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Item

Subject

12/19

Welcome & Apologies

Southwark North
Patient
South London and Maudsley NHS FT
Staff – Admin, Clerical & Managerial
Lambeth Central
Patient
Lambeth South
Action

It was noted that in the absence of George Albert, Marc Meryon, Senior
Independent Director, would Chair the meeting.
MM welcomed everyone to the meeting in particular new Governor Jim
Dickson and new Non-Executive Director Faith Boardman. He also thanked
Governors for appointing him to the post of Senior Independent Director.
The apologies for absence were noted.

12/20

Declarations of Interest
There were no declarations of interests raised.

12/21

Chair’s action
There was no Chair’s action.

12/22

Approval of previous meeting minutes
The minutes of the meeting held on 01 December 2011 were approved as a
correct record.

12/23

Matters Arising/Action Tracker
The action tracker was noted

12/24

Membership & Community Engagement Committee
FC provided an update on the activities of the Membership and Community
Engagement Committee.
At its meeting on the 14 March 2012 the Committee considered the following:
• Effective membership recruitment methods;
•

Ways to engage better with members;

•

Governor involvement in membership outreach initiatives;
2
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Item

Subject
•

Plans for King’s Open Day on 01 July;

•

Items to include in the next issue of ‘Members News’; and

•

Draft Membership Report for inclusion in the Annual Plan 2012-2013.

Action

FC strongly encouraged Governors to get involved in membership initiatives,
the annual open day and to complete the Community Links and Experience
survey circulated by the Foundation Trust team. Returns had been limited so
far.

12/25

Strategy Committee
CN provided and an update on the activities of the Strategy Committee.
At its meeting on 26 April 2012 the Committee considered the following:
• The Integrated Care Pilot and how Governors could get involved in
supporting this at a community level;
•

The implications of the Health and Social Care Act 2012 in particular the
changes in clinical commissioning group;

•

The Draft Annual Plan for 2012-2013;

•

How, despite many external pressures the Trust has ended financial year
2011-2012 successfully due to the hard work of the staff; and

•

The progress of the KHP SOC and how closer working in KHP can reap
positive results for the Trust and patients.

PB expressed some concerns that recent re-banding of some staff to lower
grades had a detrimental impact on staff morale. RS advised that recent
changes to staff re-banding have been part of the Trust approved and
publicised cost savings plans which were not related to development of the
KHP Strategic Outline Case. Further, it is only in exceptional circumstances
that the Trust would take the decision to attribute a lower banding to a
member of staff, a process which involves extensive performance and role
review. He also advised that he was willing to follow up any particular cases
with PB outside the meeting.

12/26

Patient Experience and Safety Committee
NH provided and an update on the activities of the Patient Experience and
Safety Committee (PESC).
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Item

Subject

Action

At its meeting on 18 April 2012 the Committee considered the following:
• Peoples motivation for becoming involved in the Committee, the Trust
and being a Governor;

12/27

•

Opportunities for Governors to become involved in patient experience
and safety matters; and

•

How the Committee can best tap into the wealth of experience and links
available in the Council of Governors.

Update on Transport and Environment Committee
The Council received an update on the Transport and Environment
Committee from JW.
The following key points were noted:
• An email, with an outline of the proposed remit of the Committee and its
terms of reference, was circulated to Governors calling for an expression
of interest in and on-going commitment to this group. Unfortunately no
additional Governors came forward;
•

The Membership and Community Engagement Committee has agreed to
oversee the transport remit, supported by a feeder group;

•

The feeder group will not be a formal Committee of the Council of
Governors;

•

As such it has extended membership invitations to local stakeholders and
KHP Partners;

•

Representatives from SE5 Forum, the Camberwell Society, Southwark
Rail User Groups and SLaM are now confirmed members of the group;

•

The feeder group will focus on key transport issues such as lobbying for
the extension of the Bakerloo Line and working to bring the Bike Scheme
to Camberwell;

•

The group will hold its first meeting, which is open to all Governors, on 16
May at 11:00; and

•

The group will also focus on transport environmental issues whilst other
environmental issues are being addressed through the Patient
Experience and Safety Committee.
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12/28

KHP UPDATE

Action

The Council of Governors received an update on KHP activities from TS.
Clinical Academic Groups (CAGs)
• The programme of CAGs continue to ensure that patients are offered the
best care and treatment, based upon reliable research evidence; and
•

A new Palliative Care CAG has been set up and the Cancer CAG is
looking at how it is organised to best meet the needs of patients.

Academic Health Sciences Network (AHSN)
• AHSNs are being developed to provide a vehicle to share, promote and
align innovation, clinical research, training and education, healthcare
delivery across health, social care and higher education organisations;
•

It is envisaged there will be 14-16 AHSNs constituted each with circa
£10m funding;

•

John Moxham is leading the development of the South London AHSN;
and

•

Work is underway to ensure that the working relationship between South
London and outer regions such as Kent, Surrey and Sussex is
recognised.

Development of KHP Strategic Outline Case (SOC)
• Work continues on developing the SOC;
•

Aim of the SOC is to identify what benefits can be achieved through
closer integration and what are the associated risks;

•

External legal advisors have been engaged to support the development
of the SOC;

•

KHP Partners are very mindful of the need to engage and communicate
effectively and efficiently with staff, Governors and other key
stakeholders and the communications workstream, led by Madeliene
Long is developing a communications strategy; and

•

The plan is to have the final draft ready toward end-June.

RG queried if the SOC would address the following key issues under
consideration by Commissioners:
• Would merger inhibit or promote better care;
5
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Subject
•

Would closer working achieve the objectives of the integrated care
project;

•

Would CAGs maintain their public health role;

•

Would closer working resolve capacity challenges faced by the Trust; and

•

TS advised that it is unlikely that the SOC would answer all these
questions. Subject to Board approvals of the SOC, these would be
addressed at the full Business Case stage.

Action

TS also noted that the development of the SOC, although important, does not
detract from the Trust’s core duty to provide high quality care to patients.

12/29

Chief Executive’s Report
The Council received the Chief Executive’s report.
The Council noted that:
• Despite capacity, service demand and financial challenges the Trust
performance had significantly improved. The Trust met all its access
targets and ended the year in surplus of £1.338m. This is a significant
achievement;
•

Going forward the Trust is very aware of the continued pressure on its
services as a result of changes in the local community infrastructure to
support frail and elderly patients. Accordingly the Trust is engaging with
key stakeholders to address this issue;

•

One of the key risks for the Trust in 2012-13 is meeting the 18 weeks
targets given the large number of patients coming into emergency
department.
This increased demand has a detrimental impact on the Trust’s ability to
clear the backlog of elective patient cases in order to meet the 18 weeks
target.

•

The Trust is also working with others in South East London to help
preserve the provider landscape; and

•

The GSTT charity had provided £10.6m to fund the Integrated Care Pilot
(ICP).
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Subject

12/30

Overview of Health & Social Care Act 2012

Action

The Council received the report and update on the Health and Social Care
Act 2012.
JW reported that there was still a great deal of ambiguity surrounding the
timing of implementation, and detail behind certain of the Act’s provisions. A
majority of the provisions of the Act would only come into force at the
discretion of the Secretary of State and no timetable had yet been provided.
The Trust is however very aware that the Act will bring along a number of
significant changes which will impact on the Council of Governors, including
the need for training and support for Governors in undertaking their new
roles. The Trust will keep Governors informed of developments
The following key points were raised and noted in discussion:
• Governors are very mindful of the implications some provisions of the Act
will have on the role of the Council and that they will require additional
support and training to carry out any enhanced duties;
•

Local authorities have already begun discussions with the Trust and
other partners to understand and establish the new regime by April 2013;
and

•

The Lambeth has already established a shadow Clinical Commissioning
Group which was taking on board some of its responsibility in preparation
for when they are fully take over in 2013.

The Council of Governors noted the content of the report and agreed that
once the details behind the provisions come into force and are outlined by the
relevant regulatory body:
1) The Council of Governors would receive a further update;

JW/TC

2) The Trust Secretary would begin to review the Trust Constitution
for approval in due course by the Board of Directors and Council of
Governors; and

JW

3) The Strategy Committee would be involved in early discussions
about planned changes.

7
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Subject

12/31

Feedback on Community Events and Open Day Plans

Action

Community Events
SL reported that the Trust held two Community Events in March. The events
were well attended with lively discussions. Attendees included members,
Governors and Staff. They had the opportunity to feed into the strategic plans
for the Trust. And also received presentations on the Integrated Care Pilot
and the Patient Involvement in Research and Development which also
formed the basis for table discussions.
Open Day Plans
SL advised the Open Day would be held on 1 July starting at 11:00 and will
finish at 15:30.
It is an opportunity for the Trust to open its doors to the local community,
reconnect and recruit new members and build relationships with the local
organisations and residents. As well as having a number of Trust service
stands, local organisations have been invited to host a stand.
SL noted that Governor input and participation was very welcome in
particular has it is an opportunity to meet their members. She encouraged
Governors to contact her if they wished to help on any stand in
particular membership recruitment.

12/32

Monitor Submission Quarter 4, 2011/2012
The Council of Governors noted the report on the Trust’s submission to
Monitor in Quarter 4.

12/33

Register of Governor Attendance
The register of Governor Attendance was noted.

12/34

Any other business
There were not items of any other business raised for discussion.

12/35

Resolution
It was resolved that the remaining business is considered in a private
session, and that the public are excluded from the meeting, due to the
confidential nature of the business to be transacted.
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Enc 2.1.1
Membership & Community Engagement Committee
Key discussion points & actions arising from the meeting on
13 June 2012
Issue

Membership
Recruitment and
New Database

Discussion Point/Action

The Committee noted the final patient, public
and staff membership figures.
The new membership database, jointly
procured by KCH, GSTT and SLaM, was
demonstrated. It offers increased functionality
for gathering and interrogating data about
public and patient members.
At its next meeting, the Committee will discuss
recruitment methods based on information
extracted from the database about target
groups.

Stakeholder
Engagement

JB/RS/All

The Committee noted the importance of
stakeholder engagement for the Trust, and
discussed current and future projects and
relationships within the local community.
The quarterly stakeholder bulletin and a list of
stakeholder events will be circulated to all
Governors. Governors should indicate their
interest in attending any of the events.
The Chair will write to all Governors to
encourage them to participate in the
Community Links exercise. This is the first
stage in a wider project to develop a full
picture of Governor, staff and member
connections with the community.

Members’ News

Lead

CR/TC/All

BP/All

As the main vehicle for Governors to
communicate directly with members, the
Committee discussed ideas for future editions
of Members’ News.
An agreement on joint and consistent
messaging about developments within KHP
has been reached with KHP colleagues. There
is a piece on KHP developments in the
Summer edition.
The next edition will be produced in the
Autumn. The two key items will be KHP and
King’s Annual Review.
It was suggested that there is also a piece on
the newly elected Lead Governor.
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Issue

Discussion Point/Action

Annual Open Day

Posters and flyers were distributed for
Governors to display in their local area.
At the Open Day there will be a Members’
stand providing information about
membership. Governors are asked to
volunteer to help run the stand as well as to
mingle with visitors, promoting membership
and handing out application forms.

Transport Feeder
Committee

Lead

All

The Committee received the minutes of the
first meeting of the newly established
Transport Feeder Group and acknowledged
the issues recorded in the minutes.
CR to circulate the agreed feeder group work
plan to the Committee for information.

CR

See Appendix 1 for Transport Feeder Group Action Notes
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Transport Feeder Group
Key discussion points & actions arising from the meeting on
16 May 2012
Issue

Discussion Point/Action

Election of a
Group Chair

Alex Blacknell of the Camberwell Society was
unanimously elected Group Chair.

Lead

Jonathan Burns, who is the Transport Manager
from SLaM, was nominated to be Vice Chair.
Group Terms The Group agreed to adopt the proposed terms of
of Reference reference.
and Draft Work
Programme
It was agreed that the feeder group would meet
quarterly and report to the Governors’ Membership
& Community Engagement Committee.
All of the items on the draft work plan were
discussed. Carolyn Ruston, Head of Stakeholder
Relations, gave an update on the current status of
each of the issues.
Denmark Hill
station

Renovations at Denmark Hill station
The Group noted that the original staircases have
now been restored and reopened. Network Rail has
confirmed that the works will be completed by the
end of the year.
Stopping trains at Denmark Hill (DMK)
The South London Line, which currently stops at
DMK twice an hour, will be closed in December
2012. Closure of this route between London Bridge
and Victoria will mean there is no direct link to
London Bridge from DMK.
The franchise agreement to provide train services
on routes which include a stop at DMK is up for
renewal. KCH will prepare a response to the
consultation document.

Walk and Cycle KCH has a Bike User Group and recently ran a
to work
cycle survey resulting in an action plan to improve
schemes
on-site facilities for cyclists.
A ‘Walk to Work Week’ and ‘Active King’s’ initiative
was held to promote walking, and a funded ‘Walk
Doctor’ event produced a report and series of
recommendations.
Research is underway to support a business case
which would bring the Barclays Bike scheme to
Camberwell.
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Issue

Discussion Point/Action

Lead

Bakerloo Line There are two proposed routes – through
extension
Camberwell and through Lewisham.
Campaign planning and development of a strategic
approach are to be added to the next meeting
agenda.
Next meeting

The next meeting of the Transport Feeder Group is
on 10 September.
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Strategy Committee
Key discussion points & actions arising from the meeting on
21 June 2012
Issue
Matters
Arising/Action
Tracking

Discussion Point/Action
Non- Executive Directors (NEDs):
GM reported that NED representations at all
the Governor Committees are being
discussed with GA and a NED will be
allocated to each Governor Committee in due
course.
Integrated Care Pilot (ICP):
The following lists that are being considered
in the ICP to be circulated to all members of
the Governor Strategy Committee:
• The comprehensive list of wider
stakeholder engagement opportunities.

ICT Strategy
Update

Lead

TJ/JW1

Colin Sweeny provided the Committee with
an update on the development of Information
& Communication Technology (ICT) to date
and the Committee noted:
• The key elements of the paperless
hospital project chart. Key achievements
include the implementation of e-Growth
chart, e-Clerking, Voice recognition and
the roll out of inpatient e-prescribing.
• Other areas of ICT support focus on
safety, quality, performance management
and patient experience and include
projects such as blood tracking, document
management, performance indicators,
self-check in development of ward view
and better scheduling.
The Committee’s queries were clarified as
follows:
• Any innovation or protocols from clinicians
can be directed to Jack Barker, the
Clinical Director for IT who acts as the
interface between clinicians and IT
department.
• The Trust is mindful of confidentiality
breaches and there are robust security
controls in place for accessing patient
information across the KHP and GPs.

KHP Update - SOC

GM and TS presented and outlined to the
Committee the progress of the Strategic
Outline Case (SOC) to date. The Key
discussions points included:
• The purpose of the SOC is to explore the
viability of merger and how the integrated
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Issue

Discussion Point/Action
healthcare organisation might look like.

Lead

• The SOC will need to answer a number of
key questions to determine and examine
whether the SOC could be developed into
a full business case should be developed.
The Committee noted the high level timeline
with the key dates being:
28 June 2012: Final SOC report writing by
JW1.
18 July 2012:
KCH BoD and CoG meeting, providing a
further opportunity for Governors to discuss
the SOC with the Board.
24 July 2012:
KCH BoD meeting, where the Board will
need to make a decision whether to take the
SOC forward considering the pros and cons
and whether to develop it into a full business
case.
26 July 2012:
Joint Governors meeting, providing a further
opportunity for Governors to express their
final opinions on the SOC.
It was highlighted to the Governors that at
this stage Governors are not asked for any
approval on the SOC. The power for
Governors to approve mergers and
acquisitions will not come into effect until the
new act is enforced in April 2013.
27 July 2012: SOC press release
Governors noted that an important message
that the SOC needs to articulate is the
opportunity to increase prosperity and
improve sustainability of the health economy
in South London.
Governors requested a clearer timetable of
events and opportunities beyond July to seek
further clarification and understanding of the
SOC as well as how Governors are involved
and what is expected of them.
The Chair urged all the Governors to
participate in discussions of 18 July and use
the opportunity to consider the SOC and
discuss issues further.
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Enc 2.1.3
Patient Experience & Safety Committee
Key discussion points & actions arising from the meeting on
21 June 2012
Issue

Discussion Point/Action

Ward 20:20

GW gave a summary of the Ward 20:20 project
to date, its outcomes and achievements.

Lead

The Committee noted that the project coordinator has now finished her secondment and
left KCH. As a result momentum has been lost,
although there are 6 wards who are interested
in participating in a potential second phase
should funding be secured.
The Committee discussed the four possible
options for the future of the project and
endorsed option 3: to consolidate and expand
Ward 20:20.
Governors interested in becoming ward
sponsors for a potential second phase of Ward
20:20 should contact JB.

All

Patient Experience The Committee received an overview of the
Training
‘customer care’ focussed programme of
workshops, which was commissioned last year
as part of the organisation-wide project
‘Improving the Patient Experience’.
Over 1100 staff have been trained and the
programme was discussed at the Consultants’
Development Morning on 07 June.
The Committee discussed the importance of
clinical leadership and leading by example in
order to embed learning outcomes on the
wards.
Committee members are asked to contact
Jenny Steel directly with any further feedback
or thoughts about how this programme can be
taken further and/or linked with other initiatives,
such as Ward 20:20.
Outpatients
Transformation

All

The Committee received an overview of the ongoing work to improve the service offered to the
700,000 outpatients which KCH treats each
year.
Outpatient improvement is one of KCH’s quality
priorities for 2012/13 and a local CQUIN worth
£1.4m.
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Issue

Discussion Point/Action

Lead

Activities have included development of an
outpatient HRWD survey and two ‘In Your
Shoes’ events where patients could report on
their experiences as an outpatient directly to
staff, including their views on recently
introduced changes e.g. registration kiosks and
the new voice recognition phone appointment
system.
Governors can support this work by
volunteering to collect patient stories and
should contact JB if they are interested in doing
so.

All

Food and Nutrition The Committee received an overview of the ongoing work to enhance the food service
provided to patients at KCH, which is based on
the central principle that food and nutrition is a
key component of both care and hospitality.
Data about the service provided is collected in
a number of ways. Next steps include finding a
robust way for this information to be used to
drive improvement and to engender a culture of
caring and compassion.
Continuous quality improvement relies on
support from several different groups, including
Governors and members who have participated
in weekly food service audits.
Governors interested in becoming involved in
food audits should contact JB.

All
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Report to:

Council of Governors

Date of meeting:

13 September 2012

Presented By:

Tim Smart, Chief Executive

Subject:

Chief Executive’s Report to the Council of Governors

Purpose of the Report:
To provide the Council of Governors with an overview of the key strategic,
operational and performance issues facing the Trust.
Action required:
The Council of Governors is asked to receive the report and is invited to ask
questions or to discuss the issues raised in the report.

CEO Report to CoG 13 September 2012
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Chief Executive’s Report to the Council of Governors
13 September 2012
| Introduction
There are system changes on the horizon, locally and nationally, that will have farreaching effects on the way all of us operate. As I write this, the Cabinet changes
are being announced. Governors have an important role to play in helping to steer
the Trust through this transitional period and so I was pleased to hear the recent
announcement that the Foundation Trust Network will run the national training
programme for Governors of Foundation Trusts. I hope that, with support from the
Trust, you will be equipped for the challenges ahead.
| Key Strategic Issues
1. Impact of the Heath & Social Care Act 2012
The Health and Social Care Act 2012 (the ‘Act’) received Royal Assent on 27 March
2012. Since then its progress has been slow; however the Government has advised
that a number of provisions of the Act will come into effect on 01 October 2012. Two
of the provisions coming into effect next month are the change of the name for the
governing body, and removal of the private patient income cap.
In December 2011, Governors agreed to adopt the name ‘Council of Governors’ in
place of ‘Board of Governors’ and so we are already compliant with this provision.
Our current private income cap is 3.5%. Under the Act, the cap will be removed and
instead we will be required to ensure that our total income from NHS-funded goods
and services is greater than our total income from any other sources. The Act also
gives additional oversight and scrutiny of non-NHS funded activities to Governors.
Therefore if the level of our non-NHS funded income were to change significantly, we
would first need to seek endorsement from our Council of Governors.
The Trust Secretary, as agreed by the Council in May, has begun to review our
Constitution to reflect the commencement of these provisions. These changes will be
approved by a majority of both the Board of Directors and the Council of Governors.
The Act also impacts the name and function of our Annual Public Meeting. We will
hold an ‘Annual Members Meeting’ where members will receive the Trust’s annual
report, accounts and any report of the auditor. In addition, members will be asked to
approve any amendments regarding the powers or duties of Governors.
2. King’s Health Partners
The strategic outline case for creating an integrated academic healthcare
organisation has been published. The Boards of the three Foundation Trusts and the
Chairman’s Committee at King’s College London approved the document in July and
agreed to continue exploring plans for an organisational merger and a strengthened
partnership with KCL as their joint academic partner.
The next stage in the process is development of a full business case which rigorously
tests the proposals of the strategic outline case to ensure that the benefits can be
realised and that the risks can be managed. Governors will be involved in decisions
about progress beyond a full business case.
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Preparation for this next phase is already underway, with particular focus on legal
and governance issues. There are uncertainties around the timeline to the new
organisation as the regulatory process under the Health and Social Care Act 2012 is
unclear. Decisions about the future administration of South London Healthcare Trust
will also be taken into consideration.
3. Outer southeast London and the South London Healthcare Trust
South London Healthcare Trust (SLHT) is now under the control of a Trust Specialist
Administrator (TSA). In recognition of the significant impact on the system as a
whole, and particularly the south east sector, King’s Health Partners (KHP) is working
with the TSA to help stabilise the operations of SLHT.
Along with others, KHP has been invited to support the process to find a long term
solution. Key individuals from King’s and Guy’s and St Thomas’ are involved in
regular discussions with the administrator’s team.
The TSA is working to produce a draft report by end of October, which will contain a
series of recommendations. Following a period of consultation with stakeholders, the
final report will be submitted to the Secretary of State in early January, with an
expected publication date of February 2013.
4. Transformation Programme
The King’s Transformation Programme aims to increase efficiency and improve
patient experience, in line with our strategic objectives. There are five projects within
the programme. Each has clear objectives, overseen by an Executive sponsor, and is
supported by a steering group which meets monthly to monitor overall progress.
One project seeks to improve the way that inpatients flow through the hospital. This
work includes the daily review by ward teams of the management plan for each
patient, and a revision and streamlining of existing admission and discharge
procedures. The work involves the introduction of new technology that will help us be
more efficient and become more responsive to patient needs.
Another project is the redesign of Outpatients. We now have a centralised booking
system, electronic notes in the majority of clinics, and appointment letters which have
been rewritten to make them easier for all patients to understand.
As part of the transformational journey a number of staff, drawn from a variety of
areas across the Trust, have been engaged in focus groups which explore what
King’s means to them, to consider how these things might be encapsulated into a
King’s ‘brand’, and what values that branding might reflect. Enthusiasm and ideas
were generated in each session and the exercise will shortly be rolled out to include
patients.
5. Progress with Capital Projects
As demand rises and pressure is placed on the available space, there are a number
of projects in progress to improve existing facilities at King’s and to create additional
space where possible.
Emergency Department - the third phase of the refurbishment programme has
commenced, which includes the new Acute Mental Health Assessment room. The
remaining areas of works immediately associated with the Majors area are
programmed to be completed over the next four to five weeks. The ED has remained
functional at all times.
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Infill Blocks 4 and 5 - plans are underway to create two new multi-storey
developments with direct links to the existing hospital. The envisaged designs will
provide a mixture of single and multiple bedded wards, amounting to over 140
additional bed spaces, together with the associated clinical support areas. The
intention is to have the first development in operation by mid-way through 2013.
Helideck: Ruskin Wing - as part of the evolving status of our accreditation as a
Trauma Centre, a feasibility study has been instigated to look at the possibility of
introducing a new Helideck on top of the existing Ruskin Wing Block. Introduction of
a new lift will provide ready access from the landing deck into the ED scanner room,
expanded Resus area or the Critical Care Unit in a very short period of time. A fund
raising team is being set up to support this proposal.
| Current Operational Challenges
6. Operational Performance
The Trust continues to see very high levels of activity.
At the end of quarter 1 (April-June), the emergency four hour wait target and the
cancer wait target were both achieved. Also achieved was the referral to treatment
(RTT) target for non-admitted pathway. The RTT incomplete pathway and admitted
targets were not achieved, due primarily to the backlog created over the winter period.
We are now over half way through quarter 2 and the four hour wait target continues
to be met, but on-going delivery is a concern. The Trust has also written to Monitor to
advise that the RTT admitted pathway target will not be met this quarter. This is a
reflection of the number of patients to be admitted this quarter and is consistent with
our plans to improve our waiting list position in preparation for the winter period.
We are working with others to identify the underlying system-wide issues which are
leading to the increased pressures faced by the acute healthcare sector.
There has been one case of MRSA attributed to the Trust this year to date, and 18
cases of C-difficile. In both instances this is an improved performance on the same
period last year and the Infection Control team should be commended for their hard
work and achievement.
7. Financial Performance
At month 4 (July), the Trust had a surplus position of £802k against a planned
surplus of £1,730k. This is a variance from plan of £928k.
In line with our Annual Plan the Trust’s Monitor Financial Risk Rating remains at 3.
Tough choices will be called for through the winter in order to redress the drift from
plan. We will put patient safety first, and aim to achieve financial balance.
8. CQC National Staff Survey 2011
As part of the national survey of NHS staff conducted by the CQC, a random sample
of King’s staff was surveyed during the final quarter of last year. The response rate
was 50%, against a national average of 54%.
King’s results showed that of the survey’s 38 key findings, seven appear in the top
20% nationally and seven appear in the bottom 20% nationally.
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In order to tackle specific issues in areas where we have not performed well,
individual Divisions have been working with HR Managers to develop and implement
action plans that will be monitored locally.
| Review of the last Quarter
Throughout the year I am pleased to attend the various events held here to engage
members, staff and the local community with our work. We also spread the word
through the wider media. These are a few of the highlights from the past three
months:
We held our Annual Open Day on 01 July which was attended by over 2,500
members of the public. More than 30 hospital departments took part; partner
organisation such as the London Fire Brigade and Met Police also contributed to the
information and entertainment of the day. Highlights included the liver team’s 'I'm a
Surgeon, get me out of here', the smoothie making exercise bike organised by our
dietetics department, and the King's Mini Olympics.
The Rt Hon Harriet Harman, MP for Camberwell and Peckham, visited King’s to see
the stroke patient pathway. The tour included Resus in the Emergency Department
and the CT scanner, and finished with the Friends Stroke Unit. A recent audit by the
Royal College of Physicians found that our stroke service was the most highly rated
service of its kind in the UK.
The Trust held its Long Service Awards on 09 July to recognise the dedication and
loyalty of 72 members of staff who had completed between 25 and 41 years of
service.
To coincide with National Transplant Week (09 to 15 July), King’s patient Beth
Thomas spoke to the Southwark News about her life-saving liver transplant. Beth had
her liver transplant 10 years ago, and is campaigning to get others to sign up to the
organ donor register.
A Channel 4 documentary screened last month followed a King’s patient who had
decided to donate one of his kidneys. The film explored Tom’s reasons for wanting to
donate and talked about the detailed process involved, the safeguards in place and
the role of the transplant co-ordinators here at King’s as well as the surgical team at
Guy’s and St Thomas’.
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Report to:

Council of Governors

Date of meeting:

13 September 2012

Presented By:

Jonathan Gooding, Deloitte Audit Director
John Taylor, Deloitte Senior Manager – Quality Report

Subject:

External auditor’s Reports to the Council of Governors on the
2011/12 audit of the Trust’s financial statements and quality report

Purpose of the reports:
Deloitte has prepared two reports for the Council of Governors:
1. A report to the council of governors on the audit of the Trust’s 2011/12 financial statements.
2. A report of findings and recommendations from the 2011/12 quality report assurance review.
The second of these reports is a private report to the governors. It has therefore been circulated separately
to the governors and does not form part of the public papers for the 13 September 2012 meeting.
The purpose of these reports is to provide the Council of Governors with a summary of the findings and
conclusions from the Trust’s external audit of the 2011/12 financial statements and quality report.
Overview of the reports:
1. External audit report to the Council of Governors on the audit of the Trust’s 2011/12 financial
statements.
Our responsibilities as external auditors are prescribed in Monitor’s Code of Audit Practice and our
approach was tailored to the Trust by focusing our attention on higher risk areas. Following completion
of our audit, our opinion on the Trust’s financial statements was that they:




give a true and fair view of the state of the Trust’s affairs as at 31 March 2012 and of its income
and expenditure for the year then ended;
have been properly prepared in accordance with the accounting policies directed by Monitor; and
have been prepared in accordance with the requirements of the NHS Act 2006.

We made some recommendations to management for the improvement of the Trust’s policies,
procedures and internal controls. However we did not identify any recommendations that we
considered to be high priority.
2. Report of findings and recommendations from the 2011/12 NHS quality report external
assurance review.
In accordance with the requirements set by Monitor, our procedures in respect of the Trust’s quality
report were as follows:




we examined the content of the Quality Report to assess whether it complies with Monitor’s
published guidance and whether it is consistent with other specified information;
we undertook a programme of work to test two performance indicators (C-difficile and Cancer 62
day waiting time) mandated by Monitor upon which we reported a limited assurance opinion; and
we re-performed a sample of internal audit’s work testing a locally agreed performance indicator
chosen by the Council of Governors (VTE risk assessments on admission to hospital).

We identified two minor errors in our testing of one of the Trust’s performance indicators, and some
recommendations for the Trust in respect of its quality report. We did not consider these matters to be
significant and, based on the results of our procedures, nothing came to our attention that caused us
to believe that, for the year ended 31 March 2012:




the Quality Report is not prepared in all material respects in line with the criteria set out in the
NHS Foundation Trust Annual Reporting Manual;
the Quality Report is not consistent in all material respects with the sources specified in the
Statement of directors’ responsibilities in respect of the quality report; and
the indicators in the Quality Report subject to limited assurance have not been reasonably stated
in all material respects in accordance with the NHS Foundation Trust Annual Reporting Manual
and the six dimensions of data quality set out in the Detailed Guidance for External Assurance on
Quality Reports.
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Executive summary
Introduction
We were delighted to be appointed as the Trust‟s external auditor by you, the
King‟s College Hospital NHS Foundation Trust (“the Trust”) Council of
Governors, in July 2011. You appointed us to provide external audit services
to the Trust on a 3 year contract which may be extended for up to 24 months
thereafter at the option of the Trust.
We have now completed our first year as the Trust‟s external auditor and this
is a report to you summarising the findings of our audit of the Trust‟s 2011/12
financial statements. We also performed certain procedures in 2011/12 in
respect of the Trust‟s 2011/12 Quality Report and, in accordance with
guidance published by Monitor, our findings from that work are set out in a
separate report to you.

We have issued a clean or unqualified opinion on the Trust’s 2011/12
financial statements
We provided detailed reports, on both our audit of the Trust‟s financial
statements and our work on the Trust‟s Quality report, to the Trust‟s Audit
Committee on 29 May 2012. We also signed our audit opinion on the Trust‟s
financial statements on 29 May 2012. Our opinion on the financial statements
was as follows:

In our opinion the financial statements:
 give a true and fair view of the state of the Trust’s affairs as at 31 March 2012
and of its income and expenditure for the year then ended;
 have been properly prepared in accordance with the accounting policies directed
by Monitor – Independent Regulator of NHS Foundation Trusts; and
 have been prepared in accordance with the requirements of the National Health
Service Act 2006.
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Executive summary (continued)
Our audit report includes a clean ‘report by exception’
As well as providing an opinion on the Trust‟s financial statements, in
accordance with Monitor‟s Code of Audit Practice (“the Code”) we are also
required to perform other procedures and sign a „report by exception‟ on
certain other matters. In respect of this requirement, we included the following
statement in our audit report on the Trust‟s financial statements:

We have nothing to report in respect of the following matters where the Audit Code for
NHS Foundation Trusts requires us to report to you if, in our opinion:
 the Annual Governance Statement does not meet the disclosure requirements set
out in the NHS Foundation Trust Annual Reporting Manual, is misleading or
inconsistent with information of which we are aware from our audit. We are not
required to consider, nor have we considered, whether the Annual Governance
Statement addresses all risks and controls or that risks are satisfactorily
addressed by internal controls;
 proper practices have not been observed in the compilation of the financial
statements; or
 the NHS foundation trust has not made proper arrangements for securing
economy, efficiency and effectiveness in its use of resources.
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1. Our approach
Procedures for auditing the Trust’s financial statements
In summary, the audit of the Trust‟s financial statements included:






developing an understanding of the Trust, including its systems,
processes, risks, challenges and opportunities and then using this
understanding to focus audit procedures on areas where we consider
there to be a higher risk of misstatement in the Trust‟s financial
statements;
interviewing members of the Trust‟s management team and reviewing
documentation to test the design and implementation of the Trust‟s
internal controls in certain key areas relevant to the financial
statements; and
performing sample tests on balances in the Trust‟s financial
statements to supporting documentary evidence, as well as other
analytical procedures, to test the validity, accuracy and completeness
of those balances.

We have included further details of our audit approach in Appendix 1.
How we delivered the audit
Our responsibilities as external auditors are prescribed in Monitor‟s Code of
Audit Practice (“the Code”) but our approach to delivering the Trust‟s external
audit, and where we focus our attention, is specifically tailored to the Trust.
This year, we performed audit planning procedures in October, interim audit
testing in February and March and then completed our audit procedures in
May. During our planning procedures in October we performed an audit risk
assessment to identify those areas where we would focus our work. Further
details of those areas are set out in Section 2.

Performing audit procedures during the year enabled us to:
 develop a deep understanding of the Trust well in advance of the end of the
financial year;
 proactively work with the Trust to identify timely improvements to internal
controls, systems and processes; and
 reduce the time needed by the Trust’s finance team in the busy period following
the end of the financial year.
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2. The focus of our work
Our focus on items in the financial statements which had a higher risk of
misstatement
When auditing the Trust‟s financial statements, we focused our work on
significant balances and where we considered there to be a higher risk of
misstatement. We refer to these areas as significant audit risks.
We assessed the significant audit risks of the Trust in October 2011. We
provided a detailed audit plan to the Trust‟s Audit Committee in November
2011 setting out what we considered to be the significant audit risks for the
Trust, together with our planned approach to addressing those risks. We have
provided a summary of each of the significant audit risks in the table below.
Based on our procedures, we concluded that the Trust‟s financial statements
were not materially misstated in any of these significant audit risk areas. We
did conclude that the Trust‟s provision for the impairment of receivables was at
the less prudent end of what we would consider to be the acceptable range.
We did also identify adjustments to the accounts, some of which were
corrected by management. Those adjustments that were uncorrected in the
final version of the financial statements were immaterial.

Significant audit risk

Description of risk

Recording grant income

The Trust received income for research, development, education and training of
£56.9m in 2011/12. A significant proportion of this income was received in the
form of grants to the Trust. We consider this to be a risk area because
accounting for grant income can be complex as the timing of when the Trust
should recognise the income in its financial statements depends on the terms
and conditions attached to the grants.

Recording revenue
through the payment by
results system

The majority of the Trust‟s operating income determined through the Trust‟s
payment by results (PbR) system. Each „patient episode‟ recorded in the Trust‟s
PbR system has a set fee to be charged to the relevant commissioning body.
„Patient episodes‟ are input to the system and the system calculates the amount
to charge commissioners. We identify this as a significant risk area because the
system is complex and involves both automated and manual controls. If the
controls are not appropriately designed this could lead to the Trust misstating the
revenue balance included in its financial statements.

Provisions against
amounts owed from
other NHS bodies

At 31 March 2012 the Trust‟s financial statements showed that it was owed
£11.6m from other NHS bodies. Typically, Trusts do not expect to receive the full
amount of debt they are owed and therefore estimate a provision against that
debt in the financial statements. At 31 March 2012 the Trust estimated a
provision of £0.6m against this debt. This estimate is based on management
judgements and assumptions. As auditors we focus our attention on estimates
like this because, due to their nature, they are more susceptible to management
bias.
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2. The focus of our work
(continued)

Significant audit risk

Description of risk

Valuation of the Trust’s
estate

The Trust used an external Valuer to value its estate in 2011/12. The valuation
of assets is based on a number of assumptions and judgements made by the
Trust and its Valuer. We identify this as a significant audit risk because, given
the size of the Trust‟s estate, small changes or errors in assumptions could have
a significant impact on the asset balance shown in the Trust‟s financial
statements.

Accounting for
donations to the Trust

In 2011/12 there was a change in the accounting rules that apply to Trusts in
respect of donated assets. Because this was a change in accounting
requirement and therefore a change in the Trust‟s relevant accounting policy, the
Trust not only had to apply the change in 2011/12 but also had had to apply it
retrospectively. Therefore Trust had to restate the prior year balances in the
2010/11 column of its 2011/12 financial statements. We identified this as a risk
area because the implementation of new requirements, particularly where some
judgement is needed in their application, can be susceptible to error.

Accounting for
expenditure as either
revenue or capital

The Trust spent £16m on new buildings and the construction of assets in
2011/12. Where a Trust has significant spend on its estate and therefore has a
high volume of such transactions, we consider there to be a risk that amounts
may either have been incorrectly treated as a capital addition or incorrectly
treated as a revenue expense.

Recording component
parts of the Trust’s
property in its asset
register

Accounting standards require that each part of an item of property, plant and
equipment with a cost that is significant in relation to the total cost of the item,
should be recorded and depreciated separately. We consider this to be a
significant audit risk because, with such a large estate this is can be a
complicated exercise and Trusts are required to apply judgement in determining
what is a significant part of an asset and the life of those part.

Accounting for the
Trust’s clinical research
facility

The Trust has undertaken a significant capital project to develop a new clinical
research facility which involves funding from a number of parties and for which the
accounting treatment is complex. The facility was not completed in 2011/12;
however given the complexity of the arrangement we considered there to be a risk
in relation to the appropriateness of the accounting treatment adopted by the Trust.

Management override
of controls

As auditors we are required to assume on all audits that there is a risk that
management may override control procedures. To address this risk we focus our
attention on the key accounting estimates made by management, such as
provisions for amounts owed to the trust and valuations, as well as looking at the
effectives of other controls such as those around the input of entries to the
Trust‟s accounting system.
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2. The focus of our work
(continued)
Our recommendations to the Trust
We have made a number of recommendations for the improvement of the
Trust‟s policies, procedures and internal controls throughout the year. We did
not identify any recommendations that we consider to be a high priority.
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3. Analysis of audit fees
The professional fees earned by Deloitte in the period from 1 April 2011 to 31
March 2012 were in accordance with our contract as follows:
Current year

Prior year

£000

£000

Statutory audit of the financial statements

68.0

N/A*

Procedures in respect of quality accounts

17.5

N/A*

2.0

N/A*

87.5

N/A*

Other procedures required by the National Audit Office
Total fees
* 2011/12 was the first year we were appointed as auditors.
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4. Responsibility statement
This report should be read in conjunction with the "Briefing on audit matters" included in Appendix 1 of this
report. This report sets out matters of interest which came to our attention during the audit. Our audit was not
designed to identify all matters that may be relevant to the Trust and this report is not necessarily a
comprehensive statement of all deficiencies which may exist in internal control or of all improvements which
may be made.
This report has been prepared for the Council of Governors and we therefore accept responsibility to you alone
for its contents. We accept no duty, responsibility or liability to any other parties, since this report has not been
prepared, and is not intended, for any other purpose. Except where required by law or regulation, it should not
be made available to any other parties without our prior written consent.

Deloitte LLP
Chartered Accountants
St Albans
13 July 2012
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Appendix 1: Briefing on audit
matters
Published for those charged with governance
This document is intended to assist those charged with governance to understand
the major aspects of our audit approach, including explaining the key concepts
behind the Deloitte Audit methodology including audit objectives and materiality.
Further, it describes the safeguards developed by Deloitte to counter threats to our
independence and objectivity.
This document will only be reissued if significant changes to any of those matters
highlighted above occur.
We will usually communicate our audit planning information and the findings from
the audit separately. Where we issue separate reports these should be read in
conjunction with this "Briefing on audit matters".

Approach and scope of the audit
Primary audit
objectives

We conduct our audit in accordance with International Standards on Auditing (UK &
Ireland) as adopted by the UK Auditing Practices Board (“APB”). Our statutory audit
objectives are:








Other reporting
objectives

to express an opinion as to whether the accounts have been properly prepared
in accordance with the relevant Financial Reporting Manual;
for certain disclosures relating to directors‟ remuneration to form an opinion as
to whether they are made in accordance with the relevant Financial Reporting
Manual; and
to express an opinion as to whether the directors‟ report, including the business
review, is consistent with the financial statements.

Our reporting objectives are to:




Materiality

to express an opinion in true and fair view terms to the members on the
financial statements;

present significant reporting findings to those charged with governance. This
will highlight key judgements, important accounting policies and estimates and
the application of new reporting requirements, as well as significant control
observations; and
provide timely and constructive letters of recommendation to management.
This will include key business process improvements and significant controls
weaknesses identified during our audit.

The concept of materiality is fundamental to the preparation of the financial
statements and the audit process and applies not only to monetary misstatements
but also to disclosure requirements and adherence to appropriate accounting
principles and statutory requirements.
"Materiality" is defined in the International Accounting Standards Board's
"Framework for the Preparation and Presentation of Financial Statements" in the
following terms:

Materiality (cont’d)

"Information is material if its omission or misstatement could influence the economic
decisions of users taken on the basis of the financial statements. Materiality
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depends on the size of the item or error judged in the particular circumstances of its
omission or misstatement. Thus, materiality provides a threshold or cut-off point
rather than being a primary qualitative characteristic which information must have if
it is to be useful."
We determine materiality based on professional judgment in the context of our
knowledge of the audited entity, including consideration of factors such as
shareholder expectations, industry developments, financial stability and reporting
requirements for the financial statements.
We determine materiality to:


determine the nature, timing and extent of audit procedures; and



evaluate the effect of misstatements.

The extent of our procedures is not based on materiality alone but also the quality of
systems and controls in preventing material misstatement in the financial
statements, and the level at which known and likely misstatements are tolerated by
you in the preparation of the financial statements.
Uncorrected
misstatements

In accordance with International Standards on Auditing (UK and Ireland) (“ISAs (UK
and Ireland)”) we will communicate to you all uncorrected misstatements (including
disclosure deficiencies) identified during our audit, other than those which we
believe are clearly trivial.
ISAs (UK and Ireland) do not place numeric limits on the meaning of „clearly trivial‟.
The Audit Engagement Partner, management and those charged with governance
will agree an appropriate limit for 'clearly trivial'. In our report we will report all
individual identified uncorrected misstatements in excess of this limit and other
identified errors in aggregate.
We will consider identified misstatements in qualitative as well as quantitative terms.

Audit methodology

Our audit methodology takes into account the changing requirements of auditing
standards and adopts a risk based approach. We utilise technology in an efficient
way to provide maximum value to members and create value for management and
the Board whilst minimising a “box ticking” approach.
Our audit methodology is designed to give directors and members the confidence
that they deserve.
For controls considered to be „relevant to the audit‟ we evaluate the design of the
controls and determine whether they have been implemented (“D & I”). The controls
that are determined to be relevant to the audit will include those:


where we plan to obtain assurance through the testing of operating
effectiveness;



relating to identified risks (including the risk of fraud in revenue recognition,
unless rebutted and the risk of management override of controls);



where we consider we are unable to obtain sufficient audit assurance through
substantive procedures alone; and



to enable us to identify and assess the risks of material misstatement of the
financial statements and design and perform further audit procedures.
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Other requirements of
International Standards
on Auditing (UK and
Ireland)

ISAs (UK and Ireland) require we communicate the following additional matters:
ISA (UK &
Ireland)
ISQC 1

Matter

240

The auditor‟s responsibilities to consider fraud in an audit of financial statements

250

Consideration of laws and regulations in an audit of financial statements

265

Communicating deficiencies in internal control to those charged with governance
and management

450

Evaluation of misstatements identified during the audit

505

External confirmations

510

Initial audit engagements – opening balances

550

Related parties

560

Subsequent events

570

Going concern

600

Special considerations – audits of group financial statements (including the work
of component auditors)

705

Modifications to the opinion in the independent auditor‟s report

706

Emphasis of matter paragraphs and other matter paragraphs in the independent
auditor‟s report

710

Comparative information – corresponding figures and comparative financial
statements

720

Section A: The auditor‟s responsibilities related to other information in
documents containing audited financial statements

Quality control for firms that perform audits and review of financial statements,
and other assurance and related services engagements

Independence policies and procedures
Important safeguards and procedures have been developed by Deloitte to counter threats or perceived threats
to our objectivity, which include the items set out below.
Safeguards and
procedures















Every opinion (not just statutory audit opinions) issued by Deloitte is subject to
technical review by a member of our independent Professional Standards
Review unit.
Where appropriate, review and challenge takes place of key decisions by the
Second Partner and by the Independent Review Partner, which goes beyond
ISAs (UK and Ireland), and ensures the objectivity of our judgement is
maintained.
We report annually to those charged with governance our assessment of
objectivity and independence. This report includes a summary of non-audit
services provided together with fees receivable.
There is formal consideration and review of the appropriateness of continuing
the audit engagement before accepting reappointment.
Periodic rotation takes place of the audit engagement partner, the independent
review partner and key partners involved in the audit in accordance with our
policies and professional and regulatory requirements.
In accordance with the Revised Ethical Standards issued by the APB, there is
an assessment of the level of threat to objectivity and potential safeguards to
combat these threats prior to acceptance of any non-audit engagement. This
would include particular focus on threats arising from self-interest, self-review,
management, advocacy, over-familiarity and intimidation.
The Firm‟s policies and procedures are subject to external monitoring by both
the Audit Inspection Unit (AIU), which is a division of POB, and the ICAEW‟s
Quality Assurance Directorate (QAD).
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Safeguards and
procedures (cont’d)

Independence policies



In the UK, statutory oversight and regulation of auditors is carried out by the
Professional Oversight Board (POB) which is an operating body of the
Financial Reporting Council. The Firm‟s policies and procedures are subject to
external monitoring by both the Audit Inspection Unit (AIU), which is a division
of POB, and the ICAEW‟s Quality Assurance Department (QAD). The AIU is
charged with monitoring the quality of audits of economically significant entities
and the QAD with monitoring statutory compliance of audits for all other
entities. Both report to the ICAEW‟s Audit Registration Committee. The AIU
also reports to POB and can inform the Financial Reporting Review Panel of
concerns it has with the accounts of individual companies.

Our detailed ethical policies‟ standards and independence policies are issued to all
partners and employees who are required to confirm their compliance annually. We
are also required to comply with the policies of other relevant professional and
regulatory bodies.
Amongst other things, these policies:










state that no Deloitte partner (or any closely-related person) is allowed to hold a
financial interest in any of our UK audited entities;
require that professional staff may not work on assignments if they (or any
closely-related person) have a financial interest in the audited entity or a party
to the transaction or if they have a beneficial interest in a trust holding a
financial position in the audited entity;
state that no person in a position to influence the conduct and outcome of the
audit (or any closely related persons) should enter into business relationships
with UK audited entities or their affiliates;
prohibit any professional employee from obtaining gifts from audited entities
unless the value is clearly insignificant; and
provide safeguards against potential conflicts of interest.

Remuneration and
evaluation policies

Partners are evaluated on roles and responsibilities they take within the firm
including their technical ability and their ability to manage risk.

APB Revised Ethical
Standards

The Auditing Practices Board (APB) has issued five ethical standards for auditors
that apply a „threats‟ and „safeguards‟ approach.
The five standards cover:









maintaining integrity, objectivity and independence;
financial, business, employment and personal relationships between auditors
and their audited entities;
long association of audit partners and other audit team members with audit
engagements;
audit fees, remuneration and evaluation of the audit team, litigation between
auditors and their audited entities, and gifts and hospitality received from
audited entities; and
non-audit services provided to audited entities.

Our policies and procedures comply with these standards.
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Appendix 2: Sector Issues
Methodology for approving local modifications to the national tariff
Monitor has published an independent report to inform the development of its policy on approving local
modifications to the national tariff. It is intended that local modifications will not be used to support poor quality or
inefficiency, but to help ensure services are provided that are valued by patients and commissioners.
The report recommends that local modifications would only be approved if:





A provider could demonstrate that alternative options have been tested and shown to be inappropriate;
A commissioner could demonstrate that alternative providers and service configurations have been
considered;
No other form of reimbursement is already made; and
Additional costs are beyond the control of the provider and commissioner.

The report recommends a three pronged test to determine whether structural causes have created a revenue gap
which could be addressed with local modifications to the tariff. Structural causes of a revenue gap must be:




unique to the provider;
beyond the control of the provider (and commissioner);
material enough to threaten continuity of service.

Providers and commissioners will take primary responsibility for negotiating proposals for local modifications.
However, a provider could make an application itself if it has failed to reach an agreement with its commissioner.
The report suggests that Monitor could act as an appeals body, considering proposals it receives, rather than
intervening proactively.

Improving data definitions and their use by the NHS
On 19 April 2012, the Audit Commission published „By definition: Improving data definitions and their use by the
NHS', following work undertaken in collaboration with the Department of Health, the Health and Social Care
Information Centre and NHS Connecting for Health.
The briefing highlights that differences in the recording of details for a patient who stays in hospital for less than
24 hours are a major cause of dispute between NHS commissioners and providers. It was found that the same
treatment may be recorded as an inpatient service at one hospital, or as an outpatient at another. This simple
variation can significantly increase charges, even multiplying them five times or more. Routine short-stay
treatments cost the health service £6.8 billion a year so discrepancies in contract values can vary by millions.
Issues with data definitions mean that the Payment by Results tariff is sometimes based on data that fails to
represent the services delivered. This is symptomatic of a wider problem of the need for NHS national data sets to
change to take account of the way care is now being delivered in outpatient settings or outside hospitals altogether.
Guidance included in the briefing for providers and commissioners is as follows:


Put into effect the updated guidance on short-stay hospital attendances and admissions.



Agree and document care pathways for areas of dispute.



Agree recording requirements before introducing new services and care pathways.



Manage the financial impact through a transition process.



Use the Audit Commission‟s PbR National Benchmarker to identify areas where activity classification
differs from the national picture.



Involve clinicians in reviewing acute sector data to provide managers with a clear understanding of how
activity is delivered.



Ensure national activity submissions reflect local agreements of how to count and pay for activity.
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Appendix 2: Sector issues (continued)
The Deloitte UK Centre for Health
Pressure on tightening budgets, the ageing workforce and ageing population are of growing concern when looking
at the UK‟s primary care workforce. The Deloitte UK Centre for Health Solutions has published Primary Care:
Today and tomorrow. This presents the Centre‟s views on how primary care, and in particular general practice,
needs to change if it is to deliver the provider and commissioning challenges inherent in the NHS reforms.
The Centre‟s research has recognized:






the importance of primary care – general practices provide 90% of all patient contact and also act as a
gatekeeper to the rest of the NHS.
the effect of tightening budgets on the primary care workforce – the NHS budget is expected to
increase by only 0.4% per year for the next five years whereas spending on primary care rose by 1.3%
last year, compared with 5.1% for secondary care. Interestingly, 80% of expenditure on primary care is on
the workforce.
the impact of the ageing workforce - 22% of all GPs are aged over 55, compared with 17% in 2000. 1 in
5 practice nurses are aged 55 or over, and as many as 10,000 GPs have expressed an intention to retire
over the next five years.
the demands of an ageing population on the need for primary care - 23% of the UK population will be
aged over 65 in 2035. Patient consultations rose from 171 million to 300 million between 1995 and 2008
with up to 75% of over 75s suffering from one or more chronic diseases.

The report highlights the need for general practice to adopt new ways of working to meet these healthcare
challenges. It looks at possible solutions which are already being used by a number of innovative general
practitioners, and other ideas and insights into how the future workforce might adapt more effectively.
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1. Background/Purpose
A summary of the Infection Prevention and Control activity in 2011/12 as well as the
programme of activity for 2012/13
2. Action required
To note the content of the report and the annual programme.
3.

Key implications

Legal:

Financial:
Assurance:

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

The Trust has a statutory responsibility to ensure compliance under
The Health and Social Care Act 2008: Code of Practice on the
prevention and control of infections and related guidance. The
submission of an Annual Report is part of this Code.
Poor infection control practices and increase in infection rates has a
direct financial impact as a result of additional drug costs and
increase in Length of Stay.
The Infection Prevention and Control report provides the Board of
Directors with an overview of Infection Control activity and
identifying significant trends and developments. This report
incorporates the risk registers relating to infection control also.
Good Infection Prevention and Control practices are key to
providing high quality care to King’s patients.
The content of this report has no implications for equality and
diversity.
A reduction in infection rates has a direct impact on length of stay,
reduction in costs and the patient experience
None
Protecting workforce from exposure to Bloodborne Viruses through
the provision of training, pre-employment screening.
None
Poor compliance in infection prevention and control standards could
adversely affect the reputation of the organisation.

Other:(please specify)
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1.

Introduction

HCAIs contribute significantly to the morbidity and mortality of patients as well
as the cost of healthcare, costs that include additional hospital stay, nursing
care and medical care, operations and consumables.
King’s provides a range of clinical services, and houses several regional and
supra-regional centres, 5 large intensive care facilities and high dependency
units and is therefore likely to have a considerably higher burden of HCAIs
than most hospitals. Reasons for this include:
• the siting of Europe’s largest stem-cell and liver transplant services at
King’s
• the large number of immune-suppressed patients as a consequence of
modern therapies.
It is therefore essential for the Trust to have a robust programme for the
prevention and control of infections in place in order to protect patients from
HCAIs. The programme includes:
• surveillance and feedback on infection to clinical teams
• performance monitoring against agreed Key Performance Indicators
• best practice in the insertion and maintenance of indwelling devices, i.e.
intravenous catheters and urinary catheters.
One of the main challenges for healthcare organisations is to ensure that best
practice is clearly identified, shared across all clinical areas and wards and
that there is a systematic assurance process to monitor compliance with The
Health and Social Care Act 2008; Code of Practice for the Prevention and
Control of Infections and related guidance in order to minimise the risk of HCAI
at the point of healthcare delivery.
This report highlights the progress made in 2011/12 against achieving these
aims as well as the challenges still facing the Trust and the Infection
Prevention and Control Team that will be actioned in 2012/13.

2.

Infection Prevention and Control Assurance Framework
2.1 Board of Directors
The Board of Directors has responsibility for evaluating the quality of the
infection control assurance framework through:
• the receipt of quarterly reports from the Director of Infection
Prevention and Control (DIPC)
• receiving monthly Infection Control performance data as part of the
Director of Operation’s monthly Performance report
• reviewing the Annual Infection Control Report and Plan
• approving the Infection Prevention and Control Policy
2.2 Infection Prevention and Control Committee
This Committee was disbanded in January 2012, with its responsibilities
taken over by the Healthcare Associated Infection Operational
Committee. Bimonthly meetings of this committee, chaired by the DIPC
took place in 2011/12. This Committee monitors the Trust’s compliance
with the Duties of the Health and Social Care Act through the Gap
Analysis. It also receives reports from feeder committees, including the
Decontamination Committee and the Blood borne Viruses Committee.
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2.3 Healthcare Associated Infection (HCAI) Operational Committee
The core role of this committee is to reduce the incidence of HCAIs in the
organisation by ensuring that national, local and Trust targets relating to
reduction in rates of specific infections are met. It also is responsible to
ensure that KCH stays ahead of the field in identifying and implementing
new initiatives to control infection.
2.4 Decontamination Committee
This committee, chaired by the Divisional Manager for Ambulatory
Services in her role as Decontamination Lead, is responsible to ensure
that decontamination of instruments and equipment, locally and those
provided externally, are of a high quality and meet nationally specified
standards.
2.5 Blood borne Viruses (BBV) Committee
The core role of the BBV Committee is to ensure that the risk of patients
and staff acquiring blood borne viruses is minimised through appropriate
management policy, process and procedure. The committee meets
quarterly.
2.6 IV Catheter Group
This group, chaired by Dan Wilson, meets on a monthly basis. This group
has been invaluable in supporting the IV team’s workstreams, especially
with engaging the clinicians from different specialities and divisions.
Involvement from Procurement also ensures that the appropriate IV
products are reaching store rooms in clinical areas.
This year’s meetings have focussed on:
• monitoring the joint work of the IV team and procurement in relation to
standardisation of IV equipment
• discussions on the structure, rollout and implementation of IV line
documentation on EPMA
• monitoring progress in implementation of Safety Engineered Sharps
equipment
• encouraging representation of specialities across the Trust to address
divisional issues
o extravasation incidents in paediatrics and adults
o theatre standards of IV line insertion and care
2.7 Infection Control Clinical Leads Committee
This Committee, chaired by the Infection Control Doctor, meets on a
monthly basis. It is attended by Lead Clinician, Infection Control, one
appointed by each speciality; members of the infection control team and
members of the pharmacy team, especially the antimicrobial pharmacist.
(please see section on medical engagement for more details).
2.8 Antibiotic Usage Steering Group (AUSG)
The AUSG meets on a monthly basis and is chaired by a Consultant
Medical Microbiologist who acts as antimicrobial lead for the the Trust.
The AUSG:
• Oversees the use of antimicrobial agents within the Trust.
• Promotes high quality, rational and cost effective prescribing and use
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3.

of antimicrobial agents.
Monitor prescribing patterns, by clinical audit or other means, and
expenditure of new and expensive antibiotics across the trust.
Prioritises areas of prescribing concern and take appropriate action to
improve antimicrobial use in these areas as necessary.
Develops, implements and maintains evidence based Trust guidelines
and policies relating to antimicrobial use.
Evaluates adherence to guidelines by clinical audit or other means
and provide feedback as appropriate.

Infection Control Surveillance

The Infection Control Team generates alert organism surveillance information
either passively, through interrogation of laboratory databases or actively
through a programme of screening. This work is vital in supporting
performance management in the organisation.
In 2011/12 the Trust continued to screen patients for MRSA as set by
Department of Health Guidance. The Trust regularly achieves 99% or more for
screening of both elective and emergency patients.
High risk wards screen for MRSA on a weekly basis, i.e. Critical Care Units.
Some wards routinely screen for Vancomycin Resistant Enterococci (VRE) as
well, i.e. haematology wards.
Screening is intended to identify colonised patients at an early stage (i.e.
before organisms are seen in clinical specimens) so that they can be
managed according to Infection Prevention and Control policies. Staff can
then also attempt clearance of reduction of MRSA before infection occurs.
Once a new alert organism is confirmed the Infection Prevention and Control
Nurses (IPN) telephone and visit ward staff, label notes and give advice on
management protocols and isolation precautions. All this information is
uploaded on the main Infection Control database (KICS) maintaining a “real
time” database of alert organism activity in the Trust.
Action plans are issued by the IPC team where clusters (when two patients
are identified as being infected with the same organism in the same clinical
area within a week) are identified. Action plans provide a written, tailored
strategy for the management of untoward events such as transmission of alert
organisms, increasing infection rates, clusters of diarrhoea, etc.
3.1

Outbreaks and clusters
A key part of the role of the IPC nursing team is to manage clusters and
outbreaks in order to prevent further exacerbation of these incidents.
The following incidents were reported during this financial year.
Infection Control action plans are given to wards or departments that
have had two or more epidemiologically related infections. This includes
the recommendation of raising infection control practices and hand
hygiene on the wards and deep and enhanced cleaning being
completed.
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3.2

•

May 2011 – PICU closed to new admissions as a result of 3 patietns
being confirmed with Adenovirus. A similar incident occurred in June
2011 where part of PICU was closed due to 2 or more patients
confirmed positive with Adenovirus.

•

In July and October 2011, six Vancomycin resistant Enterococci
action plans were issued and sent out to the Liver division for a
number of new VRE positive patient screens.

•

April 2011 – NICU closed to new admissions as a result of 3 cases
of Salmonella tel-el-kebir. The ward was closed from the 21st to 26th
April 2011.

•

June 2011 – 10 beds on Mary Ray were closed due to one case of
Norovirus. This resulted in 6 bed days being lost. In addition one
bay on Matthew Whiting was closed from 23rd till 28th of June 2011
due to a patient with Norovirus. Lister ward was also affected with
one Norovirus case and had to close two 5 bedded bays for 3 days
in November 2011.

•

September 2011 – three cases of Multi-resistant klebsiellaon
Princess Elizabeth ward. An incident meeting was held.

•

November 2011 – 2 patients confirmed positive with Streptococcus
A. The Health Protection Unit were informed of the incident. A
number of staff who had been directly involved in managing one of
these cases who were in contact with the patient’s airway and upper
respiratory secretions required antibiotic prophylaxis.

•

October 2011 – Two staff related incidents of Chicken pox and
Mumps. Patient contact and staff contact forms sent to Occupational
Health as well as Virology Department.

•

December 2011 – four cases of Meropenem Resistant Klebsiella in
Renal and Liver. Patients in contact were screened and managed
with strict infection control precautions.

•

January 2012 – Two patients found to have Meropenem Resistant
Klebsiella. Donne ward was deep cleaned.

•

March 2012 – Marjorie Warren ward was affected by Norovirus.
Fourteen patients were confirmed as Norovirus positive and another
five staff members had symptoms. The ward was closed from the
25th March till the 10th April.
One patient on Donne ward was confirmed with Influenza A and
resulted in the bay being closed from the 27th till the 31st of March
2012.

Enhanced surveillance – surgical site infections
The Infection Prevention and Control Team first enrolled by the Trust in
the Nosocomial National Surveillance Scheme (NINSS) in 2004.
Despite being labour intensive, the exercise enables a comparison of
infection rates with other participating trusts in the United Kingdom for
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specified surgical procedures
The Trust, in 2011/12, continued to submit data to NINSS for
orthopaedic patients undergoing hip replacements, repairs of Neck of
Femur fractures and knee replacements. The number of emergency
him replacements or repair is lower in comparison to previous years
which has contributed to our incidence being above the 90th percentile.
In addition to the Surgical Site Infection Surveillance a workstream was
completed in Vascular, orthopaedics and neurosurgery to ensure that
patient pathways in these specialities include all actions to prevent site
infections from occurring. Recommendations in response to this
workstream included providing appropriate skin decontamination agents
to elective patients at pre-assessment to enable them to use this prior
to admission as well as training of clinical staff.

4.

Alert organism rates at King’s 2011/12

“Alert organisms” are important surrogates of HCAI. These bacteria are
commonly resistant to many antibiotics and my spread quickly between
patients, causing outbreaks. The major alert include methicillin-resistant
Staphylococcus aureus (MRSA), vancomycin-resistant Enterococcus sp. (VRE
/ GRE), Clostridium difficile, multiply resistant coliforms (especially Klebsiella
spp. and E.coli Extended Spectrum Beta-lactamases) and multiply drugresistant non-fermenting Gram-negative rods (i.e. Pseudomonas auruginosa,
Acinetobacter baumanii, Stenotrophomonas maltophillia).
Around 2,300 new alert organisms were reported from April 2011 until March
2012 (see appendices). New alert organisms were reviewed by the Infection
Prevention and Control team and Microbiology SpRs to determine whether a
patient was colonised and infected. This process involves telephone
conversations with doctors and other healthcare workers, interrogation of
patient notes / laboratory database, patient visits and review of other data i.e.
clinical details, site of specimen, evidence of antibiotic use, etc.
These resource-intensive processes are useful in deciding whether long term
trends reflect genuine changes in infect ion rates.
4.1

Methicillin-resistant Staphylococcus aureus (MRSA)
bacteraemia
All NHS organisations have been set a target for reducing MRSA
bacteraemia related to the national median. As in the previous financial
year the objective has been applied to Trusts as a bed-day rate with all
MRSA bacteraemias identified after 2 days of admission counted
towards the Trust total. This rate is recalculated annually.
The MRSA objective for 2011/12 equated to a figure of 5 cases.
Considerable progress has been made to strengthen assurance
systems leading to the Trust achieving the objective set for this financial
year. This is a very different picture from that in 2010/11 when the Trust
exceeded an objective for 9 cases by reporting a final total of 16 Trustattributable cases.
The Root Cause Analysis process of cases in 2010/11 showed that
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eight of the 16 cases were attributable to infected IV devices. In
comparison in 2011/12 none of the 5 cases were attributable to infected
IV devices.
The MRSA action plan developed in 2010/11 has evolved and
developed. It focusses on:
• screening of elective and emergency admissions
• appropriate and timely management of patients colonised with
MRSA in order to prevent these converting to an infection
• training and competency assessment of all clinical staff
focussing on IV device insertion and care
• robust root cause analysis processes.
4.2

Clostridium difficile infection (CDI)

Clostridium difficile produces cytotoxins, which cause profuse offensive
diarrhoea. This is extremely unpleasant for patients, particularly the
elderly, and probably increases length of admission by 7 – 10 days. In
severe cases pseudo-membranous colitis can occur, requiring
emergency surgery for removal of affected bowel. There is a significant
attributable mortality with this condition.
C. difficile spores are extremely hardy, surviving for weeks in the
hospital environment, particularly when patients have diarrhoea. The
measures required to control transmission are:
• a high standard of hand washing
• minimising antibiotic use through strict guidance and audit,
shortening duration and appropriate selection of agent
• a high standard of environmental cleaning including the safe
handling of soiled linen
• optimum experienced staff / patient ratios and reduction in
overcrowding on hospital wards
• adequate isolation and toilet facilities, the use of cohort wards;
use of macerators.
In 2011/12 a CDI objective was set based on a similar methodology to
that used for the MRSA objective. This equated to a figure of 75 cases
for the Trust. The Trust exceeded this objective having had 97 Trust
attributable cases.
The Trust invited a team from St George’s Hospital to do a peer review
of antimicrobial stewardship and other measures to reduce CDI. Actions
have been implemented in response. (see section 13 for details)
See appendices for an analysis of C.difficile cases to identify risk
factors.

4.3

Vancomycin-resistant enterococci (VRE) bacteraemia
At King’s the majority of VRE bloodstream infections occur in the
Haematology and Liver specialities. Intra-abdominal and line sepsis is
common in patients with acute / chronic liver failure. These patients
also require intravenous access via multiple central lines. Reducing
VRE and other bloodstream infections continues to be a priority for the
Trust.
In 2009/10 there was an increase in the number of VRE bacteraemias
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compared with the total of 2008/09 (41 cases compared with 39 cases).
By contrast the Trust, in 2010/11. Has made a significant reduction in
cases (17 cases compared with 41 cases). In 2011/12 the Trust has
seen a slight increase (19 cases) but still well below historical
performance.
4.4

Meticillin-sensitive Staphylococcus aureus (MSSA) bacteraemia
The Trust has, from January 2011 a requirement to report all cases of
MSSA bacteraemia to the Department of Health. Please see attached
trajectory graph. Divisions are required to complete an internal Root
Cause Analysis (RCA) for each case in order to provide data on risk
factors present.
Although no National Objectives are set for MSSA bacteraemia, the
Trust set internal objective based on a 15% reduction in the number of
post 48 hour cases in 2010/11. The Trust in 2011/12 reported 26 Trust
attributable cases compared to a trajectory of 23 cases. This compared
to 27 trust attributable cases reported in 2010/11.

4.5

Escherichia coli (E.coli) bacteraemia
The Trust has, since June 2011 been required to submit data on E.coli
bacteraemia to the Department of Health. The Trust has reported 59
post 48 hour cases between June 2011 and March 2012.

4.6

H1N1 (seasonal) influenza
The Infection Prevention and Control team were actively involved in the
planning for the potential impact of pandemic H1N1 influenza.
Unlike 2010/11 when H1N1 influenza had a greater impact on the Trust,
necessitating the use of Medical Critical Care Unit as a cohort ward for
severely affected patients, this organism had very little impact on the
Trust in 2011/12.

5.

Performance Management

An action plan was formulated in January 2011 identifying key improvement
strategies that delivered a step change in performance in 2011/12. (see
appendices). This action plan continues to develop and change to drive
continued improvements.
A key plank for driving this improvement has been the implementation of the
Infection Control Scorecards to measure Trust, divisional and ward level
performance on a monthly basis (see appendices for Trust scorecard). The
use of the scorecard as a driver to improve performance has been fully
imbedded in 2011/12. There has been considerable improvement in
performance. Key risk areas, however, continue to be IV line care, antibiotic
stewardship and cleaning.
The divisional RAG rating system, introduced during 2010/11 has continued to
evolve. Although the scorecard continues to be used to identify divisions who
require further input and support in order to improve performance, other risk
factors are also taken into account. The aim has been to ensure that all
divisions are reviewed throughout the financial year.
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6.

Environmental Issues
6.1 Cleaning standards
Ensuring that high standards of cleaning are embedded within the daily
cleaning routines is essential as without this, the environment acts as a
potential vector for transmission. As a result of the contractual and
operational changes implemented in the previous year, during 2011/12
we have seen a significant improvement in cleaning standards across the
Trust.
The new robust and detailed monitoring process has helped identifying
the areas that required improvements. In addition, a more flexible and
pro-active approach of our service providers has also continued to
significantly to the current position. The levels of patient satisfaction
regarding cleanliness also improve in 2011/12, with the results of the
“How Are We Doing?” questionnaires reaching in 2012 the highest level
of patient satisfaction, since the introduction of the questionnaires.
A quarterly cleaning review per Division was also implemented during
this period. This review enables Service Managers, Matrons, Facilities
and Service providers, the opportunity to analyse the performance of the
cleaning services in their specific areas. Cleaning results are reviewed,
any improvement actions required are agreed and developments or
service changes are discussed and agreed at this forum.
The Senior Infection Prevention and Control Nurse will, during 2012/13
lead a programme to coordinate all programmes currently in place to
drive improvement in cleaning. She will also work with other stakeholders
to introduce a long-term programme of Hydrogen Peroxide Vapour (HPV)
cleaning, in addition to the ad-hoc programme already in operation.
6.2 Decontamination
6.2.1 Implementation of NICE guidance re vCJD
The NICE guidance asks for all surgical patients to be risk
assessed prior to surgery for the risk of CJD and vCJD. It also
places a responsibility on organisations to have a system of full
traceability and tracking of surgical instrumentation.
A risk assessment tool has been developed to risk assess all
surgical patients for vCJD and CJD. This protocol has been
successfully piloted in neurosurgery and is about to be extended
to other areas.
The requirement to maintain a separate pool of instruments for
high risk procedures on patients borne after 1997 will be
addressed by the use of colour coded instrument set containers.
Samples of the containers have been sourced and it is likely that
a business case will be required for their introduction.
The current instrument decontamination contractor’s computer
tracking system is not yet able to track single instruments within a
set but it is likely that this functionality will be added during 2013.
6.2.2 Audit of the management of in-house decontamination
machines
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Endoscope Washer Disinfectors (EWDs) and Operators are
audited monthly. This audit reviews the implementation of
processes and training with most clinical units now achieving
maximum marks. Risks still remain in respect of the environment
and lack of rinsing sinks, but this will be addressed with the
opening of the new centralised endoscopy decontamination unit
early in 2013. Traceability records are now being audited annually
by the company that supplies the system and most units are
reaching the pass level.
6.2.3 EWD water testing
Final rinse water testing is a requirement in the operation of these
machines. Previously this was carried out intermittently in the
Trust with a number of contaminated samples being recorded due
to poor sampling techniques. Testing is carried out monthly on the
same day in respect of all user locations and training has been
given in sampling technique. Instances of water quality failures
are now few and far between and there have been no instances of
contaminated samples this year.
6.2.4 Decontamination contingency plan
Contingency plans for King’s decontamination requirements in the
event of failure of contractor service have been reviewed to reflect
the change in contractor. The current contractor has multiple
processing facilities in and around the London area and the
contingency facility identified for King’s is in Guildford. The
contractor has tested the robustness of the plan by sending King’s
sets to the facility and the computer system was able to read
barcodes and track sets without difficulty.
6.2.5 Roles and Responsibilities
Authorised Person (Decontamination) has established working
links with Authorising Engineer (Decontamination) and EWD
validation tests and records are being referred to him for audit and
signing off. Nominated Named Users have been established for
each Automated Endoscope Reprocessors (AER) in the Trust,
who take responsibility for machines and processes in their area.
New guidance on medical device decontamination was released
by the Department of Health in July 2012 in the form of Choice
Framework for Local Policies and Procedures (CFPPs), and for
the first time there is specific guidance on endoscope
decontamination. The new Endoscopy Decontamination Unit
meets the new guidance in full in respect of its design and layout.
6.2.6 Procurement of Medical Devices
A manufacturer’s questionnaire has been introduced in Main
Theatres and Day Surgery which supplies are required to
complete before a product is purchased to ensure compatibility of
the device to the decontamination processes available to the
Trust.
6.3 Isolation facilities
Patients with antibiotic-resistant organisms, diarrhoeal illness, viral
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diseases and tuberculosis continued to place a burden on the limited
isolation facilities in 2011/12. This was especially problematic in Surgery
and TEAM.
The Trust continues to manage this burden through close communication
between ward staff, bed management, divisional management teams,
site management and the infection prevention and control team,
allocation of isolation facilities is done using a risk management process
on a case by case basis.

7.

Healthcare Workers
7.1 Screening and Immunisation
Through the Occupational Health Department (OHD), the Trust has a
policy for the screening and vaccination of staff against communicable
diseases. However during the period of 2008 to 2009 there were
increased instances where non-immune staff members were exposed to
vaccine preventable diseases including chickenpox and measles. These
increases prompted exploratory work into a widespread immunisation
recall project of all Trust staff that may not be fully compliant with the DH
2007 guidance on health clearance for healthcare workers. Following a
pilot recall in mid 2009 the scale and cost of the project emerged as
greater than first perceived.
As a consequence of the 2009 H1N1 pandemic, resources at recalling
were diverted and funding for staff to manage the recall was reduced.
OHD has continued with a small working group at recalling these staff as
well as updating electronic records in a standard format since late 2010.
There is stronger assurance for staff who joined King’s in the past two
years when the processes for “checking” were strengthened through
developing a weekly “New Starter” OH clinic as part of the Trust induction
programme running every Tuesday and weekly recall of non-attendees to
OH by the OH administration team. Further development work is required
at shared responsibility with divisions and infection control leads. Further
work is still ongoing in cleansing of data and upgrading of the OH patient
software system.
Measles is still prevalent following community outbreaks in Soth London
where Measles, Mumps and Rubella vaccination (MMR) uptake has
reduced. It is important that the Trust, through the Departments of
Workforce Development and Occupational Health and line managers
ensure that staff are fully screened and vaccinations offered where
appropriate. As a consequence there is stronger assurance for staff who
joined King’s in the past two years; not only through the processes
described above but also by using routine appointments for opportunistic
updates and checks.
Further development work is required at shared responsibility with
divisions and infection control leads, as well as the Department of
Workforce Development at considering better compliance or withdrawal
of fitness to practice until updates have been carried out.
As a consequence of an audit by KPMG, the Trust’s internal auditors, in
2011 recommendations were made in relation to improving the Electronic
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Staff Record (ESR) system and Cohort functionality (Cohort is the
Occupational Health bespoke patient software system).
Recommendations also asked for a systematic recall and update of staff
records.
Complete and effective ESR and Cohort compatibility is a national
problem involving a national OH and DH working group so progress can
not occur in isolation at KCH.
Following the pilot in 2009 detailed above it was estimated that there
were circa 6157 employees who potentially may still require updates to
their records. A BRSG case has been drafted in August 2012 aimed at
estimating the cost and timescales for resuming an ongoing recall
programme for the organisation. This programme is aimed at determining
the feasibility of addressing this potential project.
Ongoing recall remains focussed on high risk acute areas. If the BRSG
case is approved it is proposed that the programme of recall
immunisation will continue to cover the high risk areas over a 2 to 4 year
period.
7.2 Bloodborne Viruses (BBV) incidents.
The regulatory framework in respect of BBV includes Health and Safety
law and European Union Director with guidance from the Department of
Health and Safety Executive (HSE). The HSE Code of Practice criteria
9e, f and g and criterion 10.3 are addressed by the BBV committee . they
require the Trust to have a working policy and procedure that provide for
safe handling and disposal of sharps; prevention of occupational
exposure to bloodborne viruses including prevention of sharps injuries;
management of occupational exposure to BBVs and post-exposure
prophylaxis; and to provide specific Occupational Health services in
respect of BBVs
Measures currently in place in the Trust which comply with the regulatory
framework include:
• a regularly reviewed Trust BBV risk assessment
• a Trust BBV policy which coordinates
o exposure prevention management measures
o exposure prevention guidance to staff
o post exposure procedures for staff
o delivery of post-exposure procedures – guidance to
Occupational Health and other clinical staff
o safety engineered sharps implementation via a system of
annual reviews.
• Departmental reviews of clinical procedures (a system prompting
each department to assess individual procedures and consider the
use of new technology)
• An occupational health service with systems in place to manage
clinical cases post sharps / blood splash injury
• A series of special programmes to reduce exposure, including:
o Sharpsmart recyclable bin with enhanced safety features
o A programme to introduce a range of safety engineered
devices including venepuncture devices and hypodermic
needles. This will allow the Trust to be compliant with the
European Directive which requires the Trust to have introduced
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these devices by 2013.
o Enhanced data collection on BBV exposure incidents
The number of staff seen in the Occupational Health Department
following a sharps injury or splash injury is, on average, 30 per month.
The majority of these are the higher risk sharps injuries (see
appendices). Data recorded in OHD does suggest a small yearly
increase in the number of incidents over the last 5 years (see
appendices) however this data is subject to bias as it does not take into
account the overall number of risk scenarios in the Trust or change in
recording systems during this time.
7.3 Education and Training
Education of healthcare workers in good infection control practice
continued to be a core function of the Infection Prevention and Control
2011/12. A variety of methods are used to deliver this training, including:
• face-to-face sessions at the Nursing and Midwifery Induction and
recall study days
• sessions delivered by the Intravenous team on the Trust IV study day
organised by the Executive Nursing / Practice Development Team
• training sessions at induction of F1 and F2 induction
• sessions at the quarterly Consultant Development meetings
• using online training modules.
The competency assessment of all clinical staff focussing on the
management and insertion of intravascular devices has continued during
2011/12. It has also now been agreed that this training would become
mandatory, with a frequency of 3 years.

8.

Infection Prevention and Control policies

The programme, started during 2010/11 to review infection control policies
and protocols with migration to Kwiki has now been completed. This
programme ensures that policies are easily accessible by staff while improving
the monitoring systems for review.
The IPC team has also, with help from Corporate Communications, developed
the Infection Resources Kwiki pages further to make them more easily
accessible and helpful to all staff. A link has been established on the front
Kingsweb page which also includes counters MRSA bacteraemia and CDT
infections which indicates the number of days since the last infection.

9.

Medical Engagement

In 2011/12 the role of the Lead Clinician, Infection Control was formalised with
an agreed job description (see appendices). These Leads meet on a monthly
basis (see section 2.7)
The lines of accountability have been strengthened by the appointment of an
Assistant Medical Director with responsibility for Infection Control.
A network of Medical Consultants to act as ward-based champions of Infection
Control was also established, along with the appointment of junior leads
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whose main roles are to uphold principles of good infection control practice
and to challenge poor practice.
They are responsible for ensuring the return of monthly antimicrobial
stewardship audits (see section 10.1.2) from all inpatient areas for inclusion in
the Trust Infection Control Scorecard. These audits, devised by the
Microbiology and Pharmacy Departments and administered by the Head of IC
Surveillance and the Infection Control Doctor, have been carried out since
April 2011. The results are fed back each month to the Infection Control
Leads, Ward and Junior Infection Control Champions and others on request.
(see appendices for example).

10. Antimicrobials

Antimicrobial drugs include agents for treating bacterial, viral, fungal and
parasitic infections. They represent some of the most important and effective
pharmaceutical agents available to modern medicine. After a period of
unrestricted use we are now entering an era in which antimicrobial resistance
is a rapidly increasing problem, but the number of new agents in development
to counter resistance is minimal.
As with all drugs, antimicrobials may cause adverse reactions affecting the
individual. The use of antimicrobials to treat infections also modifies the
normal bacterial flora, and can lead to the selection of resistant organisms. For
example antibiotic use is a risk factor for colonisation and infection with MRSA.
Diarrhoea or colitis caused by Clostridium difficile may follow use of
antibacterials. These organisms can spread to unaffected individuals.
Therefore inappropriate use of antimicrobials can affect not just the individual
but also the health community, causing healthcare associated infections, a
proportion of which are avoidable. To preserve the effectiveness of
antimicrobials, reduce avoidable adverse effects and minimise healthcare
associated infections antimicrobials should be used prudently. Antimicrobial
stewardship is a key component of a multifaceted approach to preventing
emergence of antimicrobial resistance as well as ensuring cost-effective
prescribing.
10.1

Antimicrobial audits
10.1.1 Antimicrobial Rapid Serial Audits
Since October 2010 more frequent antimicrobial rapid serial
audits on targeted high risk wards replaced the Trust Annual
Point Prevalence Study which tool place each year in
November. Seventeen high risk wards (all medical, HAU,
Medical Assessment Units, Neurosciences and Surgical wards
) were audited four times by the Antimicrobial Pharmacist in
2010/11. Four cycles of this audit were completed, in
October/November, November/December, January/February
and April/May. This series of audits won the UKCPA/Novartis
Antimicrobial Management Award, 2012.
Rapid serial audits identified whether:
• antibiotics used where restricted or not
• the switch from intravenous to oral administration (IV to PO
switch) is overdue
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•
•
•

a stop or review date (course length) is endorsed on drug
chart
the indication for treatment is endorsed on drug chart or
documented in notes
antibiotic therapy is as per Trust guidelines or as per
sensitivities or microbiology recommendation

Results of these audits showed a reduction in the use of
restricted antimicrobials without specific microbiological
advice. The inclusion of the indication for the antimicrobial on
the Drug chart increased over the period of audits, as did the
number of prescriptions that included a stop/review date on
the drug chart. Compliance with the IV to PO switch policy,
which also helps to drive down the use of intravenous line use,
improved significantly over the audit cycles. See appendices
for detailed results.
10.1.2

Monthly antimicrobial stewardship monthly audits
The results of the above audits were used to form the basis of
antimicrobial stewardship key performance indicators (KPIs)
for inclusion in the monthly Infection Control scorecard. The
three indicators, that have been audited from April 2011 on all
wards each month, are:
• inclusion of clinical indication for prescribing an
antibiotic
• inclusion of a date on which the prescription should be
reviewed or stopped and
• an assessment of whether the IV to Oral switch is
overdue.
This audit continues to form part of the strengthened
performance management process for Infection Control
supported by regular feedback and the Infection Control
Scorecard.
In 2011/12 and with the roll out of electronic prescribing
across the Trust, the Consultant Microbiology Lead for
Antimicrobials and the Lead Antimicrobial Pharmacist will work
with the EPMA team to use the electronic prescription of
antimicrobials to improve compliance with this monthly audit.

10.1.3

Audit of Proton Pump Inhibitor (PPI) Prescribing
A point prevalence study was undertaken in July 2012 on 22
wards at KCH. All inpatients prescribed a PPI on the day of
the audit were included in the study to determine if:
• PPIs are prescribed as per British National Formulary
(March 11)
• To establish the indication for each PPI
• To determine if PPIs are being prescribed appropriately
Two hundred and seventeen patients were prescribed a PPI.
The audit showed that omeprazole and lansoprazole were the
top two most commonly prescribed PPIs. Results showed that
61.8% of patients were prescribed a PPI prior to their
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admission in the community whereas 38.2% of patients had
been initiated on a PPI whilst admitted to KCH. A high
percentage of cases showed to have an unclear
appropriateness for both patient groups admitted on a PPI
from the community or those who were initiated on a PPI on
admission. To ensure all PPI prescribing is appropriate,
guidelines need to be developed and incorporated into clinical
practice and regular review of patients receiving PPIs should
be carried out. EPMA to include a mandatory indication for all
PPIs prescribed.
10.1.4

Retrospective study looking at the use of the new
antimicrobial guidance in Liver
Antimicrobial guidance across three treatment groups in liver
was published July 2011. This project aimed to audit the use
and adherence to this guidance. A retrospective study was
completed over 6 weeks throughout December 2011 and
January 2012. Fifty patients receiving a total of 81
antimicrobials were recruited in the audit.
• 7% did not use the suggested antimicrobial as per guide
and had no reason documented for such deviation.
• 8 antimicrobials had no duration endorsed on the chart and
10 had exceeded the duration.

10.1.5

Audit of adherence to neurosurgical antibiotic
prophylaxis guidelines

(Tim Hardwick, Shelley Jones, Kirsty Chambers, Mr C Lim, Mr R Bhangoo)

This audit was undertaken to establish the level of adherence
in prescribing, to the current neurosurgery guidelines.
• A total number of 56 patients were assessed involving 72
antibiotic prescriptions
• 87.5% of prescriptions had a clinical indication
documented
• 71% of prescriptions had a stop date or review date
documented
• Overall 79% of prescriptions were prescribed appropriately
• Post-operative prophylaxis:
o Accounted for 25% of incomplete prescriptions
o Prescribed in theatre by SpR/anaesthetist
o No consistency in prescription
The results of this audit led to the removal of cefuroxime from
neurosurgical wards in an effort to aid compliance with
guidelines for neurosurgical post-operative prophylaxis.
10.2

Pharmacy / microbiology ward rounds
The number of joint microbiology / pharmacy rounds has increased
significantly in 2011/12. Some of these ward-based rounds, which
review every patient on antimicrobials with representatives of the
clinical team. Others are discussions of patients, which are identified by
the medical microbiologist. For every clinical area there is at least one
ward-based round
• Twice weekly rounds on the neurosurgical wards
• Thrice weekly rounds on Medical Assessment Units
• Twice weekly surgery rounds
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•
•
•
•
•
•
•
•
•
•

Once weekly renal rounds
Twice weekly HAU rounds
Daily rounds in Critical Care Units
Once weekly rounds in Liver ICU
Twice weekly rounds on Paediatric ICU
Twice weekly rounds on non-MAU medical wards
Once weekly rounds on Neonatal ICU
Two ward rounds (one orthopaedic, one vascular) of diabetic foot
patients and some medical diabetic foot patients as well
Once weekly rounds of patients with endocarditis
Twice weekly haematology-oncology rounds.

All patients newly diagnosed with Clostridium difficile infections were
reviewed by the antimicrobial pharmacist and Infection Prevention and
Control nurses. Patients’ medications (antimicrobials and non-antibiotic
medications affecting gut motility) are reviewed or stopped and infection
control measures assessed and reinforced during these rounds.
10.3

Antimicrobial Governance
The Antibiotic Usage Steering Group (AUSG) worked on and approved:
• “Adult Antimicrobial Pocket Guide 7th edition in July 2011
• A number of surgical prophylaxis guidelines, including those for
gastrointestinal, CABG including routine valve replacement and
vascular.
• Guidelines for the Management of Diabetic Foot Infections
• Antimicrobial Guidelines for Adult Liver Patients
• Antifungal Guidelines for use in Non-Haematology / Oncology
Patients in Critical Care (not LITU)
• Trust Antimicrobial Prescribing Policy
• Regular review of antimicrobial consumption data (Defined Daily
Doses (DDDs) for 1000 Trust Occupied Bed Days)
• Review and initiate planning in response to “Start Smart then Focus”
launched by the Department of Health, November 2011
• Development of EPMA reports for antimicrobials.
Two antimicrobial referral systems designed in 2009 continue to be
used:
• Antimicrobial referral forms sent to ward pharmacist via the
electronic patient record to the antimicrobial pharmacist. Patients
are then reviewed on the above mentioned ward rounds or are
discussed with microbiology.
• Restricted antimicrobial transcription forms are used to order all
restricted antimicrobials by ward pharmacists. These forms are
collected and checked by the antimicrobial pharmacist. The system
allows for the identification of inappropriate antimicrobial prescribing.
Workstreams for 2012/13 include:
• The publication of prophylaxis guidelines for vascular surgery,
urology and maxilla-facial surgery
• The review of the antibiotic guidelines for cardiac device insertion
• Guidance for the management of intra-cranial shunt related
infections
• Guidance for the management of surgical infections
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•
•
•
•
•
•
•
•
•

Management guidelines for adult neutropenic sepsis
Adult Haematology / Oncology Antifungal guidelines
Paediatric Antimicrobial guidelines
The publication of the 8th edition of the Adult Antimicrobial Pocket
Guide in July 2012
Ongoing training of FY1 and FY2 intakes in August 2012
An audit of proton pump inhibitor prescribing
An audit of antimicrobial surgical prophylaxis
Development and implementation of an action plan in response to
“Start Smart then Focus”
Review of Trust Patient Group Directions (PGDs) and Patient
specific Directions (PSDs)

11. The Infection Prevention and Control (IPC) nursing team

The IPC nursing team has continued to develop and support the operational
work of the Trust.
Key workstreams include:
• Providing key support for the surveillance work in the Trust, including
maintenance of the Infection Control surveillance database which supports
the alert organism surveillance. This workstream is the key foundation for
all surveillance and performance management in Infection Control in the
Trust.
• Management and control of Clusters and outbreaks.
• Liaison with IPC teams in the community and other organisations.
• Supporting the MRSA bacteraemia root cause analysis process
• Providing education and training
• Providing support to bed management processes
• Introduction of new technologies and products including the increased use
of Hydrogen Peroxide Vapour for environmental decontamination
• Developing and strengthening the role of the Infection Control Link
Practitioner programme.
• Conducting monthly audits of commodes in clinical areas. This information
is now included in the Infection Control Scorecard.

12. Intravenous (IV) practitioners team

Workstreams in 2011/12:
12.1 Standardisation of IV practice and equipment
The IV team continued to implement Project H.A.N.D.S., a programme
to assess the competency of clinical staff in the management and
insertion of intravenous devices. The training and competency
assessment emphasized a consistent implementation of currently
recommended preventative measures.
The Trust is close to achieving complete compliance with the European
Union Directive for Sharps Safety by May 2013. The following are the
IV equipment which has safety engineered features:
• Safety peripheral cannulae – fully standardised
• Needlefree connectors – fully standardised
• Venepuncture safety kits – ongoing standardisation
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•

Hypodermic syringes and needles – to be implemented in 2012.

12.2

Improving IV documentation
The IV team has worked closely with the Electronic Prescribing and
Medication Administration (EPMA) team to roll out electronic IV
documentation. This has led to improvement in compliance with
documentation standards.

12.3

IV training
The IV team, this year, focussed on competency assessment of clinical
staff. The numbers of staff assessed are:
• Doctors – 709
• Nurses – 1670
• Others – 133
• Total – 2512
Venepuncture and cannulation courses are delivered on a monthly
basis. This training is very well received and the IV Team currently have
a waiting list for attending this course. King’s is the first Trust in England
to trial the BBraun e-learning package for Cannulation.

12.4

IV audits
Monthly IV audits based on 5 Key Performance Indicators are done by
the members of the IV team to cover all the areas stipulated by the
Divisions. The IV line audits have provided greater visibility for results
as part of the Trust Infection Control performance management system.
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13. External review
13.1

Review of CDT reduction strategies, including antimicrobial
Stewardship (see appendices for report)
On 23rd November 2011 Dr Tim Planche and Ms Laura Whitney from St
Georges Healthcare, Tooting visited by invitation of the Trust to review
the organisation’s CDT reduction measures including antibiotic
stewardship and to make recommendations.
The report acknowledges important changes introduced just prior to the
visit and that these changes were likely to have an effect on reducing C.
difficile in the future.
The commitment of the Department of Medical Microbiology with an
extensive regular programme of ward rounds and antibiotic stewardship
across the Trust.
Antibiotic guidelines are thorough and up to date. Empiric guidance was
clear and easily accessible on the wards.
Recommendations made included:
• To ensure the highest standard of cleaning in patient areas,
especially of toilets and commodes.
• To provide a breakdown of rates of C. difficile between divisions as
a rate per 1,000 bed days.
• To do more to provide data on the appropriateness of prescribing to
staff.
• To do further analysis of DDD reports to identify areas with higher
than expected use of broad-spectrum antibiotics
• To implement changes to C.difficile diagnostics once national
guidance had been issued.
Action taken in response to this report included:
• Programme to further improve cleaning
• Replacement of all commodes no longer in a good state of repair
with those specifically designed to be easier to clean (the Designing
Bugs Out commode)
• Provision of a breakdown of 6 month rolling rates of C.difficile
between divisions as a rate per 1,000 bed days
• Inclusion of a Key Performance Indicator into the monthly antibiotic
point prevalence audit to indicate whether the antimicrobial
prescription was according to Trust guidance or had been discussed
with Medical Microbiology
• Antimicrobial pharmacist working with EPR ICT team to provide real
time DDD reports to speciality teams. These to be issued in
2012/13.
• Implementation of the new national guidance on C.difficile testing
issued in April 2012.
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Dr. T Planche
Deputy Infection Control Doctor
Senior Lecturer/Honorary Consultant
Medical Microbiology, Level 1, Jenner Wing

6 December 2011
Dr Geraldine Walters
Director of Nursing and Midwifery
Director of Infection Prevention and Control
King's College Hospital NHS Foundation Trust
Denmark Hill
London SE5 9RS

Dear Dr. Walters
Re:

visit of Wednesday 23rd of November 2011.

Thank you for inviting myself and Laura Whitney to visit King's College Hospital NHS
Foundation Trust. This inspection included the review of documentation that had been sent
through from King’s. The visit went well with great engagement from the clinical and
nursing staff and control of Clostridium difficile clearly is a high priority for King's College
Hospital NHS Foundation Trust.
A number of important changes to infection control management have been recently
introduced at King’s and these are very likely to have an effect in reducing C. difficile in the
future. It is notable the commitment of the Department of Medical Microbiology with an
extensive regular program of ward rounds and antibiotic stewardship across the trust. Clinical
staff across medical specialties appreciated these ward rounds and infection advice; we were
left with the impression that more of these ward rounds would be appreciated if possible.
There are several broad areas of importance in the control of C. difficile where additional
improvements may reduce rates of C. difficile. These are as follows:1)

Environmental cleaning

There are a great number of red flags on the combined scorecard for cleaning. Though the
scores had improved over the first part of the year environmental cleaning still failed to
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achieve targets. We conducted spot checks on commode cleaning during our visits and found
that a number (6 of 20 inspected – see photos in the appendix) of commodes were not clean
with residual faecal staining after being indicated they were clean. Ensuring the highest
cleaning standards of all patient areas and in particular the cleaning of any faecal material
such as toilet, bedpans and commodes should be a high priority.
2)

Monitoring and surveillance

C. difficile rates have fallen significantly at Kings over the last few years. However, the
current rates are above the current target rates.
A breakdown of the rates between units expressed as rates per thousand bed days (shown
elsewhere) does show different rates between units and may form the basis of focus for
efforts on the control of C difficile.
Data suggests documentation surrounding prescribing is improving, although further work on
this needs to be done in surgery. Information on appropriateness of prescribing would be
beneficial, should be fed back to staff regularly, with action plans formulated and followed
up.
3)

Antibiotic stewardship

There is an extensive and valued involvement of the consultant microbiology team in regular
ward rounds across the trust. King's College Hospital NHS Foundation Trust is awaiting the
start of a new antibiotic pharmacist, which should in the future improve stewardship.
Data suggest documentation surrounding prescribing is improving, although further work on
this needs to be done in surgery. Information on appropriateness of prescribing is planned and
will be beneficial for feed-back to staff regularly, with action plans formulated and followed
up.
DDD reports show high usage of broad-spectrum antibiotics (meropenem, piperacillintazobactam, cephalosporins, quinolones and co-amoxiclav) although the lack of data at a
specialty level makes comparison with other organisations difficult due to the high proportion
of patients in specialist units in King’s.
The electronic prescribing system has great potential in antibiotic stewardship, however
dedicating resources to improving the functionality of the electronic prescribing system to
allow automatic audit and antibiotic consumption data generation will save time and enable
the stewardship team to target their efforts on the most pressing issues.
There is a need to ensure senior pharmacy and antibiotic pharmacy staff are part of some of
the microbiology ward rounds and there are strong links between microbiology and
pharmacy. No intervention data are kept from antibiotic stewardship rounds, which makes it
difficult to give feedback to clinical staff and managers and to prove their value. In addition
the second antibiotic pharmacist is a short-term, sector-wide post, which means the
knowledge gained in this rotation is not necessarily retained within the Trust and is at a more
junior level than in most large teaching hospitals.
4)
Antibiotic guidelines
Our general impression was that the antibiotic guidance was thorough and up to date. Empiric
guidance was clear and easily accessible on the wards. On questioning junior medical staff
knew how to access guidance and found it clear and useful.
It may be worth considering some of the guidance, particularly for community-acquired
infections. King's College Hospital NHS Foundation Trust has a large number of highly
specialist units with long stay and complex patients. Infections on these units often result
from highly resistant organisms and empiric antibiotic guidance for these wards requires the
empiric use of broad-spectrum antibiotic therapy. However, it may be that antibiotic guidance
for community-acquired infections could be reconsidered. Any, reconsideration is a complex
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matter and will rely on microbiology advice and knowledge of resistance patterns of
community isolates.
5)
C. difficile diagnostics
C. difficile diagnostics are currently under reconsideration and national guidance is under
review. It should be noted that the diagnostic strategies in King’s have remained unchanged.
Numbers of specimens processed have increased and confirmation of the appropriateness of
samples could be reviewed. Though care should be taken to ensure that appropriate samples
are not rejected.

In summary, we found high level commitment and general buy in across all levels of the
Trust to improve reduction in C. difficile rates across King's College Hospital NHS
Foundation Trust. The Department of medical microbiology through regular antibiotic
stewardship rounds plays a particularly important role, though further support for their time
and more integration with pharmacy may improve this further.
Many of the changes to practice already instituted by King's College Hospital NHS
Foundation Trust should continue to reduce rates of C. difficile. There were some areas of
focus which are outlined above that may improve the control of C. difficile.

Yours sincerely

Tim Planche and Laura Whitne

26 of 51

Enc 3.5

Appendix 14.2 - Sharps Injuries & Blood Spash Numbers

Sharps injuries and blood splash seen in OH April 2011 to March 2012

April May

June July

August Sept Oct

Nov

Dec

Jan

Feb

Mar

Total

Sharps
injury

11

20

24

22

24

22

25

26

21

28

24

29

195

Blood
splash

1

10

4

0

10

5

4

5

6

2

4

11

39
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Year
2007 to 2008
2008 to 2009
2009 to 2010
2010 to 2011
2011 to 2012
Grand Total
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WALK IN BLOOD SPLASH
WALK IN - NST/SHARPS
Grand Total
Index
41
205
246
100
47
210
257
104.4715
51
233
284
115.4472
50
236
286
116.2602
59
234
293
119.1057
248
1118
1366
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Appendix 14.3 - Post 48-hour Clostridium difficile infection

Post 48-hour Clostridium difficile infection at KCH August 2011-April 2012
Risk factor analysis from rapid feedback process
Dr Amanda Fife, Dr Igor Kubelka, Nergish Desai, Infection Control Nurses, Rachel Norris and James Hinton
Figure 1: Antimicrobial Use and Compliance with Infection Control Precautions
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Figure 2 Use of PPIs, Concurrent Laxatives and Recent Enema in C difficile Cases
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Appendix 14.3 - Post 48-hour Clostridium difficile infection
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Appendix 14.5 - Trajectory - VRE Bacteraemia

1 of 20

Appendix 14.6 - Trajectory - C. difficile
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Appendix 14.7 - C. difficile - 6 month rolling average
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Appendix 14.8 - Trajectory - MSSA Bacteraemia
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Appendix 14.9 - Trajectory - E.Coli Bacteraemia
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Appendix 14.10 - MRSA infections and colonisations in inpatients
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Appendix 14.11 - Infection Control Scorecard
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Appendix 14.11 - Infection Control Scorecard

Enc 3.5

40 of 51

Appendix 14.12 - Alert Organism Surveillance
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JOB DESCRIPTION
TITLE:

Lead Clinician – Infection Control

ACCOUNTABILITY:

To the Divisional Clinical Director

TENURE:

Three Years

JOB PURPOSE
Working in partnership with the Clinical Director, Head of Nursing and Infection Control
Ward Champion, the Lead Clinician for Infection Control will give clinical leadership to
the specialty with particular responsibility for all aspects of Infection Control and
Prevention (IPC). The Lead Clinician will work with the Infection Control Doctor,
members of the Infection Prevention and Control Team, IV Practitioners and Antibiotic
Pharmacist the Clinical Lead for Infection Control and be responsible for providing
leadership within the Division/Department on matters of Infection Prevention and
Control. The Infection Control Clinical Lead will be expected to act as a role model and
to incorporate IPC principles into everyday clinical practice. They will be responsible for
feeding back Infection Control performance indicators and lessons learnt from root
cause analyses (RCA’s) to the Clinical Director, Clinical Governance leads and wider
team.
They will be accountable with respect to their role within the Division.
MAIN RESPONSIBILITIES
Training/Teaching
•

To act as a role model and to promote best IPC practice in the areas of:
- Hand hygiene
- IV line care
- Antibiotic stewardship

•

To identify members of the junior medical staff to act as Junior Infection Control
Clinical leads and support them in this role.

• With the IPC Team and PGDME work towards ensuring that all medical staff have
received specific training and are competent in the areas of hand hygiene and use of
PPE, IV cannula insertion and care, as well as good antimicrobial stewardship
Clinical Risk Management
• To attend the IC Clinical Leads meetings or send a deputy

42 of 51

Appendix 14.13 - Job Description - Clinical Lead Infection Control

Enc 3.5

• To ensure participation of all wards in Trust antibiotic stewardship programs, as well
as the completion of monthly Infection Control Scorecard antibiotic stewardship KPIs
• To contribute to the RCA process for MRSA bloodstream infections (plus other HCAI
as required by the DH/ Trust)
• To contribute to the Divisional MRSA action plan
• To feed back the results of the wider IC scorecard and any RCAs at Divisional Risk
meetings and M&M meetings
• To support medical and nursing colleagues in challenging poor IC practice in any
member of staff involved in patient care, and escalate offenders to the Clinical
Director as required
• To ensure that regular audit of infection control practice takes place and that junior
doctors are involved in this audit. To ensure that the audit is fed back in the relevant
Divisional team meetings
Le a d e rs h ip
• The Infection Control Clinical Lead will be expected to act as a role model,
particularly to consultant and junior medical staff in all aspects of IPC, and to
incorporate IPC principles into everyday clinical practice. The IC lead will work with
the Clinical Director and the Ward Infection Control champion to ensure that all
members of the Divisional medical staff observe the Trust ‘bare below the elbow’
policy, and will be accountable for his/her role within the Division.
Job planning
It is envisaged that this role account for 0.5 PA per week of consultant time
Induction
• In conjunction with the junior doctor leads, ensure that newly appointed medical staff
complete the Trust Corporate Induction, and that local induction reinforces the
importance of excellent standards of IPC.
• To maintain records of completion of infection control training within the Division.
PERSON SPECIFICATION
Lead Clinicians are clinicians recognised for their leadership abilities, who have the
support of clinical colleagues and who can work effectively with the General Manager
and Clinical Director. They will be expected to demonstrate an understanding of the
management process. They will possess good communication skills, a knowledge of
current specialty issues and have the ability to drive forward the clinical strategy for the
specialty. In order to fulfil these requirements it is essential that the Lead Clinician
possesses the following core competency skills:• Goal Identification
• People Judgement
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• Influence and Persuasion
• Team Orientation
• Effective Action Planning
The appointment of a Lead Clinician will follow a recommendation to the Clinical
Director and General Manager by consultant colleagues and interview with the
General Manager and Clinical Director
THIS JOB DESCRIPTION WILL BE SUBJECT TO PERIODIC REVIEW AND AMENDMENT IN
CONSULTATION WITH THE POST HOLDER
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Appendix 14.14 - Annual Plan - 2012/13

HCAI Action plan

Items archived during 2011/12 (actions either completed or fully embedded)
Issue

Actions

Progress

Ownership and
accountability

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

All consultants are being met

Active link nurse programme established
Performance
management

Control of MRSA

Develop infection control scorecard
Establish risk rating system for divisions based
on incidence of infections and scorecard
performance
To include a breakdown of divisional CDI rates
expressed as rates per thousand bed days on
trajectories discussed at HCAI Operations
Committee
Screening of elective patients
Screening of emergency patients

Intravenous line care

Appoint an additional 3 IV line practitioners to
be ward based in areas at high risk of line
related bacteraemia
Medical staff to receive training in peripheral
line insertion
Nursing staff to receive training in line care
Roll out the use of “biopatches” or similar in
selected areas
Ensure optimum routine care of IV lines

Board level
responsibility
CEO

Divisional action plans in place. Progress
against these plans reviewed at HCAI
Operations committee.
Inpatient areas are all represented as well as a
large number of outpatient areas
Scorecard produced since April 2011 and fully
discussed at performance meetings
Divisional RAG rating system in place

Director of Operations.

Included since January 2012

Head of IC
surveillance

In place, Trust regularly achieving more than
99% compliance
In place, Trust regularly achieving more than
98% compliance
In post since May 2011

Director of Operations

Director of Nursing
Director of Nursing
Director of Operations.

Director of Operations
DIPC

Superseded by new action re mandatory
ANTT, inoculation and hand hygiene
competency assessment (see below)
Superseded by new action re mandatory
ANTT, inoculation and hand hygiene
competency assessment (see below)
In place

Medical Director

Medical director

Results on IC scorecard

Director of Nursing

Director of Nursing
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Issue

Actions

Progress

Identification of HCAI

All clusters of cases and outbreaks of infection
should be explored
Up to date, agreed and audited policies for
antibiotic prophylaxis in all specialities
External review of antibiotic assurance
framework
Up to date, agreed and audited policies for
antibiotic treatment in all specialities

Data reported on IC scorecard

Antibiotic stewardship

Antibiotic pocket guide review
Laxatives and Proton
Pump Inhibitors

Medical Microbiology
ward rounds
Testing - CDT

Cleaning

Monitored through the new KPI 4 which
measures compliance with Trust guidelines.
rd
Completed November 23 and actions
implemented
Action superseded by “Start Smart, then
Focus” action plan, completion of which is
monitored through the AUSG
Completed July 2012

To introduce order sets for laxatives to improve
stewardship as well as introducing a
mandatory indicator field for PPI prescribing
which will be included in discharge summary
To streamline PPI guidance in adult critical
care units, based on current evidence base.
To increase the number of rounds conducted
by Consultant Medical Microbiologists (CMMs)

Launched January 2012

Recent positive samples of CDT will be sent to
GST

Has been superseded since the introduction of
the new National Guidance which specifies a
two stage testing methodology
Completed

To provide a new algorithm for testing patients
with diarrhoea which is not believed to be
infectious
To ensure testing of only appropriate samples
in lab
Implementation of National Guidance on two
stage testing
Weekly audits of environmental cleaning
standards
Weekly audits of cleanliness of near patient
equipment

Guidance agreed and implemented
Business case for additional CMM successful.
Once in post will expand ward rounds

Completed
Completed – 01/04/2012
Results now on IC scorecard
As above

Board level
responsibility
DIPC
Medical Director
DIPC
Medical Director
Assistant Medical
Director & Chair,
AUSG
Assistant Medical
Director
Assistant Medical
Director
Assistant Medical
Director / DM for
CCTD
Infection Control
Doctor
Deputy DIPC /
Infection Control
Doctor
Infection Control
Doctor
Infection Control
Doctor
Director responsible
for Estates and
Facilities
Director of Nursing
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Issue

Commodes

Cleaning
CDT

Patient outcomes

Actions

Progress

Introduction of Tristel as a method for cleaning
of near patient equipment instead of
Chlorclean
To include KPIs looking at commodes to be
included in IC scorecard. Audit to be
completed by Infection Control Nurses
Programme to replace commode stock that do
not meet standards (circa 50% of Trust Stock
To increase cleaning input to Liver, Renal and
surgical wards
To have a weekly review meeting, chaired by
DIPC, of each week’s CDT cases and
attended by Clinical teams involved,
microbiology, Assistant Medical Director, IPC
team and antibiotic pharmacist
All deaths in the Trust are investigated where
hospital acquired CDI or MRSA is mentioned
on the death certificate
Streamlining availability of IC information,by
creation of a link on the Intranet homepage to
Infection Control resources, including policies,
antibiotic guidelines and IV care resources

Completed

Board level
responsibility
Dep DIPC

Completed, included on IC scorecard

Dep DIPC

Completed

Deputy DIPC

In place

Head of Facilities

Commenced December 2011

Deputy DIPC

System now in place

Director of Corporate
Affairs.

Completed

Deputy DIPC
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Ongoing actions
Issue

Actions

Target / outcome

Timescales

Ownership and
accountability

Junior medical IC leads to
attend the IC link
practitioner days

to encourage
multidisciplinary working
at junior level

From May 2012

Appropriately hold
professionals to account

Where careless or
unprofessional practice is
identified, disciplinary
action will be considered
Where appropriate
standards are not being
established and
maintained to meet the
standards set out in the
Hygiene Code of the
Health Act disciplinary
action will be considered
Isolation within 12 hours

Immediately

Report to Board
quarterly

Immediately

Report to Board
quarterly

No disciplinary
action taken as yet

Director of
Nursing

Data to be
added to IC
scorecard

Performance
requires
improvement

Director of
Operations

Decolonisation protocol
begins within 12 hours

Data on IC
scorecard

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

Performance
requires
improvement

Medical
Director

Appropriately hold
managers to account

Control of MRSA

Rapid isolation of patients
on identification of MRSA

Rapid decolonisation of
MRSA positive patients

Board assurance

Progress
First meeting set
up for September
2012, after new
intake of Junior
Doctors
Disciplinary action
to be reported to Q
and G committee

Board level
responsibility
Assistant
Medical
Director
Medical
Director /
Nurse Director
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Issue

Actions

Intravenous Line Care

Clinical staff training in
ANTT, hand hygiene and
prevention of inoculation
accidents to be
mandatory
Time to isolation of all
patients with suspected
infective diarrhoea

Control of Clostridium
difficile

Antibiotic stewardship

Full implementation of
action plan developed in
response to DH document
“Start Smart, then Focus”

Cleanliness

Full implementation of
Excellence programme to
drive high standards of
cleaning and led by Snr
Infection Control Nurse
Develop a programme for
the routine use of
Hydrogen Peroxide
Vapour to reduce the
bioburden in the Trust
environment

Enhanced Root Cause
Analysis process

To further develop the
weekly CDT review
meeting by requiring
divisions to come fully
prepared and to ensure
that actions are
completed

Target / outcome

Timescales

Board assurance

Progress

Board level
responsibility

Report
Report twice
yearly in DIPC
quarterly report

Has been agreed
and systems for
booking in place

Deputy DIPC

IC scorecard to
be reported to the
Board monthly as
part of the
performance
report
Report to Board
as part of
quarterly DIPC
report

Performance
requires
improvement

Director of
Operations

In progress but not
yet completed

Medical
Director

Commenced
September 2012

Report to Board
as part of
quarterly DIPC
report

Commenced in
Liver in September
2012, programme
for roll-out in place

Dep DIPC /
Head of
Facilities

To commence in
November 2012

Report to Board
as part of
quarterly DIPC
report

Trial currently
underway

Dep DIPC /
Head of
Facilities

Commence
Sept 2012

Include in DIPC
report

From April 2012

Isolation within 4 hours

Data on IC
scorecard

To be overseen by
Antibiotic Usage Steering
Group and progress
reported to the HCAI Ops
Committee on a 4 monthly
basis
Excellence in
environmental cleaning

July 2012

Integrated programme
which will include the
decontamination of each
side room after discharge
of patients as well as
those clinical areas that
have higher than
expected rates of infection
To ensure that care
provided to CDT patients
is appropriate, to attempt
to differentiate between
clinically and non-clinically
significant cases.

Dep DIPC /
Infection
Control Doctor
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Issue

Patient outcomes

IPC specific actions

Actions

Target / outcome

Timescales

Board assurance

Completion of the CDT
action tracker, which
includes actions agreed at
the CDT review meeting,
to be monitored through
the HCAI Ops Committee
Infection control
parameters to be
discussed at each
Mortality and Morbidity
meetings

To provide assurance that
actions agreed at CDT
review meetings are
completed.

To commence
Sept 2012

Include in DIPC
report

Key actions to be reported
at Trust mortality meeting

April 2011

To review team structure

To ensure that the team
can continue to support
the Trust through service
expansion and change

September 2012

Progress

Board level
responsibility
Dep DIPC /
Infection
Control Doctor

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

Medical
Director

Deputy DIPC
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51 of 51

Enc. 4.1

Report to:

Council of Governors Meeting

Date of meeting:

13 September 2012

Subject:

Monitor Submission Quarter 1, 2012/2013

Author:

Tamara Cowan, Assistant Board Secretary

Presented by:

Tim Smart, Chief Executive

Status:

For Information

1.

Purpose

NHS Foundation Trusts are required to make in-year submissions on a quarterly basis
during 2012/13. This includes information on its financial performance, statements from
the Board certifying compliance with specific governance statements and where relevant
underlying data that informs these, any relevant exception reports and the results of any
governor elections.
This report provides the details of the submission to Monitor for the Trust based on
results/data in Quarter 1 – April-June 2012.
2.

Action Required

The Council of Governors is asked to note the Trust’s Quarter 1 submission to Monitor.
3.

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.

Estates:

There is no direct impact on Estates.

Reputation:

Trust’s quarterly results will be published by Monitor.

Other (specify):

None.
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1.

Background

For 2012/13 Monitor has slightly revised its in year templates.
Significant changes include:
• The Trust is no longer required to choose from declaration statements 1 or 2 in
relation to finance and governance;
•

The Trust is no longer required to make quarterly declarations in relation to quality.
This is now an annual requirement; and

•

Monitor has dispensed with the requirement to report changes to 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. Sue Slipman joined the Board as NED in July and this has been
reported as above.

Under Monitor’s reporting regime, the Trust is required to make in-year submissions on a
quarterly basis, during 2012/13, which includes:
• Quarterly financial and performance risk rating;
• Board certification of compliance with board statements as detailed below; and
• Results of any governor elections.

2.

In year reporting

2.1. Quarterly financial and performance risk rating
The quarterly financial performance for the Trust is included in Appendix 1. The
quarterly performance against healthcare targets and indicators set out in the Monitor’s
Compliance Framework for the Trust is included in Appendix 2.
For Quarter 1 (1 April – 30 June 2012) the Trust confirmed the following:
Risk
1. Financial risk rating
2. Governance rating

Declaration
3
Amber-Red

2.2. Board certification of compliance with board statements
The Board is required to respond ‘Confirmed’ or ‘Not Confirmed’ to the following
statements, see Appendix 3. Where the Board is unable to make one or more of the
confirmations it is required to provide additional information.
Statement 4: For
finance that:

The board anticipates that the trust will continue to
maintain a financial risk rating of at least 3 over the next
12 months.
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The Board noted that the Trust could confirm a financial risk rating of 3. Accordingly the
Board approved the signing of Confirmed to Statement 4.
Statement 5: For
governance that:

The board is satisfied that plans in place are sufficient to
ensure: ongoing compliance with all existing targets (after
the application of thresholds) as set out in Appendix B of
the Compliance Framework; and a commitment to comply
with all known targets going forwards.

The Board noted that in line with the Trust Annual Plan, in Q1, the Trust rated itself a
score of 2.0 in the Monitor Compliance Framework, giving the Trust a governance risk
rating of Amber-Red. This is due to the Trust not achieving the RTT 18 week Incomplete
pathway and the RTT admitted pathway indicators.
The Board of Directors approved the signing of Confirmed to Statement 5 and that the
statement below would accompany the Governance Statement.
The Board has decided to continue to reduce the level of ‘long waiters’ or ‘incomplete
pathways’ on the trust waiting list during Quarter 2 in order to establish a stronger
position for continued achievement of access targets during Q3 and Q4, when
emergency activity is expected to increase. The Board is therefore self-declaring noncompliance with the RTT admitted target for Q2.
Statement: Otherwise

The board confirms that there are no matters arising in the
quarter requiring an exception report to Monitor (per
Compliance Framework page 17 Diagram 8 and page 63)
which have not already been reported.

As previously reported, the Trust was subject to an inspection by the CQC of its
Termination of Pregnancy Services and was found to be non-compliant. The breach
was immediately corrected and the action taken reported to the CQC. The results of
inspection were published on 12 July 2012. This matter was reported to Monitor.
The Board of Directors approved the signing of Confirmed to this statement.
2.3. Results of Governor Elections
The Trust held no Governor elections during the quarter.

3.

Recommendation

It is recommended that the Council note the contents of this report and the Q1
Submission made to Monitor on 31 July 2012.
The following appendices are attached:
Appendix 1 – Financial Summary
Appendix 2 – Declarations of risks against healthcare targets and indicators
Appendix 3 – Governance Statements
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High level summary of financial plan of King’s College Hospital

Financial Summary
£m

2011-12
Full Year
Actuals
Operating Revenue for EBITDA
628.8
Employee Expenses
(351.3)
Drugs
(60.3)
PFI operating expenses
(24.6)
Other costs
(155.8)
Clinical supplies
(59.8)
Decrease (increase) in inventories of finished goods & WIP
0.0
Vehicle Fuel costs (ambulance trusts)
0.0
Non-clinical supplies
(31.4)
Cost of Secondary Commissioning of mandatory services
0.0
Research & Development expense
0.0
Education and training expense
0.0
Misc. other Operating expenses
(64.6)
EBITDA
36.7
Donations of PPE & intangible assets
0.0
Depreciation and amortisation
(14.0)
Impairment Losses (Reversals) net (on non-PFI assets)
(1.6)
Impairment Losses (Reversals) net on PFI assets
0.0
Restructuring Costs
0.0
Operating Surplus
21.1
Net interest
(8.1)
Interest Income
0.1
Interest Expense on Overdrafts and Working Capital Facilities
(0.0)
Interest Expense on Bridging loans
0.0
Interest Expense on Non-commercial borrowings
(0.6)
Interest Expense on Commercial borrowings
0.0
Interest Expense on Finance leases (non-PFI)
(0.0)
Interest Expense on PFI leases & liabilities
(7.6)
Other Non-Operating items
(10.8)
Gain (Loss) on Financial Instruments Designated as Cash Flow Hedges 0.0
Gain (Loss) on Derecognition of Available-for-Sale Financial Assets
0.0
Gain (Loss) on Derecognition of Non-Current Assets Not Held for Sale, Total
0.0
Gain (Loss) from investments (NOT charitable funds)
0.0
Dividend Income
0.0
Share of profit (loss) from equity accounted Associates, Joint Ventures, Total
(0.8)
Other Non-Operating income, Total
(0.0)
Other Finance Costs
(0.2)
PDC dividend expense
(8.0)
PFI Contingent Rent
(1.8)
Expenditure of NHS Charitable Funds
0.0
Other Non-Operating expenses
0.0
Income Tax (expense)/ income
0.0
Net Surplus / (Deficit)
2.1
EBITDA % Income
CIP% of Op.Exp. less PFI Exp.
Pay CIPs as % Pay Costs

%
%
%

2012-13
Full Year
Plan
653.5
(366.7)
(63.9)
(24.6)
(161.5)
(60.6)
0.0
0.0
(31.2)
0.0
0.0
0.0
(69.8)
36.8
1.3
(15.0)
(10.0)
0.0
0.0
13.1
(8.2)
0.1
(0.1)
0.0
(0.6)
0.0
(0.0)
(7.5)
(10.9)
0.0
0.0
0.0
0.0
0.0
0.0
(0.3)
(0.2)
(8.4)
(2.1)
0.0
0.0
0.0
(6.0)

2012-13
YTD Plan to
30 Jun 12
162.9
(90.6)
(16.0)
(6.1)
(40.4)
(15.1)
0.0
0.0
(7.8)
0.0
0.0
0.0
(17.4)
9.8
0.0
(3.6)
0.0
0.0
0.0
6.3
(2.0)
0.0
0.0
0.0
(0.1)
0.0
(0.0)
(1.9)
(2.7)
0.0
0.0
0.0
0.0
0.0
0.0
(0.1)
(0.0)
(2.1)
(0.5)
0.0
0.0
0.0
1.5

2012-13
YTD Actuals to
30 Jun 12
157.4
(90.1)
(15.8)
(6.3)
(35.9)
(15.1)
0.0
0.0
(8.7)
0.0
0.0
0.0
(12.1)
9.4
0.2
(3.6)
0.0
0.0
0.0
6.0
(2.0)
0.0
0.0
0.0
(0.1)
0.0
(0.0)
(1.9)
(2.7)
0.0
0.0
0.0
0.0
0.0
0.0
(0.1)
(0.0)
(2.1)
(0.5)
0.0
0.0
0.0
1.2

5.6%
3.2%
1.7%

6.0%
3.2%
1.7%

5.9%
0.0%
0.0%

(6.0)
(7.2)
(0.5)
0.0
(1.6)
(1.8)
0.0
(0.5)
0.2
0.0
(0.2)
0.0
0.0
(1.5)
0.0
(0.7)
0.0
0.3
1.0
(0.2)
(1.5)
(0.2)
0.0
0.0
41.9
0.0
8.2
0.0
0.2
15.0
10.0
0.0

1.5
(13.8)
(0.1)
0.0
(5.1)
(0.2)
(0.5)
(0.9)
1.7
0.0
(4.2)
0.0
0.0
(3.8)
0.0
(0.3)
0.0
0.3
0.5
0.3
(1.5)
(0.0)
0.0
0.0
9.5
0.0
2.0
0.0
0.0
3.6
0.0
0.0

1.2
(13.2)
(0.2)
0.0
(17.2)
(1.5)
0.0
(1.2)
(0.7)
0.0
(0.2)
0.0
0.0
0.6
0.0
(0.1)
0.0
(0.0)
1.0
(1.8)
8.1
0.0
0.0
0.0
7.9
0.0
2.0
0.0
0.0
3.6
0.0
0.0

5.8%
0.0%
0.0%

Net Surplus / (Deficit)
2.1
Change in working capital
4.5
(Increase)/decrease in inventories
0.2
(Increase)/decrease in tax receivable
0.0
(Increase)/decrease in NHS Trade Receivables
9.2
(Increase)/decrease in Non NHS Trade Receivables
(0.8)
(Increase)/decrease in other related party receivables
(1.0)
(Increase)/decrease in other receivables
(4.1)
(Increase)/decrease in accrued income
(6.4)
(Increase)/decrease in other financial assets
0.0
(Increase)/decrease in prepayments
(0.8)
(Increase)/decrease in Other assets (non chartable assets)
0.0
(Increase)/decrease in Other assets (charitable assets only)
0.0
Increase/(decrease) in Deferred Income (excl. Donated Assets)
2.6
Increase/(decrease) in Deferred Income (Donated Assets)
(0.0)
Increase/(decrease) in provisions
(1.8)
Increase/(decrease) in post-employment benefit obligations
0.0
Increase/(decrease) in tax payable
0.6
Increase/(decrease) in Trade Creditors
(1.2)
Increase/(decrease) in Other Creditors
3.1
Increase/(decrease) in accruals
8.8
Increase/(decrease) in other Financial liabilities
(3.8)
Increase/(decrease) in Other liabilities (non chartable assets)
0.0
Increase/(decrease) in Other liabilities (chartable assets)
0.0
Non cash I&E items
32.6
Tax expense
0.0
Finance income/charges
8.1
Share of profit/(loss) from equity accounted investments net of cash distributions
0.8
received
Other operating non-cash movements
0.0
Depreciation and amortisation, total
14.0
Impairment losses/(reversals)
1.6
Unrealised (gains)/losses on foreign currency exchange
0.0
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High level summary of financial plan of King’s College Hospital

Financial
Summary
Gain/(loss)
on disposal of property plant and equipment
(0.0)
Gain/(loss) on disposal of intangible assets
0.0
Share of profit/(loss) loss from investments
0.0
PDC dividend expense
8.0
Other increases/(decreases) to reconcile to profit/(loss) from operations 0.0
Cashflow from operations
39.1
Cashflow from investing activities
(19.9)
Property, plant and equipment - maintenance expenditure
(16.6)
Property, plant and equipment - non-maintenance expenditure
(1.1)
Proceeds on disposal of property, plant and equipment
0.0
Purchase of investment property
0.0
Proceeds on disposal of investment property
0.0
Purchase of intangible assets
(0.6)
Proceeds on disposal of intangible assets
0.0
Expenditure on capitalised development
0.0
Increase/(decrease) in Capital Creditors
0.9
Payments for other capitalised costs
0.0
Purchase of subsidiaries net of cash acquired
0.0
Net bank balance acquired with subsidiaries
0.0
Proceeds from disposal of subsidiaries net of cash disposed
0.0
Net bank balance disposed with subsidiaries
0.0
Purchase of associates net of cash acquired
0.0
Net bank balance acquired with associates
0.0
Proceeds from disposal of associates net of cash disposed
0.0
Net bank balance disposed with associates
0.0
Purchase of joint ventures net of cash acquired
0.0
Net bank balance acquired with associates
0.0
Proceeds from disposal of joint ventures net of cash disposed
0.0
Net bank balance disposed with joint venture
0.0
Government grants received
0.0
Deposits and investments made
0.0
Deposits and investments liquidated
0.0
Other cash flows from investing activities
0.0
Cashflow before financing
19.3
Cashflow from financing activities
(13.6)
Public Dividend Capital received
0.1
Public Dividend Capital repaid
0.0
PDC Dividends paid
(8.4)
Interest (paid) on bridging loans
0.0
Interest (paid) on commercial loans
0.0
Interest (paid) on non-commercial loans
(0.6)
Interest (paid) on bank overdrafts
0.0
Interest element of finance lease rental payments - other
(0.0)
Interest element of finance lease rental payments - On-balance sheet PFI(7.6)
Capital element of finance lease rental payments - other
(0.1)
Capital element of finance lease rental payments - On-balance sheet PFI (0.7)
Interest received on cash and cash equivalents
0.1
Movement in Other grants/Capital received
0.0
Donations received in cash
0.5
Drawdown of bridging loans
0.0
Repayment of bridging loans
0.0
Drawdown of non-commercial loans
0.0
Repayment of non-commercial loans
(1.0)
Drawdown of commercial loans
0.1
Repayment of commercial loans
(0.1)
(Increase)/decrease in non-current receivables
4.1
Increase/(decrease) in non-current payables
0.0
Other cash flows from financing activities
0.0
Net increase/(decrease) in cash
5.7

0.3
0.0
0.0
8.4
(0.1)
28.7
(31.5)
(27.1)
(0.6)
0.0
0.0
0.0
(0.5)
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
0.0
0.0
0.0
0.0
(2.8)
(1.9)
0.0
0.0
(8.1)
0.0
0.0
(0.6)
(0.1)
(0.0)
(7.5)
(0.0)
(0.7)
0.1
0.0
1.3
0.0
0.0
15.0
(1.0)
0.0
(0.1)
0.0
0.0
(0.0)
(4.8)

0.1
0.0
0.0
2.1
1.7
(2.8)
(7.1)
(5.0)
(0.1)
0.0
0.0
0.0
(0.1)
0.0
0.0
(0.4)
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
0.0
(9.8)
(2.6)
0.0
0.0
0.0
0.0
0.0
(0.3)
0.0
(0.0)
(1.9)
(0.0)
(0.2)
0.0
0.0
0.0
0.0
0.0
0.0
(0.5)
0.0
0.0
0.0
0.0
0.2
(12.5)

0.1
0.0
0.0
2.1
0.2
(4.1)
(3.7)
(3.2)
(0.0)
0.0
0.0
0.0
0.0
0.0
0.0
(0.2)
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
0.0
(7.8)
(2.9)
0.0
0.0
0.0
0.0
0.0
(0.3)
0.0
(0.0)
(1.9)
(0.0)
(0.2)
0.0
0.0
0.0
0.0
0.0
0.0
(0.5)
0.0
0.0
0.0
0.0
0.0
(10.6)

Cash at period end
Cash and Cash equivalents at period end

22.8
22.8

15.1
15.1

17.0
17.0

FRR metrics by quarter
all on YTD basis
EBITDA margin
EBITDA % of plan
Net Return after Financing
I&E surplus margin
Liquidity
FRR ratings by quarter

27.6
27.6

Q1
5.9%
95.2%
1.3%
0.8%
18.4

Q1

EBITDA margin
EBITDA % of plan
Net Return after Financing
I&E surplus margin
Liquidity

3
4
3
2
3

Financial Risk Rating

3
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High level summary of financial plan of King’s College Hospital

Financial Summary
Detailed Financial Summary
£m

2011-12
Full Year
Actuals

2012-13
Full Year
Plan

2012-13
YTD Plan to
30 Jun 12

2012-13
YTD Actuals to
30 Jun 12

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
0.0

0.0
0.0
0.0

Community
Co Cost & volume contract revenue
Co Block contract revenue
Ambulance
Am Cost & volume contract revenue
Am Block contract revenue
Am Other clinical MS revenue
Mental Health
Mh Cost & volume contract revenue
Mh Block contract revenue
Mh Clinical partnership (s31) revenue
Mh Secondary commissioning revenue
Mh Other clinical MS revenue
Acute
Ac Elective revenue
Ac Non-Elective revenue
Ac Outpatient revenue
Ac A&E revenue
Ac other revenue
Private patient revenue
Grants and donations in cash
Other operating revenues
Total operating revenue for EBITDA
Grants and donations of PPE and intangible assets
Total operating revenue

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
0.0
0.0
0.0
0.0

101.9
118.1
83.8
14.8
210.2
15.4
(0.2)
84.7
628.8
0.0
628.8

117.1
116.1
82.8
14.9
221.1
15.5
0.0
86.0
653.5
1.3
654.8

29.3
29.0
20.7
3.7
55.3
3.8
0.0
21.2
162.9
0.0
162.9

24.9
29.9
21.4
3.8
55.0
3.4
0.0
19.0
157.6
0.2
157.6

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

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

(366.7)
(63.9)
(91.8)
(24.6)
(69.8)
(616.7)

(90.6)
(16.0)
(22.9)
(6.1)
(17.4)
(153.1)

(90.1)
(15.8)
(23.8)
(6.3)
(12.1)
(148.1)

EBITDA
Depreciation and amortisation
Impairments & Restructuring
Total operating expenses

36.7
(14.0)
(1.6)
(607.7)

36.8
(15.0)
(10.0)
(641.7)

9.8
(3.6)
0.0
(156.7)

9.4
(3.6)
0.0
(151.6)

Operating Surplus (Deficit)

21.0

11.8

6.3

6.0

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

(0.0)
(8.1)
0.0
(8.0)
0.0
(2.7)
2.1

(0.3)
(8.2)
0.0
(8.4)
0.0
(1.0)
(6.0)

(0.1)
(2.0)
0.0
(2.1)
0.0
(0.6)
1.5

(0.1)
(2.0)
0.0
(2.1)
0.0
(0.4)
1.2

5.8%

5.6%

6.0%

5.9%

36.7
3.3
2.5
(1.3)
(2.0)
39.1
(18.5)
0.0
(1.4)
19.3
(8.3)
(8.4)
(0.5)
0.1
0.5
2.9
5.7

36.8
(3.8)
1.0
(4.4)
(0.9)
28.7
(29.2)
0.0
(2.3)
(2.8)
(8.3)
(8.1)
15.2
0.0
1.3
(2.1)
(4.8)

9.8
(6.6)
1.0
(8.3)
1.2
(2.8)
(5.8)
0.0
(1.3)
(9.8)
(2.2)
0.0
(0.5)
0.0
0.0
0.1
(12.5)

9.4
(19.9)
(0.8)
7.5
(0.2)
(4.1)
(3.5)
0.0
(0.1)
(7.8)
(2.2)
0.0
(0.5)
0.0
0.0
(0.2)
(10.6)

27.6
27.6
0.0

22.8
22.8
0.0

15.1
15.1
0.0

17.0
17.0
0.0

EBITDA % of Op. revenue
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 financing cashflows
Net cash inflow (outflow)
Cash at Y/E
Cash and Cash equivalents at Y/E
Long form Acute
Non Financial
Safe Harbour
Summary
Investments at Y/E
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Risk Ratings based on Annual Planning return from KINGS
Reported
YTD to
30-Jun-12

key to scoring

Underlying performance
EBITDA YTD
Operating Revenue for EBITDA YTD
EBITDA Margin metric

from SoCI
from SoCI

9.358
157.415
5.9%

EBITDA Margin rating

3

Underlying performance

25%

5

4

3

2

1

11%

9%

5%

1%

<1%

Achievement of plan
Actual EBITDA from SoCI
Planned EBITDA from SoCI
EBITDA % of plan achived metric

9.358
9.830
95.2%

EBITDA % of plan achived rating

4

Achievement of plan

10%

5

4

3

2

1

100%

85%

70%

50%

<50%

Financial Efficiency
Net return after financing costs, YTD
Opening Financing
Closing Financing
Net return after Financing metric

from SoCI
from SoFP
from SoFP

1.114
352.638
353.403
1.3%

Net return after financing rating
Surplus / (deficit) YTD
Profit (loss) on asset disposals
I & R (Impairments & restructuring) expenses YTD
Total IFRS Operating Revenue YTD
IS Surplus margin metric

3
from SoCI
from SoCI
from SoCI
from SoCI

1.220
(0.050)
157.571
0.8%

IS Surplus margin rating

2

Financial Efficiency rating

3

Net Return after financing

20%

5

4

3

2

1

3%

2%

-0.5%

-5%

< -5%

IS surplus margin

20%

5

4

3

2

1

3%

2%

1%

-2%

< -2%

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

from SoFP
from SoCI

30.285
148.057
21.3
18.4

Liquidity rating

3

Weighted Average Rating

2.90

Liquidity metric

25%

5

4

3

2

1

60

25

15

10

<10

Overriding rules
3

Return submitted on time

YES

3

Return submitted complete and correct

YES

2

PDC dividend not paid in full

3

Year 2 OR Year 3 deficit planned excluding I & R expenses

NO

2

Year 2 AND Year 3 deficit planned excluding I & R expenses

NO

3

One financial criteria scored at '2'

FALSE

2

One financial criteria scored at '1'

FALSE

2

Two financial criteria scored at '2'

FALSE

1

Two financial criteria scored at '1'

FALSE

2

Unplanned breach of PBC ratios

FALSE

4

Less than 1 year as an Foundation Trust

FALSE

Limit due to overriding rules

0

Financial Risk Rating

3
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Worksheet "Targets and Indicators"
Declaration of risks against healthcare targets and indicators for 2012-13 by King’s College Hospital
These targets and indicators are set out in the Compliance Framework

must complete

Key:

Definitions can be found in Appendix B of the Compliance Framework 12/13

may need to complete

NOTE: If a particular indicator does not apply to your FT then please enter "Not relevant" for those lines.

Quarter 1
Actual

Achieved

Score

Performance

/Not Met

Yes

1

11

Achieved

1.0

Yes

1

1

Achieved

94%

1.0

No

99.2%

Achieved

Cancer 31 day wait for second or subsequent treatment - anti cancer drug treatments

98%

1.0

No

100.0%

Achieved

Cancer 31 day wait for second or subsequent treatment - radiotherapy

94%

1.0

No

98.4%

Achieved

Cancer 62 Day Waits for first treatment (urgent GP referral for suspected cancer)

85%

1.0

No

91.0%

Achieved

Cancer 62 Day Waits for first treatment (from NHS cancer screening service referral)

90%

1.0

No

95.4%

Achieved

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

90%

1.0

Yes

89.1%

Not met

April 90.5.%, May 91.2%, June 85.7%

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

95%

1.0

No

98.0%

Achieved

April 97.7%, May 98.2%, June 98.3%

Maximum time of 18 weeks from point of referral to treatment in aggregate, patients on incomplete pathways

92%

1.0

Yes

2

90.9%

Not met

April 90.1%, May 90.6%, June 92.2%

Cancer 31 day wait from diagnosis to first treatment

96%

0.5

No

0

98.2%

Achieved

Cancer 2 week wait from referral to date first seen, all urgent referrals (cancer suspected)

93%

0.5

No

98.2%

Achieved

Cancer 2 week wait from referral to date first seen, sympomatic breast patients (cancer not initailly suspected)

93%

0.5

No

0

100.0%

Achieved

A&E: maximum waiting time of 4 hours from arrival to admission/transfer/discharge

95%

1.0

No

0

95.5%

Achieved

Community care data completeness - referral to treatment information completeness

50%

1.0

No

0.0%

Not relevant

Community care data completeness - referral information completeness

50%

1.0

No

0.0%

Not relevant

Community care data completeness - activity information completeness

50%

1.0

No

0.0%

Not relevant

Community care data completeness - patient identifier information completeness

TBC

0.0

No

0.0%

Not relevant

Community care data completeness - End of life patients deaths at home information completeness

TBC

0.0

No

0.0%

Not relevant

Care Programme Approach (CPA) patients receiving follow up contact within 7 days of discharge

95%

1.0

No

0.0%

Not relevant

Care Programme Approach (CPA) patients having formal review within 12 months

95%

1.0

No

0

0.0%

Not relevant

≤7.5%

1.0

No

0

0.0%

Not relevant

Admissions to inpatient services had access to crisis resolution / home treatment teams

95%

1.0

No

0

0.0%

Not relevant

Meeting commitment to serve new psychosis cases by early intervention teams

95%

0.5

No

0

0.0%

Not relevant

Data completeness, MH: identifiers

97%

0.5

No

0

0.0%

Not relevant

Data completeness, MH: outcomes for patients on CPA

50%

0.5

No

0

0.0%

Not relevant

Ambulance Category A call - emergency response within 8 minutes (Red 1 & 2 calls consolidated for Q1)

75%

1.0

No

0

0.0%

Not relevant

Ambulance Category A call - ambulance vehicel arrives within 19 minutes

95%

1.0

No

0

0.0%

Not relevant

Compliance with requirements regarding access to healthcare for people with a learning disability

N/A

0.5

No

0

Yes

Risk of, or actual, failure to deliver mandatory services

N/A

4.0

No

0

No

CQC compliance action outstanding (as at 30 Jun 2012)

N/A

special

No

No

CQC enforcement action within last 12 months (up to 30 Jun 2012)

N/A

special

No

No

CQC enforcement notice currently in effect (as at 30 Jun 2012)

N/A

4.0

No

No

Minor CQC concerns or impacts regarding the safety of healthcare provision (as at 30 Jun 2012)

N/A

special

Moderate CQC concerns or impacts regarding the safety of healthcare provision (as at 30 Jun 2012)

N/A

special

No

Major CQC concerns or impacts regarding the safety of healthcare provision (as at 30 Jun 2012)

N/A

2.0

No

0

No

Unable to maintain, or certify, a minimum published CNST level of 1.0 or have in place appropriate alternative
arrangements

N/A

2.0

No

0

No

Trust unable to declare ongoing compliance with minimum standards of CQC registration

N/A

special

No

Has the Trust has been inspected by CQC (in the quarter ending 30 Jun 2012)

N/A

special

If so, did the CQC inspection find non compliance with 1 or more essential standards

N/A

special

Threshold or
target YTD

Scoring

Risk declared at
Annual Plan

Clostridium Difficile -meeting the C.Diff objective

19

1.0

MRSA - meeting the MRSA objective

1

Cancer 31 day wait for second or subsequent treatment - surgery

Target or Indicator (per Compliance Framework 12/13)

Minimising MH delayed transfers of care

0

0

0

A short comment or explanation can be entered
in this column if you wish.

No
No

No

no of standards

0

No
Not relevant

Results left to complete

0

0

Total Score

4

2
Enter the reason for any non-scoring related rating override
here

Overide Rating
(if any)

Indicative Governance risk rating

Any comments or explanations

RED

AMBER-RED
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In Year Governance Statement from the Board of King’s College Hospital
The board are required to respond "Confirmed" or "Not confiirmed" to the following statements (see notes below)

For finance, that:

Board Response

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

4

Confirmed

For governance, that:
The board is satisfied that plans in place are sufficient to ensure: ongoing compliance with all existing targets (after the application of
thresholds) as set out in Appendix B of the Compliance Framework; and a commitment to comply with all known targets going forwards.

11

Confirmed

Otherwise
The board confirms that there are no matters arising in the quarter requiring an exception report to Monitor (per Compliance Framework
page 17 Diagram 8 and page 63) which have not already been reported.

Confirmed

Signed on behalf of the board of directors
Signature

Signature

Name Tim Smart
Capacity Chief Executive

Name Graham Meek
Capacity Acting Chair

Date 24 July 2012

Date 24 July 2012

Notes: The contents of this statement are specified in Monitor's Compliance Framework for 2012-13

0

Monitor will accept either 1) electronic signatures pasted into this worksheet or 2) hand written signatures on a paper printout of this declaration posted to
Monitor to arrive by the submission deadline.
In the event than an NHS foundation trust is unable to confirm these statements it should NOT select 'Confirmed’ in the relevant box. It must provide a
response (using the section below) explaining the reasons for the absence of a full certification and the action it proposes to take to address it.
This may include include any significant prospective risks and concerns the foundation trust has in respect of delivering quality services and effective
quality governance.
Monitor may adjust the relevant risk rating if there are significant issues arising and this may increase the frequency and intensity of monitoring for the
NHS foundation trust.

The board is unable to make one of more of the confirmations in the section above on this page and accordingly responds:
A The board has decided to continue to reduce the level of ‘long waiters’ or ‘incomplete pathways’ on the trust waiting list during Quarter 2 in order to establish a stronger
position for continued achievement of access targets during Q3 and Q4, when emergency activity is expected to increase. The board is therefore self-declaring non
compliance with the RTT admitted target for Q2.

B

C
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REGISTER OF GOVERNOR ATTENDANCE
NAME

CONSTITUENCY

MEETINGS ATTENDED
1
2
3
4
5

REASON FOR ABSENCE
May 2012: Sent apologies for absence - Unwell
Marc Meryon deputised.
May 2012: Sent apologies for absence - Unwell
Dec 2011: Sent apologies for absence - Out of the country.

Mr

George

Alberti

Chair

√

√

χ

Mr

Andy

Alatise

Southwark Central

χ

√

χ

Ms

Phyllis

Barnett

Allied Health Professionals

√

√

√

MS

Carol

Bell

Joint Staff Committee

√

√

√

Dr

Rachel

Burman

Medical and Dentistry

√

√

√

Ms

Carolyn

Campbell-Cole

Nurses and Midwives

χ

√

√

Ms

Fiona

Clark

Lambeth North

√

√

√

Mr

Derek

Cookson

Patient

√

√

χ

Cllr

Jim

Dickson

Lambeth Council

Mr

Thomas

Duffy

Patient

√

√

χ

May 2012: Sent apologies for absence - On holiday

Ms

Anne

Garvey

London South Bank University

√

√

χ

May 2012: Sent apologies for absence - Unwell

Mr

Richard

Gibbs

Southwark Primary Care Trust

√

√

√

Ms

Nicky

Hayes

Nurses and Midwives

√

√

√

Mr

John

Henley

Southwark North

√

√

χ

Ms

Caroline

Hewitt

Lambeth PCT

√

√

√

Ms

Patti

Kachidza

Patient

√

√

χ

May 2012: Sent apologies for absence - Away

Ms

Christine

Klaassen

Patient

√

χ

√

Feb 2012:Sent apologies for absence - On holiday.

Ms

Madeleine

Long

South London & Maudsley NHS Foundation Trust

√

χ

χ

May 2012: Reason unknown
Feb 2012: Sent apologies for absence - Conflicting meeting.

Mr

Andrew

McCall

Southwark North

√

√

√

Cllr

Catherine

McDonald

Southwark Council

Mr

Chris

Mottershead

King's College London

χ

χ

√

Mr

Christopher

North

Lambeth North

√

√

√

Mr

Stuart

Owen

Southwark South

√

χ

√

Ms

Barbara

Pattinson

Southwark Central

√

√

√

Mrs

Michelle

Pearce

Southwark South

√

√

√

Mr

Brady

Pohle

Administration and Clerical

√

√

χ

Mr

Nandakumar

Ratnavel

Lambeth South

√

√

√

Mr

Michael

Robinson

Lambeth Central

√

√

χ

Mr

David

Sullivan

Patient

√

√

χ

Ms

Diane

Summers

Guy's & St Thomas' Hospital NHS Foundation Trust

√

√

√

Ms

Jan

Thomas

Patient

√

√

√

Mr

Ahmad

Toumadj

Support Staff

√

√

√

Mr

Godwin

Ubiaro

Lambeth Central

√

√

√

Mrs

Alam

Zabit

Lambeth South

√

χ

χ

Ν/Α Ν/Α

Dec 2011: Sent apologies for absence - Unwell.

May 2012: Sent apologies for absence - Unwell.

√

May 2012: Sent apologies for absence - Unwell

Ν/Α Ν/Α Ν/Α
Feb 2012: Sent apologies for absence - Conflicting meeting;
Dec 2011: Unknown

Feb 2012: Sent apologies for absence - Unwell.

May 2012: Sent apologies for absence - Personal conflict

May 2012: Reason unknown

May 2012: Sent apologies for absence - Unwell
Feb 2012: Sent apologies for absence - Unwell.

Meeting Dates Key: (1) 01 December 2011; (2) 14 February 2012; (3) 09 May 2012; (4) 13 September 2012; (5) 05 December 2012

Enc 4.2

Enc. 4.3.1

Governors’ Membership & Community Engagement Committee

Minutes of the meeting held at 9.30 on 14 March 2012 in the Dulwich Committee Room, King’s
College Hospital
Members:
Brady Pohle (BP)
Fiona Clark (FC)
Barbara Pattinson (BP1)
Christine Klaassen (CK)

Committee Chair/ Staff Governor
Public Governor
Public Governor
Patient Governor

In attendance:
Jessica Bush (JB)
Sally Lingard (SL)
Jane Walters (JW)
Carolyn Ruston (CR)
Tamara Cowan (TC)
Jane Kartupelis (JK) – item 2.4
Leonie Mallows (LM)

Head of Public & Patient Involvement
Associate Director of Communications
Director of Corporate Affairs
Head of Stakeholder Relations
Assistant Board Secretary
Head of Web and Publications
Corporate Governance Officer (minutes)

Apologies:
Carol Bell
Andrew McCall
Alam Zabit
Michelle Pearce

Stakeholder Governor
Public Governor
Public Governor
Public Governor

Item

Subject

012/14

Welcome and apologies

Action

Apologies for absence were noted.
012/15

Minutes of the meeting held on 18 January 2012
The minutes were accepted as a correct record of the last meeting.

012/16

Action Tracking
Progress made on the action tracker was noted.

012/17

Matters Arising
SL reported on the Community Event held on 13 March:
 32 Governors and members attended;
 There was a presentation on the Annual Plan from Director of Strategy,
Jacob West;
 The Chairman and Chief Executive were also present;
 Table discussions were lively and participants shared personal
experience and recommendations, providing useful patient/ member
feedback for staff; and
 The interactive format is effective
.
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012/18

Draft Membership Report for Annual Plan

Action

JB presented the draft Membership Report which will form part of the Trust’s
Annual Plan submission to Monitor. Key points included:
 Total number of members approaching year end is 8,130;
 There has been a higher attrition rate in 2011-12, which may be in part
due to pre-election data cleansing;
 Most newly recruited members are from the public constituencies of
Lambeth and Southwark;
 Draft recruitment targets for 2012-13 include an overall net increase of
the patient and public membership to 8,800; and
 Focus will be on public member recruitment and reducing the attrition
rate through management of data e.g. working to retain members who
have moved house but are still eligible.
Discussion followed about the proposed recruitment targets and low cost
recruitment methods. Suggestions included:
 Increasing the presence of Volunteers in outpatient areas, such as
Golden Jubilee Wing reception area, to enable effective promotion of
the benefits and relevance of membership to patients;
 Encouraging all Volunteers to think more about the PR function of their
role, which includes promoting membership;
 Welcoming and guiding in public areas should be a priority for the next
group of Volunteers;
 Producing a leaflet, to be published in-between editions of Members’
News, outlining what KCH does for individuals in the local area and
providing information regarding key contacts at KCH;
 Consider the opportunities for KHP cross-membership and the need to
send consistent messages across the partner organisations, whilst at
the same time recognising local feeling and loyalty to local hospitals;
 There is a need for Governors and members to develop a clear
understanding of the benefits that can be brought to patients, as well as
risks, by a single KHP organisation as this is likely to be a key topic of
discussion.
It was agreed that:
1. The proposed recruitment targets for 2012-13 were sufficiently
ambitious but not unreachable; and
2. JW would approach KHP colleagues to discuss the possibility of
joint messages in newsletters, holding joint or shared member
events and actively encouraging cross-membership in a bid to
develop a KHP ethos.
012/19

JW

Draft Committee Work Plan
The Committee considered the draft work plan and made the following
suggestions:
 Analysis of membership demographics from data drawn from new
membership database;
 New membership form;
 Consideration of how to recruit members in satellite areas;
 Stakeholder database.
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The Committee agreed that the work plan should be considered at each
meeting and revised on an on-going basis.
012/20

Governor-Member Communication: Community links and experience
JB presented the revised Community Links and Experience form.
It was agreed that this would be sent by email to all Governors on 16
March with a deadline of 05 April.

012/21

LM/TC

Members’ News
As the main vehicle for Governors communicating directly with members, JK
asked the Committee for feedback on the Spring edition of Members’ News
(MN) and for suggestions for the Summer edition.
General feedback included:
 The current format makes it a lively and very readable publication;
 Distribution could be widened by adding a link to the fortnightly GP
newsletter; and
 The monthly CEO staff brief could include a link to the latest MN.
Suggestions for the next and future editions included:
 ‘Kings in the Community’ feature;
 Promotion of the KCH Open Day on 01 July 2012;
 Item on what members are doing/ committees they sit on e.g. Older
People’s Steering Group, Patient Experience Committee;
 Patient feedback on hospital food;
 Item on the Lister project with local schools;
 Regular item on KHP, de-mystifying the progress and impact of the
Strategic Outline Case and consultation process;
 ‘Day in the life of a Volunteer’ feature;
 Item on the capital plan; and
 Feature on the Olympics and Olympic torch passing KCH on 26 July.

012/22

It was agreed that:
1. A simple template would be produced, outlining who the Staff
Governors are, with a link to MN and CoG papers – this would go
out to staff on a quarterly basis, at the same time as MN;
2. BP1 would distribute copies of MN to her community groups; and
3. SL would prepare in agreement with KHP colleagues the proposed
piece on KHP.
Planning for Annual Open Day

Item

SL updated the Committee on planning for the Trust Annual Open Day,
scheduled for Sunday 01 July, and invited comments and further ideas from
the Committee. Key points included:
 The Open Day is an opportunity to invite the local community to their
local hospital;
 It also presents an opportunity to recruit members and volunteers;
 Clinical departments will have stands that include interactive displays
and activities designed for children;
Subject
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Also available will be health tests, information on nutrition, a children’s
quiz, representatives from the ambulance service and fire brigade.

Further suggestions included:
 Display on the Trust’s capital plan;
 Invite local school choirs/ bands; and
 Link to Camberwell Arts Festival (16-24 June) and invite local groups
such as Theatre Peckham and Camberwell Community Choir.
Governors are asked to attend and publicise the event by:
 Advertise by word of mouth, with the aim of increasing attendance
from people who have never been before;
 Think of prominent places to display banners from two weeks
prior to the event; and
 Distribute posters and leaflets in local areas.
012/23

All

Transport Feeder Committee
SL reported that following the Council of Governors meeting on 14 February,
where Governors were asked to indicate their interest in joining the Transport
and Environment Committee, few responses had been received.
It is therefore proposed that a ‘Transport Feeder Committee’ is established and
that it reports to this Committee. Key points:
 A feeder committee is less formal and would not be restricted by the
requirement to have a given number of Governor members in order to
be quorate;
 External stakeholders could be asked to participate e.g. representatives
from Southwark Rail Users Group; and
 KCH would provide the support framework and take a leading role
whilst enabling the group to focus on wider Camberwell transport
issues.
CR updated the Committee on current transport issues affecting KCH:
 Denmark Hill Station redevelopment – there have been delays to the
plans but it should be completed by the end of the year. An
engagement event, hosted by KCH, will be held early in April;
 Bakerloo line extension – there is a need to discuss a lobbying plan of
action, focussing in particular on the proposed route; and
 Trains stopping at Denmark Hill – with the South London Line ceasing
at the end of the year, KCH must work with Transport for London to find
alternatives and consider launching a members’ campaign at the
appropriate time - the Gillingham train is a possible option.
CR to draft a work programme for the feeder committee, which links to
patient transport issues, and send an open invite to all Governors.

012/24

CR

Date of next meeting:
Wednesday 13 June 2012 9.30-11.30 in the Dulwich Committee Room
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King’s College Hospital Governors’ Strategy Committee
Minutes of the meeting of the Governors’ Strategy Committee held at 09.30 on Thursday, 26 April
2012 in the Dulwich Committee Room, King’s College Hospital.
Members:
Chris North (CN)
Andrew McCall (AM)
Michelle Pearce (MP)
Nanda Ratnavel (NR)
David Sullivan (DS)
Jan Thomas (JT)
Tom Duffy (TD)
Brady Pohle (BP)
Carolyn Campbell-Cole (CC)
Phyllis Barnett (PB)
Carol Bell (CB)
Richard Gibbs (RG)
Jacob West (JW1)

Public Governor (Committee Chair)
Public Governor
Public Governor
Public Governor
Patient Governor
Patient Governor
Patient Governor
Staff Governor
Staff Governor
Staff Governor (until item 2.3)
Stakeholder Governor (from item 2.3)
Stakeholder Governor
Director of Strategy

In attendance:
Jim Lusby (JL)
Tony Johnston (TJ)
Tooba Ahmadi (TA)

Programme Director – ICP (item 2.1 only)
Head of Service Development & Intellectual Property Lead
Corporate Governance Officer (Minutes)

Apologies:
Christine Klaassen (CK)
Caroline Hewitt (CH)
Prof. Sir George Alberti (GA)

Patient Governor
Stakeholder Governor
Trust Chair

Item

Subject

012/10

Welcome, Introduction & Apologies

Action

The apologies for absence were noted.
012/11

Approval of Minutes of the previous meeting
The minutes of the meeting held on 19 January 2012 were approved as a
correct record.

012/12

Actions Tracking
The action tracker was noted.

012/13

Matters Arising
Non- Executive Directors (NEDs):
The Committee noted that George Alberti, a Non-Executive Director is a member
of the Governor Strategy Committee. However, it was highlighted that NED
representation at all Governor Committees is important and a NED should be
assigned to each Governor Committee.

GA/JW
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012/14

Integrated Care Pilot (ICP)

Action

Jim Lusby provided the Committee with an update on the development of the
Integrated Care Pilot (ICP) to date and the key points included:
• The new pathway for older people is close to completion with the first
elements such the relocation of “hot” geriatric assessment unit in the
community being implemented;
• Some funding have been secured, which will support the development of the
ICP further;
• A pragmatic approach to IT developments such as the purchase of WebEx
software that enables video conferencing to support multidisciplinary working
has been agreed;
• The ICP programme is challenging, however positive discussions are in
progress with the Local Medical Committees and GPs on provision of
enhanced services;
• The potential of telehealth and telecare are also being explored with the local
authorities to tie the next priority work streams;
• The new pathway will cut the fragmentation of care and ensure early
identification of patient needs, more rapid response to urgent cases, and
provision of specialist care away from the main ED;
• The ICP programme will also ensure that hospital is a better environment
with a single process of planned discharges.
The Committee was also clarified of the following points:
• Identifying appropriate pathways of care as well as bearing in mind the cost
implication, is a complex process. A holistic approach, involving various
professionals and multidisciplinary teams in Lambeth and Southwark to
proactively engage and co-produce pathways has been implemented. It was
agreed for JL to circulate the comprehensive list of the processes that
are being considered in the ICP;

JL

• The ICP programme has been implemented and operational in some parts of
South East London and we are in the process of identifying the location for
the first multidisciplinary team to function;
• There are strategies in place to observe and learn from past and current
service integrations to identify better ways of working;
• The Committee was assured that the ICP model will be looking to provide
rapid response and specialist care to urgent cases away from the main ED by
directing patients to “hot” clinics and triaging care, and releasing the pressure
of ED;
• The Committee noted the principles of integrated care in Lambeth and
Southwark. The opportunity for Governors to reflect on the principles
and to support engagement with the local communities was welcomed.
012/15

All

Trust Wide Strategic Matrix Q4 2011/12
JW1 presented the strategy matrix for quarter 4, highlighting the Trust’s strategic
priorities on a page to the committee.
Key points included:
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• The Trust achieved its MRSA target with only 5 cases reported to date;
• Achieving the C.difficle target is challenging but action plans are in place to
manage this and a downward trajectory is already being achieved;
• Despite a financially challenging year, the Trust achieved its savings target of
£40m as well as a surplus of £1.5m;
• Going forward to next year, the financial pressures will remain challenging.
Identifying a strategic direction of travel for theatres, day surgery and
outpatients appointments should help increase throughput and theatre
utilisation productivity;
The Committee was clarified of the following points:
• The Trust is carrying out a robust analysis of the procedures, which includes
bench marking activity by service line management to compare activity,
costs, procedures and services with peer groups;
• As part of the ICP and contributions from the CCGs, Southwark and Lambeth
community schemes are currently being evaluated to identify precise
locations and efficient ways for consultants to provide advice by using
technology based tools such as WebEx. These approaches should help the
unprecedented activity that was experienced by ED during March;
• The Committee discussed the provision of healthcare in the light of emerging
Clinical Commission Groups (CCG). Although, the overarching governance
and management arrangements are yet to become clear, the Trust should
continue to work closely with CCGs to achieve better service integration and
configuration.
• The Committee discussed the issue of cancelled electives. It was highlighted
that text reminders have reduced the DNA rates and there are some beds for
elective activity. Prioritising urgent cases occasionally leads to a cancelled
elective.
• As part of Medical Productivity and Workforce rationalisation, the Trust is
looking into e-job planning, role re-design as well as diary management to
balance consultant times for clinical, research and educational activities.
012/16

Horizon Scan – review of Strategic Context
JW1 presented the quarterly ‘Horizon Scan’ of external factors that may
influence KCH strategy.
Key highlights included:
Policy & Politics
• The Health and Social Care Bill has now passed and major structural
changes are expected with SHA being abolished and CCGs replacing PCTs.
• KHP along with St Georges are developing an Academic Health Sciences
Network (AHSN) for South London. The AHSN designation process will
commence next year.
Economy & Competitors
• The Trust is working with NHSL and the DH to identify means to support the
South London Health Trust (SLHT). Governors highlighted that other London
sectors outside the catchment area should also be consulted to identify any
impact to them;
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• The Committee suggested that the frame work should consider other less
visible economic drivers such as tariffs and patient choices as well as the
rising expectations from the public and the standards of care expected from
the Trust.
012/17

KCH Annual Plan 2012/13 Update
TJ presented the updated draft Annual Plan 2012/13 and highlighted that to date
a number of engagement opportunities such as the Community events,
Governor and Board Strategy Committees and the Director’s Surgery were used
to receive feedback and input from the Governors and Directors.
The paper consisted of four sections, the Forward Plan and 3 appendices on
Key Risks, CIPs and Efficiency & Financial commentary.
The Committee noted:
• All Foundation Trusts are required to submit an Annual Plan to Monitor
setting out their strategic and financial plans for the next 3 years.
• The three strategic goals and the ten supporting objectives remain same as
last year;
• The two key differences between this year’s requirement and those of last
year is the focus on the Trusts position within the local health economy as
well as a greater focus on CIPs;
• ‘Improving population health’ is a new additional objective under the Leading
change across the system.
The Committee’s comments included:
• Productivity should also focus on the back-office functions and ensure
appropriate skills are in the right place;
• As this is a 3 year plan, the Trust should be assured and confident that it is
robust and sustainable plan given the current financial challenges.
It was agreed that:
• In the immediate-term Committee members could provide further
comments via e-mail to TJ;
• Further opportunities for Governor input into the Annual Plan and
Strategic Priorities will be made available at the Council of Governors
meeting on 9th May 2012 and;
• A final draft will be considered at the Board of Directors meeting on
27th May 2012 before its submission on 01st June 2012.

012/18

KHP Update – SOC Progress
JW1 outlined to the Committee the progress of the Strategic Outline Case
(SOC), which was developed following William McKee’s review.
The SOC is being reviewed by the partner Boards to explore the feasibility of
developing it into a full business case. It was highlighted to the Committee that
although, Monitor is being consulted on this, it is not a requirement by Monitor or
NHS London.
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RG provided a brief summary of how the local NHS commissioners are viewing
the SOC:
• The Commissioners have an open mind about the SOC and see potential
benefits and risks;
• The benefits of SOC should outweigh any risks and transition costs;
• The Trust is experiencing capacity challenges and whether the Trust be
better able to deal with the pressures;
• What will be the impact of SOC on the Integrated Care Pilot (ICP);
• What role would the Governors and CAGs play into this;
It was agreed that:
• RG would amplify on the points raised to the Committee members via
email;
• The Committee would further discuss the issues at the Council of
Governors;
• A communication and engagement plan would be developed by
Madeline Long for Governor involvement.
012/19

RG
All

JW1/SL

Revised Committee ToR
The Committee noted the revised ToR, which was approved by the Council of
Governors on 14 February 2012

012/20

Revised Committee Work-plan
The Committee noted the revised work-plan and suggested that the ICT
Strategy should be a separate discussion item at a future Committee
meeting.

012/21

JW1/TA

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

012/22

Date of next meeting: Thursday 21 June 2012, 09.30 - 11.30am, Dulwich
Room
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Governors’ Patient Experience & Safety Committee
Minutes of the meeting held at 9.30 on 18 April 2012 in the Dulwich Committee Room, King’s
College Hospital
Members:
Tom Duffy (TD)
Patti Kachidza (PK)
Christine Klaassen (CK)
Carolyn Campbell-Cole (CC)
Nicky Hayes (NH)
John Henley (JH)
Stuart Owen (SO)
Alam Zabit (AZ)
Carol Bell (CB)

Committee Chair/Patient Governor
Patient Governor
Patient Governor
Staff Governor
Staff Governor
Public Governor
Public Governor
Public Governor
Stakeholder Governor

In attendance:
Judith Seddon (JS)
Jessica Bush (JB)
Jane Walters (JW)
Geraldine Walters (GW)
Lesley Buckle (LB)
Leonie Mallows (LM)

Associate Director of Governance
Head of Public & Patient Involvement
Director of Corporate Affairs
Director of Nursing and Midwifery
Trust Volunteer
Corporate Governance Officer (minutes)

Apologies:
Michelle Pearce
Derek Cookson
Jan Thomas
Chris North
Phyllis Barnett

Public Governor
Patient Governor
Patient Governor
Public Governor
Staff Governor

Item

Subject

Action

012/14 Welcome and apologies
Apologies for absence were noted.
012/15 Minutes of the meeting held on 24 January 2012 and Matters Arising
The minutes were accepted as a correct record of the last meeting.
012/16 Action Tracker
Progress on the action tracker was noted.
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JB reported that the Experience and Engagement Strategy was currently with
commissioners for comment; it would then go to the Executive for approval.
012/17 Committee aims and Governor involvement
The Chair invited Committee members to share their motivations for
becoming Governors/ PESC members, and their aims whilst on the
Committee, which would help guide PESC members on involvement and
priorities.
Stated aims of individual Governors included to:
 Help improve patient care through maintaining high standards at
King’s;
 Ensure staff are supported and cared for;
 Help bring clarity to strategic and other issues surrounding the
development of a single KHP organisation;
 Maintain and enhance the reputation of KCH;
 Improve services based on own experience of having been a patient
at KCH;
 Help in Outpatients;
 Bring the benefits of professional experience in health and other
sectors;
 Ensure inclusivity;
 Represent the concerns of staff based on the understanding of the
link between staff and patient experience;
 Help bring about engagement with stakeholders incl. staff in King’s;
and
 Bring an external perspective to the direction of the Trust.
The Committee discussed the opportunities that are currently open to
Governors, beyond Committee membership, for getting involved in initiatives
in order to achieve these aims and in general to help improve in- and
outpatient experience. These include work in Outpatients, Dignity visits, mock
CQC nutrition visit, Ward 20:20 and a pilot feedback scheme on Byron ward.
If Governors wish to visit a specific area, outside of these initiatives, a
request can be made via Geraldine Walters.
The Committee noted that:
 Use of ‘lay inspections’ in hospitals was recommended by the Prime
Minister earlier this year – potential methods are being piloted;
 An appropriate structure/ framework and feedback mechanism for
Governors is desirable – this would act as a comparable alternative to
the Directors’ Go & See Programme;
 Improving Outpatient services is an area where Governors’ help is
particularly looked for;
 Previous attempts to formally orchestrate a series of ward visits were
not successful because Governors were not always available to
attend; and
 PEAT inspections have been discontinued, however there remains a
number of ways in which Governors can get and already are involved.
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The Committee agreed that participation in ward/outpatient initiatives enabled
Governors to fulfil their role insightfully, but that it involved a level of
commitment to ensure success.
It was agreed that a list would be drawn up of all current opportunities open
to Governors.

JB/GW/LM

012/18 CQC National Outpatient Survey
JB presented the results of the CQC National Outpatient survey. The Trust’s
overall score has dropped slightly since last year and is ranked 3rd in
London. Governors noted the lower scores and discussed how to address
them. Issues around communication or failure to communicate are recurring
themes.
A working group focussing on patient experience will drive improvement
actions and link with the work being conducted under the Trust’s
Transformation Programme. The working group will include members of the
PPI and Change Leaders teams and it will be led by Rob Dennis, Divisional
Head of Nursing for Ambulatory Care and Local Networks. The group’s first
meeting is on 19 April.
Governor input is welcomed; two PESC members volunteered to join the
working group immediately.
Trust Volunteer Lesley Buckle reported on her work surveying outpatients in
Suites 1, 2 and 3 and providing an independent voice and real-time feedback
on the pre-appointment experience of patients. Her observations across a
period of 5 weeks included:
 Patients demonstrate a loyalty to King’s;
 There is a perception amongst patients that Suite 1 is patient
focussed and friendly, but that Suite 3 is busier, treating a wider range
of conditions, and is less patient-friendly with longer waiting times;
and
 Waiting for an appointment is a difficult and anxious time for many
patients.
The Committee noted that improving Outpatients is also one of Quality
Priorities for 2012-13 and a CQUIN target.
012/19 Director of Infection Prevention & Control update
GW presented the infection prevention and control report for the period OctDec 2011.
The Committee noted that the rates of both MRSA and C-difficile have
improved since last year and, although there are a number of other infections
that exist, rates of MRSA and C-diff act as an indicator for overall infection
control performance across the Trust.
The Trust ended the year with 5 cases of MRSA. The quota set by Monitor
was a maximum of 6 cases. For C-diff, the Trust ended the year with 92
cases.
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Although this is above the Monitor quota of 75, a downward trajectory has
been maintained for the past 3 quarters and the final number shows a 10%
improvement on last year. The Chair congratulated the Trust for efforts in this
area.
The Committee discussed the particular challenges of reducing C-diff, e.g.
the number of single rooms available which are also in demand under single
sex accommodation requirements. An external review of antibiotic usage has
taken place. The results of this review and the infection control action plan
have been shared with Monitor.
012/20 CQC Routine Inspection: 09 February 2012
GW presented the report published by the CQC following the unannounced
routine visit by 8 CQC inspectors on 09 February.
The Committee noted that is a very encouraging report, with many positive
comments from patients, relatives and staff.
The inspectors highlighted a minor concern over the secure storage of noncontrolled drugs and recommended an improvement action. Action has been
taken in response to the recommendation.
012/21 Quality Account 2011-12 & Quality Priorities 2012-13: update on progress
GW presented the draft Quality Account. End of year figures and external
stakeholder input are to be added, plus any comments from Governors at the
CoG meeting on 09 May.
A summary version of the Quality Account is to be produced.
From page 30, the document outlines the Trust’s plans regarding quality in
2012-13. Priorities have been selected because they will be a challenge for
the Trust and achieving them will represent real improvement.
The Chair commented that the document honestly and openly discussed the
quality issues the Trust was facing and its strategies for addressing them,
adding that this was what Quality Account should be for. He noted that he
had sent some detailed comments on the draft by e-mail to Geraldine
Walters.
012/22 AOB
The Chair and JS proposed moving the date of the next meeting from 20 to
21 June. This would be in order to allow a presentation from Rick Wilson,
Director of Nutrition and Dietetics, who cannot attend on other suggested
dates due to prior work commitments. The Committee agreed to change the
date.
NH suggested that Jenny Steel should also be invited to discuss patient
experience training. NH and LM to facilitate.

NH/LM

012/23 Date of next meeting:
Please note revised date and time - Thursday 21June 14.30-16.30 in the
Dulwich Committee Room
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