Monitor.

Financial:

Trust reports financial performance against published plan.

Assurance:

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

Clinical:

There is no direct impact on clinical issues.

Equality & Diversity:

There is no direct impact on E&D.

Performance:

Quarterly performance against national targets.

Strategy:

Performance against the Trust’s annual plan forecasts.

Workforce

None.
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Estates:

There is no direct impact on Estates.

Reputation:

Trust’s quarterly results will be published by Monitor.

Other (specify):

None.

2.

Background/Purpose

Under Monitor’s reporting regime, the Trust is required to submit the following
documents each quarter:
1 Finance declaration (with supporting information)
2 Governance declaration (with supporting information)
3 Quality Board statement (with supporting information)
For Quarter 4 (1 January - 31 March 2012) the Trust can confirm the following:
1.
2.
3.
4.

Risk
Financial risk rating
Mandatory services rating
Governance rating
Self-Certification on the Quality Board Statement

Declaration
3
green
red
Declaration 1

The Chairman or Chief Executive may sign the declarations on behalf of the Board.
The Governance Declaration
Provides confirmation from the Board of Directors that all targets, except have been met
under the Trust’s Terms of Authorisation after the application of relevant thresholds.
This quarter, the Trust has not met all healthcare targets and indicators. The cumulative
breach of the C.difficile quota in quarter 4 has triggered a red rating. Monitor can
exercise discretion to moderate this rating as it did in quarter 3.
The Board of Directors is asked to approve the signing of Governance Declaration 2.
Self Certification on the Quality Board Statement
The Board of Directors is also required to self certify against a quality statement, having
regard to Monitor’s Quality Governance Framework. In 2011, a detailed self-assessment
of performance against Monitor’s Framework was undertaken by the Trust. KPMG also
undertook an internal audit of both the Trust process for self-certification of Quality
Governance and the sufficiency of the information that was presented to the Board in
order to make this assessment. KPMG gave an overall assurance rating of adequate
with no significant concerns over compliance with the Quality Governance Framework
which accords with the Trust’s self assessment.
There have been no material changes to the Trust’s sources of assurance during quarter
4. The supporting information is included to give the Board assurance that the Trust has,
and will keep in place, effective arrangements for the purpose of monitoring and
continually improving the quality of healthcare provided to its patients.
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The Board of Directors is asked to approve the signing of Quality Board Statement
Declaration 1.

3.

Changes to Board of Directors & Council of Governors

Since the last submission to Monitor, the Trust welcomed Mrs Faith Boardman as NonExecutive Director and said goodbye to Mr Robert Foster. Ms Maxine James term will
also come to an end at the end of April.
The Trust also welcomed Councillor Jim Dickson as the new stakeholder governor for
Lambeth Council.
Monitor has dispensed with the requirement to report changes on the Board of Directors
and Council of Governors in the quarterly submission. Instead, Monitor has created an
online form which can be used to update Director and Governor details as and when
required.
Consequently, the details of the new Directors and Governors have already been
provided to Monitor.
The following appendices are attached:
Appendix A - Governance declaration
Appendix B – Quality Board Statement
Appendix C - Financial declaration
Appendix D – Year to date financial risk rating
Appendix E – Self Assessment Quality Governance Framework Q4
Appendix F – Compliance with the Terms of Authorisation
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King’s College Hospital NHS Foundation Trust
In Year Governance Declaration
Quarter 4 2011-12 (01 Jan 2012 to 31 Mar 2012)

NHS foundation trusts must confirm compliance with their Authorisation in relation to all healthcare targets and indicators
listed in Appendix B of Monitor's 'Compliance Framework 2011-12 ' issued in March 2011.
No supporting detail is required unless compliance cannot be confirmed.
The Board’s declaration of its Governance Risk Rating at this time is RED
(calculated on sheet Targets and Indicators )

Please sign one of the two declarations below. If you sign declaration 2 please ensure you provide supporting details and
explanations on the 'Targets and Indicators' worksheet, or it the space available is insufficient, on documents
accompanying this return.

DECLARATION 1
The Board confirms that all targets and indicators have been met (after application of thresholds) over the period and
that sufficient plans are in place to ensure that all known targets and indicators which will come into force during 2011-12
will also be met.
Details of any elections held (including turnout rates) and any changes in the Board or board of Governors are included in
this return.

Signed:
On behalf of the Board of Directors
Acting in Capacity as: [Please type here]

DECLARATION 2
For one or more targets the Board cannot make Declaration 1 and has provided relevant details on worksheet "Targets
and Indicators" in this return. The Board confirms that all other targets and indicators have been met over the period
(after application of thresholds) and that sufficient plans are in place to ensure that all known targets and indicator which
that will come into force during 2011-12 will also be met.
Details of any elections held (including turnout rates) and any changes in the Board or board of Governors are included in
this return.

Signed:
On behalf of the Board of Directors
Acting in Capacity as: [Please type here]
NB no additional pages are required

Monitor will accept either a submission with an image of a signature inserted above or a submission without such an image so long as a print-out of
this page with a real ink signature is posted to Monitor.
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King’s College Hospital NHS Foundation Trust
In Year Quality Board Statement
Quarter 4 2011-12 (01 Jan 2012 to 31 Mar 2012)

NHS foundation trusts must make a quality board statement as set out in Appendix D2 of the 2011-12 Compliance
Framework issued by Monitor in March 2011.
Please sign one and only one of the two declarations below.

DECLARATION 1
The board is satisfied that, to the best of its knowledge and using its own processes and having had regard to Monitor’s
Quality Governance Framework (supported by Care Quality Commission information, its own information on serious
incidents, patterns of complaints, and including any further metrics it chooses to adopt), its NHS foundation trust has,
and will keep in place, effective arrangements for the purpose of monitoring and continually improving the quality of
healthcare provided to its patients

Signed:
On behalf of the Board of Directors
Acting in Capacity as: [Please type here]

DECLARATION 2
The Board cannot make Declaration 1 and has provided relevant details on documents accompanying this return.

Signed:
On behalf of the Board of Directors
Acting in Capacity as: [Please type here]

Monitor will accept either a submission with an image of a signature inserted above or a submission without such an image so long as
a print-out of this page with a real ink signature is posted to Monitor.

5 of 30

Enc 4.1 - Appendix C

King’s College Hospital NHS Foundation Trust
In Year Finance Declaration
Quarter 4 2011-12 (01 Jan 2012 to 31 Mar 2012)

NHS foundation trusts must certify future financial risk ratings as set out in paragraph 89 of the Compliance Framework
issued by Monitor in March 2011.

Please sign one of the two declarations below.

DECLARATION 1
The Board anticipates that the trust will continue to maintain a financial risk rating of at least 3 over the next 12 months.

Signed:
On behalf of the Board of Directors
Acting in Capacity as: [Please type here]

DECLARATION 2
The Board cannot make Declaration 1 and has provided relevant details on documents accompanying this return.

Signed:
On behalf of the Board of Directors
Acting in Capacity as: [Please type here]

Monitor will accept either a submission with an image of a signature inserted above or a submission without such an image so long as a print-out of
this page with a real ink signature is posted to Monitor.
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Worksheet "RiskRating"
Financial Risk Rating for KINGS as at Q4 2011/12

weighting in
FRR calculation

Plan for YE
31-Mar-12

Reported
YTD to
30-Jun-11

Reported
YTD to
30-Sep-11

Reported
YTD to
31-Dec-11

Current
YTD to
31-Mar-12

37.959
583.304
6.5%

8.906
145.822
6.1%

17.581
301.306
5.8%

23.172
461.500
5.0%

35.917
628.006
5.7%

Underlying performance
EBITDA YTD from IS
Operating Income YTD from IS
EBITDA Margin metric

EBITDA Margin rating

3

25%

Achievement of plan

Prior Year
achievement
from your APR
83.4%

EBITDA YTD from IS actual
EBITDA YTD from IS plan
EBITDA % of plan achived metric

EBITDA % of plan achived rating

3

8.906
9.490
93.8%

3

10%

4

3

3

17.581
18.980
92.6%

3

23.172
28.468
81.4%

4

35.917
37.959
94.6%

3

4

scoring
Underlying performance
5

4

3

2

1

11%

9%

5%

1%

<1%

Achievement of plan
5

4

3

2

1

100%

85%

70%

50%

<50%

3
3%

2
-2%

1
< -2%

3
1%

2
-2%

1
< -2%

Financial Efficiency
EBITDA YTD from IS
Depreciation & Amortisation YTD from IS
EBIT YTD

37.959
-16.640
21.319

8.906
-4.156
4.750

17.581
-7.554
10.027

23.172
-10.486
12.686

35.917
-14.044
21.873

Opening Assets (current and non-current)
Opening Liabilities (current)
Closing Assets (current and non-current)
Closing Liabilities (current)
Return on Capital Employed metric

425.066
-65.476
416.637
-60.492
6.0%

425.066
-65.476
422.705
-60.212
5.3%

425.066
-65.476
432.431
-71.948
5.6%

425.066
-65.476
447.493
-88.597
4.7%

425.066
-65.476
431.245
-74.988
6.1%

1.190
1.000
-0.610
0.000
-2.700
583.304
0.6%

2.252
0.025
-0.163
0.000
0.000
145.822
1.6%

0.491
-0.250
-0.289
0.082
0.000
301.306
0.3%

-1.283
-0.025
-0.429
-0.055
0.000
461.500
-0.2%

1.338
-0.049
-0.429
0.025
-1.574
628.006
0.5%

Return on Capital Employed rating

4

20%

Surplus YTD from IS
Profit (loss) on asset disposals
NEW Adjust for Depr. & Amort. on donated assets
NEW Adjust for donated PPE & intangible assets in operating income
Impairments & restructuring costs YTD
Operating Income YTD from IS
IS Surplus margin metric

IS Surplus margin rating

4

2

20%

Financial Efficiency rating

3

4

3

2

5

2

2

3

4

3

3

4

24.710
-545.345
23.1
16.3

31.530
-136.916
23.0
20.7

27.529
-283.725
22.2
17.5

22.569
-438.328
21.6
13.9

28.516
-592.089
21.3
17.3

3.0

3.3

3.1

2.6

3.3

Return on Capital Employed
5
6%

4
5%

IS surplus margin
5
3%

4
2%

Liquidity metric
5

4

3

2

1

60

25

15

10

<10

Liquidity
Cash for liquidity purposes (IFRS)
Operating expenditure YTD from IS
WCF in terms of Operating Expenditure YTD
Liquidity days metric (WCF limited to 30 days)

Liquidity rating

3

25%

Weighted Average Rating
Overriding rules

3

3

2

3

Applicable

3

Return submitted on time

YES

YES

YES

YES

3

Return submitted complete and correct

YES

YES

YES

YES

2

PDC dividend payment planned/made in Q2, Q4

YES

3

Plan has Year 2 OR Year 3 deficit

NO

2

Plan has Year 2 AND Year 3 deficit

NO

2

Lowest ranked metric a '1'?

FALSE

FALSE

FALSE

3

One financial criteria '1' or '2'

FALSE

FALSE

TRUE

2

Two financial criteria '1' or '2'

FALSE

FALSE

FALSE

FALSE

1

Two financial criteria at '1'

FALSE

FALSE

FALSE

FALSE

2

Unplanned breach of PBC

4

Less than 1 year as an Foundation Trust

FALSE

FALSE

FALSE

FALSE

YES

FALSE

3

FALSE

NO

Limit due to overriding rules

0

0

0

3

0

Financial Risk Rating (unrounded)

3

3

3

3

3
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Worksheet "Summary"
Financial summary for KINGS as at Q4 2011/12
Financial Summary
£m
Operating Revenue
Employee Expenses
Drugs
PFI operating expenses
Other costs
EBITDA
Depreciation and amortisation
Net interest
Other
Net Surplus / (Deficit)

Current Quarter
Plan
Actual
145.8
166.6
(81.8)
(88.8)
(13.8)
(16.6)
(5.7)
(6.6)
(35.0)
(41.9)
9.5
12.7
(4.2)
(3.6)
(2.0)
(1.9)
(7.3)
(4.6)
(4.1)
2.6

Variance
20.8
(7.0)
(2.7)
(0.8)
(7.0)
3.3
0.6
0.1
2.7
6.7

YTD
Plan
583.3
(327.3)
(55.3)
(22.9)
(139.8)
38.0
(16.6)
(8.2)
(12.0)
1.2

Actual
628.0
(351.3)
(60.3)
(24.6)
(155.9)
35.9
(14.0)
(8.1)
(12.4)
1.3

Variance
44.7
(24.0)
(5.0)
(1.7)
(16.0)
(2.0)
2.6
0.0
(0.4)
0.1

FY
Plan
583.3
(327.3)
(55.3)
(22.9)
(139.8)
38.0
(16.6)
(8.2)
(12.0)
1.2

FY
Forecast
628.0
(351.3)
(60.3)
(24.6)
(155.9)
35.9
(14.0)
(8.1)
(12.4)
1.3

6.5%
6.3%

7.7%
0.0%

1.1%
-6.3%

6.5%
6.3%

5.7%
3.0%

-0.8%
-3.3%

6.5%
6.3%

5.7%
3.0%

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

(4.1)
3.1
11.0
10.1
(5.0)
5.1
(6.6)
(1.5)

2.6
4.5
9.8
16.9
(4.0)
12.9
(2.2)
10.7

6.7
1.3
(1.3)
6.8
1.0
7.8
4.4
12.2

1.2
(6.1)
35.0
30.1
(21.4)
8.7
(18.4)
(9.7)

1.3
4.5
32.6
38.4
(19.8)
18.6
(13.7)
4.9

0.1
10.6
(2.5)
8.3
1.6
9.9
4.7
14.6

1.2
(6.1)
35.0
30.1
(21.4)
8.7
(18.4)
(9.7)

1.3
4.5
32.6
38.4
(19.8)
18.6
(13.7)
4.9

Cash at period end
Cash and Cash equivalents at PE

13.0
13.0

27.6
27.6

14.6
14.6

13.0
13.0

27.6
27.6

14.6
14.6

13.0
13.0

27.6
27.6

Reported
YTD
30-Jun-11

Reported
YTD
30-Sep-11

Reported
YTD
31-Dec-11

Reported
YTD
31-Mar-12

F'cast YE
31-Mar-12

6.1%
93.8%
5.3%
1.6%
20.7

5.8%
92.6%
5.6%
0.3%
17.5

5.0%
81.4%
4.7%
-0.2%
13.9

5.7%
94.6%
6.1%
0.5%
17.3

5.7%
94.6%
6.1%
0.5%
17.3

3

3

3

3

3

EBITDA as % Total Revenue
CIP as % OpEx less PFI costs

FRR Metrics by quarter
all on YTD basis
EBITDA margin
EBITDA % of plan
ROCE
I&E surplus margin
Liquidity
Financial Risk Rating

Detailed Financial Summary
£m
Community operating rev.
Comm Cost & Vol revenue
Comm Block revenue
Acute Revenue
NHS Elective revenue
NHS Non-Elective revenue
NHS Outpatient revenue
NHS A&E revenue
NHS other revenue
Private patient revenue
Other operating income
Total Operating Revenue

Current Quarter
Plan
Actual

Variance

YTD
Plan

Actual

Variance

FY
Plan

FY
Forecast

0.0
0.0

0.0
0.0

0.0
0.0

0.0
0.0

0.0
0.0

0.0
0.0

0.0
0.0

0.0
0.0

22.6
27.1
20.5
3.6
49.8
3.5
18.7
145.8

27.5
31.8
22.7
3.6
51.7
2.3
27.1
166.6

4.8
4.6
2.2
(0.0)
1.9
(1.2)
8.3
20.8

90.4
108.5
82.0
14.4
199.2
13.8
75.0
583.3

101.9
118.1
83.8
14.8
210.2
14.6
84.5
628.0

11.5
9.7
1.8
0.4
11.0
0.8
9.6
44.7

90.4
108.5
82.0
14.4
199.2
13.8
75.0
583.3

101.9
118.1
83.8
14.8
210.2
14.6
84.5
628.0

Employee Expenses
Drugs
Supplies (clinical & non-clinical)
PFI operating expenses
Other Costs within EBITDA
Operating Expenses within EBITDA

(81.8)
(13.8)
(20.7)
(5.7)
(14.3)
(136.3)

(88.8)
(16.6)
(23.0)
(6.6)
(18.9)
(153.8)

(7.0)
(2.7)
(2.3)
(0.8)
(4.6)
(17.4)

(327.3)
(55.3)
(82.7)
(22.9)
(57.1)
(545.3)

(351.3)
(60.3)
(91.2)
(24.6)
(64.6)
(592.1)

(24.0)
(5.0)
(8.5)
(1.7)
(7.5)
(46.7)

(327.3)
(55.3)
(82.7)
(22.9)
(57.1)
(545.3)

(351.3)
(60.3)
(91.2)
(24.6)
(64.6)
(592.1)

EBITDA
Depreciation and amortisation
Impairments & Restructuring
Total Operating Expenses IFRS

9.5
(4.2)
(2.7)
(143.2)

12.7
(3.6)
(1.6)
(158.9)

3.3
0.6
1.1
(15.7)

38.0
(16.6)
(2.7)
(564.7)

35.9
(14.0)
(1.6)
(607.7)

(2.0)
2.6
1.1
(43.0)

38.0
(16.6)
(2.7)
(564.7)

35.9
(14.0)
(1.6)
(607.7)

Operating Surplus (Deficit)
Profit (Loss) on asset disposal
Net interest
Taxation
PDC dividend
Charitable funds net I&E included
Other non-operating items
Net Surplus / (Deficit)

2.6
0.0
(2.0)
0.0
(4.2)
0.0
(0.5)
(4.1)

7.7
(0.0)
(1.9)
0.0
(1.8)
0.0
(1.3)
2.6

5.1
(0.0)
0.1
0.0
2.3
0.0
(0.8)
6.7

18.6
1.0
(8.2)
0.0
(8.3)
0.0
(2.0)
1.2

20.3
(0.0)
(8.1)
0.0
(8.0)
0.0
(2.8)
1.3

1.7
(1.0)
0.0
0.0
0.3
0.0
(0.8)
0.1

18.6
1.0
(8.2)
0.0
(8.3)
0.0
(2.0)
1.2

20.3
(0.0)
(8.1)
0.0
(8.0)
0.0
(2.8)
1.3

EBITDA as % Total Op Revenue

6.5%

7.7%

1.1%

6.5%

5.7%

-0.8%

6.5%

5.7%

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

9.5
6.3
(3.0)
(0.2)
(2.5)
10.1
(5.0)
0.0
0.0
5.1
(2.2)
(4.2)
(0.0)
0.0
0.1
(0.3)
(1.5)

12.7
13.8
0.7
(10.0)
(0.3)
16.9
(4.0)
0.0
0.0
12.9
(2.1)
(4.1)
(0.1)
0.1
0.2
3.8
10.7

3.3
7.5
3.7
(9.9)
2.2
6.8
1.0
0.0
0.0
7.8
0.1
0.0
(0.0)
0.1
0.1
4.1
12.2

38.0
0.3
(1.7)
(4.7)
(1.8)
30.1
(26.4)
5.0
0.0
8.7
(8.2)
(8.4)
(1.1)
0.0
0.6
(1.3)
(9.7)

35.9
3.3
1.9
(0.7)
(2.0)
38.4
(19.8)
0.0
0.0
18.6
(8.1)
(8.4)
(1.0)
0.1
0.4
3.2
4.9

(2.0)
3.0
3.6
4.0
(0.3)
8.3
6.6
(5.0)
0.0
9.9
0.1
0.0
0.1
0.1
(0.2)
4.6
14.6

38.0
0.3
(1.7)
(4.7)
(1.8)
30.1
(26.4)
5.0
0.0
8.7
(8.2)
(8.4)
(1.1)
0.0
0.6
(1.3)
(9.7)

35.9
3.3
1.9
(0.7)
(2.0)
38.4
(19.8)
0.0
0.0
18.6
(8.1)
(8.4)
(1.0)
0.1
0.4
3.2
4.9

13.0
13.0

27.6
27.6

14.6
14.6

13.0
13.0

27.6
27.6

14.6
14.6

13.0
13.0

27.6
27.6

Period end cash
Period end cash and equivalents
Long form Acute Financial Summary
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Quality Governance Framework Self Assessment – Quarter 4 2012
Quality Areas
1a Does quality drive
the trust’s
strategy?

Monitor Examples of Good Practice

Quality is embedded in the trust’s overall
strategy

1.The trust’s strategy comprises a small
number of ambitious trust-wide quality goals
covering safety, clinical outcomes and
patient experience which drive year on year
improvement

Trust Sources of Assurance

Quality Account 2010/11 defined 7 core quality priorities
(safety, outcomes and experience). 5 of 7 were fully
achieved and 2 of 7 the priorities (Improve End of Life Care
and Diabetes Care) were partially achieved. The focus will
continue in these areas going forward.

RAG Rating
Green

2012/13 Quality Priorities have been consulted on with
stakeholders and 6 priorities were agreed by the Board of
Directors on 28 /2/12.
Monitor Annual Plan 2011/12 ( 3 year plan).
Summary Strategy 2011-14. Forward Plan Strategy
Document for 2012 – in progress.
External Assurance on Quality Accounts 10/11 (Audit
Commission). External audit of Quality Accounts 11/12 prior
to sign off Annual Report in May 2012.
Schedule of Assurance 2011 – being updated.
Board Assurance Framework
First Choice Transformation Programme
Board Go See Programme
Trust monthly Performance Report and Scorecard.
Trust monthly Patient Experience Report
Quarterly Quality & Governance Report – includes a
comprehensive analysis of incidents and patterns of
complaints.
Quality Governance Board Structure and underpinning
Divisional Risk and Quality Governance structure.
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Board of Governors’ work programme and committee
structure.
Programme of community/member engagement.
CQC Registration - Trust’s regulated activities are
registered by the CQC without conditions since April 2010.
• CQC Routine Inspection – February 2012. CQC
found that the Trust was meeting all the essential
standards with suggested improvements in respect
of medication storage. Action plan in place.
• CQC Inspection of termination services – March
2012 – Report awaited.
CQC’s Quality Risk Profile of the Trust is reviewed
monthly by the Executive and quarterly by the Quality &
Governance Committee. QRP shows Trust profile is steady
with no significant adverse movements as at report
published in March 2012.
Environmental Strategy approved 27/02/12.
External Audits
• KPMG Audit on Quality Governance- Adequate
Assurance across all 4 components of Monitor’s QG
framework. Sept 2011
• KPMG Audit of Risk Management arrangements
including Board Assurance Framework –
Adequate Assurance Sept 2011.
2.Quality goals reflect local as well as
national priorities, reflecting what is relevant
to patient and staff

2012/13 Quality priorities consulted on widely with staff,
Governors and external stakeholders including OSCs, LINks
and Commissioners. Long list of quality priorities reflect
views expressed during consultation. Clear audit trail to
support the consultation and decision process.
Under these quality priorities, some of the objectives are set
to align with targets locally agreed with our commissioners
within the CQUIN framework e.g. minimising avoidable harm

Green
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3.Quality goals are selected to have the
highest possible impact across the overall
trust

4.Wherever possible, quality goals are
specific, measurable and time-bound

5. Overall trust-wide quality goals link
directly to goals in divisions/services (which
will be tailored to the specific service)

6.There is a clear action plan for achieving
the quality goals, with designated lead and
timeframes
Applicants are able to demonstrate that the
quality goals are effectively communicated
and well-understood across the trust and
the community it serves. The board
regularly tracks performance relative to
quality goals.

in relation to pressure ulcers, falls, VTE and UTI in patients
who are cathetered. This ensures the goals reflect the
ambition for improvement that is locally relevant as well.
Yes. Quality priorities include some core national targets
and areas where the Trust needs to achieve significant
improvement e.g. identification and escalation of acutely ill
patients. Others are selected to maximise the reach of
benefits across the Trust e.g.improving diabetes care as
19% of our adult patient population are diabetic and building
on the work started in 2011/12.
Yes. For 2012 /13 priorities, the Trust has specifically sought
to identify measurable indicators/goals either in terms of
process and /or outcome. Advice obtained from Auditors on
the practicalities of auditing specific requirements.
Recognised that important goals may not always be easily
measurable.
Most Quality Priorities are already included in the Trust’s
Quality Scorecard which is monitored through the
Performance Management structure. In addition, the 4 subcommittees which feed into the Quality & Governance
Committee are responsible for monitoring progress against
the Quality Priorities in the three quality domains: safety,
outcomes, and experience.
Action plans/improvement initiatives were identified for all
2011/12 quality priorities and 2012/13.
The quality priorities and improvement objectives will be
effectively communicated through the key subcommittees
described above, as well as disseminated internally on the
Kwiki page on “Quality Improvement”.

Green

Green

Green

Green

A series of events were held in December 2011 for external
stakeholders to be updated with progress, and share best
practice from their experience in tackling similar issues in
primary care or experience on the change methodology
overall. This will add rigour to the drive for regular tracking of
performance.
BOD actively monitors the contractual performance in
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delivering soft FM services via existing performance and
infection control frameworks. Board Go and see programme
provides added assurance and results are formally reported
to the Board.

1b Is the board
sufficiently aware
of potential risks to
quality?

1.The board regularly assesses and
understands current and future risks to
quality and is taking steps to address them

Risk Management Strategy 2011 – reviewed annually
Board Assurance Framework Policy 2011 – reviewed
annually. Board, Finance & Performance, Quality &
Governance Committees’ work programmes address Trust’s
Quality agenda/ issues.

•

The board regularly reviews quality
risks in an up-to-date risk register

•

Board & Quality & Governance Committee (QGC) Quarterly risk register of all red and amber from
corporate and divisional risks report & summary of
movement. Action plans included in report.
Summary of risk movement reported showing risk
reduction and increase. Includes Infection Control
Risk Register. Review of Risk Register and BAF
scheduled into Board and Quality & Governance
Committee Work Programmes. Compliance with
both committee Terms of Reference and work
programme is subject to Annual Monitoring and
reported on. Refer to ARMS Level 3 Monitoring
Reports, and Committee Annual Reports and Self
Assessments.

•

The board risk register is supported
and fed by quality issues captured
in directorate/service risk registers

•

The Board reviews BAF Risks on a quarterly basis.
BAF risks are included in the Risk register. NB: BAF
structure/format/content reviewed and aligned with
recommendations arising from External Audit
(KPMG) Report in February 2011.

•

The risk register covers potential
future external risks to quality (e.g.

•

Relevant BAF Risks 2010/01, 2009/03 v2, 2009/07,
2009/15 – cover potential future external risks to

Green
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new techniques/technologies,
competitive landscape,
demographics, policy change,
funding, regulatory landscape) as
well as internal risks

and

•

There is clear evidence of action to
mitigate risks to quality

•

Proposed initiatives are rated
according to their potential impact
on quality (e.g. clinical staff cuts
would likely receive a high risk
assessment)

•

•

quality.
Risk register references sources and type of risk.

The Risk Register is used by Dir Ops, Med D. DoN
to inform Quality and Performance monitoring of
Divisions. Action plans are included in risk register.
All risks are assessed using a Likelihood:Impact risk
(5x5) matrix to assess risk rating. Risk impact score
is defined under: Injury/harm; Service delivery
Financial/ Litigation and Reputation/Publicity.

External Assurance
• KPMG Audit on Quality Governance- Adequate
Assurance across all 4 components of Monitor’s QG
framework. Sept 2011
• KPMG Audit of Risk Management arrangements
including Board Assurance Framework –
Adequate Assurance Sept 2011.
• CQC Inspections February 2012 – Outcome 16
compliant.
2.Initiatives with significant potential to
impact quality are supported by a detailed
assessment that could include:
• ‘Bottom-up’ analysis of where waste exists
in current processes and how it can be
reduced without impacting quality (e.g.
Lean)
• Internal and external benchmarking of
relevant operational efficiency metrics (of
which nurse/bed ratio, average length of

1st Choice Transformation Programme has detailed
governance structure which includes ongoing review and
assessment of progress against project deliverables for all
initiatives identified within the programme, as well as
assessment and management of key risks identified.
Through the Transformation Programme, the Trust has
applied ’Lean Methodology’ during the last 8 years. The
Trust routinely benchmarks its performance internally and
externally with e.g. Monitor Quality Initiative, Advisory
Board Company, Dr Foster, CHKS, DOH using key learning
from past projects.

Green
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stay, bed occupancy, bed density and
doctors/bed are examples which can be
markers of quality)
• Historical evidence illustrating prior
experience in making operational changes
without negatively impacting quality (e.g.
impact of previous changes to nurse/bed
ratio on patient complaints)

Nursing Performance Report.
New leading indicators introduced in scorecards relating to
operational efficiencies:
• Bed utilisation – setting differential objectives for
elective bed and emergency beds
• Discharge before 11am
• Weekend discharge
• Request for diagnostics pre 9.30am
• Repatriation delays
• Outliers
• Red shift metric in Trust scorecard to indicate
pressure on nursing in month.
CQC’s Quality Risk Profile for the Trust is published and
reviewed 10 times per year. The movement in the profile is
reviewed by KE, and reported to the Board as part of the
monthly Performance Report, and by QGC. Adverse patient
outcome indicators are identified and reported to the Patient
Outcomes Committee for review as necessary.

3.The board is assured that initiatives have
been assessed for quality

•

CIP programme managed by Programme office. All
proposed changes subject to quality review by
Director of Nursing/ Medical Director.

•

All initiatives tested with Clinical Directors and
Senior Nurse Leaders (Nursing Board), new
Consultant Development Forum with strong quality
focus

Green

4.All initiatives are accepted and
understood by clinicians

See above (3)

Green

5.There is clear subsequent ownership (e.g.
relevant clinical director)

See above (3)

Green

6.There is an appropriate mechanism in
place for capturing front-line staff concerns,
including a defined whistleblower policy

•
•

Trust-wide comments scheme for all staff, patients
and visitors.
Trust ‘Raising Concerns’ (Whistle-blowing) Policy

Green
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Initiatives’ impact on quality is monitored on
an ongoing basis (post-implementation)
7.Key measures of quality and early
warning indicators identified for each
initiative

2a Does the board
have the necessary
leadership, skills
and knowledge to
ensure delivery of
the quality
agenda?

1. The board is assured that quality
governance is subject to rigorous challenge,
including full NED engagement and review
(either through participation in Audit
Committee or relevant quality-focused
committees and sub-committees)

Review of Annual Staff Survey results and
benchmarking exercise.
• Adverse incident reporting system. The system
allows anonymous reporting.
Yes. Refer to 3 above
•

•
•
•
•
•
•

The Board has in place a distributed governance
framework. All Board committees are chaired by
NEDs with significant NED cross membership.
Board Quality & Governance Committee –
overseeing committee and membership includes 4
NEDs
Board annual sign off of Quality Priorities in Quality
Account and Annual Plan.
Board and Quality & Governance review the BAF
and Risk Register Quarterly.
Monthly Performance Report
Monthly Patient Experience Report and Quarterly
Quality& Governance report

Green

Green

External Assurance
• KPMG Audit on Quality Governance- Adequate
Assurance across all 4 components of Monitor’s QG
framework. Sept 2011
2.The capabilities required in relation to
delivering good quality governance are
reflected in the make-up of the board

3. Board members are able to:
• Describe the trust’s top three qualityrelated priorities

Board profile reviewed in year. Trust has actively recruited
to fill any identified gaps in skill set. 4 new NEDs appointed
during 2011/12. Programme of NED developments includes
King’s Fund and John CASS NED programmes this was
previously identified as gap in assurance in BAF No:
2009/03 v2.
•

Board fully involved in discussions around the
quality priorities and sign off. Audit trail in place for
2011/12 and 2012/13.

Green

Green
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• Identify well- and poor-performing services
in relation to quality, and actions the trust is
taking to address them,

• Explain how it uses external benchmarks
to assess quality in the organisation (e.g.
adherence to NICE guidelines, recognised
Royal College or Faculty measures).

• Understand the purpose of each metric
they review, be able to interpret them and
draw conclusions from them

•

NICE: Quarterly Quality & Governance report includes
measurement of compliance with NICE guidelines and any
derogations are reported with an explanation. The Trust’s
NICE Policy sets out the process for seeking a derogation
which must be approved by the Evidence Based Practice
Committee.
The Trust has a process in place to undertake a gap
analysis against NICE Quality Standards. KCH participates
in 100% of DOH priority National Audits, many based on
NICE guidelines and Royal Colleges measures. Results
reported in quarterly Quality & Governance report.
Other Benchmarking reviews via: CHKS, Dr Foster, NRLS,
MHRA, National Surveys, PMETB level 3, NHSLA standards
level 3 – September 2010.
External Assurance
• KPMG Audit on Quality Governance- Adequate
Assurance across all 4 components of Monitor’s QG
framework. Sept 2011
•

Trust Quality Performance Score card supporting
Performance report provides explanation regarding
metrics. Board workshops held regularly.

•

Board Quality Governance Structure implemented
October 2010. Reporting framework fully embedded
by June 2011. Refer to minutes and workplans.

•

Seeking external assurance - examples include:
external audit of Liver allocation process, CMACE
review of maternity, and other reviews.

• Be clear about basic processes and
structures of quality governance
• Feel they have the information and
confidence to challenge data
• Be clear about when it is necessary to
seek external assurances on quality e.g.

Monthly Performance reports and Trust Scorecard
received by the Board. Drill down to Divisional and
Speciality level via performance heat maps.
Corporate & Divisional Risk Register systematically
reviewed by the Board the Quality & Governance
Committee.
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how and when it will access independent
advice on clinical matters.
4. Applicants are able to give specific
examples of when the board has had a
significant impact on improving quality
performance (e.g. must provide evidence of
the board’s role in leading on quality)

•

•
5.The board conducts regular selfassessments to test its skills and
capabilities; and has a succession plan to
ensure they are maintained
Board members have attended training
sessions covering the core elements of
quality governance and continuous
improvement

•

•
•

•

2b Does the board
promote a qualityfocused culture
throughout the
trust?

1.The board takes an active leadership role
on quality

•
•
•

•
2.The board takes a proactive approach to
improving quality (e.g. it actively seeks to

Improved position on MRSA. Board leadership
through Go See programme, CEO interviews with
individual consultants, strong Board level messages
about infection control awareness including Bare
Below the Elbows, hand hygiene line management
etc.
Cleaning contract - role of Board and Audit
Committee in enforcing agreed contractual quality
standards.
Annual Self Assessment process (30 June 2011)
included discussion of succession planning and
skills capabilities required for new NED
appointments.
Refer to BAF Risk No: 2009/03v2. – gaps identified
addressed as above.
All Board committees are subject to annual self
assessments and the Board regularly undertakes
evaluation of its own performance.
Succession planning and NED skills requirements
was considered at Board Seminar ( in -year) in view
of changes to NED membership over following 18
months into 2012.
Board profile reviewed in-year and active
recruitment to fill identified gaps.

Green

Board Go and Sees (meeting patients and staff)
Chairing Board Committees and cross membership
Actively engaged in the identification and approval
Quality Priorities and regularly monitoring progress
against all quality initiatives & transformation
programme.
Strategy Committee & Board review progress
against all annual plan objectives.

Green

Trust regularly seeks out best practice models e.g.
• DOH review of infection control practice,

Green

Green
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apply lessons learnt in other trusts and
external organisations)

•

•
•

Mock Hygiene Code Inspection by KHP Partner,
visits to other high performing trusts e.g.
Addenbrookes, UCLH etc, other market sectors
e.g. John Lewis, Sainsburys etc
External benchmarking via CHKS, NRLS
NHS London review of DSSA compliance, Ward
20:20 programme is involving RCN leadership
programme.

3.The board regularly commits resources
(time and money) to delivering quality
initiatives

•

Fully supportive of quality training initiatives e.g.
drama based, customer care training workshops, In
your Shoes Events; Consultant Development
mornings; Safety Express; Energising for
Excellence; Dignity Ward Rounds; Patient Stories,
Observations of Care, POTTS

Green

4.The board is actively engaged in the
delivery of quality improvement initiatives
(e.g. some initiatives led personally by
board members)

•

Transformation Programme with work streams led
by Executive Directors and NED sponsors.
Board Go and See programme
Dignity Month February 2012.

Green

5.The board encourages staff
empowerment on quality
6.Staff are encouraged to participate in
quality / continuous improvement training
and development

•
•

Refer to Point 3 above
•

•

7.Staff feel comfortable reporting harm and
errors (these are seen as the basis for
learning, rather than punishment)

•

Green

Specific Quality training initiatives e.g. drama based
workshops, In your Shoes Events; Consultant
Development mornings; Safety Express; Energising
for Excellence; Dignity Ward Rounds; Patient
Stories, Observations of Care, POTTS
Personal Development Plans for all staff; annual
appraisals; trust supports ongoing professional
development & education. Training strategy &
training needs analysis.

Green

High level of reporting of incidents (NPSA Oct2010-Mrach 2011) indicates a positive reporting
culture with 3rd highest reporting rate when
compared to 7 other London acute teaching

Green
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•

3a Are there clear
roles and
accountabilities in
relation to quality
governance?

hospitals.
Annual staff surveys results 2010Q 28d) - No blame – The Trust is in line with
national average.

8.Staff are entrusted with delivering the
quality improvement initiatives they have
identified (and held to account for delivery)

Refer to point 4 above . Programme structure includes clear
accountabilities for staff leads of quality initiatives.

Green

9.Internal communications (e.g monthly
newsletter, intranet, notice boards) regularly
feature articles on quality

Chief Exec’s Monthly Brief, Daily Bulletin; Kingsweb,
Kwiki (King’s wiki) –enabling shared authorship and rapid
sharing of best practice ideas and resources to improve
quality.
Exec briefings to Trust’s Senior Leaders Team.
Local and Trust events to launch new quality initiatives,
Communications strategies support all major quality
initiatives.

Green

1. Each and every board member
understand their ultimate accountability for
quality

•
•
•
•
•

2.There is a clear organisation structure that
cascades responsibility for delivering quality
performance from ‘board to ward to board’
(and there are specified owners in-post and
actively fulfilling their responsibilities)

•

•

•

NED Induction Pack
Board and Corporate Induction
Integrated into role descriptions of Executive
Directors Board Development Programme
NED training including CASS business School and
King’s Fund Board Leadership Development
Programme
Wide cross membership of Board committees with
quality focus

Green

Risk Management Strategy 2011 outlines
accountabilities. Identified individuals (Medical and
Nursing Directors, Assoc. Dir Gov, Head of Risk,
Patient Safety & Risk Managers, Clinical
Governance & Risk Leads roles defined.
Revised Quality & Governance Reporting structure
approved by the Board and implemented October
2010. Board sub-committees are chaired by a NED
with cross membership.
Reporting committees into the Quality &

Green
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•
•
•
•
•
•
3.Quality is a core part of main board
meetings, both as a standing agenda item
and as an integrated element of all major
discussions and decisions
4.Quality performance is discussed in more
detail each month by a quality-focused
board sub-committee with a stable,
regularly attending membership

Governance Committee (QGC) are chaired by
Executive Directors.
All Divisions have Risk /Governance meetings.
Go See Programme
Dignity Ward Visits
Ward 20:20
Safety Express
Energising for Excellence etc

Yes. Quality focus is both a standing agenda item and
integrated into all major Board discussions. Reflected in the
Board Work programme
•
•

Quality & Governance Committee has a clearly
defined quality focus.
All Board committees are required to provide an
Annual Report for the Board and are subject to
annual self assessment. ARMS level 3 compliant.

Green

Green

External Assurance reports are reviewed at the Quality &
Governance Committee including internal audit reports and
CQC inspection reports e.eg
• KPMG Audit on Quality Governance- Adequate
Assurance across all 4 components of Monitor’s QG
framework. Sept 2011
• CQC Inspections February 2012.

3b Are there clearly
defined, well
understood
processes for
escalating and
resolving issues
and managing
quality
performance?

1. Boards are clear about the processes for
escalating quality performance issues to the
board
• Processes are documented
• There are agreed rules determining which
issues should be escalated. These rules
cover, amongst other issues, escalation of
serious untoward incidents and complaints.

•
•
•
•

Risk Management Strategy reviewed and approved
annually by the Board following review by the
Quality & Governance and Audit Committees.
Monthly Performance reports
Board Go Sees
The following policies outline management and
escalation process:
-Policy for the management, reporting and
investigation of incidents.
-Patient Complaints Policy.(Serious complaints

Green
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normally be registered as an AI)
External Assurance
• KPMG Audit on Quality Governance- Adequate
Assurance across all 4 components of Monitor’s QG
framework. Sept 2011
2.Robust action plans are put in place to
address quality performance issues (e.g.,
including issues arising from serious
untoward incidents and complaints). With
actions having:
• Designated owners and time frames
• Regular follow-ups at subsequent board
meetings

3.Lessons from quality performance issues
are well-documented and shared across the
trust on a regular, timely basis, leading to
rapid implementation at scale of goodpractice

4.There is a well-functioning, impactful
clinical and internal audit process in relation
to quality governance, with clear evidence
of action to resolve audit concerns
• Continuous rolling programme that
measures and improves quality
• Action plans completed from audit
• Re-audits undertaken to assess
improvement

•
•
•
•
•

•
•
•
•
•
•

Quarterly Quality & Governance Report
Board, Quality & Governance Committees and feed
committees action trackers.
Corporate & Divisional Risk Registers – identify
owners/ time frames.
Incident reporting system provides an audit trail of
designated owner, time frame and follow up.
Board and Quality and Governance Committee work
programme schedules in quality priorities including
HCAI action plan, Safeguarding etc.

Green

Performance management meetings
Nursing Board, Modern Matrons, Heads of Nursing
NMAS meetings
Quality & Governance reporting structure
Transformation Programme workstreams
Trustwide and local events e.g. Infection control,
Ward 20:20, POTTS etc

Green

a) Clinical Audit & Effectiveness.
Defined reporting structure via Patient Outcomes Committee
which reports to the Quality & Governance Committee.
Trust priority clinical audit programme agreed annually by
Clinical Effectiveness Committee and endorsed by Quality &
Governance Committee. Progress reported through
Quarterly Quality & Governance report which is reviewed by
the QGC and Board.

Green

National clinical audit programme with progress reported in
Q&G report. National audit action plans monitored by
Clinical Effectiveness Committee. Clinical effectiveness
scorecard includes participation in national clinical audits,
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reported quarterly to CEC.
Divisional clinical audit programmes, including
improvements made, reported to CEC bi-annually.
b) Internal Audit programme well established. Actions plans
monitored via Internal Audit tracking system Symbiant.
Clinical/ Quality risks are also tracked via the Trust Risk
Register and associated Board Committee where
appropriate. E.g. Infection Control, Risk management and
BAF etc.
External Assurance
• KPMG Audit on Quality Governance- Adequate
Assurance across all 4 components of Monitor’s QG
framework. Sept 2011
• CQC Inspection February 2012- Outcome 16:
Assessing and monitoring the quality of service
provision – standard met.
5. A ‘whistleblower’/error reporting process
is defined and communicated to staff; and
staff are prepared if necessary to blow the
whistle

•
•
•

3c Does the board
actively engage
patients, staff and
other key
stakeholders on
quality?

1.Quality outcomes are made public (and
accessible) regularly, and include objective
coverage of both good and bad
performance

•
•
•

•

Raising Concerns (Whistleblowing) Policy in place.
Communicated at Corporate Induction, X-drive, and
Kingsweb.
Trust-wide Comments Scheme open to staff,
patients and visitors.
Anonymous reporting through the Trust’s Adverse
Incident system.

Green

Trust Quality Accounts ( including outcomes)
published via DOH and Trust website
The Quality Accounts were presented at Annual
Public Meeting of the Trust to which all FT members
are invited.
The Quality Accounts debated with range of
stakeholders including OSCs, LINkS,
Commissioners and Governors and final QA agreed
at Public Board Meeting.
Stakeholder events held to provide feedback on

Green
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•
•
2.The Board actively engages patients on
quality, e.g.:
• Patient feedback is actively solicited,
made easy to give and based on validated
tools
• Patient views are proactively sought
during the design of new pathways and
processes
• All patient feedback is reviewed on an
ongoing basis, with summary reports
reviewed regularly and intelligently by the
Board
• The board regularly reviews and
interrogates complaints and serious
untoward incident data
• The board uses a range of approaches to
‘bring patients into the board room’ (e.g.
face-to-face discussions, video diaries,
ward rounds, patient shadowing)

progress with delivering Quality Priorities December 2011.
Trust monthly Board Performance report includes
Quality Outcome measures. Discussed in public
Board meeting.
Community Events held annually – NEDs fully
involved in these events.

Wide programme of Patient Experience feedback:
• National Patient survey Programme
• HRWD in-patient (including Women’s) survey given
to all inpatients on discharge ( 20,000 responses
annually)
• HRWD day surgery and dental surveys
• HRWD outpatient surveys
• Trust-wide Comments and suggestions scheme.
• Feedback forms on Trust website
• Consultation with service users around service
redesign e.g. ED Development, Vascular & BMT
• Monthly patient experience report to the Board
integrating data from complaints, PALS and Patient
surveys and comments
• Board reviews complaints monthly, quarterly,
annually.
• Serious incident reported on quarterly to Board.
• Programme of Go See visits by all board members
which includes discussions with patients.
• In Your Shoes Events
• Governor involvement in arrange of initiatives
including: Ward Rounds, Patient Stories and
Observations of Care, as well as improvement
workstream teams e.g. Food@King’s .
• Patient Experience Committee feeding into Board
Quality & Governance Committee
• Active Governor Patient Experience Committee.
• Feedback by Governors to the CQC following
Observational visits etc. Last submission November
2010.

Green
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3.The board actively engages staff on
quality, e.g.:
• Staff are encouraged to provide feedback
on an ongoing basis, as well as through
specific mechanisms (e.g. monthly
‘temperature gauge’ plus annual staff
survey)
• All staff feedback is reviewed on an
ongoing basis with summary reports
reviewed regularly and intelligently by the
board

•
•
•
•
•

•
•
•

•
•

•
4.The board actively engages all other key
stakeholders on quality, e.g.:
•Quality performance is clearly
communicated to commissioners to enable
them to make educated decisions
• Feedback from PALS and LINks is
considered
• For care pathways involving GP and
community care, discussions are held with
all providers to identify potential issues and
ensure overall quality along the pathway
• The board is clear about Governors’
involvement in quality governance

4a Is appropriate
quality information
being analysed and
challenged?

1.The board reviews a monthly ‘dashboard’
of the most important metrics. Good
practice dashboards include:
• Key relevant national priority indicators
and regulatory requirements

Annual staff survey and associated action plan
Monthly Chief Exec Brief cascaded to all staff.
Director Staff Road shows
Director Go See Visits include discussion with staff
Active engagement with JCC
Staff Engagement Group
Staff Conversations with the Chief Executive
Trust-wide Comment Scheme open to staff, patients
and visitors.
Staff routinely engaged on the issue of ‘quality’
through variety of ways including CE’s brief
New Consultant Development Forum very well
attended by the consultant body. Regular
attendance by Chair, CE and other Directors at
Consultants’ Committee.
Staff Engagement Group fully constituted and
functioning.

Refer to 2 above
•
•
•
•
•

•

Green

Green

Regular meetings with SE London Commissioners
includes review of quality performance and issues.
Integrated care pilot
Community Services integrated into GSTT on behalf
of KHP ensuring closer/collaborative working.
Active Governor involvement in quality governance
as described in 2 above.
Regular programme of Member and Governor
health talks and community events.

Trust monthly Quality scorecard includes national
priority indicators, regulatory requirements and a
selection of safety, effectiveness and experience
indicators. This includes lead indicators, SAIs,
numbers of complaints, Never Events.

Green
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• Selection of other metrics covering safety,
clinical effectiveness and patient experience
(at least 3 each)
• Selected ‘advance warning’ indicators
• Adverse event reports/ serious untoward
incident reports/ patterns of complaints
•Measures of instances of harm (e.g. Global
Trigger Tool)
•Monitor’s risk ratings (with risks to future
scores highlighted)
•Where possible/appropriate, percentage
compliance to agreed best-practice
pathways
•Qualitative descriptions and commentary to
back up quantitative information
2.The board is able to justify the selected
metrics as being:
• Linked to trust’s overall strategy and
priorities
• Covering all of the trust’s major focus
areas
• The best available ones to use
• Useful to review

3.The board dashboard is backed up by a
‘pyramid’ of more granular reports reviewed
by sub-committees, divisional leads and
individual service lines
4.Quality information is analysed and
challenged at the individual consultant level
5.The board dashboard is frequently
reviewed and updated to maximise

•

Monitor’s risk rating is reported monthly via the
Trust Performance Report. This includes %
compliance supported by qualitative commentary.

•
•

Quarterly Quality & Governance Report
CQC Inspections report(s) and action plans are
reviewed at QGC and reported to the Board.

•

Trust Quality Scorecard reviewed annually by
Executive Team.
Trust scorecard reviewed at Finance &
Performance Committee in June 2011 and new
KPIs agreed
Trust Quality Accounts to be tracked under
Regulatory section of monthly Finance &
Performance Committee and Quality & Governance
reporting framework: Patient Experience, Patient
Safety, Patient Outcomes and Organisational safety
Committee as appropriate,

•
•

Green

Yes. Heat maps produced by Trust, Division, Specialty and
Service Unit. This is reviewed by Board sub-committees
and through Performance management meetings at Trust
Divisional and speciality level.

Green

Speciality M&M meetings and Trust M&M Meetings
Clinical Directors Meetings
Individual Consultant Appraisal

Green

•
•
•

As above.

Green
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effectiveness of decisions; and in areas
lacking useful metrics, the board commits
time and resources to developing new
metrics
4b Is the board
assured of the
robustness of the
quality
information?

1.There are clearly documented, robust
controls to assure ongoing information
accuracy, validity and comprehensiveness
Information can be traced to source and is
signed-off by owners

•
•
•
•
•
•
•

2.Each directorate/service has a welldocumented, well-functioning process for
clinical governance that assures the board
of the quality of its data

•
•
•

•

Comprehensive programme of internal audit
regularly reviews quality governance and data
quality and integrity
Data Quality Steering Group meets monthly with a
focus on delivery of the Information Governance
Toolkit agenda.
Clearly documented robust controls to assure
ongoing information accuracy, validity and
comprehensiveness.
All Divisions contribute to the Mortality Committee –
where data is discussed and challenged. Committee
is chaired by an Assistant Medical Director.
Data is tested through the CAG development
process.
Key metrics revised and lead indicators identified
and included on the Trust Scorecard.
CQC Mortality Outlier Alerts subject to robust
process of internal review which is overseen by the
Medical Director supported by the Clinical
Effectiveness team.

Green

Clinical Governance leads in all specialities
Clinical governance/risk meetings in all divisions.
Annual review of divisional and corporate systems
and processes identifying any areas of weakness to
be addressed e.g. Annual Reviews of:
- Incident Management
- The Process for Managing the Risk Register
-Local Arrangements for the management of Risk
- Quality & Governance committee Self
Assessment and Monitoring Report – review of
systematic reporting from feeder committees.
Annual internal audit of risk register/risk

Green
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management, BAF etc, Quality accounts.
3. Clinical audit programme is driven by
national audits, with processes for initiating
additional audits as a result of identification
of local risks (e.g. incidents)

•

•

4.Electronic systems are used where
possible, generating reliable reports with
minimal ongoing effort
5. There is clear evidence of action to
resolve audit concerns
• Action plans are completed from audit
(and subject to regular follow-up reviews)
• Re-audits are undertaken to assess
performance improvement

Trust priority clinical audit programme agreed
annually by Clinical Effectiveness Committee ,
reporting to the Patient Outcomes Committee and
endorsed by Quality & Governance Committee.
Local audits also driven by incidents and priority
Safety areas. E.g, infection control.
National clinical audit programme with progress
reported in Q&G report. National audit action plans
monitored by Clinical Effectiveness Committee
CEC). Clinical effectiveness scorecard includes
participation in national clinical audits, reported
quarterly to CEC.

Yes.

Green

Green

•

Comprehensive programme of internal audit
regularly reviews quality governance and data
quality and integrity

•

Trust priority clinical audit programme agreed
annually by Clinical Effectiveness Committee and
endorsed by Quality & Governance Committee.
Progress reported through Quarterly Quality &
Governance report which is reviewed by the QGC
and Board.

Green

National clinical audit programme with progress
reported in Q&G report. National audit action plans
monitored by Clinical Effectiveness Committee.
Clinical effectiveness scorecard includes
participation in national clinical audits, reported
quarterly to CEC.
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Divisional clinical audit programmes, including
improvements made, reported to CEC bi-annually.
6. There are no major concerns with coding
accuracy performance

Regular audit completed and actions on track.
Regular internal audit of coding with systematic
feedback to coders on errors.
Note: Risk remains on documentation requirement for
this to be standardised electronically across the
organisation.
•
•

Green

Recommendation
In July 2011, the Quality & Governance Committee noted
that significant work and cultural changes were required to
meet the requirement for documentation to be standardised
electronically across the trust (EPR). However, it was
assured that an action plan was in place to address this
issue and close the gap. In view of this, at the meeting on
26/07/11, the Board of Directors agreed to the
recommendation that the statement be assessed as green.

4c Is quality
information used
effectively?

1.Information in Quality Reports is displayed
clearly and consistently

•
•
•
•

2.Information is compared with target levels
of performance (in conjunction with a R/A/G
rating), historic own performance and
external benchmarks (where available and
helpful)

Yes.

Summary Annual Plan includes key Quality
Priorities. Distributed to all staff and publicised on
Kingsweb.
Quality Accounts is published on the Trust website
and Kingsweb.
Key quality measures highlighted by the Chief Exec.
in monthly CEO brief to all staff.
Trust Quality scorecard and performance report
via public Board meetings.

Green

Green
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3.Information being reviewed must be the
most recent available, and recent enough to
be relevant
‘On demand’ data is available for the
highest priority metrics
Information is ‘humanised’/personalised
where possible (e.g. unexpected deaths
shown as an absolute number, not
embedded in a mortality rate)

•

Real time data provided on a monthly basis.

•

Quarterly Quality & Governance report specifically
summarises the circumstances of SAIs and
provides analysis and trending of AIs. Reports
ncludes action taken and quality and service
improvements.

Green

Trust is able to demonstrate how reviewing
information has resulted in actions which
have successfully improved quality
performance
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Appendix F - Compliance with Terms of Authorisation - Quarter 4 2011/12

Schedule
1. Constitution

Status
No changes

2. Mandatory Goods and Services

No changes

3. Education and Training Services

No changes

4. Private Patient Income Cap

Within limit

5. Borrowing Facility

Within limit.

6. Monitor Reporting Requirements

Changes to reporting requirements are monitored
centrally by the Operations Directorate to ensure
all reporting is timely, accurate and in the
appropriate format.
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Information
Governance report

April 2012

1

Agenda
Enc 4.2

1. Information Governance in King’s
2. IG Toolkit
3. Areas where we have gaps
4. Action plan and progress
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Quality and
Governance
Committee

Safeguarding

Assurance/ Compliance
Group

Information Governance
Steering Group

Patient
Outcomes
Committee

Public Health Committee
Clinical Effectiveness Committee
Mortality Monitoring Committee
Organ Donation Committee

Patient
Experience
Committee

PPI Leads Group
PEX Group (Complaints/PALS/HRWD)
Healthcare for all Group
Web Advisory Group
End of Life Care Group
Older People’s Group
Links to Governor
- Patient Experience &
Safety Committee
- Membership Committee

Patient
Safety
Committee

Serious Incident Committee
Medicines Management Group
Resuscitation Committee
Deteriorating Patients Group
Hospital Transfusion Committee
New Clinical Procedures Committee
Falls Strategy Group
Nutrition Group
Infection Control Committee
(incl. Decontamination)
Medical Devices & Supplies Group
(incl. Medical Gases)
Venous Thrombo-Embolism (VTE)

Records Management
Committee

NHSLA 1.8; 4.2
CQC ES 21

Organisational
Safety
Committee

Environment Committee
Safer King’s Community Panel
Op’s Health and Safety Committee
Staff Management Performance
Scorecard
Workforce; EDT/HR/OH
Emergency Preparedness & Business
Continuity
Manual Handling
Fire & Security
CEF Risk Management Committee
JCC
External Reviews
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Information Governance Group
Enc 4.2

•
•
•
•
•
•
•
•

SIRO - Chair
Caldicott Guardian
Associate Director of Governance
General Manager Operations / Freedom of
Information Lead
Head of Patient Records Service
Director of ICT
ICT Security Manager
HR and legal representation

4

IG Toolkit
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• Annual assessment tool that each NHS organisation is
expected to complete
• Submitted annually at the end of March
• A series of requirements (45) that are scored between 0 and 3
• Organisations are expected to reach level 2 on each
requirement.
• If this isn’t achieved there are risks re Code of connection to N3
and penalties can be applied
• We have to provide evidence to show we have attained a
particular level
• We have been able to carry forward previous evidence but
obviously this needs to be updated
• Completed by members of the group and audited by the Trust
SIRO
5

2011 assessment
Enc 4.2

• As of 28th March with all items complete our score is
74% - previous year 72%
• Improvement due to the project to implement
Sharepoint as the Trust Document Management
system is underway
• Have achieved level 2 for all but two items
– The level of staff that have carried out mandatory training –
the target is 95%
• Aim to provide leaflet guides with pay slips and an easier to access
powerpoint course to address this are well under way.

– The confidentiality of service user information is protected
through use of pseudonymisation
• We have a draft policy that needs to be formalised and put into active
use.
6

8-324 Pseudonymisation and anonymisation
– score 1
Enc 4.2

• To get to level 2 we need to achieve:
– The planned business process changes have been
fully implemented, and pseudonymised and/or
anonymised data is used for all secondary purposes
where permission to process confidential service user
data is not provided by law.
– There are formal safe haven processes, and
pseudonymisation and/or anonymisation functionality
in line with DH guidelines, including multiple
pseudonym generation where appropriate.
• Policy developed and awaiting approval

7

8-601 – Effective management of corporate
records – score 1
• To achieve level 2 we need:

Enc 4.2

– Tracking systems (cards/lists or spreadsheets)
implemented to track records, details of the filing and
indexing structure (paper lists/spreadsheets), appraisal
review documentation (eg a destruction list or list of
records kept beyond their retention period and the
reasons for this), specification of an electronic
document management system.
– Staff have been effectively informed of the procedures
and their responsibilities. Staff might be informed
through team meetings, awareness sessions, staff
briefings, or staff may be provided with their own copy
of the procedures.

• Planning to implement Sharepoint and
HealthAssure systems to help resolve these
issues

8

Generic issues
Enc 4.2

• Difficult to find evidence - similar issue with
other assessments
• Policies are in place and approved (in most
cases) BUT lack evidence that they are followed
– IT system solutions proposed
• Level of mandatory IG training – we only passed
this year because requirement relaxed until June
– we need mandate from the top to enforce this
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Freedom of Information
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Performance in January 2012 and over the ten month
period April 2011 to January 2012
Activity
Requests received
Complaints
Appeals

Month Month
2011-12 2010-11
35
33
0
0
0
0

Response time
Average response time (working days - wds):
% of responses sent within 20 wds:
% of acknowledgements sent within 5 wds:

Monthly
Trend
+6%
-

YTD
2011-12
298
0
0

YTD Annual Trend
2010-11
257
+16%
3
-100%
2
-100%

January
2012
14
100%
97%

YTD
2011-12
14
79%
98%

YTD
2010-11
17
77%
98%

10

FoI Applicant Feedback
Enc 4.2

15
Quality of service

10

Timeliness
acknowledgement
Timeliness reponse

5
0

Did we answer the Q

I was very
impressed
with the
service

Told me the information instead of
making me find it on website.

Respond
more
promptly to
requests

20
15
10

The information provided and the level of
detail were exceptionally thorough and
without parallel to any of the responses we
received from other trusts - and we very
much appreciate it

Yes
No

5

N/A

0
Exemptions Response Advised of Accessed
explained within 20 delay and Publication
wd
timing
scheme
11
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Strategy Committee
Annual Report
April 2011 to March 2012
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1.

Introduction

The Trust’s Board of Directors has in place a delegated governance framework
which is underpinned by six Board committees. From April 2011- March 2012
these were: Strategy, Equality & Diversity, Finance & Performance, Audit,
Quality & Governance and Remuneration & Appointments. Within this
framework, the main purpose of the Strategy Committee is to shape the
development of the Trust’s Strategy, and to assure the Board of progress
against delivery of the Trust’s strategic objectives.
To coincide with the Trust’s financial reporting cycle this Committee annual
report covers the period from April 2011 to March 2012. During this time the
Committee met four times and this report summarises those meetings and the
work of the Strategy Committee.
2.

Membership and Terms of Reference

The Strategy Committee was chaired by a Non-executive Director Robert
Foster (until February 2012) and then by the Trust Chair Professor Sir George
Alberti (Strategy Committee Deputy Chair). The Strategy Committee includes all
members of the Trust Board, together with the Deputy Director of Strategy.
Other persons may attend at the invitation of the Chair. This enables a much
fuller discussion and consideration of the key strategic issues facing the Trust
than it is possible to have during a busy Board of Directors meeting.
Specific remit for the Strategy Committee includes:
•

To review the external environment for KCH and KHP and shape the
Trust’s strategy accordingly

•

To monitor progress against the Trust’s strategic objectives and agree
corrective action

•

To shape the major functional strategies of the Trust

•

To develop the Trust’s Annual Plan

The full terms of reference (ToR) are appended to this report for information in
Appendix 1. The current ToR was approved by the Committee in April 2011 and
subsequently by the Board. They will be reviewed in April 2012. Meetings are
scheduled once every quarter and a record of attendance is maintained.
There is a standing item at every Board of Directors meeting to receive the
minutes from Board Committee meetings, including the Strategy Committee.
The terms of reference, annual reports and self-assessments of Board
Committees, including the Strategy Committee, were formally received and
discussed by the Board of Directors at Board meetings between April and
September 2011. The purpose of this is to allow Executive and Non-executive
Directors to record their views on the performance of the various committees
and to support the ongoing process of Board self-certification.

2
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3.

Work of the Strategy Committee during 2011/12

The committee has reviewed in detail a number of key reports/documents
during the year. These are outlined below:
3.1 Monitoring Performance against the Trust’s Strategic Objectives
The Strategy Committee monitored the Trust’s performance using the
“strategic matrix” - a single page summary of the key strategic priorities for
the Trust. This provides a quarterly report of performance against the most
important metrics in each priority area. This has enabled the Board to
maintain an overview of performance, discussing any variances which may
negatively impact on the Trust’s future success and potential mitigating
actions, as well as highlighting particular achievements.
Discussion focused on the objectives and key projects associated with the 3
overarching goals:
• Quality improvement
• Financial Sustainability and Efficiency
• Leading Change across the system
3.2 Horizon Scanning / Review of External Context
The Committee regularly reviews the major changes and external factors in
the environment which will impact on the Trust’s strategy and its
implementation. This has included:
• the implications of the Health & Social Care bill,
• the impact of the DH’s operating framework on the Trust’s financial
position and contractual negotiations going forward
• the potential impact on KCH should some South London trusts not
secure FT status,
• the risk of industrial action due to NHS reforms, the challenge of
recruiting specialist nurses and doctors,
• demographic changes and their implications
• The challenging financial climate and the impact this is having on the
local health economy.
3.3 KCH site and Estate Strategy
As the King’s Health Partners “site configuration” project has progressed, the
Strategy Committee has reviewed progress, and considered in detail the
potential implications for the King’s site. In parallel, other pressures, such as
the move to deliver more care closer to home, and the significant capacity
constraints on the main King’s site, have driven more careful scrutiny of the
services delivered on the site.
A classification of services has been proposed:
• core strategic priorities
3
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•
•

major local services
services which support priority or local services

•

services which may be reduced on site (e.g. due to the development
of community based services, or rationalisation across KHP)

This classification has structured the debate to determine the Board’s view of
the real priorities for KCH, and those services where a different service
model may be applicable in the future. Through the KCH strategy team,
these views have informed the ongoing development of the KHP site strategy.
The Committee has also discussed the recent proposals for the development
of Academic Health Science Networks (AHSN), a national initiative to ensure
the dissemination of innovation and best practice across a wide geographical
area. The potential implications for KCH and KHP were discussed but as yet
final guidance as to how AHSN are to be formed and what they might
comprise has yet to be published.
The Committee has also considered the Trusts Estates and Site Strategies
and the key the drivers for current development plans and capital projects.
The Trust is working with GST to develop a comprehensive Estate Strategy,
which will incorporate the results of the condition survey covering the areas
of physical condition, functional sustainability, space utilisation, quality of site
and environmental management, whilst being mindful of the increased
activity and increased pressures on the existing capacity.
3.4 Commercial Strategy
The Committee discussed the recently approved commercial strategy noting
the robust guidelines for commercial projects. Also noted was the good
progress being made in establishing a KCH presence in a number of
overseas markets. The committee reviewed these plans, and debated the
inherent risks, mitigating actions and endorsed the strategy.
3.5 Education & Training Strategy
The Director of Workforce and Development provided a high level overview
of Education & Training within the Trust. The Committee noted the vision for
excellence but suggested that Education and Training needed to higher on
the Board agenda to realise this ambition. .
3.6 KCH Annual Plan
The Committee reviewed the Trust’s 2010/11 Annual Plan to Monitor which
sets out the Trust’s objectives over a 3 year period. The Annual Plan was
accompanied by a summary plan, highlighting key points for staff and other
stakeholders.
3.7 Stakeholder Engagement Plan
The Committee was presented with an overview of local, regional and
national stakeholders and plans in place for stakeholder engagement. The
Committee discussed various issues, including conveying messages to and
4
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from patients, staff and the community. The committee will review the
engagement plan periodically.
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Appendix

Committee
Name

BOARD OF DIRECTORS STRATEGY COMMITTEE
TERMS OF REFERENCE
Strategy Committee

Chair

Non-Executive Director

Executive Lead

Director of Strategy

Secretary

Corporate Affairs and Strategic Development Directorate

Membership

All Board Members
Deputy Director of Strategy

Frequency

Quarterly

Quorum

5 members, including at least one Non-executive and two Executive Directors.

Main Purpose of
Committee

To shape the development of the Trust’s Strategy, and to assure the Board of
progress against delivery of the Trust’s strategic objectives.

Terms of
Reference

1. To review the external environment for KCH and KHP and shape the Trust’s
strategy accordingly
2. To monitor progress against the Trust’s strategic objectives and agree
corrective action
3. To shape the major functional strategies of the Trust
4. To develop the Trust’s Annual Plan

Format

Objective 1: executives will prepare reviews of the external environment to aid
discussion
Objective 2: executives will prepare a strategic matrix which sets out Trust
performance against its strategic objectives for each quarter (with input from
divisions) and raises key issues for debate

Objective 3: executives will report on two of the Trust’s major functional
strategies per quarter, including:
• Workforce
• Finance, commercial and IT
• Estates and Assets
• R&D and academic
• clinical services strategy
Reporting
The major management committees that have a strategic focus will report in to
Committees
the Strategy Committee, including:
• Business Resource and Strategy Group
• Investment Committee
• IT Strategy Group
• Education Committee
• Research Committee
• Capital Estates and Facilities Group
VERSION 1.0 - Reviewed by Strategy Committee, 12 April 2012
Forwarded for Approval to the Board of Directors, 01 May 2012.
Next Scheduled Review of Terms of Reference – April 2013.
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Strategy Committee
Self Assessment
April 2011 to March 2012

Date: 02 April 2012
Prepared by: TA & TJ

1

TRUST BOARD COMMITTEES - Self Assessment Checklist
Name of Committee:
Review period:
Committee Chair:
Interim Chair:

Strategy Committee
April 2011 to March 2012
Non-Executive Director
Professor Sir George Alberti

Issue
1

2

3

A: Establishment
Does the Committee have written terms
of reference that adequately and
realistically define the Committee’s role in
accordance with the NHS regulatory
framework and the Trust’s own
Constitution and Standing Orders? (To
include details of membership, quorum,
attendance, frequency of meetings,
authority, duties and reporting
procedures).
Are the terms of reference reviewed
annually to take into account governance
developments and the remit of other
committees within the organisation?

Are the terms of reference regularly
approved by the board?

Priority: 1 High; 2 Medium; 3 Low

Priority Yes No N/A

1

3

Yes

Yes

Comments/Action


Refer to Terms of Reference attached to the
Committee annual report in Appendix 1



The Strategy Committee ToR was reviewed and
approved in April 2011 by the Committee and
subsequently by the Trust Board in June 2011.
Strategy Committee ToR is reviewed annually as part
of an overarching review of the Trust’s Risk
Management Strategy.



1

Yes



The Risk Management Strategy, which includes the
Strategy Committee ToR, is reviewed annually by the
Governance & Audit Committees prior to consideration
and approval by the Board of Directors. The Audit
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TRUST BOARD COMMITTEES - Self Assessment Checklist
Name of Committee:
Review period:
Committee Chair:
Interim Chair:

Strategy Committee
April 2011 to March 2012
Non-Executive Director
Professor Sir George Alberti

Issue

Priority Yes No N/A

Comments/Action
Committee reviewed the Risk Management Strategy on
20th September 2011; and the Board of Directors
approved it on 27th September 2011.

4

5

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



2

•

Appropriate size

Yes

•

Suitable skills of members

Yes

•

Quorum arrangements defined

Yes

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

Priority: 1 High; 2 Medium; 3 Low

1

Yes





Membership includes all the Non-Executive and
Executive Directors, including the Trust Chair and the
Chief Executive.
Quorum requires the attendance of 5 members
including at least one Non-Executive Director and two
Directors. A record of attendance is maintained
together with the minutes. All meetings of the Strategy
Committee have been quorate during 2011/12.
7 Non-Executive Directors (one is the Trust Chair).
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TRUST BOARD COMMITTEES - Self Assessment Checklist
Name of Committee:
Review period:
Committee Chair:
Interim Chair:

Strategy Committee
April 2011 to March 2012
Non-Executive Director
Professor Sir George Alberti

Issue
6

7

Does the Board ensure that independent
members have sufficient knowledge of
the organisation to identify key risk areas
and to challenge line management on
critical and sensitive matters?
• Access to Board papers and all
necessary information
• Meeting with relevant managers
Are members, particularly those new to
the Committee, provided with the
necessary induction and training

Priority Yes No N/A

Comments/Action


2


Yes
Yes

2

Yes





Priority: 1 High; 2 Medium; 3 Low

This includes induction, Directors’ workshops, and
additional Board briefings as required.
All Board papers are circulated (hard and soft copy) to
the Non-Executive Directors 5 days in advance of the
meetings, providing sufficient time for the papers to be
reviewed.

All new Board Directors receive training / briefing on
Risk Awareness and the Board Assurance Framework
(including risk assessment and grading). This is
achieved through a scheduled Board workshop on an
annual basis and/or additional 1:1 training as required.
Training register maintained by the Assistant Director
of Governance. All Directors training was in date for
the period 2011/12. Graham Meek and Christopher
Stooke became members of the Committee with effect
from 26 January 2012, the first meeting of the
Committee in 2012.
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TRUST BOARD COMMITTEES - Self Assessment Checklist
Name of Committee:
Review period:
Committee Chair:
Interim Chair:

Strategy Committee
April 2011 to March 2012
Non-Executive Director
Professor Sir George Alberti

Issue

8

C: Reporting Structure
Does the Committee report regularly to
the Board?

Priority Yes No N/A

2

Yes

Comments/Action




9

10

Has the Committee formally considered
how it integrates and cross-refers with
other Committees?
D: Work Plan
Does the committee have a plan of
matters to be dealt with over the coming
year?
• Timetable produced showing topics to
be discussed at each meeting
• Flexibility to cover new/emerging
issues

Priority: 1 High; 2 Medium; 3 Low

2

Yes

2
Yes
Yes

Minutes of the committee (16/04/11, 30/06/11,
27/10/11, and 26/01/12) were submitted/ received by
the Board. This is tracked on the Board work planner
held by the Assistant Board Secretary and confirmed
in the Board minutes.
Strategy Committee annual report is submitted to the
Board for comment and approval.



Non-executive Directors have cross membership of
Board Committees (including Finance & Performance
Committee).



The committee work plan is managed by Corporate
Governance Officer. Additional items are scheduled
into the agenda at the request of committee members
or the BoD, or as significant /emerging issues are
identified.
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TRUST BOARD COMMITTEES - Self Assessment Checklist
Name of Committee:
Review period:
Committee Chair:
Interim Chair:

Strategy Committee
April 2011 to March 2012
Non-Executive Director
Professor Sir George Alberti

Issue
11

Does the committee monitor progress
against the work plan at regular
intervals?

Priority Yes No N/A
2

Yes

Comments/Action





Priority: 1 High; 2 Medium; 3 Low

This is managed on behalf of the committee by the
Director of Strategy, with the Corporate Governance
Officer, in planning and maintaining meeting agendas.
An Action Tracker is received by the committee at
each meeting to ensure timely completion of actions
and is amended where appropriate.
Following a work plan review:
i)
With effect from April 2011, feeder
committees are now Workforce Strategy
Committee, Business Resource and
Strategy Group, Commercial Strategy
Group, Investment Committee, IT Strategy
Group, R&D Executive Group, KHP Clinical
Strategy group, Service Strategy Group
and the Transformation Board.
ii)
Standing items on the work plan have been
revised e.g. new strategy-focussed format
of the quarterly Trust Strategic Matrix;
Horizon Scan and reports on two of the
Trust’s major functional strategies per
quarter is now systematically reported to
committee.
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TRUST BOARD COMMITTEES - Self Assessment Checklist
Name of Committee:
Review period:
Committee Chair:
Interim Chair:

Strategy Committee
April 2011 to March 2012
Non-Executive Director
Professor Sir George Alberti

Issue
12

13

14

Are changes to the Committee’s current
and future workload discussed and
approved at Board level?
• Annual review of Terms of Reference
and its relevance
• Board approval of Terms of
Reference
Does the Committee have a mechanism
to keep it aware of topical, legal and
regulatory issues?
• Standing agenda item
• Member assigned with portfolio
role for legality/regulatory issues
E: Resources
Has the Committee formally assessed
whether there is a need for the support of
a “Company Secretary” role or
equivalent? (This may be a relevant
professional lead in this area.)

Priority: 1 High; 2 Medium; 3 Low

Priority Yes No N/A
2

Comments/Action


The Board of Directors is required to review and
approve the Risk Management Strategy (includes the
Committee’s ToR and Annual Report) and BAF Policy
on an annual basis. This is scheduled into the Board
of Director’s work programme. To be aligned with the
Trust-wide review of the Board governance structure.



Topical, legal and regulatory issues are covered in the
standing agenda items - quarterly Strategic Matrix and
Horizon Scan reports.



Since January 2011 the Corporate Governance Officer
has provided secretarial support to the committee.

Yes
Yes

3
Yes
Yes

3

Yes
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TRUST BOARD COMMITTEES - Self Assessment Checklist
Name of Committee:
Review period:
Committee Chair:
Interim Chair:

Strategy Committee
April 2011 to March 2012
Non-Executive Director
Professor Sir George Alberti

Issue
15

Has the Committee considered the costs
that it incurs: and are the costs
appropriate to the perceived risks and the
benefits?
•

16

17

Priority Yes No N/A
3

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

Priority: 1 High; 2 Medium; 3 Low



Not quantified. Marginal costs which are appropriate to
the work of the committee and in line with all other
Board Committees.



In line with its terms of reference, the committee met 4
times during 2011/12.



The timings of meetings have been adjusted as
necessary.

N/A

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

F: Meetings of the Committee
Does the Committee meet the
appropriate number of times to deal with
planned matters?
• Frequency of meetings
• Additional (exceptional) meetings
arranged if significant issues arise
/ decisions required

Comments/Action

1
Yes
Yes

2

Yes
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TRUST BOARD COMMITTEES - Self Assessment Checklist
Name of Committee:
Review period:
Committee Chair:
Interim Chair:

Strategy Committee
April 2011 to March 2012
Non-Executive Director
Professor Sir George Alberti

Issue
18

19

20

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

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

Priority Yes No N/A
2

Yes

2

Yes

2

Yes

Comments/Action


The KPMG report - Independent Review of Board SelfCertification published in January 2011, highlighted the
provision of more opportunity for the Board and
relevant committees to challenge the adequacy of the
arrangements to manage key risks to the annual plan.
This has been actioned and is programmed into the
committee’s work programme for 2011/12.



Papers are circulated to committee members one
week before the meeting.



Draft minutes are produced for the Exec lead and
Chair to approve as soon as possible after the
meetings. Actions arising from the meeting are then
circulated shortly afterwards.
Full minutes are circulated to members along with all
other papers 1 week before the next meeting.



Priority: 1 High; 2 Medium; 3 Low

9

TRUST BOARD COMMITTEES - Self Assessment Checklist
Name of Committee:
Review period:
Committee Chair:
Interim Chair:

Strategy Committee
April 2011 to March 2012
Non-Executive Director
Professor Sir George Alberti

Issue

Priority Yes No N/A

H: Annual Review
Does the committee assess its
effectiveness periodically?

2

Yes

22

Does the committee prepare an annual
report to be presented to the Board?

2

Yes

23

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

3

Yes

21

Comments/Action


An annual self assessment is undertaken and a
monitoring table reviewing the committee work
programme is completed.



The Board receives the Strategy Committee annual
report and non-committee members have opportunity
to comment.



Description of the role of the committee and NED
membership is recorded in the Trust annual report.

Author: TA & TJ
Role: Corporate Governance Officer
and Head of Service Development
Agreed at the Strategy Committee 12 April 2012

Priority: 1 High; 2 Medium; 3 Low
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Enc. 4.4.1

King’s College Hospital Board of Directors
Finance & Performance Committee
Minutes of the meeting of the Finance & Performance Committee held at 08.30am on
Tuesday 28 February 2012 in the Dulwich Committee Room, King’s College Hospital
Present:
Graham Meek (GM)
Prof Sir George Alberti (GA)
Robert Foster (RF)
Prof Alan McGregor (AM)
Marc Meryon (MM1)
Chris Stooke (CS)
Tim Smart (TS)
Simon Taylor (ST)
Roland Sinker (RS)
Dr Mike Marrinan (MM)
Dr Geraldine Walters(GW)
Angela Huxham (AH)
Jane Walters (JW)
Simon Dixon (SD)

Chair of Committee
Trust Chair/ Non Executive Director
Non Executive Director/Committee, Vice Chair
Non Executive Director
Non Executive Director
Non Executive Director
Chief Executive Officer
Chief Financial Officer
Executive Director of Operations
Executive Medical Director
Executive Director of Nursing & Midwifery
Director of Workforce Development
Director of Corporate Affairs
Deputy Director of Finance

In attendance:
Faith Boardman
Zoe Lelliott (ZL)
Jonathan Rowell (JR)
Emma Frost (EF)
Tooba Ahmadi

Shadow Non-Executive Director
Deputy Director of Strategy and R&D Management
Head of Financial Management (item 2.3)
Head of Income and Costing (item 2.3)
Corporate Governance Officer (Minutes)

Apologies
Maxine James (MJ)
Jacob West (JW1)

Non-Executive Director
Director of Strategy

Item

Subject

012/10

Apologies & Welcome

Action

Apologies for absences were noted.
The Chair welcomed Faith Boardman who will take up her post as Non-Executive
Director in March and joined the Committee today as an observer
012/11

Declarations of Interest
No declarations of interest were reported.

1

Confirmed
Item

Subject

012/12

Approval of Minutes of the previous meeting

Enc. 4.4.1
Action

The minutes of the meeting held on 31 January 2012 were approved as a correct record
subject to making the following amendment.
•
012/13

Add Jacob West, Marc Meryon and Chris Stooke on the present list.

Actions Tracking
The action tracker was noted.

012/14

Performance Report – Month 10
RS presented the month 10 report and the following points were noted:
Trust Wide Performance Summary
• The Trust achieved all its patient access targets (RTT, Cancer waiting times and the
95 % threshold for Total time spent in ED) despite the increased emergency activity,
and repatriation delays.
•

The Committee noted the continued high level of demand on emergency services.
This is a London wide issue and the Trust will face further challenges. It is
foreseeable that this trend will continue. The Trust is undertaking a postcode
analysis to gain a clearer understanding of where patients are coming from.

•

The Committee noted ED and RTT remains most vulnerable but a number of actions
including weekly emergency performance, daily Trust-wide bed management, and
weekly RTT meetings are in place to manage access targets and emergency
activities. The Trust is also considering increasing bed capacity by July.

•

Seven additional C-difficile cases were reported in January, totalling 85 cases YTD
and breaching the 2011/12 trajectory of 75 cases.

•

One new MRSA bacteraemia reported in January now brings the total to 5, only 1
away from the Monitor quota of 6 for the year. This is an improved performance
compared to this time last year.

•

The Committee noted the improvement in hand hygiene audit from 58% in
December to 71% in January. It was suggested that to provide better analysis of
this trend, future reports should incorporate 2-way reporting on the hand
hygiene compliance data, taking into account 0% reporting areas.

•

The areas of concerns remain the finance position, access targets and infection
control. The Committee noted the actions in place to manage each area.

2

GW/RS

Confirmed
Item

Enc. 4.4.1

Subject

Action

Regulatory Performance
Monitor
• Due to C-difficile cases being off-trajectory in 3 consecutive quarters, Monitor
reviewed the Trust’s self-assessed red rating on Governance and was assured by
the action plans put in place. The Trust’s risk rating has been de-escalated from red
to amber-red at Q3 by Monitor.
•

A response to the consultation process on amendments to the Compliance
Framework for 2012 was submitted to Monitor. The Trust accepted all amendments
with the exception of 2 areas which it has highlighted to Monitor:
- Tracking RTT monitoring from 23 weeks to 18 weeks from end of March 2012 the Trust requires at least a full quarter to shift tracking system to report
effectively; and
- Using a snapshot of RTT waiting list as leading indicator to provide the size of
the Trust’s waiting list - the Trust’s waiting lists changes frequently and a
snapshot is not appropriate.

Care Quality Commission (CQC)
• The Quality Risk Profile (QRP) update published in February by CQC, showed no
significant adverse movement.
•

On 12th February 2012, the unannounced CQC inspection took place and the initial
feedback had been very positive. A number of areas of good practice were identified
and certain areas of improvement were suggested. The Inspectors noted the
pressures that the organisation is under, in particular the high acuity of the patients
and the significant pressures that the Emergency Department was experiencing.

•

JW highlighted the change in the approach of the CQC inspection, with the same
Chief inspector being assigned to an organisation, providing continuity and enabling
a historical context to the inspection. RS commended and gave credit to GW’s and
JW’s teams for their support during the inspection.

Contractual Performance
Commissioning for Quality and Innovation (CQUIN)
The Trust has self-certified as 100% performance for the CQUIN Q3, however it is likely
that the Trust will not achieve 100% performance in Q4 due to not achieving the
minimum standard in the National Inpatient Survey results released in February.
The Committee noted that the CQUIN contract value would increase by 1% to the value
of circa £10m in 2012/13. Negotiations on the CQUIN schemes for 2012/13 are
underway. PF, GW, JW and their teams were congratulated for their work in this area.
It was agreed that a detailed report on the contents of the CQUIN would be
provided to the Non-Executive Directors for their information.

RS/ PF
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Quality Accounts
KE had reviewed the quality priorities identified and are reasonably confident that the
priorities are of the appropriate mix and deliverability. The Trust is in the process of
refining these targets taking into consideration comments from Governors.
Specific Performance Report
The Committee noted the specific performance reports included in the performance
report.
012/15

Finance Report – Month 10
The Committee noted and discussed financial performance for Month 10 and the
following updates were noted:
Current Position
• At month 10, the Trust’s position is a financial deficit of £955k. This represents a
reduction in deficit of £328k compared to last month’s financial figures.
•

A mid-case scenario forecast indicates a year-end deficit of £500k due to the Project
Diamond funding reduction of £1m via NHSL. The future of this transitional funding
stream has been put in doubt by NHSL and a formal appeal by the Project Diamond
Group will be made to DoH. Whilst the appeal is taking place, the Trust has decided
to approach NHS London to secure alternative funding.

•

South London Healthcare (SLHT)
- The Committee raised concerns that the additional support provided by the
Trust to South London Healthcare may be having a material impact on the
Trust’s resources and financial position. It was reported that supporting SLHT to
resolve its operational and financial issues would impact positively on the Trust
and also mindful of the risk should the organisation fail.
- It was agreed that the Board would discuss this further in its private
session.

RS

•

Whilst maintaining tight controls on expenditure, the Trust is in the process of
securing additional funding from NHSL to improve RTT and Emergency targets; as
well as obtaining projected SEL PCT contract activity over performance payments
by the end of March.

•

CIP achievement is at 89%, £26m to date.

Capital Programme
• The Trust is considering an extensive capital programme to increase bed capacity.
The Committee noted that the capital plan cost pressures will continue for the next 3
years and the Trust will need to look into minimising capital programmes to maintain
cash flows and liquidity ratings.
•

Concerns about the impact of cost pressures on the staff groups, in particular, the
nursing staff were raised.
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It was reported that GW was conducting work with Ernst & Young (EY) around the
balance between acuity of patients and nursing staff establishments to balance the
staff to patient ratios in addition to looking at the portfolio of the temporary
establishments.

2012/13 Cost Improvement Plan (CIP) Update
• The Committee noted that the CIP schemes are becoming more challenging year on
year with increasing activity demands.
•

The Committee was presented with a table of work-streams, set up and facilitated by
the Trust and EY staff, with the aim to involve clinical professional staff as well.

•

Other workstreams are also progressing as anticipated, however the challenge
remains, developing a balanced plan.

The Committee was assured that the involvement of EY and the increased consultancy
costs are being managed by negotiating costs through a national framework. EY
provides a fresh perspective of CIPs and added assurance to Monitor that the Trust is
taking the correct direction of travel to achieve CIPs.
012/16

Service Line Reporting (SLR) System
The Chair welcomed Jonathan Rowell (JR), Head of Financial Management and Emma
Frost, Head of Income and Costing.
JR reported that the SLR project was undertaken in response to an increasing need for
the development of a new way of financial reporting and to develop the activity based
reporting at speciality level.
The SLR system is based on a model developed with Guy’s and St Thomas’ (GSTT). It
combines the robustness and timeliness of the current system, whilst enabling internal
efficiencies bringing the Trust in line with GSTT and the Clinical Academic Groups
(CAGs) as the KHP agenda increases.
Project Governance Structure
The Committee noted the governance structure and that ST was the executive sponsor
for the project and Albatross Financial Systems Ltd were providing consultant level
support. The teams meet on weekly and monthly basis to review any risks logged.
Progress to Date
The Committee noted the outline of the project plan and the progress made to date.
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System Demo
EF guided the Committee through the web-based system demo. She highlighted the
fundamental changes to the way in which financial information is viewed and managed
and new cost allocations introduced at speciality level.
The Committee welcomed the cross-functionality of the system, the executive level
reporting, the ability to produce various matrixes, the ability to match patient level
costing to speciality level and identifying areas of negative performance and cost
improvements.
The Committee advised that the implementation of the system would have an impact on
behaviours and re-training budget holders should be considered carefully. Lessons on
behavioural changes and risks should be learnt from the partner organisations (such as
GSTT and UCLH), who have already implemented similar systems.
012/17

Treasury Management Report
The Committee noted the Treasury Management Report for month 10.

012/18

Any Other Business
There were no items of any other business raised for discussion.

012/19

Date of next meeting
Tuesday 27 March 2012 – Time: 08:30 – 10:30 – Venue: Dulwich Committee Room
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King’s College Hospital

Equality and Diversity Committee
Minutes of the meeting of the Equality and Diversity Committee held at 14.00 on
Tuesday 06 December 2011 in the Dulwich Committee Room, King’s College
Hospital
Present:
Maxine James (MJ)
Prof Alan McGregor (AM)
Marc Meryon (MM)
Tim Smart (TS)
Angela Huxham (AH)
Mark Preston (MP)
David Lawson (DL)
Dr Angela Grainger (AG)
Lindsay Batty-Smith (LBS)
Carol Bell (CB)
Sally Lingard (SL)

Non-Executive Director/Committee Chair
Non-Executive Director
Non-Executive Director
Chief Executive
Executive Director of Workforce Development
Associate Director of Human Resources
Director of Procurement
Disability Staff Interest Group
LGBt Forum
Cultural Diversity Group
Associate Director of Communications

Attendees:
Jane Walters (JW)
Jessica Bush (JB)
Sam Block (SB)
Rev Phyllis Barnett (PB)
Rev Ben Rhodes (BR)
Chris Forster (CF)
Tj Lasoye (TJL)
Donald Lush (DL)
Tamara Cowan (TC)

Director of Corporate Affairs
Head of PPI
Volunteer Services Project Manager
Chaplain
Spiritual Care Lead/Chaplaincy Team Manager
Head of Asset Management (Item 1.3 only)
Director of Postgraduate Medical Education
HR Consultant (EDS Implementation)
Assistant Board Secretary (Minutes)

Apologies:
Prof Sir George Alberti (GA)
Dr Geraldine Walters (GW)
Dr Caje Moniz (CM)
Frank Wood (FW)
Karen Wise (KW)

Non-Executive Director
Director of Nursing and Midwifery
Consultants’ Committee Representative
Joint Staff Committee
HR Consultant (EDS Implementation)

Item

Subject

11/39

Apologies

Action

The apologies for absence were noted.
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11/40

Approve minutes of the previous meeting
The minutes of the meeting held on 20 September 2011 were
approved subject to the following changes:

11/41

•

Under item 11/28, first sentence, remove the words ‘around
the funding of pensions’; and

•

Under item, 11/30 – LGBt Forum, 7th bullet point remove the
word ‘event’ which follows the word October.

Action Tracker
The progress made on the action tracker was noted.
10/61 SES Action Plans – Facilities and Access
It was noted that;
• the new assessment centre creates an electronic link between
transport providers and the hospital which has resolved the
issues around information flow;

11/42

•

Signage issues will be resolved circa March 2012 on
completion of the refurbishment;

•

The issues around long waiting times have largely been
resolved with staff pre-booking vulnerable patient transport
and providing food for those who have longer waits. A review
of the patient transport is planned to take place in 2012; and

•

The hospital had achieved 86% of the Disability Discrimination
Act 1995 compliance requirements. A plan is under
development which it is foreseen would incur a £12m financial
investment. In the interim, a checklist is being used for
patients and higher risk areas are being prioritised.

Matters Arising
There were no other matters arising raised for discussion.
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11/43

Single Equality Scheme (SES) Action Plan Review

11/43.1 Procurement
The Committee received and discussed the update report on the
Procurement Action Plan.
It was noted that more could be done to inform local businesses
of the opportunities available to supply services to King’s. It was
suggested that this could be achieved by utilising all sources of
local publicity and publishing case studies of local businesses
that have successfully tendered and obtained King’s service
contracts.
The Committee commended the initiative noting it epitomised
and embraced not only King’s values but also KHP values.
It was agreed that:
1) The target number of local small and medium enterprises
(SME) be increased to 100 registered on the Multi-quote
system by May 2012. There were no significant cost
implications to this increase;
2) The Procurement Action Plan is amended to include the May
2012 target for developing and overarching Procurement
Strategy for KHP which incorporates specific principles to
promote equality and diversity through procurement; and
3) Further analysis would be conducted to ascertain why
SMEs had not obtained most of the higher value
contracts.
11/43.2 PPI & Consultation
The Committee received and discussed the update report on the
PPI Action Plan.
It was noted that there had been a number of positive
developments to support delivery of the PPI action plan which
included:
•

The successful launch and roll out of the volunteering
programme;

•

A new Learning Disabilities Co-ordinator is now in place and
there is a well established alert system to flag all patients with
disabilities;
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•

The new website which includes features to support
different equality groups has received good feedback;

•

Protocols have been developed to facilitate more
engagement with patients, public and key stakeholders;

•

There is ongoing surveying of inpatients and outpatients’
surveys have been partly rolled out; and

•

Joined-up working with stakeholders such as GSTT
continued with the focus of developing and delivering new
patient and public involvement strategy.

The Committee also noted the progress made on the King’s
Volunteering programme.
•

Project on track to recruit the target of 500 volunteers;

•

Volunteers in 75% of all ward areas;

•

Volunteer recruitment has strengthened links/engagement
with the local community;

•

Make-up of volunteers is reflective of the local area's
diversity;

•

The programme epitomises King’s and the King’s Partners
values;

•

Volunteers receive extensive training and other initiatives
are being developed to provide them with ongoing support
as a group; and

•

The programme is being embraced and welcomed by both
clinical staff and patients

It was noted that the volunteering programme was very
important and formed a significant part of the equality agenda
because it provided one to one interaction and support to
patients that is not always available from clinical resources.
There are plans to develop/expand the programme but
additional resources would be required. The charity was
currently providing the funding for the programme but in order
for it to be sustained and developed, permanent funding would
be needed.
The Committee commended the PPI initiatives and the success
of the volunteering programme.
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It was agreed that an update on the Volunteering
Programme would be provided to the Committee in 2012.
11/44

UPDATES

11/44.1
Workforce
11/44.1.1 SES Workforce Update
The Committee noted the SES Workforce Update.
In particular it was noted that, the membership of the Staff
Engagement Group is being enhanced to enable the group to
provide relevant support and guidance on staff engagement
issues and share best practice with Divisions to support more
pro-active staff engagement across the Trust
It was also noted that the Trust continues to take pro-active
action to support the development and implementation of staff
support initiatives which promote equality of opportunity and
combat unlawful discrimination.
It was confirmed that future workforce equality objectives would
be defined following the introduction of the Equality Delivery
System.
11/44.1.2 GMC Annual Survey Results
The Committee noted that the recent GMC survey had reported
concerns of Consultants undermining trainees and incidents of
undermining behaviour from other staff members towards
trainees.
It was noted that although incidents of inappropriate behaviour
were few, the Trust was taking the issue seriously and have
developed an action plan which includes:
• Sharing the results of the survey widely;
• Consultation meetings with current trainees and the
consultant body;
• Additional coaching;
• Consultation with nursing leaders;
• Establishment of a Core Medical trainees feedback
forum to facilitate better communication;
• Introduction of a mandatory training day, ‘training
tomorrow’s trainers’; and
• an internal online survey which can be completed
anonymously.
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It was also noted that work was underway to develop a
scorecard on trainee feedback with the aim of monitoring this
more closely on an ongoing basis.
The Committee noted the survey result and the action plan to
address the negative outliers.
11/44.2

Corporate Commitment & Leadership
The Committee noted
leadership update.

the

corporate

commitment

and

It was reported that since the report was produced the Trust
had held an event for World Aids Day and had also received an
award for being the most “Family Friendly” NHS Trust.
It was noted that future equality objectives would be defined by
the introduction of the Equality Delivery System (EDS) which
will be implemented by 6 April 2012.
The Committee commented that current SES plans should be
reviewed in line with the introduction of the EDS.
It was also noted that the Trust recognised the importance of
the staff nursery facilities and work continued to identify
suitable alternative accommodation given the potential that
Mapother House would no longer be available to accommodate
the staff nursery.
It was agreed that:
1) the Committee would be kept informed of the progress
made
in
identifying
appropriate
alternative
accommodation for the Mapother House staff nursery;
and

TS

2) the Committee would consider the outstanding 2009-12,
SES plan actions in line with the EDS assessments/
objectives at its next meeting.

MP

11/45

DIVERSITY THEME

11/45.1

Faith
The Committee noted the report on Faith.
It was noted that the chaplaincy service was highly regarded by
patients.
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11/45.2

Gender
The Committee noted the report from the “How we are doing
Survey” in relation to Gender.
It was noted that the Trust produced similar results to other
hospitals in its performance related to gender. There had been
a 10% improvement in service satisfaction overall. Generally,
men tended to be slightly more satisfied with services than
women. This followed national trends.

11/46

EDS Implementation Update
TS advised that he had reviewed the final draft of the EDS
Implementation report (prepared by Karen Wise), which also
considered the role of the EDC once the EDS had been
implemented. TS confirmed that additional work was required
on this and he confirmed that MJ, TS, MP and KW would meet
to discuss this further.
It was agreed that the report would be deferred until the
next meeting of the Committee unless it was ready before
in which case it would be circulated to Committee
members by email.

11/47

TS/KW

Michael Parker Inclusion Award
The Committee welcomed the suggestion to develop the
Michael Parker Inclusion Award as a tribute to the Equality &
Diversity work undertaken by the former Chair.
It was noted that TS would develop the criteria and
selection process for the award along with the E&D Leads,
MJ and Michael Parker and update the Committee
accordingly.

11/48

Diversity Groups Updates
The Committee noted the update reports from the following
equality and diversity groups:
•
•
•

Cultural Diversity Group;
LGBt Forum; and
Disability Staff Interest Group
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It was agreed that:
1) More information would be provided about
‘Opening Doors’ project at the next meeting;

11/49

the
LBS

2) Details of the request for staff Governors involvement
in the E&D Groups would be sent to JW who in turn will
distribute accordingly;

MP/JW

3) The feasibility of including the rainbow symbol on all
patient information, leaflets and the Trust website
would be explored; and

LBS/SL

4) The possibility of placing permanent notice boards on
all wards to use for the promotion of E&D groups and
wider E&D issues would be considered.

LBS/SL

E&D approaches and our KHP Partners
It was noted that integrated working in this area with KHP
Partners was at an early stage and a potential joint working on
equality issues would be easier to identify once the EDS
objectives for each Trust had been confirmed.
It was agreed that potential KHP joint working would be
reported to the Committee as and when this was identified.

11/50

MP

Update on Buddying Scheme and Disability Network
Advisors
It was noted that the use of the schemes was being redefined
to ensure that momentum was maintained. Relevant training
had been given and was available for managers and staff
where required.
It was agreed that updates would be presented to
Committee at its next meeting.

11/51

INFORMATION ITEMS
The update on Equality and Human Rights was noted.
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11/52

ANY OTHER BUSINESS

Action

It was noted that a report on how the Trust is delivering its
equality duties under the Equality Act 2010 is being developed.
It was agreed that this report would be presented to the
Board of Directors for approval before it is published more
widely.
11/53

DATE OF NEXT MEETING
The next meeting of the Committee will be held on Tuesday, 27
March 2012 at 12:00 in the Dulwich Room.
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